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CHAPTER I 

If;ITRODUCTION 

The protection of publio health is today generally 

reoognized as one of the most important funotions of govern­

ment. Few others are more vital to the welfare of the whole 

population. The sanitation of the physioal environment, the 

control of co mnunioable infections, the education of the 

individual in personal hygiene and the organization of medical 

and nursing services for the early diagnosis and pre -œntive 

treatment of certain diseases - all these health funotions 

and many more are the conoern of the various levels of govern­

ment in Canada. 

Although many publio health programs are now oarried 

on direotly at the federal and provincial leval, it is the 

local organization, whether municipal, or provincial, or a 

oombination of both, whioh may be oonsidered as the "ground­

floor" of the Canadian public health structure. The local health 

department randers on-the-spot direct service to a local juris­

diotion and the people it inoludes. "It is here that direct 

person~to-person contact is made between the individuals 

oomprising the publio and their locally employed public health 

personnel."(l) 

(1) Hanlon, John J., Prinoiples of PUblic Health Administration. 
St. Louis; C.V.Mosby Company, 1950, P• 270. 
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In its broadest sense, local public health 

organization includes both the preventive and curative health 

services provided through the community. However, curative 

services auch as local hospital programs and local treatment 

services for indigents have usually been separately developed 

by welfare departments or special agencies not conoerned with 

the direct provision of preventive public health services. 

Therefore, despite recent trends toward integration of pre­

vention and treatment at the local level, this thesis will 

deal wtth publio health organization in the· limited sense 

used by Smillie as "those aotivities that are undertaken 

(primarily) for the prevention of disease and the promotion 

of heal th ••• "(Z) 

The present soope and nature of local public health 

funotions is a product of about seventy-five years of rapid 

development. From preoccupation with simple regulatory measures 

auch as sanitary inspection and quarantine,local programs 

have evolved to inolude a wide variety of special services. 

As with ether social services, the expansion of activities 

has greatly inoreased per oapita costa and enlarged the sphere 

of local administration. Efficient performance now requires 

the integration of assooiated publio health funotions in a 

unified organization, an administrative unit of adequate aize, 

a bread basis of finanoial support, and special measures to 

attraot the neoessary qualified personnel. 

(2) Smilli~,Wilson G., Preventive Medicine and Publio Health. 
New York, MacMillan Company, 2nd ed. 1952, p. 6. 
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Generally speaking, Canadian municipal units, with 

the exception of the larger cities, are too deficient in area, 

popUlation and finanoial resources to support separately 

modern local publio health organizations. To meet publio 

demand for effioienoy in the provision of local services, 

provincial governmenta have intervened either to promote 

and partioipate in the operation of enlarged special purpoae 

inter-municipal units of publio health administration, or 

to assume direct reaponaibility for local services. This 

expansion of the "phyaioal dimension" of government in the 

field of pUblio health, to parallel the expansion of 

functiona, haa raiaed the problem of reoonciling local self­

determination with the need for teohnioal effioienoy. 

The purpose of this thesia is to examine and 

compare the pattern of local publio health organization in 

the various provinces with special reference to problema of 

provincial-local relations. This involvea consideration of 

the different types of organization, the size of administra­

tive: unite, administrative structure and relationahips, 

methode of financing and the problem of personnel. In order 

to underatand theae questions, however, it is necessary to 

trace briefly the historioal factors whioh have led to the 

existing local publio heal th structure in Canada. 
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Public Health Functions 

At the time of Confederation when Canada was still 

predominantly rural, urban centres small, and the movement 

of population restricted, public health was not considered 

an important service. Edwin Chadwick 'a 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 :tbcussed 

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 scope of government action. 

This situation was altered by Pasteur's discovery 

of the microbicorigin of disease (1870) and Koch 's description 

of the tubercle bacillus (1882) which ·shifted emphasis from 

the regulation of the environment 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 became of crucial importance with the continued 

growth of large industrial cities and the highly complex social 

organization characteristic of mature industrial society.(3) 

(3) Grauer, A.E., Public Health, monograph prepared tor the 
Royal Commission on Dominion-Provincial Relations, 
Ottawa; 1939, p .1. (mimeo.) 
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•.!odern public heal th activity, in the sense used 

1.ere. is a combinat ion of regula tory ac ti vi ty and the direct 

}rovlsion of services, preventive and educational in nature. 

~be develonment of these services was made possible by a 

~enera1 climate of opinion which increasingly favoured the 

~xtension of government activity to promote the health of 

;he individuel. since the ill health of the individua.l repre­

,:;ents a menace to the general welfare of the community. The 

;rend towards personal he al th services followed also from 

~he change in emphasis to the individual instead of his 

,nv1ronment as the source of disease and from the demonstrat­

~a inadeauacy of regulatory activity unaccompanied by 

~a.ucation in the nrinciples of personal hygiene. In t urn, 

,tfective health education of the individual had to be 

~compan1ed by case finding and diagnostic services to locate 

iisease. 

"oday, the sc ope of public he al th incl u:les environ­

nent al sanitation. communicable disease control, child health 

'<:xl.C1 adult health. Changes in the character of public health 

~ctivities reflect. in large measure, the suocess of early 

JUClic health programs in reducing the occurrence of,and 

ieaths from~ infectious diseases. Preventive methode have 

}een extended and anplied to general problems of maternal 

!ealth. infant health, pre-school health, and school health 

3lnce obviously the state of child health directly conditions 

-.he he al th of the future adul t population. Special clinicial 
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services have been developed under pUblio auspices for 

ttiberoulosis, venereal disease and other conditions. In 

recent years inoreas ing attention has bean direoted to the 

application of preventive techniques to problems of adult 

health and the ohronio diseases suoh as cancer, arthritis and 

rheumatism, mental illness and so on. This expansion of 

aotivity is breaking down the separation of publio health 

from general health oare services. 

Changing Responsibilities and Structure 

When publio heal th was simply a matter of environ­

mental sanitation, it was regarded as essentially a subject of 

local concern which could beat be handled by municipal authori­

ties conversant with local conditions. However, although 

newly formed Canadian municipalities were delegated permissive 

po~ to take appropriate sanitary measures for auch 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 soma municipalities. 

Provincial control was exercised only intermittently during 

times of serious epidemies. (4) 

Provincial statutory control and supervision of 

municipal public he al th acti vi ti es was first established 1 -. 

(4) Defries, R.D., ed., Canadian Publio Health Association, 
The Development of Public Health in Canada, Toronto: 
Toronto University Press, 1940. 
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on a continuing basis towards the end of the nineteenth century 

when public health began to aohieve recognition as a problem 

of province-wide concern. With the development of the germ theory 

of disease and of new techniques of infectious disease control, 

each province enacted legislation and regulations designed 

to protect the health of the population as a whole. Permanent 

provincial Boards of Health were set up in all the provinces, 

the dates of establishment being as follows: Ontario - 1882; 

Que bec and New Brunswick - 1887; Nova Scotia, Manitoba and 

British Columbia - 1893; Alberta - 1907; 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 aasigned the role of 

local enforcement, acting in affect as the administrative 

agents of the provincial authority. Further control was exer­

cised by most' provinces through statutory provisions making it 

mandatory for eaoh municipality to set up a ~inimal public 

health organization to undertake the required enforcement 

meaœures. In most provinces, each municipality was required 

to establish a board of heal th and/or appoint a medical heal th 

officer. 

While provincial legislation also provided the 

municipali t ies wi th opt ional powers to en act local by-laws 

(5) Defriea, R.D., ed., Op. Cit., pp.l5,35,49,56,67,90,101, 
115, 131. 



-------------------------------

~Cl develoP further services, very little was done exoept in 

~he larger cities where problems of sanitation and infectious 

iisease control were more obvious to the taxpayer. At a t ime 

.,,nen Publio -heal.th was largely regulatory in nature and soienti­

:io knowled~e limited, the employment of a sanitary inspecter 

;Vlthout apecial training and of a local physician as a part-

·ime health offioer was sufficient for most ,munioipalities • 

'iS publio heal th functicns expanded, the' provinces 

·"are 1noreasingly forced to adopt administrative techniques 

.,t control and suoervision, beoause of the failure of municipal 

'oards of health and medical health officers to function effeot-

-velv. "There seems to have been little co-operation between 

~he Provincial Board and the local boards; some subnitted annual 

~epor~s, othe ra did not. Some local boards seldom if ever met, 

=;he duties being oarried on by the chairman. These local boards 

·Tios~lv had no funds from which to work, and when expanses were 

ncurred it often took vears before the bills were paid ••• •~ 6 ) 

'The part-time medical offioer of heal th has be en to a large 

rB<rcent a fail ure. He is untrained for his work. is paid very 

ittle and that grudgingly for his services. His official.posi­

•ion br inga him into conflict {1) with his fellow-practi tioners 

7no will not report {contagious diseases, etc.) to a rival in 

1rao~ice, {2) with possible clientele who fear quarantine if 

lommun1cable disease is found in the family. This faot and the 

iissatisfaotion of persona who are isolated for the public 

:ooCL, interfere wi th the doctor 's practice and a ince the 

6) Warwick, Wm., "PUblic Health in New Brunswick•, in The 
JE!Yeloilment of P11hl 1c Healtb in Canada, Defries, R.D., ed., 
~oronte: Toronto Universitv Press, 1940, p. 49. 
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praotioe of his profession is his chief interest it is readily 

seen that in the endeavour to serve two masters the lesa re-

munerative and lesa attractive one of publio health is neg­

leoted.11(7) 

To enable effective admiriistrati ve control at least 

five pro vinees established provincial heal th districts and 

appointed 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 

1893, Qiebec in 1910, Ontario in 1912, New Brunswick in 1918 

and Nova Scotia in 1919.(8 ) Generally, the functions of 
. 

district health inspectera were two-fold; to provide guidance 

and t echnical advice to municipal he al th officials, and to 

ensure th at all public he al th 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 

ani the provision of personal health services, provincial 

governments increasingly assumed direct responsibility for 

varioua speoialized services. Certain specifie disease problems 

of partic~ar public interest clearly required province-wide 

control programs beoause the extent of the diaease in each 

local area was insuffiéient to justify aeparate local organizations. 

(7) Mc Oullough, J.w.s., 1 The Oounty Health Unit", in Oan J. 
Pub. He al th, Vol. 20, No .:3, p .119 

(8) Defriee, R.D., ed1 Op. Oit., pp.l6,36,50,72,90. 
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Similarly, provincial administration was necessary for certain 

technical advisory and assistance services .designed to support 

and stimulate local direct service activities. In consequence, 

most provinces have developed oentralized administrative 
-

services for the disease problems of tuberculosis, mental ill-

ness, venereal disease, cancer, poliomyelitis and others, as 

well as technical assistance services such as pUblic health 

laporatories, sanitary engineering, epidemiology, public health 

nursing, he al th education; vital statistics, nutrition, 

occupational health and preventive dental health. These and 

ether services conoerned with general medical and hospital 

care have been organized in separate health departments 

(Alberta, Saskatchewan, Ontario, Quabeo, Nova Scotia and New­

foundland) or in combined.health and welfare departments 

(British Columbia, Manitoba, New Brunswick and Prince Edward 

Island). The dates of establishment of provincial departments 

were as follows: New Brunswick- 1918; Alberta- 1919; 

Saskatchewan - 1923; Ontario - 1925; Manitoba - 1928; Nova 

Scotia- 1931; and Queb~o- 1936;{9) as well as Prince Edward 

Island- 1931;(10) Newfoundland- 193l;{ll) and British Columbia-

1946. (l2 ) 

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

(10) Prince Edward Island, Provincial Health Planning Commission, 
A Report Prepared by the Pro vinci al He al th Planning Commis­
sion for Presentation to the Government of the Province of 
Prince Edward Island, Charlottetown: The Commission, n.d., 
(mimeo), p.S. 

(11) Statutes of Newfoundland, 22 Geo.V, c.12. 
(12) British Columbia: Dept.of Health and Welfare (Health Branoh) 

First Annual Report, 1946. Victoria, B.C., Kings Printer,l947 
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At the local level, basic public health functions 

were rapidly increasing in ecope and complexity to include vital 

statistics, general sanitation, the control of communicable 

diseases, the protection of health in maternity, infanoy and 

childhood, public health education, and soma aspects of special 

problems auch as tuberoulosis control, venereal disease control, 

mental health, occupational health, community nutrition, dental 

heal th and latterly the chronic diseases. Dev·eloping public 

health functions could no longer be undertaken adequately 

without the employment of full-time professional personnel 

auch as. medical health officera speoially trained in publio 

health, public health nurses, trained sanitary inspectera and 

various ethers. As stated soma years ago in a United States 

survey report n ••• Oaly through the leadership of specially 

trained and experienced medical officers of health employed 

on a full-time basie, and by the provision of other profession­

ally and technioally trained members of an organized staff, can 

the desirable local he al th services be provided with competence 

and economy". (l 3) 

Special Purpose Local Health Unite 

Until recent decades in Canada, the municipality 

was still considered as the basic unit of local health admini-

atration, while the local school district ~rovided school health 

services. However, as functions changed and only the larger 

urban municipalities possessed the population and financial 

(13) Emerson, Haven, Local Health Unite for the Nation, New 
York: The Commonwealth Fund, 1945, p. 1. 
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·esources neoessarv for the development of full-time local 

ierv1ces. an increasing imbalanoe was apparent between the 

nunlcinal structure and local health organization requirements; 

-·ura.L munici"oal uni ta were indi vidually too small to support 

:u11-time services. The result was the gradual development 

1r enlarged special purpose units of administration with varying 

1egrees of provincial participation and weakening of local 

1ont rol. 

n the earl v de -œlopment of enlarged he al th districts, 

'mnnasis was plaoed at first on co-operation between adjacent 

nunlcinalities without provincial participation or financial 

..,sslstance. As far back as 1890. Ontario made provision for the 

c:_.ppolntment of county he al th officers, but the project failed 

.o gain sup·9ort due to hesitancy on the part of county councils 

'•0 incur exnenses hi therto borne by the municipali ties. ,l4 ) 

~imilar lack of success marked 1918 Nova Scotia legislation 

1rov1ding for the optional establishment of county boards of 

1ealth at the reauest of inoluded municipal and town councils, \15) 

;JJ.d o.uebec ;Legislation in 1919 enabling adjacent municipalities 

~o 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, Defries, R.D., ed., 
"oronto: Toronto Universi tv Press, 1940; p. 71. 

-15) Forbes, F .G., "Public He al th Act - Its Scope and Appli­
Jation". in Can. J. Public Health,Vol.9, No.lO, p.462. 

16) Pelletier, Elz., "Public Health in Quebec", in The 
1evelonment of Public Health in Canada, Defries, R.D., 
~a.·., 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 health composed of 

members appointed by the county and towns and cities located 

in the county. (l 7 ) Other provinces encouraged the joint provision 

of school medical and nursing services by municipalities and 

school boards. 

In the absence of effective action by the munici­

palitiea efforts .were made to strengthen provincial district 

health services. District health inspectera became responsible 

for the medical inspection of schools in Nova Scotia in 1920 

and in 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 full-time health unite was 

arrested until financial assistance was forthcoming from pro­

vincial go vernments. During the la te nineteen twenties and 

early thirties, experimental and demonstration health unite 

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. Oit., p. 50. 

~18) Defries, R.D. ed., Op. Oit., pp.36,50. 

(19) Defries, R.D., ed., Op. Oit., PP• 78,96,107,120,138. 
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assistance to most demonstration unite for a three year trial 

period following which financial support was withdrawn. Alto­

gether, seven provinces set up one 'or more e~erimantal unite, 

with the first unite in eaoh province being established in the 

following order: British Columbia - 1921; Quebec - 1926; 

Saskatchewan- 1929; 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 

finanoing has become largely standardized in each province. 

In five provinces, intermunicipal unite are now jointly ad­

ministered and financed by provincial and local authorities. 

Of the se, Alberta and Ontario place the grea test emphasis on 

local administrative responsibility, while in British Columbia, 

Saskatchewan and Manitoba administration is more highly oentrali­

zed, with t~e local role being mainly advisory; Quebeo's health 

unite are entirely administered by the provinoial·health 

department, aJ.though the munioipaJ.ities make a small finanoial 

contribution. In the Atlantic provinces, almost all local 

publio health functions are administered and finanoed directly 

by the provincial heal th departments, al though the mimioipalities 

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., d., Op. Oit., pp.21,37,107,128,139. 
Manitoba, Advisory Health Survey Committee, An Abtidgement 
of the Manitoba Health Survey Report, Winnipeg: Queen•s 
Printer. 1953, p. 31. 
~nt~7:o~ Healt~ su:~~Y Co~itt~e, Repoi) of the Ontario 
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~0.400,000 Canadian or 74.1 percent of the total population were 

~ervea bv 180 fùll-time units of local public health admini­

~'tration. This compares with 1268 full-time units in the · 

Inited States covering 75.8 percent of the population at the 

ind o f 19 51 • ~ 21 ) 

"ABLE I NUMBER OF UNITS AND POPULATION COVERAGE OF 
:'ULL-TIME LOCAL PUBLIC HEALTH ORGAI$IZATION 
W PROVINCE- DECEMBER 31, 1952.~1) 

~rovince 

iritiah 
iolumbia 

ûberta 

3aakatchewan 

\llanitoba 

Jntario 

~uebec 

-~ew Brunswick 

~ova Scotia 

~rince Edward 
cal and 

~ewfoundland 

1anada 

Number 
~:r: Uni ta 

17 

16 

10 

14 

41 

72 

9 

l 

180 

Population 
Served 

1. 086,963 

677,296 

502.212 

520,667 

3. 013,039 

3, 890,579 

52,873 

10.386' 213 

~~opulation Served 
as Percentage of 
Total PoPulation 

95.5 

72.1 

~0.4 

65.2 

65.5 

96.0 

100.0 

14.6 

74.1 

-1) Based on unpublished material supplied to Reaearch Division, 
Jenartment of National Health and Welfare, by provincial 
-1eal th departments. 

-21) U.S.Department of H~alth, Education and Welfare, Greve,C.H. 
;na. Campbell, J .R. (edi tors), "Report of Local Public 
{ealth Reaources. 1951", Public Health Service Publication 
~o.278. Washington: u.s. Government Printing Office, 1953, 

_). 3. 
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3uch full-time or fullv organized services include 

1rban health denartments, intermunicipal health units and 

)rov1ncial health districts. Each of these departments, unite 

'r ~istricts comprise an organized local health service under the 

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

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

'rea_uently other professional personnel such as dentiste or 

~u~ritionists. Outside the fullv organized areas, municipalities 

~a municipally unorganized territory are either serviced 

~ar~-time by medical health officers and/or full-time or part­

~ime nurses and sanitarv inspectors or else have no service 

'"~ all. 
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CHAPTER II 

EXTENT AND TYPES OF LOCAL PUBLIC HEALTH ORGANIZATION 

As indioated in Chapter I, local publio health 

sert'lioes have been developed partly through municipal 

health departments, partly through provincial health 

districts and partly through joint provincial-local health 

unite. While full-time services are provided through eaoh 

of these three basic forma 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 wi th 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 àhow that they are still the main form 

of health organization in urban areas. In 1952, 27 full­

time municipal departments oovered 4,313,419 persona 

including more than 71 percent of the urban population 
. 

or 3G percent of Canada's total population. Reoently, 

various urban munioipalities have been combined with 

(1) For purposes of this thesis, urban territory in­
eludes incorporated oities, towns or villages 
oontaining 10,000 or more population aocording 
to the 1951 cens us. 



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. 

Total Population 
Type of Organization Covered 

Urban Poput~jion 
Covered 

Rural Poput!jion 
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 

Provincial Health Districts 609,868 4.4 145.,992 2.6 463.,876 5.5 

No Full-Tima Service 3,598,116 25.7 511.,786 9.1 3.,086.,330 37.0 

(1) 

(2) 

(3) 

(4) 

Based on unpublished material supplied to Research Division., Department of National Health and Welfare by 
provincial health departments. These data include total population covefed (acoording to the 1951 oensus) 
by various types of full-time organization at the end of 1952, and the names of incorporated oities, towns 
and villages over 10,000 population provided with full-time organization. 
Population located within incorporated oities, towns and villages oontaining 10,000 or more population 
aooording to the 1951 oensus. 
Population looated outside inoorporated oities, towns and villages oontaining 10,000 or more population 
aocording to the 1951 oensus. 
Inoludes Greater Vancouver Matropolitan Health District, Viotoria-Esquimalt Union Health District, York 
Township Health Department and Scarborough Township Health Departmant • 

• 
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~urroundin~ rural territory in local health unite; 

)~hers are included in provincial health districts. 

1nlv 9.1 percent of the urban population lack fall-time 

~erv1ces but in most suoh municinalities fairly ex­

'ensive nrograms are organized by part-time medical 

1ealth officers. 

n small communities and rural areas consider­

-;cle progress has been made in developing full-time 

~erv1ces thro~ intermunicipal health unite. As shown 

_n Tables II and III. full-time intermunicipal unite 

~1umoering 144 in 1952, covered 5, 462,926 persona or 

~9.1 œ rcent of the Canadian population, this covered 

)opUlation was mainly looated in rural territory. 

:·u11-t ime provincial he al th districts are much lesa 

~xtensive; in 1952 they numbered 9 and served 4.4 

)eroent of the population. It should be noted that 

;7 percent of the non-urban population wtill laoked 

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

Type of Full-Time Total 
Organization Unite 

Urban He al th 
Departments (5 ) 27 

Intermunicipal 
He al th Uni ts 144 

Provincial Health 
Districts 9 

All Organizations 180 

Combined 
Urban Rural-(Utban Rural(4 ) 
Units(2) Unite 3J Unite . 

24 

4 

0 

28 

1 

38 

5 

44 

2 

. 102 

4 

108 

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

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

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

(4) Includes unite not oontaining 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 
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~e~artments offer more intensive services and a wider variety 

,f specialized services than any other form of full-time 

ocal public health organization. By contrast, grossly in­

~C1eauate municipal services are provided wherever the tradi-
; 

'ional mun ici Pal public he al th s t ruet ure bas be en retained 

_n rural communities. 

=~1-time citv health departments are found in every 

!anadian province except New Brunswick, Prince Edward Island 

~na. Newfoundland. As shown in Table IV below, about one-half 

1! these de~artments are located in the province of Ontario. 

"he number of municiPalities with auch departments varies direct­

v with municipal aize. While all ten cities having populations 

n excess of 100.000 had full-time health departments in 1952, 

1n!v 14 of 33 cities and towns between 25,000 and 100,000 in 

)OpU!ation operated their own full-time health departments, 

~no. just one between 10,000 and 25,000 in population separa.tely 

7rov1ded its own full-time service.~ 2 ) Each municipal depart­

nant is administered by a full-time medical he al th of fic er 

~esponslble to a quasi-independant board of health or a health 

~omm1ttee of the city council. 

"he "Oroblems of urban growth and the de "!2lopment 

")t suburban communities have raised the problem of amalgamating 

1rban health services in metropolitan areas. As yet, however, 

•he joint provision of services has been undertaken only by 

1ertain municipalities tri the Greater Vancouver and Victoria­

::sauimaJ. t metropoli tan are as in British Columbia. 

l2) Based on unpublished material supplied to Research Division De­
)ar~m~n.t of National Heal th and Welfare by provincial 
-.,a-...,,.._,., Aia""a"".,._WIOY\+a _ 
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1 Intermunicipal Health Units 
: 
Provincial Health Districts Urban Health 

Province Total Depa.rtrnents Total Rural-Urban{2J Rural(3 ) ~otal Rural-Urban (Z' Rural(3 ) 

British Columbia 17 2(4) 15 3 
1 

12 - - -
Alberta 16 2 14 1 13 - - -
Saslœ.tchewan 10 2 8 2 6 - - -
Manitoba 14 1 13 2 11(5 ) - - -
Ontario 41 14 (6 ) 27 12 15 - - -
Que bec 72 5 67 22 45 - - -
New Brunswick - - - - - - - -
Nova Scotia 9 1 - - - 8 4 4 

Prince Edward Is. - - - - - - .. -
Newfound1and 1 - - - - 1 1 -
Canada 180 27 144 42 102 9 5 4 

-- -~ - -----

(1) Based on unpublished material supplied to Research Division, Department of National Health and .Welfàre by 
provincial health depa.rtments. 

(2) Inoludes units oontaining incorporated city, town or village of 10,000 or more population aooording to 
1951 census. 

(3) Inoludes units not oontaining inc?rporated oity, town or village of 10,000 or more population acoording 
to 1951 census. 

(4) Includes Greater Vancouver Matropolitan Health District and Victoria-Esquimalt Union Health District. 
(5) Two of these health units are made up of municipalities offioially designated as suburban municipalities. 
(6) Includes hea1th departmants of York Township and Scarborough Township. 

---

l,l , ; 
1.\) 

1 
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In the rural areas of Canada, municipal public health 

organizationa are, in the words of an official report, "vestiges 

of a gradually shrinking system of small independant local 

health unite which came into existence when organized public 

peal th was in its infancy". (3) They exist mainly œcause 

most provinces still require the appointment of a municipal 

board of health and a medical healt~ 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 medioal health officer is often nominal, 

al though in some comrnuni ti es local physicians may organize 

and maintain fairly e~ensive 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 

uaually provided 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 nur~ing service and the muni­

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

( 3) Nova Scotia, He al th Survey Commi ttee, Report on the 
Survey of Health Facilities and Services in Nova Scotia 
1949-1950. By Stewart, C.B., Halifax: The Committee 
1950, (processed), p.Sl. 
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however, school he al th services are a till separately admini­

stered by school boards.(4) 

Provincial Health Districts 

The organization of provincial health districts 

as field service are as of the provincial he al th depart ment 

representa the strongest form of provincial reaction to the 

inability or unwillingness of the mun~cipalities to provi~e 

adequate health services. The provision of direct loOàl 

services through these districts is in most cases an expan­

sion of an earlier system in which provincial districts served 

as a me ans of providing advice and supervision t o municipal 

he al th authori ties. Wherever they axiat toda.y, auch districts 

provide most of the basic local pUblic health services needed 

in the conta.!ined local jurisdict ions, al though they may not· 

entirely replace the municipal health structure. The munici­

palities often retain minor public hea.lth responsibilities 

and finance their own activiti•s, while the provincial 

government pays the entire oost of its personnel and activities. 

The boundaries of provincial health districts are determined 

by provincial regulation or administrati ,e discretion. 

Provincial health districts are characteristic 

mainly of the Atlantic Provinces where relatively low par 

capita income ha.s meant either low standards of service or 

a strong emphasis on technical efficiency through provincial 

(4) Further detail on municipal and scheel district health 
organization by province is set out in succeeding pages 
of this chapter under provincial headings. 
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~dministration. As indioated in Table V below,full-time 

)rovlncial health districts serve most of Nova Sootia,and 

~. smal.l nortion of Newfoundland. In other parts of Newfomd-

and. partial local pubhio heal th services are made available 

~hrough the provinoially administered system of cottage 

-1osni tal districts; Prince Edward Island also provides 

5artial district services. In New Brunswick, the entire 

-)rovlnoe is servioed by a few full-time district medical 

ï.ealth offioers. eaoh oovering from two to four health sub-

1istriots. Elsewhere. in sorne remote areas of other provinces, 

5artial provincial district services are provided as a stop-

;ap measure until speoial-purpose full-time health units oan 

)e established. 

~ova Sootia: With the exception of the city of 

Ialifax whioh has a full-time municinal health department, 

~he pro~tnoe of Nova Sootia is servioed by full-time provincial 

ï.eal th districts. numbering eight in 1952. The se pro vi no ial 

1ealth divisions. as they are termed, oonduct the major field 

~otivities of the nrovinoial health department and undertake 

;bout 95 per cent of the local health work in district areas. 

}itv, town and muni01p~ boards of health retain certain miner 

--motions relating to sanitation, communicable disease control 

~na. sohool health servioes.~5) 

='rior to about 1934 the major responsibili ty for 

ocal public health services was vested in local boards of 

5) Nova Scotia~ Health Survey Committee, Op. Cit., p.62, 
~_.nC1 He al th Survev Reporting Form D. 



TABLE V POPULATION COVERED AND PERCENT OF TOTAL POPULATION COVERED BY FULL•TIME 
LOCAL PUBLIC HEALTH ORGANIZATION BY TYPE ~TD BY PROVINCE, DECEMBER 31, 1952(l) 

'lota.l F-ull.:Time- - ---- ------ ----- ~- -- ~-------

Provfncial Health 
Or~anizations Urban Health De~artments Intermunici~al Health Units l5istricts 

Province 1 Population Percent of Population Percent of Population Percent of Population Percent of 
Covered Total Po- Covered Total Popu- Covered Total Popu- Covered Total Popu• 

ulation lat ion lat ion lat ion 

~itish Columbia 

1 

1,086.963 95.5 531,614(2) 46.7 555,349 48.8 1 - -
lberta 677,296 72.1 288,691 30.7 388,605 41.4 1 - -
Lskatchewan 1 502,212 60.4 124,587 12.9 377,625 46.4 1 - -
mitoba 1 520,667 65.2 235,710 29.5 284,957 35.7 1 - -
1tario 1 3,013,039 65.5 1 1, 729 ,022(3) 37.6 1 1,284,017 27.9 1 - -

1 

le bec 1 3.890,579 96.0 1,318.206 31.8 2,572,373 64.2 - - ~ 

1w Brunswiok(4) 
1 - - - - - - - -

>va Scotia 642,584 100.0 85,589 13.3 - - 556,995 86.7 

·ince Edward Is. - - - - 1 - - 1 - -
1wt'oundland 1 52.873 14.6 1 - - 1 - - 1 52,873 14.6 
.) B-ased on -unpub1rshed mate-rfalsupplied -to R.esearch Dfvi-sTon, Department of' National Health and Welfare by Provincial health 

departments. These data inc1ude total population covered (according to the 1951 census) by various types of f'ull-time orga­
nization at the end of' 1952. 

~) Includes Greater Vancouver Metropolitan Health District and Victoria-Esquimalt Union Health District. 
5) Inoludes health departments of' York Township and Scarborough Township. 
~) New Brunswick's full-time district medical health off'icers cover very large areas, and each health sub-district reoeives 

only part-time attention. 
>) Prince Edward Island has a district nursing service and a sanitary inspection service which are under the part-time direction 

of the chief medical off'ioer of the province. 
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health. Althought statutory provision for the appointment of 

provincial diviaional medical health officers had existed since 

1919, their functions were limited largely to the operation of 

travelling tuberculosis clinios. Three divisional medical 

health officers were supplemented by a number of provincial 

field nurses beginning in 1932.( 6 ) 

Expansion of provincial health divisions in terme 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 additional unite 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 inspectera and clerks. 

In Nova Scotia's dual system of local pUblic health 

orga.nizat ion, each unit of local government a till performs 

certain health functions. There are two cities and 40 towns 

in the province as well as 24 rural municipalities. The rural 

area is divided into 18 counties which, in themselves, do not 

represent unite of local government; 12 of these counties each 

comprise one rural municipality, and the ether six have two 

(6) Campbell, P.S., and Scammel, H.L., "Public Healtb in 
Nova Scotia", in t'he Development of Public Heal th in Canada, 
Defries, R.D., ed., Toronto: University of Toronto Press, 
1940, pp.36-37. 

(7) Mcintosb, W.A., An Administrative Stud.y·of the Nova Sootia 
Department of Publio Real th wi th Recommandations, Halifax, 
N.S: Kings's P4;nter, 1935. 
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nunloinalities each.' 8 ) The appointment of a board of health 

_s mandatorv for cities and towns, as well as polling districts 

v1thin each rural municinality; county boards of health may be 

:et uo with the consent of the rural mu.-"l.icipalit~es and towns 

:oncerned. Mandatorv provision is made for the appointment of 

aedical health officers and sanitarv inspectors Who may have 

:urisdiction over a municipality. alone, a town alone, both a 

•Own of less than 2. 000 inhabi tante· and the mun:i:cipali ty of 

vnich the town is officiallv a part, two or more towns combined 

)V agreement or two municipalities within the same county.~9) 

n 1950 there were 64 part-time medical health offi9ers in the 

)rovlnce, 37 acting for a town, 22 for a municipali ty, 3 for a 

~own and muncipality, and two for sub-divisions of a 

ldunici-oality. \lO) 

jew Brunswick: Nova Scot ia 1s dual system of local 

1uolic health organization is parallelled in New Brunswick 

vnere the major local public health services are also pro­

"lded thro~h provincial heal th districts, numbering six in 

952. Unlike Nova Scotia. however, municipal boards of health 

-lave be en s uperseded by 16 sub-district he al th boards for the 15 

~ounties of the province and for the city of Fredericton. The 

Jrov.Lncial health department appoints fUll-time district medical 

·s) Dominion Bureau of Statistics, The Canada Year Book, 
-_!3l52-_~3. Ottawa: King's Printer, 1953, p.78. · · 

9) Statutes or· Nova Scotia, 2 Geo. VI, c. 4. 

·10) Nova Scotia, Health Survey Committee, Op. oit., p. 61. 
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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 he al th organi­

z:ation in New Brunswick dates from amendments made to the 

provincial Public Health Act in 1918. At that time the 

province was di vided into se \eral he al th districts, and full­

time medical health officers employed by the province were 

placed in charge of public health services in each district. 

At the sa.me time each district was divided into a number of 

sub-districts corresponding to the counties in the province; 

sub-district heàlth boards assumed the public health responsi­

bilities of cities, towns and villages within their jurisdiction. 

In 1921, a provincial public health nursing service was estab­

lished, and in 1922, 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 gradua.lly merged with the scho9l 

medical inspection service, while the provincial nursing 

service waa discontinued and nurses were employed locally. 

Although the provincial public health nursing service was re-

(11) New Brunswick, He al th Sur vey Commit tee, Report of the 
Health Survey Committee, Fredericton, N.B: The 
Committee, 1951, (mimeo.) pp. 19-29. 
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~s~ablished in 1942. the system of dual responsibility for 

·ooal health services has .continued up to the present time.'12 ) 

~t is difficult to judge whether or not the popu­

-at ion of New Brunswick is covered by full-time local he al th 

~erv1ces because the district medical health officers and 

1.urses d.ivide their time between various co1mties in the pro­

r1nce. S ince each medical he al th officer usually serves three 

1r rour counties~ while sanitary inspectors, clerks and a few 

1urses are J.ocallv employed, it may be said that the New 

1runswick svstem provides rather lesa than a unified full-time 

~ocal service. 

ie~fo~gJand: Special economie and geographie 

11rcumstances have moulded an unusual pattern of health organi­

~a~ion in Newfoundland. One feature is the high degree of 

!en~ralization of heal th administration resul ting from the 

~osence of local government institutions. Recent developments 

1! local goverr~en~ in some areas have not yet resulted in 

ooally administered heal th services. A second characteristic 

~B the emPhasis placed on public provision of medical and 

10SPital care for large areas of the island. In outlying 

'"e~1ons around the coastline prepaid treatinent services are 

-Jrovlcled for all residents in provincial cottage hospital dist-

--.lcts. medical pract ice are as and nursing a reas; public medical 

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

1uolic health services are availabl~ except in the St. John's 

12) New Brunswick, Health Survey Committee, Op. Oit., 
"'~P • XIX - XXII. 



- 31 -

• area where a full-time public health organization is 

operated by the provincial health department. 

The 17 cottage hospital districts existing in 

1952 covered 152,654 persona or over 40 percent of the 

Newfoundland population. Eaoh hospital district is super­

vised by a medical heal th offioer responsible for prepaid 

medical oare in a hospital medical practice area adjoining 

the hospital. Domioiliary medical and nursing oare in out­

lying parts of the cottage hospital district may be provided 

by additional medical health offioers and nurses in medical 

praotice areas and nursing areas whioh are sub-divisions of 

the cottage hospital district. A few medical practice areas 

ani nursing areas are looated in isolated regions outside the 

boundaries of any cottage hospital district. 

Some 34 medical health offioers employed by the 

province in cottage hospital districts and various private 

praotitioners in other areas did part-time public health 

work in 1952. They were all paid on a fee-for-service basie 

for certain publio health funotions auch as immunizations, 

child health clinics and school health inspections. Provincial 

publio health nurses, usually stationed in settlements lacking 

physioians' services, spent muoh of their ti me on work auch 

as maternity care, dental extractions and home nursing.(l3) 

(13) Based on unpublished material supplied to Researoh 
Division Department of National Health and Welfare by 
the Newfoundland Department of Real th, and on material 
oollected by the writer during a visit to the Newfound­
land Department of Real th in 1948. 



"'rince Edward Island: Because of the small aize of 

>rince Edward Island. the Real th Branch of the provincial 

1epartment of Realth and Welfare acts in effect as a local 

1ealth department. The provincial Department was set up under 

c:. tull-time Realth Officer in 1931. the same year that public 

~ealth nursing became a provincial service.\14) under the 

~ublic Real.th Act. the respective city and town councils of 

.he ei~ht incorporated municipalities, and the school boards 

,t the approximately 480 school districts, were the local boards 

,t heal th in these areas. ~15 ) An amendment in 1949 provided for 

:;he grouping of rural school districts into heal th districts 

nth local boards of health.,l 6 ) 

Jesnite the existence of ..loaàl boards, almost all 

1ublic he al th services are provided directly by the provincial 

1epartment of Realth and Welfare, under the general direction 

JÎ the Deputy Minister of Health who is also Chief Realth 

Jfficer. In 1952 there were 10 specialized provincial health 

.:ii visions. including a ~ivision of Sanitary Engineering with a 

~an1tarv engineer and three sanitary inspectors, and a Division 

'î Public Health Nursing consisting of a director and 10 dist­

~1ct nurses.,l7) 

14) Prince Edward Island, Provincial Realth Planning Commis­
~ ion. A Report Prepared by the Provi.nc ial He al th Planning 
1ommission for Presentation to the Government of the Pro­
Eince Of Prince Edward Island, Charlottetown: The --
1ommission. n.d., {mimee.) pp. 7-8. 

15) Prince Edward Island, Provincial Realth Planning Commission, 
lt> • c 1 t • ' p • 21 • 

."16) Stattxtes of Prince Edward Island, 1949, c .18. 
17) Based on unpublished material supplied to Research Division, 

Jenartment of National Real th and Welfare by Prince 
;iA_._,..A T_., --..:a T'\----"'----• .- .1' U-'11111'1 .._""' --~ llf,., .p_.,..,..., 



cntermunicipal Health Unite 

ntermuniciual health unite have been co-operatively 

·ie veloued by provincial and municipal governments in six pro­

"1nces: Q.uebec, Ontario, Manitoba, Saskatchewan, Alberta and 

~ritish Columbia. Wherever thev are established, health unite 

·eu~ace municipal public heal th services, al though municipal 

:ouno11s retain nowers to enact publio health by-laws. Health 

m1ts are a form of joint administration, but the degree of 

- ocal uarticipation varies greatly between the provinces. 

~dministrative structure and provincial-local relationships 

;re a.isous sed in detail in Chanter IV. The present chapter 

.a oonoerned wi th extent of ooverage, historioal development 

~na. methode of establishment within the context of the general 

· ooal governmental structure in each province. 

3eal th uni ta are authorized bv provincial statute, 

1ut the method of establishment varies. In Quebec and Alberta, 

1ealth unite may be established by provincial order-in-council, 

-~though in praotice approval by municipal councils is sought. 

-n Manitoba and Saskatchewan. approval by participating 

uun1oiual counoils is required prier to passage of a pro­

"1noial order·-in-counoil; in the absence of auch approval a 

·ocal vote on the Question may be held. There is no provision 

·or local voting in Ontario and British Columbia, but uni ts 

~re set Up through mutual agreement between local authorities. 

''he-= wide spread local demand for health unit 

~erv1ces has been mainlv stimulated by the promise of 
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provincial financial assistance, ',Provincial heal th departments 

guide and control the pattern of development. In Quebec and 

Ontario the existence of counties has shaped the health unit 

structure; many city-oounty unite have been formed. In the 

western provinces, health unite make 'Up part of a general 

trend towards the amalga:nation of munioipali ties tor special­

puxpose functions. 

Health unit functions are limited to preventive 

publio health exoept in Manitoba where prepaid laboratory 

and x-ray services may be provided, and in Saskatchewan 

where prepaid dental oare, medical care, hospital out-patient 

services and radiological services may be int roduced, 

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. R~al areas 

an~ many urban communities were aerviced by 67 "county" 

health unite, while the cities of Montreal, Outremont, 

Westmount, Verdum and Quebec had f:ull-time city health depart­

mente. The city health departments are independently main­

tained by the munioipalities oonoerned, but the "county" 

heal th unite are operated by the provincial government almost 

as provincial health districts except for two different features. 

Health unit services have entirely replaced municipal health 

services in health unit areas, and included muntbipalities 

are required to make a financial contribution for the support 

of each unit.(lS) 

(18) ouebec Ministere de la Sante, ·L'Enquete sur Les Services 
~ .Sante de la Province de Q.uebec, Q.uebec: Ministere, 1951, 
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The health unit organization in Quebec representa 

a modification of the earlier system of provincial district 

health inspectors described in Chapter I. Followingtwo 

etudies between 1921 and 1926 undertaken through the auspices 

of the Rockefeller Foundation, the first health unit was 

established in Beauce County in 1926.(19) In 1928 a special 

act respecting health unite 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 unite wherever 

deemed desirable.(20) 

Al though under the Que l::ec Heal th Uni ta Act, the 

provincial government has discretionary power to establish 

health units in counties or groups of cotinties, in practioe 

units are set up only after a resolution by majority vote of 

the county councils conoerned.( 2l) Although cities and towns 

are administratively separate from oounties oities 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 20,000 population already maintaining a sufficient 

(19) Quebeo, Ministere de la Sante, Op. Oit., Tome III, 
pp. 64, 100. 

(20) Pelletier, Elz., "Public Health in Quebec", in The 
Development of Public Health in Canada, Defriea, R.D., 
ed., Toronto: University of Toronto Press, 1940, p.21. 

(21) Quebec, Ministere de la Sante, Op. Oit., Tome III, p.66. 
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health organization in the opinion of the Minister of Health 

may be exempted from the Aot.< 22 ) Seventy-five out of 76 

oounty municipalities are served by health unite; in 1952, 

there were 57 single county unite, 8 multi-county unite and 

2 unite serving half a county each.(23) Citiea, towns and 

villages and other munioipalitiea may have local boards of 

health, but they let the county health un·ita do the work. 

Outaide health unite, avery municipality with a population 

of more than 5, 000 pers ons ia ·required to maint ain a heal th 

service direoted by a medical health offioer.(24) 

In addition to health unite, the provincial health 

department provides a special service to settlements in 

remote and munioipally unorganized sections of'.the province 

which lack the services of physioians and trained nurses. 

One publio 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

strative supervision of the provincial Division of Medical 

Services to Settlers, each nurse receives medical direction 

from the nearest pr~otising phyaician who alao providea part­

time medical and public health sérvicea. In 1948, 134 

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

(23) Based on Quebec Ministere de la Sante, Op. Oit., 
Tome III, PP• 84-162. 

(24) Revised Statutes of Quebec, 1925, 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 

independently operate full-time city health departments, inter­

municipal health units have been developed for smaller muni~ 

cipalities and rural areas. In 1952, municipalities with 

separate health departments included the cities of Belleville, 

Quelph, Hamilton, Kingston, Kitchener, London, Oshawa, Ottawa, 

Peterborough, Sudbury, Toronto and Windsor, Scarboro~: 

township and York township; full-time local health units 

totalled 27. Altogether 65.5 per cent of the population had 

full-time services available. 

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 that provincial health dist­

ricts were discontinued in Ontario, an experimental health 

~it 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 oontinued in the formation of later unite, and admini­

stration by local boards of health was authorized by the Publio 

He al th Aot. (26) 

(25) Quebeo, Ministere de la Sante, Op. Cit., Tome III, pp.55-5S. 

(26) Ontario, Health Survey Committee, Reuort of the Ontario 
Health,Survey Committee, Toronto: The Committee, 1951, 
pp • 39 8-400. 
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nhe Ontario Public Health Act permits any county, 

~ 1 tv, town, village or township to establish i tself as a he al th 

Lnlt bv municipal by-law, or to enter into agreement with ether 

!itmlcipa.l i ti es to f0ll11 a he al th unit. The only limitation on 

ocal autonomy is the requireœent that all "non-separated" 

nun1cinalities within a county participating in a health 

m1t~ must also form part of the unit. In provincial terri­

-.orial districts. he al th uni ts may comprise one or more 

.nun1cinalities, one or more sahool se.otions, and any area 

7resor1bed by the Lieutenant-Governor-in-Council.(27 ) 

~s in O.uebec, Southern Ontario 1 s two-tier system 

,r rural local government has meant that most health unite are 

naa.e uu of counties. Of 43 Ontario counties existing in 1951, 

_:6 were incl uded wholly or par tl y in he al th uni ts. ~ 28 ) In 

~:a.dition~ quite a nu..'11ber o;f· "separated" oities and towns 

~lthin countv boundaries have voluntarily amalgamated their 

1ealth services to form joint city-county health units.\29) 

Jutside of health unite and the health departmenta 

-n the large cities, all municipal health service is on a part­

~ime basis with a uart-time medical officer of health, a full 

:~r "'ar1i-time nurse, and sanitary inspecter. Each city, town 

r1llage or township is required to have a local board of 

27) a.s.o. 1950, o. 306. 

28) Based on Ontario, Health Survey Committee, Op. Cit., 
~). 403. 

29) All Ontario's 29 cities and 7 of the 149 towr4s are 
..,a.ministrat i vel v "separa ted" from the c ount ies in 
vhich they are situated. 
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health and a medical officer of health.(30) Often aeveral 

adjacent municipali ti es axe covered by a single physician, 

nurse or sanitary inspecter. In 1948, there were 294 part­

time medical health officers, 52 full-time and 50 part-time 

nurses employed in these municipalities. In a number of areas 

outside health units, school health services are provided by­

local boards of education. (31) 

In municipally unorganized territory avery magi­

strate is ex-officio a medical officer of health and every 

constable ia ex-officio a sanitary inspecter. In addition, 

the provincial Department of Health is responsible for health 

administration in these areas. The Lieutenent-Governor in 

Council may eatablish health unite and appoint medical 

officers of health, and the Minister of Health with the 

approval of the Lieutenent-Governor in Council, may appoint 

sanitary inapectors.(32) 

Manitoba: In 1952, Manitoba had 13 local health 

units, jointly operated by provincial and local authorities, 

which, together with the city of Winnipeg Health Dèpartment, 

brought full-time àervices to 65.2 percent of the population. 

Outside these areas the services of part-time municipal medical 

(30) R.s.o. 1950, o. 306. 

(31) Based. on Ontario, Health Survey Comrnittee, Op. Oit., 
Reporting Form D. 

(32) Ontario, Health Survey Cownittee, Op. Cit., p. 400. 
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health officers were aupplemented by 3 provincial public health 

nurses and 7 provincial sanitary inspectors.< 33 ) 

Prio;r to 1945 there were several ful.lptime he al th 

districts set up by the provincial gover.nment under the author­

ity of an amendment to the Publio Health Act in 1934.(34 ) 

These early unite which were mainly located in urban and stib­

urban areas, were established during the thirties, partly to 

oope with the problem of medical relief. Following a special 

survey in 1941 which recom~ended the extension of full-time 

services to rural Manitoba,(35) new provisions for tl1e 

establishment of health unite were inoorporated into· the 1945 

Health Services Act. 

Manitoba, mainly a rural province, has 4 cities, 33 

towns, 36 villages, 109 rural municipali ti es, 5 suburban 

municipalities,(36) and approximately 1800 sohool districts.(37) 

In contrast with the lack of consolidation of municipal and 

sohool uni ta, the He al th Services Act makes comprehensive pro-

vision for the consolidation of local areas for health purposes. 

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

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

(35) Buck, CarlE., Public Health in Manitoba 1941, Report 
of a Study made by the Amerioal Publio Health Association, 
New York: The Association~ 1941. 

(36) Dominion Bureau of Statistics, The Canada 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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fhe Aot has four 11&1n d1vta1ons proY1d1ng for: (a) p:reYentlw 

•41oal aen1oea thl'ougb. the oatabliabment o! local heal th unit a, 

(b) d.lagnoat io aerYieea by the ••ta'bl18hment of laboratory 

and I•ray unl~a, (c) medloal aer'floea by the ••tül1aluaeat ot 

n41oal oare diatrio1a and (d) ho•p11&11aation by the ••tab­

liahmeat ot organized hospital d1atr1o\e. (SS) lhlle eaoh 1ype 

ot unit or d1a1riet raay inOllde one or ~• mun1o1pa11t1e•, 

theJ'e 1s gnai oYerla.pplag of 'bouadu!ea; health liiDite and. 

labor•tory aad X•ray unlts may . ooinoide, howeyg. ln ltla, 

aere Hre 13 looal health œ.lta, 1 laboratory aad X•ray ait•, 

18 me<llo&l. oare diatrlcts and M hoapl'al dletrlota ••' up to 

a4m1a1ater local hoapltala. (J9) 

As wlth otber heal th dlatrio,a, publio healtb ualt-a 

ua a ... -.:ter of loo&l. eptlon. they are ea'i&bllshed. bf proytœial 

~egulatJ.on followll'lg approYal. of a propoaed soheme by eaeb 

of t.u munJ.o1pa1 ofhlaclls oonoened.. If any oouno11 fa.11a 

w1tbb 60 cl&Js to appron a saheH aubmit'fied by 1he Jl1n1ater 

ot he al ,h, a YOle ••' be beld. ln the mœlo1pal11iy ooaoen.-

ed if a pa-.1 tlon le reoei'fed a1gae4 'by at leaa1 10 peroeat 

of the qualified. eleotore. <•o) lollowiag the eatabllah• 

•••• of the unit w1th a uo.lt ad'fi•ory board of heal1h, • &Oh 

••1o1pal1•y aigne an agreement wlth the provin.Oial gov•raMa'fiJ 

(38) s.u. 19•1, •· aa. 

(ae) lian·. 1i·o··.'bat :;•· ot Health. aa4. hbUo Weltue, ll!!f! 
~,9' "t---J IAl!tf'\Il!!J:i'fts Wlnnlpegl Qllllea a r n er, . 1 pp.. a. , • • 

(.o) s.ll. 1945; o. aa. 
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no municipality may apply for withdrawal from the unit until 

two years have elapsed from the date of the agree nant. <41 ) 

Under the Manitoba Public Health Act each city, 

town, village and rural municipality not included in a health 

unit must retain on a part or full-time basis, the services of 

a duly qualified medical practitioner to act as medical officer 

of health and may appoint sanitary and ether inspectera deerned 

necessary.<42 ) The provincial Pub~ic Health Nursing Service 

supplies public health nurses for areas outside health units, 

while the provincial Section of Environmental Sanitation has 

a staff of inspectors located in areas of the province having 

no local units or sanitary inspectera of their own. 

In municipally unorganized territory outside health 

untts, the provincial government provides the same health ser­

vices for residents as the organized cities, towns, villages 

and rural municip~ i ties. The Minis ter of Public He al th and 

Welfare may designate any area as a health district and may 

appoint district hea1th officers (usually part-time), public 

health nurses and sanitary inspeotors.(43) 

Saskatchewan: In Saskatchewan, full-time local 

public health services are being developed through a system of 

health regions. At the end of 1952, 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 !bridge­
ment of the Manitoba Health Survey Report. Winnipeg: 
Queen 1s Printer, 1953, p. 49. 
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health departments in Regina and Saskatoon; 60.4 percent of 

the population was oovered. Elsewhere partial local services 

were provided through about 15 nursing districts, 5 nurses 

looated in the Northern Administration District, 14 provincial 

sanitary inspectors and about 200 part-time municipal :·.medioal 

health offioers.(44) 

Provincial-municipal co-operation in developing health 

regions in Saskatchewan is part of a general trend towards the 

development of local authorities along funotional linas. Joint 

action by groups of munioipalities to provide hospital faoili­

ties was authorized as far baok as 1916 by the Union Hospital 

Act.< 45 ) Any oombination of oities, towns, villages, rural 

munioipa1ities arid local improvement districts is permitted to 

establish an administrative board for the construction and 

operation of a oomrrtunity hospital; 104 union hospital districts 

existed in 1952. Similarly, to bring medical services to 

rural areas, individual m1.micipalities or groups of municipal-

ities may contraot with a physician or phyaicians to provide 

prepaid medical services in municipal medical care districts; 

these oovered about 180 munioipalities in 1952.(46 ) Consider-

able progress has also been made sinoe 1944 towards the 

creation of 60 enlarged unite of sohool administration designed 

(44) Based on unpublished materiel supplied to Researoh 
Division, Department of National Heal th and Welfare 
by Saskatchewan Department of Publio Health. 

(45) Statutes of Saskatchewan 1916, o. 12. 

(46) Saskatchewan: Dept. of Publio Health, Annual Report 
for the Fiscal Year April 1, 1951 to Maroh 31. 1952, 
Regina, Sask: Queen•s Printer, 1953, PP• 92, 108. 
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~o re~lace some 5000 local school districts.\47) Nothing has 

_"e'ti been done, however, about the large number of tiny rural 

mmJ.ci~al units. In 1952, there were 388 villages and 299 

::·ura.L municipalities, as well as 90 towns and 8 cities. \ 48 ) 

~uthoritv for the organization of health regions 

vas :rirst contained in the Public Real th Act as amend.ed in 
' 

-928~ and the Health Services Act of 1944 as amended in 1946 

~a. subseauent years. Under the 1928 amendment to the Public 

Iealth Act. full-time health districts oomposed of at least 

~J.&~;ht rural municipali ties or urban municipali ti es under 20,000 

)opw.ation oould be established by order-in-oounoil, subjeot to 

~he consent of the municipal councils oonoerned.\49 ) One full-

. ime he al th unit was inaugurated in the Gravelbourg are a in 

929. but the depression tenüinated this experiment in l932.\ 50) 

~ollowing the recommandation of the Saskatchewan 

lealth Services Survev Commission in 1944, ,Sl)the new Health 

3ervioes Act ~ermitted the establishment of health regions 

•omnosea. of any oombination of oïties 1 towns 1 villages~ rural 

47) 

49) 

. 50) 

51) 

Saskatchewan: Committee on Provincial-Municipal Relations, 
le'Dort of the Committee on Provincial-Municipal Relations 
]askatohewan 1950, Regina, Sask: King *a Printer, l95l,p.46. 

Dominion Bureau of Statistics. The Canada Year BQok, 
~~52-53, Ottawa: Que en 's Prin ter, 1953, p~ 79. 

R.s.s. 1930, o. 217 • 

Saskatchewan, Health Survey Committee, Saskatchewan 
leal th Survev Report I. He al th Programs and Personnel, 
te gina, Sask: The Commit tee, 1951, p. 34. 

Sigerist, Henry, (Chairman), Report of the Health 
3~1."_y_ices Survev Commission, Regina, Sask: "X1ng 1ts 
~ririter, 1944. . 



- 45 -

munioipalities and improvement distriots.(52) Although health 

regions may be established and boundaries determined at the 

discretion of the Minister of Public Health, provisions !or 

local consent are set out in provincial regulations. Health· 

regions are oonstituted only after requests for inclusion 

are reoei ved from at least 10 municipaliti·es a:n.d/or improvement 

districts. Following notice in the Saskatchewa:n. Gazette, 60 

daye are allowed for petitions opposing inclusion. When deemed 

ad.visable by the Minis ter of Public Heal th, a vote may be 

ordered in the municipalities concerned if opposing petitions 

are received from at least 6 contiguous municipal councils 

or 20 percent of the electors of auch municipalities; if 

opposing petitions are reoeived from the councils or 20 per­

cent of the electors of at least 10 munioipalities, a vote 

may be ordered throughout the entire proposed reSion. However, 

even if 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.< 53 ) 

The 8 full-time health ~gions established up to the 

end of 1952 are administered through. regional boards of heal th 

with joint administrative and financial participation by the 

provincial health department and the contained municipalities. 

In addition to providing full-time pUblic health services, 

(52 ) s . s . 19 50' c • 82 • 

(53) Sask 0/C 2026/48 as amended by Sask. O/C 1760/49, Sask. 
0/C 2138/49 and Sask. O/C 2851/52. 
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~eg1onal boards are empowered to introduoe tax-supported 

tental care for children. hospital out-patient services, 

~aaiological services and general medical care services, 

~ucject to the approval of the Minister of Public Health~ 52) 

-1oth within and outéide health regions, municipal 

~ounc1ls a:re reauired t o act as municipal boards of he al th 

:vnile eaoh municipal oounoil outsidà a health region is re-

1Ulred to appoint a medical health officer.\.54) In 1950, 

::,pproxlmately 200 physiciens served as part-time health offi-

1ers ror municipalities outside health regions, their work 

)eing largely confined to communicable disease and sani tary 

1ontro1 measures.\55) To supplement rural municipal health 

~erv1ces outside health regions the provincial health depart­

nant emoloyed a n;wnber of district publio he al th nurses and 

~an1tarv inspeotors. 

ü.o~~ta: The province of Alberta had 14 full-time 

~ocal health units and 2 full-time citv health fiepartments 

~ervJ.ng 72.1 percent of the population at the end of 1952. 

-n addition~ partial local services were provided through 2 

'~ne-nurse" health units. 33 "municipal" nursing districts, 

_;;everal nrovincial sanitary inspection areas and nunerous 

nun1cipal boards of health in rural areas outside health 

m1 ts. \ 56 ) 

54) s . s . 19 50, c • 81. 

55) Saskatchewan, Health Survey Committee, Op. Cit., p.85. 

56) Based on unpublished material supplied to· Researoh 
Jivision. Department of National Health and Welfare 

·1V Al terta Department of Publio Heal th. 



"he esta'bl ishrnent of full-time he al th· uni te in 

überta is simply one among several recent developments desi­

_;nea. to c reate larger unite of local administration. ~ 57 ) In 

952 the nrovince was orgar~ized into 7 cities, 69 towne, 140 

rJ.llages, 54 rural municipalities kno.n as municipal districts 

;nd 3 counties.~ 58 ) Through consolidation, rural municipal 

listric·ts have 'been reduced in num'ber from 143 to 54 over the 

~as'li ten years, while the comties were set up in 1951 on an 

·~xoer1mental basie. In the educational field, about 3, 591 

ndependent local school administrative unite which existed in 

-936. have bèen l~rgely replaced by 56 school divisions. In 

~a.dition. there are more than 60 hospital districts organized 

.o nrovide hospital facili ties and services; they are not 

nunJ.cinal su'bdi visions 'but are special are as usually smaller 

~han municipal districts and school divisions.' 57 ) 

Jtatutorv authority for the formation of full-time 

1ealth districts in Alberta was first provided through an 

~menament to the Public Health Act in 1929, which authorized 

.be Minister of Health to esta'blish public health districts, 

~J.ther at his own discretion without local consent or following 

~uomission of a scheme to the various municipalities for their 

57) Hansen, 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, 
-~52-53: Ottawa: Queen 1s Prin ter, 1953, p. 80. 
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approval.( 59 ) As outlined in subsequent amendments<60 )a full­

time ur.it could be constituted after a schema had been approved 

by councils representing 60 percent o~ more of the residents 

of the proposed health unit. Two experimental unite were set 

up in 1931, and up to 1948, six more had been established.. (61 ) 

In 1951, following the enactment of a separate Health Unit Act, 

the existing unite were enlarged., and a number of new unite 

set up. 

Although the formation of health unite is in practice 

entirely voluntary, under the new Health Unit Act the provincial 

government retains discretionary power to constitute, alter or 

disestablish health unit districts by order-in-council. By 

statute, health unite may includ.e towns, villages, municipal 

districts, improvement districts, special areas, and cities 

wi th a population not exceeding 50,000. Uni ta are set up 

following requests from municipal councils, and boundaries are 

alte~ed at the request of a health unit board or any contri­

buting municipal coumil. <62 ) 

Outside the full-time health unite, comprehensive 

full-time city health departments are independently operated 

by the cities of Edmonton and Calgary. Elsewhere, municipal 

health organizat~on is.limited to the minimal framework re­

quired by the Alberta Public Health Act. Every municipal 

(59) 
(60) 
(61) 

(62) 

Statutes of Alberta, 1929,· c. 36. 
Statutes of Alberta, 1932, o. 37; 1945, c.51. 
Alberta, Health Survey Committee, A Survey of Alberta's 
Health, Edmonton, Alta: Department of Public Health, 
1950, p. 26. 

Statutes of Alberta, 1951, c.23. 
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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 unite are provided th~ough •one-nurse" health unite and 

"municipal" nursing districts. "One~urse" health unite are 

designed to provide·generalized nursing services until a full­

time health unit can be organized. Based on enlarged school 

divisions and ad.ministered. through local school boards, the 

nine unite originally set up in 1944 have been almost entirely 

replaced by full-time local health unite. 

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 av.ailable only in provincially 

administered improvement districts, new legislation became 

necessary in 1950 to retain the service in communities increae-

ingly being incorporated into enlarged municipal districts. 

The Nursing Service Act authorizes the Minister of Public Health 

to e.nter into agreements for the provision of nua:"sing services 

with the councils of villages, rural municipalities or with the 

Department of Municipal Affaira on behalf of improvement districts; 

special districts are set up known as "municipal" nursing dist­

ricts. (64 ) 

(63) Revised Statutes of Al berta, 1942,· c. 183. 

(64) Alberta, Health Survey Oommittee, Op. Oit., pp. 26-29. 



- 50-

British Columbia: At the end of 1952 in British 

Columbia, full-time local public health services serving 

95.5 percent of the population were made available through 15 

local health unite and 2 metropolitan health departments; 

outside these areas partial services were provided through 

5 public he al th nursing districts, 2 sani tary inspection a reas, 

16 part-time mun~cipal medical health officers and 21 part­

time school district medical inspectors. <65 ) 

As in the other western provinces the development 

of local health unite in British Columbia is part of a general 

trend towards larger special purpose unite of local admini­

stration. Seventy-six school districts have replaced 650 

school unite that existed prior to 1946, (66 ) while a number 

of welfare regions have been organized by the Welfare Branch 

of the Department of Heal th and Welfare. <67 ) Municipal govern­

ments included 35 cities, 41 villages and 28 district muni­

cipal! ties in 1952, (68 )al though 20 to 25 .. percent of the 

populatio~ was still served by provincially administered 

improvement districts.(66) 

(65) Based on unpublished materiel supplied to R.esearch 
Division, Department of National Health and Welfare 
by British Columbia Department of Health and Welfare. 

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

(67) British Columbia: Department of Health and Welfare 
(Welfare Branch), Seventh Annual Report. 1952. 
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 daye, responsibility for local publio 

health affaira was divided between three distinct authorities. 

Sohool boards were required to provide sohool health services, 

municipal oounoils were responsible for general publio health 

services in their jurisdiotion, and the provincial government 

was responsible for all services in munioipally unorganized 

territory. Sinoe, with the exception of the-large cities, eaoh 

sohool district inoluded both munioipally organized and un­

organized territory, there were three health authorities 

operating in most districts. 

Full t ime he al th unit services provided through 

union health districts were first authorized by amendment to 

the Publio Health Act in 1936.(69) Union health districts 

administered through union boards of health are composed 

of one or more sohool districts and any group of oities, 

villages, municipal districts and provincial improvement 

districts. While the provincial he al th department reoommends 

and encourages the formation of districts, they are nevertheless 

set up entirely on a voluntary basie following the passage of 

concurrent by-laws by two or more partioipating munioipalities; 

sohool boards are permitted to transfer responsibility for 

school health services to the union board subjeot to the appro­

val of the Lieutenent-Governor-in-Council. Any municipal 

oounoil or school board is- free to withdraw from the union 

health district if six months notice is given. 

(69) R.S.B.C., 1936, o. 114. 



~--~----------------------------

- 52 -

The joint provision of publio health services in 

Great er Vancouver is unique in large Canadian metropoli tan 

él.reas. Si noe 1936, various suburban munioipali ties have 

oonsolidated \rtth the city of Vancouver to prganize a large 

metrop9litan health department through the Metropolitan Health 

Commit tee of Great er Vancouver. The oities of Victoria and 

Esquimalt also amalgamated the ir he al th services in 1946 ~.mder 

a Union Board of Health.(70) 

In the few remaining non-health unit areas a number 

of publio health nursing districts are looated, the vestiges 

of a system started in 1944. Originally made up of groups of 

sohool districts, the nursing districts were reorganized in 

1946 to coinoide with the new enlarged schoo1 districts. 

Through public health nursing committees, limited school 

nursing services were expanded to become generalized public 

health nursing services; sanitary inspection services were 

added as an intermediat.e step prior to the . organization of 

full-time local he al th unit services. (7l) 

In these areas, all municipalites are required to 

have boards of health; cities are required to appoint a medical 

officer while villages and district municipalities are required 

(70) Goldenberg, H. Carl, Provincial-Municipal Relations in 
British Columbia, Victoria, B.C: King's Printer, 1947, 
p. 28. 

(71) British Columbia: Dept. of Health and Welfare (Health 
Branch), Fifth Annual Report. 1950, Victoria, 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 unique to British Columbia is that 

local school boards are required to arrange for the provision 

of "adequate" sohool health servioes.(73 ) Oùtside health unit 

and metropolitan health department areas, sohool boards employ 

part-time school medical inspectors while school nursing services 

are provided through public health nursing districts. In 

municipally unorganized areas the provincial government is 

respor~ible for all services. 

(72) R.S.B.C. 1948, o. 141. 

(73) R.S.B.C. 1948, o. 297. 



1HAPTER III 

3 IZE _O_E'_ HEALTH UNI TS 

"he inte~ration of assooiated local publio health 

~unotions into a unified organization must be based on an 

·-.aministrative unit of adequate aize. The determination of the 

~~propr1ate aize involves the balanoing of geographie àrea, 

)OpUlation and publio heal th funotions. Considerations of 

c.eohnical efficiencv, however, may require modification in 

lrder to faci1itate ~artioipation and control by local oitizens. 

ii'\reover. in the broadest sense, efficiency implies poli ti cal 

'~d. administrative arrangements whioh make local services 

Yesponslve to local needs. As with municipal government, 

·• ~ unit that is geographioal1y too large oeases to be an area 

-~:r ~09~ govemment for it lacks cohesiTe forces. One that is 

-~oo small in ~oint of population oeases to be a suitable unit 

~·or governmental purposes •. ' 1 ) 

::Jttermination of Heal th Unit Boundaries 

i"he problem of he al th unit aize has been s tudied by a 

·~peo1al commi ttee of the Ame rio an Publio He al th Association. 

::n a report pub1ished in 1945, i t was reoommended that most 

.1ealth unit areas should oontain at 1east 50,000 people; ex-

·Je-o'tiions were recognized, of course, depending upon wea1th, 

1) Ca1lard, K., •The Present System of Local Government in 
'~anada: Sorne Prob1ems of Statua, !rea, Population and 
fiesources". in Can. J. Econ. and. Pol.Soi., Vol. lVII, 
fo .2. p .2()9. 
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density of population, health problems and geography. The 

report suggested that for adequate basic publio health services 

a oommunity of 50,000 persona would need one full-time 

professionally trained and experienoed medical offioer of 

health, a full-time publio health or sanitary engineer and a 

sanitarian of non-professional grade, ten publio health nurses, 

one of whom would be of supervisory grade, and three persona 

for clerical work.(2) 

In Canada, there is considerable variation between 

provinces, but apart from city health departments based on 

city boundaries, certain standards may be discerned whioh 

appear to determine the general aize of full-time health unite. 

General polioy considerations in the plan of he al th unit 

districts in eaoh province are of course affeoted or modified 

by various local factors. 

Smaller unite of considerably less than 50,000 

population are stressed in some provinces as a means of enabling 

health unite to be responsive to looal needs and wishes. In 

auch units the medical health offioer may maintain close oon-
by 

tact with the ptiblio;direotly undertaking most olinioal services 

auch as immunizationa, ohild health olinica and sohool medical 

examinat ions. In many areas this system is made neoessary by 

the general reluctance of the praotioing phys1oian to aasist 

through the part-time provision of olinical services. One 

(2) Emerson, Haven, L6oal. Health Unite for the lation, New 
York: The Commonwealth Fund, 1945, P• 2. 
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official report attri butes this reluctance to such factors as 

laok of time in a busy praotioe, low finanoial induoement, 

reluctance to see and advise another doetor's patients in a 

publio olinio, laok of knowledge of publio health praotioe, 

and perha.ps an underlying suspicion of all government he al th 

plans, ëe: tbe.y preventive or curative. (3) 

Generally, outside Canada's la.rger cities small 

health unite have been favpured by the existence of low 

population densitie'\$ 4>and the large number of small municipal 

units~5 ) Spa.rsity of population imposes administrative limit­

ations on size due to the distance factor and travel oosts, 

both direct and through time spen~ on travelling, while 

poli tic al limitations may arise from the re fus al of outlying 

municipalities to participate if the unit is too large. Ex­

cept where provincial health districts are set Up, considera­

tion must be given to local consent for the inclusion of 

parti cul ar communi t ie s. 

De spi te the irnportanoe of local o onsent and 

participation, the advantages arising from the economies of 

large sc ale organizat ion have tended to encourage the develop-

(3) 

{4) 

(5) 

Kanitoba, Advisory Health Survey Committee, An_Abridge­
ment of the 11aa4,toba Health BUTwy Report, Winnipeg: 
Queen's Printer, 1953, p.35. · 

The average density of population per square mil~ in all 
provinces in 1951 was 6.5 varying from 45.1 in Prinoe 
Edward Island to 3~4- in lewfoundland (Dominion Bureau of 
Statistics, The Canada Year Boolt,l952-53, Ottawa: Queen•s 
Printer, 1953, p.l29.) 

Local municipalities in Canada numbered 4020 in 1942 
(Dominion Bureau of Statistics, The Canada Year Book 
1952~53, Ottawa: Queen's Printer, 1953, P• 80.) 
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~rrent of large uni ts over 50,000 population. The most important 

-aotor favouring larger unite has 'been a oontinuing shortage 

-l:r -orofessionally trained medical health officers. If large 

)OpUlation groups are included, more unite can be established, 

-:_.nd medical he al th office ra can be more readily attraoted 

.o emoloyment 'by the greater soope and responsibilities. In 

.~ J.arge health unit, the medical health offiœr assumes ex­

:~ensive administrative resnonsibilities, which means that many 

iireot services must be -orovided by private physicians hired 

:_:~n a -carli-t ime basie; auch arrangements are co mnonly regarded 

~s -oromo'liing coordination and mutual understanding lletween 

JUblio health and medical practice. At least one province 

Saskatchewan) also regards large unite as neoessary from the 

-1o1nt of view of developing regional prepaid medical care 

>4ministration and co-ordination with enlarged hospital 

>,er noe districts. 

n ~anv province, regardless of general polioies, 

·•he local -oattern of population distribution dominates the 

!etermination of boundaries. Units made up of cities oon­

.:;OJ.idated for ~eal th -oui'poses wi th surrounding rural are as 

~re J.arge in population and small in area, while unite aerving 

·hinlv populated rural terri tory are small in population and 

- arge in area • 

.rarious ether specifie considerations will affect the 

~1ze of anv particular unit. As stated in an official report: 

' 1 ~-Anv factors suoh as natural boundaries, available trans­

Jortation, existing he al th faoilitiea ,social and economie 
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-·ond.i t ions and the wi shes of the local are a must be oonsidered 

men fixing the boundaries of any health region."'S) Another 

~enor~ points out that, 1 The boundaries of a health unit should 

:.-1 01noide wi th tho se of a normal tradi~ are a with a good tom 

!~;,& :L ta logioal centre in order that the office may be as 

/sooess1ble as possible to all membere of the oomnnmi ty. • ' 7 ) 

~inally, of course, the exieting boundariee of 

~un1o1nalitiee ~r special purpose unite of administration 

Y1ll affect bealth unit boundariee. Realth unite may be oom­

;osed of groups of -municipalities, groups of sohool districts, 

-··r groups ot hospital districts. In soma provinces a single 

·3oun1iv or groups of countiee may compose a unit. Although 

~he boundaries of auch unite are likely to refleot fundamental 

~eograpnic and economie factors, their existence may modify 

:he ideal administrative unit for publio health functions. 

3istribution of Full-Time Realth Unite by Size 

~t the end of 1952, Canada maintained 152 full-time 

·!ealth unite or districts. exclusive of full-time city health 
' 

iet>&rtments. The mean population per 'lmit was approximately 

~o. ooo. Table VI l»low, which shows the range of population 

~d a.rea of health unite 1n seven provinces,indicates the wide 

7&r1ation in aize within provinces as well as between provinces 

-n 1952. The mean -oopulation per unit varied from about 22,000 

6) Saskatchewan, Real th Survey Committee, Saskatobewaa Bttlth 
[~vs; Report I .• Real. th Progrpa ap4 Personnel. Regina., Sask: 
·1ihe ommittee~ 1951, P• 34. 

7) Alberta, Health Survey Committee, A Survey of Alberta's 
3_!,~~,lt~ Edmonton, Alta: Department of Publio Real th, 1950, 
)• idS. 



TABLE YI RANGE OF POPUlATION AND AREA OF FULL-TIME HEALTH UNITS AND DISTRICTS BY PROVINCE DECEMBER 31, 1952(1) 

Humber Kean Popu- Median Po- Population of Largest Mean Area ~ Median .Area Area ot Largest and 
Province of Units lat ion pulation and Smallest Unit Per Unit in Per Unit in Smallest Unit in 

Par Unit Par Unit Square :Miles Square lliles Square Miles 
Largest Smallest Large at Smallest 

ritish Columbia 15 37~023 33,545 61,789 12,774 11,184 4,881 50,603 298 

lberta 14 27,758 23,454 44,970 19,310 4,084 3,528 7,984 1,640 

askatchewan 8 47,203 52,452 77,944 11,800 9,256 8~892 15,030 5,544 

8.nitoba 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 1 

uebec 67 38.394 35,264 90.,000 10.,000 3,152 780 75,225 8 ill 
1 

ova Scotia 8 69,624 74,572 90,874 47,710 2,592 (2) (2) i 

ana da 152 39,604 (3) 97,721 10,000 3,823 (3) 75,225 7 

(1) Based on unpublished material showing area and population ot each health unit supp1ied to Research Division, 
Department ot National Health and Welfare by provincial health departments. Full-time urban health departments 
are not included. 

(2) Information not available. 
(3) Hot calculated. 
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_n llanitoba to about 70.000 in Nova Scotia; the mean area 

"arled from 11.200 square miles in British Columbia to 900 

~~uare mlles in Ontario. The smallest unit,located in the 

~agd.&len Islands, QUe bec, contained 10,000 persona, while 

~he largest,in Simooe County, Ontario, had a population of 

~7. 721. 'li th respect to area one joint unit in Ontario 

,,on;tained 7 square miles of territory while in Que'bec there 

~aa a un1t covering 75,225 square miles. 

'Jinoe the mean -oopulat ion or area of all heal th 

:'ml ts in a province is significantly affected by the number 

1~ unite in remote areas or the number oontaining sizeable 

'1lties. provincial policies in determining boundariss can 

~n.Lv be analyzsd by isolating rural uni te wi th roughly similar 

10pUlation dsnsities. In Table VII rural health unite with 

}Op~ation densitiss sxcesding 3 per square mile are aepara~•d 

:rom s-oarsely populated units with lees than 3 persona per 

~auare mlle, and !rom combinsd rural-urban unite oontaining 

'-lne or more J.noor'Porated oities, towns or villages of more th&n 

·o. 000 population. This table shows that 12 sparsely populated 

cour&J. unite had a mean t>Opulation of about 26,000; 93 rural 

'ffil.ts with a t>Opulation density sxoeeding 3 per square mile 

:tad a mean population over 34, 000; the mean population of 

~omoined rural-urban health unite was 55,000 parsons. 

~ysis of 93 rural health unite with densities 

'.i'ixceea.ing 3 per square mile reveals distinct differences in 

~1ze of unite between t>rovinoea. In 1952, as shown in Table VII, 



TABLE VII MEAN POPULATION OF FULL-TIME BEALTH UNITS AND DISTRICTS GRO~ B~ POPULATION DENS!TY AND BY PROVINCE, 
DECEMBER 31• 1952(1) 1 

' Rural Health Units with Popu-
t 

· Rural Health Unite with Rural•Urban Health Units 
All Health Units lation Density Lesa than 3 per Population Density Exoee- Containing Inoorporated Ci~~ 

Province square mile ding.3 per square mile Town or Village with 10,000 
or more po~ulation 

N'Wnber Kean Popu- Number Jlean Popu- Num.ber llean Popu- Number llean Popu• 
of Units lation of Units lat ion of Units lat ion of Units lat ion 

Per Unit Per Unit Per Unit Par Unit 

~itish Columbia 15 37,023 5 24,554 7 40,845 3 44,898 

lberta 14 27,758 1 21,601 12 27,773 1 33,730 

Lskatchewan 8 47,203 1 11,800 5 54,226 2 48,455 

witoba 13 21,920 2 17,217 9 23,833 2 23,250 

1tario 27 47,556 0 15 36,792 12 65,392 
. 1 -

Cil 
1-' 

1ebec 67 38,394 3 40,977 41 30,911 23 51,439 
1 

>Va Scotia 8 69,624 0 - 4 62,568 4 76,681 

Ln& da 152 39,604 12 26,128 93 34,132 47 55.029 

(1) Based on unpUblished material showing area and population of each hea1th unit supplied to Researoh 
Division, Department of National Hea1th and Welfare by provincial health departments. Full-time urban 
health departments are not included. 



~2 -

'lealt~ unite in Alberta and Manitoba were relatively small in 

~1ze. averaging lesa than 30~000 persona per unit. In British 

101 umbia. Ontario and Que bec the mean popul.at ion was between 

-~o. 000 and 50., ooo. Larger districts or regions in rural 

Jaskatchewan and Nova Scotia exceeded 50.000 in mean population 

:Jer unit • .. 
"able VIII following indicates a trend towards 

-arger health units between 1948 and 1952. lfhile some of 

;he 'POpulation increase arises from natural growth, some 

;rises from the addition of territorv to existing units or 

;he formation of new larger units. 

·rovinces Wi th Small Size Heal th Uni ts 

''he two largely rural provinces of Alberta and 

ilanitoba have exoerimented with relatively small health unite 

~vera~1ng lees than 30,000 persona per unit. While the main­

·.enance of small units was recommended in the 1950 Alberta 

cieal th Survev Report, \8)somewhat larger unite have been 

l.eveloPed sinoe 1951. In Manitoba, on the other hand, larger 

m1ts were recommended bv a Health Survey Committee,\9)but so 

-ar there has been no stibstantial increase in aize. 

,û'Qer:ta.: The development of enlarged rural municipal 

1istriets and er~arged sohool divisions has affected the deter­

:!!lnat ion of heal th unit boundaries in Alberta. Prier to 1951, 

8) Alberta, Health Survey Committee, Op. Oit., P• 28. 

9) Jlanitoba, Advisory Health Survey Committee, Op. Oit. p.3a. 



TABLE VIII MEAN POPULATION AND AREA OF FULL•TIME BEALTH UNITS AND DISTRICTS BY PROVINCE 1948 AND 1952(l) 

Province 1 Number of Units Mean Population Per Unit l4ean Area Per Unit in Square lliles 
1 

1948 1962 1948 1952 1948 1952 
1 

:ritish Columbia { 8 15 30,398 37,023 16,530 11,184 

J.berta 1 9 1 14 1 17,245 27,758 1,860 4,084 

askatchewan 1 6 1 8 1 42,638 47,203 8,550 9,256 

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

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

.uebec 1 65 1 61 1 35,036 38,394 3,240 3,152 

·ova Scotia 1 7 1 8 

1 

79,140 69,624 2,960 2.592 

ana da 1 132 1 152 36.393 39.604 3,550 3,823 

(1) 1948 data based on Provincial Health Survey Reports, Reporting Form D. 
1952 data based on unpub1ished material supplied to Research Division, Department of National Health and 

Welfare by provincial health departments. Full-time urban hea1th departments are not included. 

1 

(J) 
VI 

1 



boundaries of health uuita were usually based on one or two 

rural municipal districts or one or two school divisions 

containing from 15,000 to 20,000 persona; full-time unite 

numbered nina. The Alberta Bealth Survey Committee in 1950 

recommended the development of 24 rural health unite averagtng 

22,600 population. As stated by the Oommittee, • ••• It was 

felt that the aize of a standard health tmit shoW.d be auch 

that all medical work entailed ootild be handled by the health 

offioer in charge so that he may maintain a direct personal 

contact with the publio and a first hand knowledge of local 

problems •. (10) 

Fo11owing the 1951 Rea1th U~t Act existing unite 

were enlarged and new unite were established. It is clear from 

Table VIII that the increase in mean unit population from 

atout 17,000 persona in 1948 to 28,000 in 1952 was caused mainly 

by extension of area rather than natural population growth. 

Existing heal th tmits are composed of larger gro111PS of municipal 

districts than before. According to the Health Unit Act they 

may incl ud.e any combinat ion of towns, villages, municipal 

districts, improvement districts, special area or cities with 

a population under 50,000.(11 ) These are rural unite; on1y 

one of 14 con tains an incorporated al.ty, town or village of 

10,000 or ~ore population. 

Manitoba: The re1ative1y small size of health 

unite in Manitoba seems to arise from recommandations contained 

(10) Alberta, Health Survey Oommittee, Op. Oit., pp. 28-29. 

(11) Statutes of Alberta, 1951, c. 23. 



,n a s-oecial study of Public Health in Manitoba made in 1941; 

;3 uni ta wi th an average population of 15,000 were reoom­

~ended.,l2) While three early units before 1941 were all 

ocated in urban and suburban areas, after that time new 

cmJ.ts were developed in rural territory. In 1948, the mean 

JOP~ation of 13 health unite was 18,200 persona. 

""'n a new he al th unit -pl an developed a ,pp art of the 

~anitoba Health Survey Report, 15 enlarged units were recom­

nena.ed in 1950. wi th an average unit population of 31,000 

;;ersons. ,13) Onder this plan, eaoh proposed he al th unit area 

cRaB made uP Of va,rying numberS Of local hOBpi tal districtS • 

t was further reoommended that f1.m.ds be made available to 

:Jermlt the part-time employment ·of practising physicians 

lfno would assist in -performing certain olinioal services. ,l3 ) 

}.t the end of 1952 the total number of health 

· mJ.te in Manitoba was still 13 while the mean "Population 

)er unl.t had inoreased to 21,900 persona. Most of the in­

"lrease arose rrom the normal expansion of population rather 

~han the addition of new territorv to existing units. 

~rovinoea with Medium 81ze Health Unite 

''he three highly industrialized provinces of 

1ritish Columbia. Ontario,and Quebeo each have a number of 

!omoined urban-rural health unite, with large populations. 

12) Buck, Carl E., Public Real th in Manitoba 1941, Report 
1r a Stuiv made by the Amerioan Publio Health Association, 
iew York: The Association. 1941, pp. 101-103. 

13) Manitoba,Advisory Health Survey Committee, Op. Oit., 
)p. 62-34 and Appendix III. 



= ~6 -

~or rural unite with population densities in excess of 3 per 

·~uare mlle, the mean population has varied between 30,000 

@C1 50.000 persona per mit. Heal th mit boundaries are 

!!alnlY based on existing special purpose or general purpose 

m1ts of government. In British Columbia, health mita are 

,_Ema.Ll v made up of two or three enlarged school districts. · 

ilost he al th unite in QUe bec and Ontario are single oounty, 

nul ti-oounty, or ci ty-oounty uni ta. In these province a 

~~here is no definite polioy on the employment of private 

1nysioians to assist in performing olinical services on a 

:}art-time basie. 

·~ritish Columbia: In British Columbia, provincial 

).lans for health unite are designed to cover the province with 

8 units serving populated areas outside Greater Vancouver 

~nd Greater Victoria.\14) This development ia go~r..td to a 

f.J,On&ï.4erab1e extent by geographioal and topograph1oal factors, 

-~ance the 'Dopulat ion 1s scattered and disperaed wi th much of 

'"he are a of the province uninhabi ted and œinhabi table • The 

yJ.anned units are mainly modelled on groups of enlarged 

"onool districts oare.fU.lly organized on the basie of the 

_.946 Ca)lleron Report. The general polioy is that heal th unite 

?notild oontain from 30.000 to 40,000 population. 

'"he method of "01anning he al th unit \7oundaries has 

1een out1ined in the 1951 Annua.l Report of the··}rovinoial Health 

·~ranch as fol1ows: 

14) British Columbia: Department of Health and Welfare 
Hea1th Branch), Sixth Annual Report, 1951. Victoria, 

J.C: O;ueen•s Printer, 1952, p. 11. 
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''Tn the original planning of health unite, division 

~r the ~rovince into potentiel health unit areas was designed 

1n 1ihe basie of auch factors as population distribution, 

;cnool district boundaries. geographical contours, distances 

.. 1r travel and road conditions. Wi th the se factors in mind 

;he units were organized around at least one main centre of 

)Op~ation, but including a number of communities or munic­

)alities and a number of school districts for Which it was 

_·elt efficient service could be provided by a staff localized 

.~a. resident throughout the area. In the beginning, it was 

l01i alwavs possible to commence the unit with the provision 

:11· service to the entire area, and often the unit in its 

-nitial stages incl uded only a part of the proposed area on 

.he principle that expansion to include the ul timate area 

lOUJ.d t ake Place as the organizat ion bec ame oonsolidated. • ,lS) 

1etween 1948 and 1952 the.number of health unite 

.ncreased from 8 to 15. As shown 1n Table VIII the mean 

)OpU!ation per unit inoreased from 30,400 to 37,000 over this 

)erlod. Three of the unite in 1952 were combined rural-

ll!ban unite. while 5 ethers were rural unite with very low 

)OpU!ation densities. Table VII shows that in the 7 rural 

m1ts with population density in excesa of 3 per square mile, 

~he mean Population was 40, 845. 

J}lji~rio: The two-tier organization of municipal 

5overnm.en1i in Ontario has permitted the organization of heal th 

15) British Columbia: Dept. of Health and Welfare (Health 
=:-~ranch), Si.xth Annual Report, 1951. Victoria, B.C:. 
~ueen•s Printer, 1952, p. 37. 
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m1ts based on county boundaries. Of 27 health unite existing 

~1i the end of 1952. 22 were loca.ted at lea.st partly in Southern 

1ntario counties, whi1e 5 units in Northern Ontario formed 

5art of territorial districts. Eighteen unite included entire 

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

··hese health unite were rural in nature. Twe1ve unite in­

Jluded oities or towns containing 10,000 or more population.\16) 

:ance ci ti es and •separated1 towns are incl ud.ed in 

::uaey ontario he al th units the mean population per unit is 

ligh. If, however, only rural units with a population 

~ensitv exceeding 3 per square mile are considered, Table VII 

~hows a mean population per unit of 36,800. No attempt has 

;et been made to establish multi-county health unite except 

~nere counties are already united for municipal puxposes • 

. :;,_us bec: Of 67 Que bec he al th uni ts in 1952, 57 

~ere cotmtv un1ts, 2 served half a comty each, and 8 were 

liUlti-county unite. Twenty-three health units included 

· ~1ties or towns over 10.000 population. Of these, 3 included 

. oities over 10.000 population plus rural areas, 18 incluied 

,'4, su1gle oity and rural territory, whi1e 2 consiaied:of oities 

~n.l y. \17) The mean population of rural-urban uni ts was 51, 500. 

16) 

17) 

Based on unptiblished material supp11ed to Research 
) ivision. Department of National Health and rWelfare 
)V Ontar1o Department of Health. 

Based on Quebeo, Ministere de la Sante, L'Enqu~te sur 
~.e -" Services de Sante de la Province de ~beo. III. 
:O.tttY:Joes _cie ~antt _frovinciay&. QUe bec: KÎÎatere 
\ 951.pp.84.-169, and Dominion Bureau of Statistics, 

~n~_o~porated Cities _, - ~0_\!1'1~ and Villages, Population 
~ul1etin: 1-9. Ottawa: Queenïs Printer, 1952. 
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;.lmost the entire rural area of the province was 

~overee1 ~ health unite. Jlost of the 41 rural units with a 

)Op~ation density exoeeding 3 per square mile were based on 

~ln~le counties. Since many Quebec countiea are rather small, 

~he mean population of theae 41 unite was only 30,900 in 1952. 

"o facili tate urovincial administration, the Que bec 

qeal th Survev Report of 1951 reoommended the grouping of he al th 

Lnlts into 24 health districts each compoaed of 3 or 4 health 

;}nits and incl u:lin~ about lOO, 000 inhabitants. \18) · This 

r~ugges'tïed system of enlarged he al th districts is discussed 

-urther in Chapter IV .• 

·rovinces With Large Size Health Units 

''he two pri narily rural provinces .of Saskatchewan 

m<l Nova Scotia have develo-oed larger rural he al th uni ts than 

~he other -orovinces. In both provinces great emphasis ia plaoed 

jn 'tïhe imoortance of administrative efficiency. The medical 

ûealth officer administers a wide area. and many personal 

1ealth services are -orovided by private practitioners. In 

1ealth ulanning, as indicated in provincial health survey reports, 

:JUtùic heal th districts are almost coterminw.sw ith planned 

1ospital districts. levertheless, the reasons for and the 

•hinking behind the development of these districts has differed 

;rea'tily between the two provinces. 

18) Que bec, Ministere de la Sante, L'Enquete sur Les Services 
,;J,e Sante de la Province de Q.uebec. I. Presentation et 
3vnthese du Rapport, Quebec: Ministere, 1951, pp.l4-15. 
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Saskatchewan: In Saskatchewan~ heal th uni ta a:re 

termed "he al th regions", and concepts of regional planning 

dominate thinking in this province. Health region authori­

t1es are empowered to introduoe regional medical care 

insuranoe, and health regions are oonsidered as potential 

12ni ta of medioël. oarè administration as well as publio he al th 

administration.<19 ) Onder this system, the funotions of the 

regional medical health offioer are primarily administrative 

and efforts. are made to have s ohool medical examinations 

and olinios done by local physioians, while immunizations 

are done by public health nurses. 

The Saskatchewan Heal th Survey Report of 1951 

reoommended the division of the province into 12 health 

regions ooinoiding with planned hospital service areas, 

or alternatively 14 health regions.(20) As stated in the 

report, •For Saskatchewan, an area of 7,500 to lO,OOOJBquare 

miles wi th a population of 50, 000 to 65, 000 is oonsidered 

to be the most suitable aize for a publio health region, 

although many factors suoh as natural boœdaries, availab1e 

transportation, existing health faoilitiea, social and 

economie conditions, and the wishes of the local area must be 

considered when fixing the boundaries of any health reg1on.•(21) 

(19) 

(20) 

(21) 

Only one region, the Swift Current Health Region~ has 
introduced a publio medical care insurance program. 
This pilot scheme has been in operat~on aince 1946. 
Saskatchewan, Health Survey Committee, Sl§katq~wan 
Health Survey Report. I. Health Programs and Personnel, 
Regina, Sask: The Committee, pp.36-39. 

Saskatchewan, Health Survey Committee, Op. Oit., p. 34. 



1y the end of 1952, 8 health regions had been. set 

~. uf the rural regions with a poptüation density exceeding 3 

per square mlle, the mean population per region was 54,200. 

dtboug)l the cities of Begina and Saskatoon have not parti­

i lpated in health regions, 2 of the 8 regions contained ci ties 

JI. more th an 10.000 population. 

foya Scotia: In Nova Scotia, heal th districts, whicb 

4Xe termed "health divisions• , are simply field service areas 

,f the provincial health department. In contrast to Saskatoh­

~wan where regions are established only when fairly complete 

~taff oan be provided, the entire province of lova Sootia, 

.~xolusive of the city of Halifax, is inoluded in the bealtb 

'!!visions. The number IUld boundaries of the health divisions 

~e cnanged from time to time depending on the number of 

:!!edioal health offioers available. Binee local consent is 

~ot a factor in the establishment of provincial divisions, 

te~ativelv large areas may be included. At the same time, 

}art-time municipal medical heal th office ra continue to under­

~ake minor functions,thus relieving divisional medical healtb 

1rfioers from directly providing certain services. 

~e system of large districts was supported in the 

-950 Nova Sootia He al tb Survey Report as follows: •Kany 

·I- the counties are too small in area or too low in population 

~o serve as individual bealth or hospital unite... However, 

-t is fortunate that groups of counties or munioipalities 

~re so separated by natural barriere tbat the province is 



~eaa.ilv divided into nine regions. These are relatively 

1istinot ~eographio unite whioh are of a suitable aize and 

}Op~ation to serve as administrative unite for health services, 

~nd ~resumably also for hospital and medical oare services, 

fauch are or~anized at any future date•.' 22 ) 

=n 1952. eight health divisions exclusive of the 

JJ.tv of Halifax had a mean population of 69,600 persona. 

'rovinoes Laoking Full-Time Unite or Districts 

c"ess Oom~l.ete local publiO heal th services are 

~vallable through health districts in New Brunswick, Prince 

I:dward Island and Newfoundland. Recommandations not yet 

=molemented have been made in provincial health survey reports 

Jor the development of full-time services in New Brunswick 

,;nd. Prince Edward Island. New!omdland 1s health survey report 

·:J.as not vet been oompleted. 

:few Brunswick: The aize of New Brunswick 1s provincial 

':J.eal th districts has usuallv depended on the number of medical 

'!sal th office re available. In 1952 the re were 6 districts 

~erving the entire province, with a mean population per 

iistrict fo 86.000 persona. Inoluded within the 6 provincial 

Ustricts were 16 sub-districts based on county boundaries as 

·tesoribed in Chapter II. 

22) Nova Scotia, Health Survey Committee, Report on the 
:·~urvex.. of He_ al th Faoili ti es and Services 1n :Bova Sootia 
~949-50. By Stewart, C.B., Halifax: The Committee, 
~c 950. P• 37 • 
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The New Brunswick Health Survey Report reoommended 

the reorganization of local health services through nine 

haalth districts to replace both provincial districts and 

local sub-districts. Three of the reoommended districts co­

incided with counties while the ethers included several 

oounties or parts of counties. In eacb district wotild be 

provided a unified local public healtb service including 

pUblic health nurses, sanitary inspectors, and clerks under 

the direction of a full-time medical health officer.<23 ) 

Prince Edward Island: In 1948, Prince Edward 

Island was demarcated for purposes of health administration 

and public health nursing services into six areas of which 

one was a full county, and the remaining five were parts 

of coun~ies.<24 ) The province 1s three counties are simply 

geographie subdivisions and not uni ts of local government. (21)) 

In planning the reorganization of more suitable 

nursing unite of smaller aize, the Prince Edward Island Bealth 

Survey Report selected the approximately 480 school districts 

as blocks of territory. It was reoommended that 20 health 

districts be established for nursing administration, eaoh 

containing 20 to 30 sohool districts ànd from 4,000 to 7,000 

(23) lew Brunswick, Health Survey Committee, Report of the 
Health Survey Committee, Fredericton, N.B: The Committee, 
1951, PP• 323-330. 

(24) Prince Edward Island, Provincial Health Planning Comm1s8d~~~ 
A Report Prepared by the ProYinoial He al th Planning Com­
mission for Presentation to the Government of the Province 
of Prince Edward Island, Charlottetown: The Commission, 
n.d., p. 16. 

(25) MaoKinnon, Frank, The Goverment of Prince Edward Island, 
Toronto: University of Toronto Press, 1951, p. 274. 
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persona. In addition, two health areas eaoh under the juris­

diction of a full-time medical health officer were recommended, 

with each health area oontaining 10 health districts. All 

districts and areas were to be administered and served by the 

provincial health department.( 2
S) 

In 1952, as mentioned in Chapter II, ten provincial 

public health nursing districts were in operation but no 

medioè.l he al th office re had yet been appointed to the two 

he al th are as • 

Newfoypdland: lewfoundland 1s 17 cottage hospital 

districts contained 152,654 persona in 1952, so that the mean 

population per district was lees than 10,000. These districts 

were all located along the province•s sparsely populated coast­

lina, and were concerned mainly with the provision of medical 

and hospital care. As mentioned in Ohapter II, the only 

full-time looal public health organization in the province waa 

the provincially operated service for the city of St. John 1 s 

population • 

(26) Prince Edward Island, Provincial Health Planning Commis­
sion, Op. Oit., pp.lS-26. 
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CHAPTER IV 

ADMINISTRATIVE STRUCTURE AND BELA!IOISBIPS 

While the establishment of enlarged public health 

unite permits the extension of full-time local pUblic health 

services to rural areas, it does not necessarily guarantee 

local control and participation in the operation of these 

services. Speoialization of equipment, knowledge and personnel 

has led to inoreasing 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 oities, 

a minimum of provincial control is required. However, when 

joint-municipal units are promoted and financially supported by 

a province, it beoomes a matter of provincial ooncern to see 

that the program is being oarried out at least at the standard 

of performance which provincial authorities consider essential. 

Centralized provincial control for purposes of efficienoy may 

then seriously jeopardize local interest and participation. As 

stated by one authority •One of the most perplexing problems 

of administration is the proper relationship between admini- . 

strative levels or unite which enjoy a certain degree of 

autonomy". (l) 

To understand the administrative structure and 

relationships of looal health organizations it is neoessary 

to oonsider both the executive and polioy-making levels of 

organization. In eaoh local jurisdiction, the chief executive 

(1) Pfiffner, John K., Public Administration, Revised Edition, 
New York: Ronald Press Co., 1946, p. 129. 
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-s the medical health offioe~~while determination of polioy 

s theoretioallv, if not in praotioe, the funotion of a local 

)oard of he al th representing local residents. Provincial 

1oncern :ror the maintenance of minimum standards is reflected 

~n both snheres of organization. In addition to general 

e~islation defining local organization, duties and powers, 

:~aon provincial government ,through its health department ,main­

;~ains some degree of administrative supervision over local 

:Inera-cions and partioipates in the determination of polioy. 

_iome General Features of Local Internal Administrative Structure 

''he internal administrative structure bas be en 

argely standardized in all full-time health unite or health 

tenartments. Assooiated local publio health activities are 

~ntegrated under the unified administrative direction of a 

.nec1ioal he al th officer. Together with his local heal th staff 

·he medical health officer is responsible for the ad.ministra­

~ion of statutes. regulations and by-laws and tbe provision 

(( PUblio he al th services. In addition to publio heal th 

j.urses. san1tary inspectera and clerical staff, other 

:;neoJ.alists suoh as nutritionists, health eduoatora, labora­

•orv teohnioians,dental offioers, psyohiatrists and sanitary 

;ngmeers may be employed. 

'i.'ll.ral He al th Unit s: Under the medical he al th o fficer 

•he principal sUb-divisions of t~/ work are differentiated on 

.he basis of major purpose or funotion. Within eaoh functional 
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troup, ~he work organization is further stibdivided on the basie 

.~:r geographie areas. The organization chart of a large rural 

!ealth unit is shown in Figure I below. 

_:·IGUEE I 

-JEGAHIZATION OF A SASKATCHEWAN HEALTH REGION{l) 

;__ _____ - - BEGIONAL - lŒDICAL HEALTH OFFICER 

~-SENIOR PUBLIC IIUTRITIONIST 1 
HEALTH •tJRSJ: 

PUBLIC HEALTH 
URS ES 

[SECRETAiffAL-- AND CLERICAL l 

SENIOR SAliiTARY 
OFFIOER 

1) Based on Saskatchewan, Health Survey Oommittee, 
,J a,skatohewan Health Survey Report.!. Health Programs 
~a- Personnel. Regina, Sask: The Commftlee, 1951, p. 35. 

''he role of the heal th unit medical health offioer 

~arles between provinces, but generally he is limited to pre­

?en~ive and promotional activities. A typioal example is the · 

!ealth officer in Manitoba whose duties are set out in the 

ianitoba Kanual of Procedures and Duties for the Personnel of 

•OCal He al th Uni ts as follows: 
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•The medical director shall 

(1) be the medical officer of health for each munioipality, 
or part of a municipali ty, which forma a part of the local 
health unit of whioh he is appointed the medical direotor, and 
as auch, he shall be responsible for the enforoement of: 

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

{b) the health provisions of any ether provincial 
Act and regulations made the reunder, 

{c) any by-law pertaining to the health of the 
people within the boundaries of the local 
heal th unit whioh has been passed by a muni­
cipal counoil of any munioipality, or part 
of a munioipality, whioh forma a part of the 
local health unit; Providing that such by-law 
is not inconsistant with the provisions of 
The Publio Health Act and regulations made 
thereunder, or the health provisions of any 
other statute of the Province of Manitoba 
and regulations made thereunder. 

(2) be responsible for the oarrying out of policies as 
laid down for the operation of the local health unit by 

(a) the minieter 

(b) the board 

(3) act as the s~cretary-treasurer of the board of, the 
local health unit, but ·shall not be a member of the board with 
power to vote. 

(4) be responsible for the oxganization, supervision, 
performance and reporting of all work done by all members of 
the staff of the loo al he al th unit. 

(5) develop the preventive field in prenatal and maternal 
hygiene and where oondi tiens in the local he al th unit indicate 
that it is desirable, arrange for the establishment of pre­
natal and post-natal olinios. 

(6) develop a ohild hygiene service, and est&blish wall­
baby and pre-sohool olinics where deemed dfsirable. 
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(7) organize school health programmes and carry out, 
as often as circumstanoes permit, periodic physical examin­
ations ·of school children: Reporting any discovery of defects 
to the parents or guardiaas .an~ encouraging the early correction 
of same. 

(8) carry out a full immœization programme against those 
diseases which can be so controlled and offer immunization to 
al1 children requiring it at we11-baby and pre-school c11nics as 
we11 as at the periodic schoo1 examination. 

(9) keep avai1able at all times a supp1y of those b1o­
'1og1cs aupp1ied by the Department for free use by the physioians. 

(10) be responsib1e for the control of venereal disease 
within his jurisdiction and, at the :request of the direotor, 
conduct, facilitate, or cause to be conducsad, vene:real diseaae 
clinics. 

(11) facili tate all measures for the control of tuber­
culosi's wi thin his local he al th œi t area, and o.o-operate 
with the travelling tuberculosis c1inic and the local medical 
profession in this regard. 

(12) be responsible for the control of all other communi­
cable diseases wi thin bis local heal th unit a.rea, and for the 
enforcement of regulations hereto made und.er The Public He al th 
Act: And act as consultant to any pra.otising physician in the 
district when so requested. 

(13) !acilitate, or cause to be oonduoted, with the aid 
of those having special knowledge and training in this field, 
a mental he al th programme. 

(14) be responsib1e for, or oause to be oarried out, a 
sustained programme for general health education. 

(15) endeavour to keep in r eadily availa. ble form all 
statistica :relating to the health of the community; including 
preventive services rendered by private physicians or insti­
tutions. 

(16) ba responsible for the _inspection and supervision of 
maternity homes, ohild caring homes, and institutions eAd 
homes for· the care of the aged and infirm, within the area of 
the tmit; and insure they operated under permit issued under 
regulations of fhe Publio Health Act. 
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{17) co-operate with other agencies in regard to the 
health and wall-being of the people. 

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

{19) prepare, each month, for the month immediately 
preoeding: 

{a) a full report on the work of the members 
of the staff on forma specified by the 
minister, 

{b) a financial statement on forme specified 
by the minister; 

Five copies of the above report shall be prepared and dist~i­
buted as follows: 

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

(b) three copies shall be fo:rwarded to the 
director; one for the commission, one for 
the minister and one for the department 
fUes. 

(c) one copy shall be kept for the records of 
the unit. 

(20) prepare, or cause to be prepared, at the end of 
ea.oh calendar yea.r, a report on the operation of the unit on -
forma speoified by the minister, and forward four copies of 
same to the direotor not later than the)thirty-first day of 
January of the next succeeding. year.•t2 -

Urban Hea1 th Departments: In the larger hrban 

health departments, the internal administrative structure 

beoomes more complex, and functions are sub-divided into a 

larger n•ber of divisions~ Th us, for example, in 1952 the 

Montreal City Health Department inclu1ed the following 

(2) 
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tivisions:health education. demography~ sanitary inspection~ 

Tenerea! diseaae. communicable diaeaaea~ child hygiene in­

~~uding pre-natal and pre-achool hygiene~ achool medical 

nsneotion~ dental hygiene, mental hygiene and nutrition, 

•:tedical control. tuberculoais~ food inspection,laboratories 

-~a. heal th districts. \3) 

~ further development has been the deoentralization 

1!' certain activiti&s on the basie of ~eographioal areas, in 

'ra.er to looalize certain publio health services in health 

tistricts. Under this arrangement, direct services auch 

~s well-babv clinica, publio health nursing and sohool health 

~erv1oes are under the unified direction of a full-time dist-

~let medical health offioer. General supervision is exeroised 

)V the senior municipal medical health offioer~ and speoialist 

~onsUl tant services are provided by the various health 

ii visions in the same manner as provincial he al th departments 

.'i_.sa1st local health unite. Thua. for example~ the metro-

~oiitan area of Greater Vancouver is divided into 6 health 

t-rats each staffed with a t>ublio health physician as director~ 

~ suoerv1sor of nurses, publio health nurses and clerical 

~~1iaff. ,4) The City of Montreal is divided into 9 health 

3) City of Montreal, Dept. of Healtb, 1952 Annual Report, 
Jontreal: The Citv, p. 7. 

4) British Columbia, Dept. of Health and Welfare~ Survey 
·'!f_ Health Services and Faoilities in British Columbia, 
•-.'··''' . . . 1 
}3y Elliott~ G.R.F.~ Victoria, B.C: Queen s Printer, 
)• 41.. 



• 1 1Stricts eaoh with a full-time medical he al th officer, 

·~her full or nart-time physicians, one supervisory nurse, 

-5 to 20 public health nurses and a clerk.' 5
) 

-.ocal Boards of Hea1th 

"he agency legally responsible for the local 

;,d.minist ration of PUblic he al th services ià usually a local 

JOard of health with jurisdiction either within the boundaries 

,:r a sin~le mmicipality or in a special purpose ;o distriot 

~overlng a number of municipal! ti es. Local boards are re­

~ponslble for the local administration and enfo~cement of 

~rov1.ncial statutes and regulations relating to publio he al th, 

~s wel.l as municipal public he al th by-laws. Polioy making 

.:Jowers, nowever, are usually 1 imi ted to details. Where · 

·~erv1.ces are provided on a municipal basie, general polioy 

~etermination is largely a funotion of the municipal legis-

ative bodv. In intermunicipal health unite, local boards in 

,-,.ome prov1.nces have been delegated extensive policy making 

5owers, wnile in othera their role is essentially advisory 

~o the nrovincial health department. 

>.lthough aost local boards are appointed by or 

:ons1st of municiPal councillors, it is likely that they were 

lrl.~?;inally oonceived as a deviee to remove public health 

-·rom local poli tics. As stated by one authority, " ••• in 

5) Quebec, Ministere de la Sante, L'Enquete sur Les 
l~-:t"!ices de Sante de la Province de Que bec. IV. 
]ervioes de Sante Municipaux, Quebec, Ministere, 1951, 
-)p. 64-36. 
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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 developing at the time when the British 

and the United States policy favoured decentralization within 

the municipal structure.•(6 ) In the nineteenth centUDy, when 

the first municipal boards of health were established, 

provincial governmente probably considered that such boards 

would be more amenable to provincial guidance than municipal 

councile. More recently, the development of health unit 

boards of health haa served as a useful deviee for repreaenting 

various municipalities and citizen groups. 

!hmicipal He al th Boards: Municipal boards of he al th 

are usually composed of members of the municipal council. In 

provinces where other persona 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 oonsititution of municipal 

boards of health as specified in provincial Public Health 

Acta. Although the three provinces of Manitoba, Quebeo and 

Newfoundland make no specifie provision for municipal boards, 

municipal councils in these provinces may exercise similar 

functions under the broad provisions of municipal acta. 

For some cities, particularly in Quebec and Nova Scotia, 

(6) Crawford, K.(#rant, Local Government in Ca,nada. Queen 's 
University, (mimeo.)~ p. 105. 

.... 



TABLE IX 

Province 

British Columbia 

Alberta 

Saskatchewan 

Ontario 

New Brunswick 

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

Municipal Unit Uembership of ;Board of Health 

Ex Officio Members Members .Appointed by Muni­
cipal Council 

Cities, Villages, District Municipalities Municipal Councillors 

Cities, To1ms 

Villages, Municipal Districts 

Cities, Towns, Villages, Rural 
Kunicipalities 

Cities and Towns Over 4,000 Population 

Other Towns, Villages, Townships 

Counties 

Rural Municipalities 

Mayor, Municipal Engineer, 
Medical Health Officer 
Municipal Councillors 
Medical Health Otficer 

Municipal Councillors or 
alternatively in cities a 
Committee of Municipal 
Council 

Mayor, Medical Health 
Offieer 

Head of Municipality, 
Medical Health Offieer 

Medical Health Officer 

Three Ratepayers 

1 

al 
IJl> 

1 

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 Ratepayer 

One appointed by Provincial 
Govermaent; four appointed 
by County Kunioipality; 
one appointed by Cities and 
T~s between 2,000 and 
10,000 population; 
two appointed by Cities and 
Towns between 10,000 
and 20,000 population; 

.... '·' .... • -:, .. ' ~ ~.: .. • .~ ·. .' '·' > ~~~~~~~ . .1!~811 OT.~ 
~ ·. ~ -~ :·t- ~ ... ~ ' ', •. :··: ' l : ...... ~:..; ~._..-::~~~-~~ .......... ' -' ' ' . ~ 1'-.ftll! ~\-~ .... ·i~ -~-

1 · ~: .:· !i."'l.. .. <r; ,~~.~:._·--.i:::-,.l·t·-c..~-~-~ "'11",• .. '_._~, ;_-~-> > .. ~ ... ..,.'~--~,;,~;.·_~_, .. « .. ~,.- ~ \~-,...:t... .. -·.~~f,(j\,) ·~;- l-
>!. :'~\J :.,.~ ,:•.-:.~ ·_ """' _.Q).·~:.a~ ~~...-..A-.o ,_ ~.~-~ ,tt.4r· L•.N< ..,, .. ~ ... "'_,.,. -~ •. ' ,. ·, ~ ......... ·-~---- .• . • 

Medical Health Offieer As specified by Provincial 
Government 

Prince Edward Island Cities, Towns , Municipal Councillors 



·)ltv charters specify th&t the city coœcil or a heal th 

::ommlttee of the counoil shall ·&Ct aa the board of health. 

>f special interest is the tact tha:t Alberta and 

i)ntario pro vide for repreaentat ion of ratepayers who are not 

~eoeasar11v membere of the municipal council; the medical health 

:;ffioer ia also an ex officio member of the board. .llbena 

•~• the onlv province to apeci:ty three year overlapping terme 

Xor appointed membera. ~?) Ontaiio. 1a the only province that 
~ 

~eqUlres several meetings a year - at lea.at four, and the only 

!f!rOYince that authorizea pa.yment of board members - ~up to 

•4 per meeting plus traTelling expanses. (S) It may also be 

loted that in Alberta eaoh municipal oouncil •ahall in eaoh 

~ear vote auch aœs u 1D the opinion of the local board 

~re neoessarv :ror the oarrying on of the work ••• wi thin 

~ta boundariea•. \?)while ·1n Ontario, •the treaaurer of the muni-· 
' 

-:..Çàll.lt7l shall forthwi th upon demand pay the aocoœt of 

~If aerTioea performed under the direction of the board ••• w\8) 

,is indioated later. theee efforts to strengthen municipal 

\;Joards of he&l th are paralleled by a strong emphaaia on local 

~eapons1bility for health unit ·services in these two provinoea. 
-

:iew Brunswick differa from the otber provinCes 

.;n authorizing "Sub-Distriot • boards of he al th at the oouat,y 

7) Baviaed Statut es of Alberta, 1942, o. 183. 

_8) Revised Statutes of Ontario, 1950, o. 306. 

. 
\ 
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level to replace city, town and rural municipal boards. (S ):·: 

These are joint boards oomposed of representatives appointed 

by oontained cities and towns as well as by county oounoils 

8.Dd the provincial government. While eaoh ooœty oounoil 

appoints four members, the number of additional members trom 

oitiea and towns is in proportion to population. with a 

maximum of three rep$esentatiTes for a city over 20,000 

population. The provincial government appoints one other 

mamber in addition to the provincial district medical bealth 

offioer who is ex officio chairman of the board. 

Jletropolitan Realth CoDlmittee of Greater 'fanocuïrer: 

Although the advantages of efficient a.dministra:tion, common 
. 

standards, and_ avoidance of duplication through the joint 

provision of services in large metropoli tan are as are evident, 

suoh an amalgamation of public he al th services bas taken place 

only in the me-tropoli tan area of Greater Vancouver. (10) This 

consolidation of local health serrtoes in 1936 waa partiou-

1arly âignificant beoauae it was the first of ite kind in all 

Iorth America. 

The Ketropolitan Health Oommittee of Greater 

Vancouver, which corresponds to a municipal board of health, 

1s oomposed of representatives from municipal counoils and 

(9) lhile Ontario also hal some county boards of health, 
these are used aa a means of providing :full-time heal.th 
unit services. Full-time services in lew Brualwiok are 
provided through provincial health districts. 

(1 0) The new Greater TorOnto metropolitan authority doel sot 
yet han any jurisdiotion over publio health services. 

-. ";~ 
'. 
;· ~ 

·' ~·. . ,, 

U~····~ .• 
;.,-
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t;Chool boards in the area. The 20 Commit tee members inol u4e 

~':l from the Citv of Vancouver, 4 from the City and Disirioi 
1 

~~hmioipality of lorth V&ncounr, 3 each from the Diairiot 

)lunicipalities of West Vancouver, Richmond and Burnaby, one 

zrom the University of British Columbia Area and one from 

Ji strict Lot No. 173. 

Jv agreement the formula for union does not pro­

·l"ide for a totallv integrated department. General polioiea 

~d procedure are det~rm1Ded oentrally, and administratiYe 

:1ontrol reats with the Senior lledioal Real th Offioer of Yan­

:ioUYer wno is responaible e the Commi ttee. However, eacb 

.',.ooal authority maintains ita own b\Jiget and employa· its 

PWU staff. ,ll) 

:1ea1 th Unit Boards of Hea1 th: He&l th unit boards 

•erw to co-ordinate loo&l public health services through a 

~ingle local autbority. Such boards usually assœe the power• 

~ duties of eaoh contained municipal board of health and 

''.m.clertake responsi b111ty for aohool health services. Iu aoae 

;<'Jues. as 1n Saskatchewan, intermunicipal boards may &lao be 

·~mpowered to develop medical oare service a. 

,~ pr~mary purpose of heal th unit boards ta to g1Ye 

:)articipating municipalit ies a Yo1ce in he al th unit &dmini­

{Atration. This raises theproblem of making the boards large 

~nough to give adequate local representation lhile keeping 

;,hem small enough for efficient and effeot1Te del~beration. 

~oh munioipality wants representation primarily to enaure 

.11) Murray, Stewart, •A~nistration of the Greater Vanoou~r 
:ietropoli tan Real th Services", in Can. J. Pub. Health, 
·?ol. _43. _Jo_, s., _t>P •. . 202-?ee,.- . -·· .. . _ .... .. 

".• 
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that i t receivea what 1 t considera a fair share of the service 

in return for payment of a fair share of the oost. Municipal 

representatives tend to oonsider themselves as 14elegates• 

aud look at health unit problems through the ooloured glasaea 

of their own munioip.ali"ty. !he need for boaad membera with~'lh 
overall viewpoint oan be partly met by having soma membera 

appointed by the provincial government. A further aid to 

effioienoy ia to have the medical heal.th offioer ser1i as 

aeoretary-treasurer, and to have teohnioal representation from 

tbe medical profession. Another deviee to preserve oontinuity 

ot approaoh while obtaining new viewpoints is to haTe rotation 

of membership with overlapping terms. 

Some featurea of he al th unit boards of health in 

tiTe provinces are preaented.in tabular form in Table x. In 

the proVinces of Ontario and Alberta where boards have been 

delegated •xtensive administrative powers, boarda are. rela­

tively small in size and their constitution is pœrally de­

signed to faoili tate efficient operation. In Kani toba, ~:r~ 

Saskatchewan and British Columbia the role of health unit 

i 
l 

boards is largely adviaory and a pr1mary funotion is liaiaoa ·· 

with the general publio. Consequently, these boards tend to 

be larger with wide-spread representation from partioipating 

municipalities. In Quebec where the control of health un111a 

is highly centralized~ no provision ie made for local boards 

of health. 

In Ontario and Alberta, as indioated in Table X, 

1 ··~~ 
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!ie&lth unit boards average five or six members. Small boarda 

:~re :raoilitated in Ontario by the faot that 'most health œita 

~• oomposed partly of oounties. This meana that repreaenta­

·.;;ion of oounties replace• the need for representation from 

t~aob munioi~ality oontained in the oounty. Jbere unit• taol ... . . 

~ities or •separated• towna o0ilb1ned with a ooœty,. or are 

tormed outsid.e oountv areu, the number of membera uaually 

~xoeeds six. \là) 

:n Alberta. small boards have been arranged tbro'Ogb 

(;he deviee of dividing eaoh health unit into health wa;4a - . 

't-tau&i.ly fiTe in number. Eaoh ward is repreaentecl by one board 

ael\ber who ia appointed by the munioipa1i ty ha Ting the lazgen 

popUlation within the ward.~13 ) Strict control of the lise 

@! he al th unit boards in Jlberta pro bably is the re1ul. t of 

~~ttenoe prier to the 1951 Health Unit Act when the boarda 

were muo:n more œwieldy bodies than they are t~>elay. Board 

:•abers were nominated by partioipating municipal ooœcila., 

~ohool boards and any other interested groupa; uaually all 

~Jiominations nre approved by the llinister of Publio Bealth 

·~no fixed the representation. Binee eaoh munioipality. re-

3&rdleas of aize, demanded at leaat one representatiTe, aome 

·]! the boards had aa may aa 30 membera. 

12) Based on Ontario Coneo1idated Regulations 335/50. 

'13) Statutes of Alberta, 1951, o. 23. 
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lhmioipal and county councils in Alberta and 

Ontario maintain continuous control over their representatives 

ainoe âppointments are at the pleasure of the appointing 

council, in some Ontario unite, however, appointments may be 

rotated annually between a number of munioipalities. 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 remuneration of board members 

for attendance at meetings. 

Kanitoba, Saskatchewan and British Columbia vary 

greatly in the method of appointment of board members, but 

generally the boards are larger in aize than in Ontario and 

Alberta, reflecting a preoccupation with widespread local 

representation. Saskatchewan and ll~~Doitoba, however, have macle 

an effort to have boards oomposed of members with an over&ll 

"riewpoint, rather than having aimply a group of municipal 

delegates. 

In Manitoba eaoh munioipality bas one or more 

representatives on the board, but in addition, the llinister 

of Health and Ptibli~ Welfare appoints citizen representatives 

from among local residents numbering at leaat two in a five­

member board and at least three in a larger board; ministerial 

appointments must inolude one local physioian and may not 

in total oonstitute a majority of all board members. Furtber 

provincial control is exeroised, however, through the power 



~r the Minister to fix the number of representatives from 

.;;aon munioipality, and to approve appointments made by 

nunloipal oounoils.~ 14 ) 

Jaskatohewan has maintained local aopointment, but 

1as established a two-tier structure to assure local parti­

~l'Dation while bringing in board members with a wider than 

nunloipal point of view. Every health region is divided 

cnto a number of health districts, eaoh with a health oouncil 

•omposea. of representatives fl'Om all constituent municipali ti es 

"tnd im-provement districts; ea.oh municipal council and improve­

rnent district appoints one member. While district oouncils 

~e 1ntended to serve as forums for discussion and oonsulta­

-.ion~ their main funotion is to eleot representatives to the 

'fieQ;ional Board of He al th. The number of representati-ves 

~-rom eaoh heal th district is determined by the llinister of 
. ·15) "ublio Health on a population basie.' Members ho1d office 

:or three vears, membership being on a rotating basis with 

~ne-third rea~pointed or replaoed eaoh year. Usually in-

3askatohewan there is about one board member -per 5,000 

)OpUlation. Although regional boards are fair1y large, 

!'tVerag1ng nine members, this is main1y beoause of the re-

ative1v large aize of health regions. 

14) S.M. 1945, o. 22 and Manitoba Regulation 36/48. 

15) Saskatchewan o.c. 2026/48. 
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In British Colunbia,where the role of union boarcle 

is essentially advisory and eduoational~he province exeroises 

no control over the composition of the boards, and tbere is 

complete local self-determination with regard to organization 

. and procedure. Ea.oh union board ooasista of represent&t1Tea 

from partioipating municipal oounoils, sohool boards and other 

official bodies as mutually agreed upon. {16) The number of 

members variee from 6 to 20. Meetings are held quarterly 

to review the work of the heal. th unit and t o oonvey to the 

direotor opinions as to policy and work whioh abould be doae 

in their commœities. Remuneration and travelling expansee 

of Board members are considered a municipal responsib111ty, 

which means that they are not paid for their work. 

Provincial - Local Relation& 

Provincial go18rnmenta are inevitably conoerne4 witb 

assuring minimum atand.a.rds of performance in the provision of 

local publio health services, whioh are of wider than local 

oonoern even tbough appropriate for administration tbrough 

local lm.i ts. lhile part of the me ans towards higher standards 

involves larger unite and ftnanoial support, control and 

supervision of organization and aotivities is also neoesaary 

to promote effioienoy. 

In the legal and oonsti tutional sense, provincial 

(16) R;s .s.e. 1948 o. 141. 



:rionlirol of local heal th services is abaolute. for the legislative 

)Ower ot the provincial legislature• within the local aphere 

:~a exclusive and supreme. However~ in all provinces reaponai­

~ilitv bas been deoentralized through the delegation of aub­

bordina.te 'Oowers to various local authoritiea. Theae powera 

r~e exero1aed within a framework oiroumscribed bv provincial 

legislation, regulations, ordere and direct administrative 

.•uperviaion. 

:~tatutorv control and administrative euperviaion 

~e least extensive wbtre publio health services are still 

-~ muzuoi'Oal respomibility. Generally, each municipality 

.,.,_,a required to have a board of he al th and a me dio al he al th 

gfficer rea'Oon&ible for the local enforcement of provincial 

,c~uolio he al th atatutea and regulations. Since the medical 

~ealth offioer is the kev to local health activity, some 

:-.rov1ncea speoify standards of qualification and provincial 

*'pprovai of municipal appointmenta. In the provinces of 

c>ntar1o and Ka.nitoba_. appointmont is during good blah&v1our, 

;~cl the inounbent cannot 'be ~~ from office except by 

ië.; liwo-thirds majori ty vote of the whole oouncil together with 

~he consent of the :U:inister of Heal th who may require oauae to 

_ge ahown for dismisaal ~ \l?) 1a1de from such s ta'iutorv re qui re-

17) Statutory proviaiona for aeouri ty of tenure are deaigned 
~o protect medical bealth officers from local preaauz. 
f toups. While re~;~ponaible to the co~•• for enforoeaent 
.:d provincial 8 tatutea and recula.tiona' the. me41oal heal th 
'1tficer is alao the eçloyee of the municipal councll, 
~hiob may order oonflicting polioies. le long aa tenure 
"'it' office and rate of pay rest entirely wi th the municipal 
:\]ounc1l. the medical health offioer is likelv to follow 
·)ounc il instructions re;;ardless of provincial enaotments. 
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~nen-es. provincial supervision is usually limi ted to the 

)rovlsion of advisory and consultative services together with 

~erliain apeoialized direct service& auch as publio he al th 

, aboratories. 

~ ntermunioipal health œita involvi.ng provincial 

.:tinanoial support represent a form of joint administration 

.ij.eoess1tating inoreased provincial ·control over standards and 

;;;xpend.itures. In Ontario and Alberta, neTertheleae, the de­

~ree ot local autonomy 1n heal th \mita approaobea tbat of 

~unioipal publio he al tb aerTices. Heal th unit persoxmel are 

"'DTDloyed and paid by loo al boards of he al tb, aubject: lbo 

,:Jrov1ncia.l approval. Some provincial controle are exeroiaed 

.;:.Ter standards and erpenditurea in relation to grants in aid, 

:;,ut administrative autboritv is plaoed 1n local bands · and 

·~he ad.ministrat ive role of the -o rovinoe is mainly consul ta'tive. 

'n :U:ani toba." Baskatobewan, British Columbia and 

'J.uebec, basic heal th unit policies are determined by provincial 

~ealth authorities. while hoalth unit boards have mainly 

~viaory functions; Quabeo doea not even have adrtsory boarda. 

J'rovinoial control extenda to the appointment of medical health 

''J!ficera and ether staff~ the preparation and approval of 

~.ooal budgeta, and administratiTe supervision of standards. 

The Atlantic province a have provincial he al th 

•i,istricts entirelv admini•tered and finanoed by provincial 

iet>artments. Nova Bootia and New Br\m.Swiok also have loo ally 
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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 cOiûlluni ty 

viewpoints • 

.ldministrative supervision, whether limited to 

advice and information, or extending to the direct operation 

of services, is oentred in provincial health departmenta. 

In provinces with largely autonomous local heal th œits, a 

provincial division of health unite is responsible for pro­

motional work and grant administration; technical consultative 

services in such fields as public he al th nursing, dental 

heal th, tuberoul.osis control, mental. he al th, nutrition, 

sanitary engineering, industrial hygiene, maternal and ohild 

bealth, venereal diseaaea and epidemiology are made available 

aeparately by specialized divisions. In other provinces wi'tb 

greater central control of he al th wi ta, provincial. aupervisory 

services are co-ordinated more olosely through branches or 

bureaux of local he al th services. The smaller Atla:ntio pro­

Yinoes supervise provincial healthdistricts through the central 

offices of the Deputy Ministers··.of BeaJ.th. 

Ontario and Alberta: The emphasia on the principle 

of local responsibility for publio health services in Ontario 

and Alberta probably refiects the vigour of local government 

institutions in these provinces. In health unite as well as 

municipal health departments policies are looally determined, 
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personnel are looally appointedJ budgeta are locally pre-

0ared. and funda are locally oontrolled. Aaide from advioe 

:~d pereuasionJ provincial control over standards depends on 

('Jercain statutory requirementa and other conditions attaohed to 

·prov1ncial gran ta in aid. 

~he advantages of deoentralizing reapdnaibility 

;o local he al th authoritiea are disousaed in Chapter VII. 

~t may be noted hereJ however, that local administration opens 

:;he wav to wider participation by local oitizens whiob strength­

r~ns -ouolio support for publio bealth services. Al though 

~here are likelv to be greater variations in policy to take 

~ttecoœt of differences in local oonditionsJ minimum standards 

·§an be maintained through provincial regulatory control • 

.:._Xl Ontario, minimum ae rvioe and staff requirementa 

~e specified as conditions for provincial ·granta to local 

-~ealth unite. and minimum qualifications are required for 

i.ocally appointed peraonnel. Kinimœ standards of serTies are 

1etermined aeparately for eaoh beal th unit by the Kiniater 

~ i Real tb on the basie of a staff establishment oonsidered 

~utfi.cient to provide basic services. Formal qualification 

~eqmrementa for the appointment of medical heal th o:tfioersJ 

)U.blio he&lth nurses and sanitary inspeotors are set out 1n 

_:.rov1noial regulations. \1 8 ) Further regulations provtd.t tc 

~~preval of heal th unit staff appcintmenta and a al aries by 

· ~he Jlinister of Health; moreover, the medical officer of 

~18) o. Reg. 16/44. 
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health may not be dismissed !rom office without the approYal 

of a majority of board members-and the consent of the Kinister 

of Health.(lS) In addition, there is mandatory atatutory 

provision for an annual conference of all medical officera 

of he al th. (20) 

Actually, provincial statutory control of auaicipal 
a a 

public he al th aervices is almost ;extensive as the control of 

health unite. 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 llinister of Health.. A notable provision mentioned 

previously, is a measure which provides employment aecurity 

for the municipal medical health officer; appointment is 

during good behaviour and the medical heal th officer cannat. 

be remoYed from office exoept by a two-thirds vote of the 

whole municipal oounoil, and· wi th the consent and approval 

of the llinister of Public Beal th who may require caœe to be 

shown for dismisaal.(20) 

In Alberta, provincial control of local heal th unit 

aot1vit1es relates only to services for which provino,ial grants 

are payable. Thus, while local boards employ all staff in­

olllding the medio~l health officer, staff appointments of 

. ( 19 ) 0. Reg. 57145. 

(20) Revised Statutes of Ontario, 1950, o. 306. 
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certain approved classes within a maximum staff' entitlement 

for which aalary coste are assisted by provincial granta, are 

aUbjeot to approvai by the Minister of Public Health.(21) 

Similarly, a budget relating to expenditures for which proTinciàl 

grants are payable must be approved by the llinister. Eaoh 

board, however, may appoint additional staff outside approTed 

classes or in excess of its m~mlml entitlement for grant 

purposes, and. may pay salaries in exoess of the provincial 

aalary achedule. (22) 

The provincial health department further oontrola 

standards of service by requiring eaoh local board to dra.:t't 

a aohedule of services to be provided as a basie for grant 

payments. Quarterly and annual reports are required from 
-

each board. Technical advioe and consultative services are 

provided through various provincial speoialized divisions, 

particularly the Di vision of Communicable Disease Control and 

Health Units. This division encourages the formation of 

adtU tional unite, assiste in seouring staff, and convenea 

periodio meetings of health unit medical health offioers.<23 ) 

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

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

(23) Based on unpublished material supplied to Research 
Division, Department of Rational Health and Welf'are by 
Alberta Department of Publio Health. 
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'cla.Ilitoba. ~katohewan. British Columbia and Q,uebeo: 

. n three western provinces and Quebeo, greater emphasis ia placee! 

gn central direction to aecure œiformity of standards and 

3tficiencv of operation. This ia achieved prtaarily through 

7rov1ncial employment of personnel and direct aupervision of 

~.ocal -orograms. To a considerable extent, in practice if not 

~-n theorv, he al th unit boards a erve as ad.miniat rat ive agent• 

,:1! the provincial health department. 

Jirect provincial administrative supervision pro­

:l!!otea close co-ordination alid~1tv of effort. Oniformity 

<'"Jf l)Olicy, approaoh and methods may enable higher standarde 

,~f efficienov. Perhaps the main advantage ariaea in the 

':.oecrui tment of "Dersonnel. Provincial employment maltee i t 

~aa1er to hire suitablv tr&ined persona when the position 

:~f•~• O'Dportunities for promotion, 1Jiransfer and special1zat1on. 

turthermore. it offers uniform &alary schedules wi,th regular 

increment. paid holidays and sick-leave privileges, and a 

~~erannu~:;ion scheme. Staff members may also be kept up to 

àate bv regular staff meetings, refresher courses and in­

~ervioe training. 

ill- ~!tQb~, health unita are jointly operated 

'JT the provincial government and he-al th mit boards, but atatf 

~re emploll'd and allocated to the 1mi ts by the provincial 

:ëiepartment of Real th and Public Welfare. \24) Th~ ataff carry 

·'a4) Kani toba Advisory Real th Sur wy Committee, An Abr14.gemeaj 
1:r ~-~· Mani to~a Real t]l Sur'H_Y__~_port, Winnipeg, Queen la 
-=»r1nter. -uf53, p. 15. 
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ou~ of the general programs and polioies outlined by the pro­

vin~ial department and speoified in the provincial Kanual of 

Procedures and Duties for Personnel of Local Health Unit•.(25) 

Through its various bureaux and sections, the provincial de­

partment provides broad field aupervisory services whioh are 

co-ordinated through the Bureau of Local Health Services. (as) 

Annual conferences and i,nstitutes are arranged for local 

he al th unit personnel • Reoentl y, as reoommended in the 

llani toba Real th Survey Report, a start has been made in adding· 

a oonsultation-advisory field staff to the Bureau of Local 

Beal th Services to channel the pla:o.s and polioiea of the 

various speoialized provincial divisions to local health 

œita. <27 ) 

He al th unit boards of he al th in ll~i toba are 

offioially designed as 1 advisory 1 , al though they are alao made 

reaponsible •tor the local policies and aotivities of the unit. 

relying on the advice of the local medical director•,<28 ) 

The annual budget prepared by the unit Kedioal Direotor, who 

aots as seoretary of the Board is subjeot to the approval o.f 

the Board except for salaries; all ex:penditures are authori­

zed by· t.he Board. Each Board may request replacement t>:J:' 

( 25) Jlani to ba, Ad vis ory He al th Sur vey Oom.mi t tee, Op. 01 t • , 
Appendix VI. · 

(26) llanitoba, .ldvisory Realth Survey Oommittee, Op. Oit·.,p.35. 

(27) Manitoba: Department of Health and Pûl1o Welfare, 1952 
Annual Report. Winnipeg, Queen•s Printer, 1935~ P• 115. 

. . 

(as) llanitoba,Advisory Health Survey Oommittee, Op. Oit.,.· 
.lppendix v. 
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or transfer of staff and ma-y_· reoommend 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 aot as liaison between the health unit 

and the public•.(ZS) 

In Saskatchewan, where regional health boards are 

empowered to introduoe prepaid medical and dental services, 

the relationship of the provincial government to the admini­

stration of curative services differe markedly from the 

relationship in public health services. As desoribed by 

:M'ott in connection with curative services: 1 The Regional 

Board has almost complete freedom of action and responsi­

bility, subject to the approval of the Provincial Government. 

The members of the Board look to the Health Officer for advioe, 

but they administer the medical care program through their 

own Secretary-Treasurer and staff •• (29) 

Public he al th services, on the other hand are 

provided by the regional medical he al th officer and his staff 

who are 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 regional board meats 

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

(28) 

(29) 

Manitoba, Advisory Health Survey Committee, Op. Oit., 
Appendix v. 
Mott, F.D., "A Pattern of Local Services in the Sask­
atchewan He al th Programn, in Amer. J. Pub. Heal th, 
Vol. 39, No. 2, P• 2. 



~ to adviae and oonsul. t with the regional medioal heal th 

:-tfioer wi th reapeot to matt ers of polioy in effeot through­

·::jUt the re~ ion •. \30) Eaoh board a ubmi ts the regional budget 

~o the Kinister of Publio Health~ and may advise on the 

mprovement of servioea and the extension of aotivities of the 

:"''ard • \ 31 ) 

I'n ad.d1 ti on to the a"Ppointment of regional publio 

deal th personnel, th&_;provinoi&l he al th department approTes 

·eg1onal budgets, oontrols publio he&lth e:xpenditures, and 

iŒ.etermines S2:ener&l poli oies. Through the Regional Real th 

~erTioes Branch~ programs are directly superTiaed to enaure 

.;ginimum requirements and uniformi ty of standards, and 

-~ecbnioal consultative aervioes are provided for field 

,?eraonnel. \32) QUarterly 118etings of regional medio&l. . 
':~e&lth offioers are held, and an annual conference for 

i!!.ll regional public health staff is oonvened. ' 33 ) 

Lll British Oolœbi&, the legislative theory deaori­

@ed in Chapter II, whioh provi4ea for adminiatration of full­

•ime local he&lth unite by œion boards of heal.th oontraata 

~.narply with aotual administrative pœutioe.~ Prior to l9.S 

30) Baakatohewan, lleal th Survey Commit tee, Saskr,toh!wy 
!S:ealth Suney Report.I. Health Programa and Personnel, 
Ggliîa, Baak: The Committee, 1951, p~- 35. 

31) s.s. 1950, o. 81. 

·32) Saskatchewan, Dept. of Publio He&lth, Annual. Report for 
~be l_S __ !llonths ending Jlaroh 31, 1951, Regina, Saak: 
:~ueen•s Print~r, 1952, p. 19. 

33) Based on œpublished material supplied to Reaearoh 
Division~ Department of lational Health and Welfare 
=jv Sas ka tohewan Departme nt of Publio He al th. 
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,~ac.n union board of heal th em-oloyed its own personnel, wade 

•:.w 1te own budget, and was in full control of the admini­

~"Gration of its hea.lth unit, while the Provincial Health 

1epa.rtment aened in an advisory capaoity. \34 ) This system 

<~r direct local administration haa been continued in the 

x~reaier Vancouver :U:etropoli tan Heal th District and the 

~jictoria.-Esquimalt Union He&lth District. ~ 35 ) However, 

:•.lsewhere in other heal th unite the administrative a.rra.nge­

œent was com"Oletely reversed in 19'46 leading to a high 

:!agree of centralized control • 

• ccording to provincial health department reports, 

•~he union board of hea.l th is •the legal.ly qualified body 

~es:ponslble to Councils and School Boards for the administra­

"-ion of local hea.l th services. • ' 36 >local personnel •are 

"7esponsible to the ir own local boards of he al th•, ' 37 >and 

~~verv effort is made to preserve local autonomy•.\38) In 

:;ïJ:ao'tiioe, however, heal th unit staff are appointed and 

34) Kurrell, John, •The Development of Health Uoits in British 
1olumpia. 1 in Can.J. Pub.Health, Vol.41, !To.9, p.395. 

35) British Columbia, Dept.of Health and Welfare. SurTey of 
;[ea.lth_ SenJ:,oes and J'aoili ties in Bri~ish _Ool1Pbia, By 
~lliott. G.R.:r., Victoria, B.C: Queen•s Printer,l952, 
.?p .49-42. 

36) British Columbia: Dept. of Health and Welfare {Health 
~ranch), Fifth Annual Beport, 1950. Victoria, B.c; 
{ing's Printer, 1951, P• 28. 

37) British Columbia: Dept. of Health and Welfare {Health 
~ranch), Seventh Annual Report, 1952. Victoria, B.Ol 
~ueen*s Printer, 1953, p. 13. 

·38) British Columbia: Dept. of Health and Welfare. SurTey of 
Je:talt]lS~rvices and Facilities in British Colunbia, By 
~lliott. G.R.F., Victoria, B.C: Queen•s Printer, 1952, 
f?. 42. 
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employed 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 

oentrally. Union boards may ad.vise on staff appointments 

and transfera, and make reoommendations for the imp.rovement 

of services and the extension of activities, but they have no 

control ove r the budget os expendi t ures. ( 39 ) 

The provincial Bureau of Local Health Services 

provides the direct relationship between the technical 

divisions and services of the provincial Health Branch and 

local he al th unit a. Supervision of the loo al heal th staff 

and maintenance of stanc1ards are the primary funotions. .lll 

information regarding polioy or other matterà of 1JfJ1;1 general ... 
intereat are cleared t o local be al th a taff ~ltlough the Bureau. 

Keetings are held at least twio.e a year for all full-time 

medical he al th offioera, while publio heal th nurses and 

aeni tary inspeotora employed in local areaa me et at leut 

once a year.< 40 > The local Healtb Services Oouncil, oompose4 

of direotors of provincial teohnical health divisions, 1a 

(39) Based on unpublished material supplied to Bssearoh 
Di vision, Depa.rtment of Rational He al th and l'el fare 
by the British Columbia Department of Health and · 
1'elfare. 

(40) British Columbia: Dept. of Health and Welfare. Suruy 
of Real th Services a.Dd Jaoilitiea in British Coluabia. 
By Elliott, G.R.F., Vlctoria, B.O: Queen 1s Printer, 
1952, P• 23. 
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'!eveloping a Local He al th Services Polioy Kanual deaigned 

•O detins tunctions and responsibilities of local boards and 

~:!eal th unit at aff. ' 41 ) 

'~J~.~-'bec, where no provi.sion exista tor he al th unit 

)Cfards of health or advisory committees, health units are 

,arectl v administered by the provincial department of he al th 

~:ud personnel are appointed by the LieutenanÇ-Governor in 

Jouncil. Al though local municipali ties make a financial oontri­

?ution. budgeta and expenditures are oompletely controlled by 

~he ~rovincial government. Technical and administrative 

'cUD8rv1sion is co-ordinated through the provincial Division ot 

.'lleal th Uni ts. 

Jo consideration was given to the problem ot local 

)anicipation in the recent Quebec Health Survey Report, but 

~ soneme .was dra!ted to improve administrative efticienoy. 

:rhe Report recommended a system of provincial he&lth districts, 

~aob district to include several health unita. District atatf 

·;t:ould include a district medical health offioer. and speoialista 

~uon as a tuberculosis clinician. dental public health officer, 

~uperv1sory public health nurse, a health educator., a veterin­

i~iau. and a psychiat rio nurae. The purpose would be to de­

ien~ralize provincial specialized services in order to improve 

41) Britis)?. Columbia: Dept. of Health and lelfare (Health 
;:J.~&ll.ÇÀl. Sixth Annuel Report, 1951. Victoria, B.O: 
'-!ueen •s Printer, 19521 p. 36. 
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~~andards and maintain more effective supervision of local 

~eal th tmi t staff.' 42) 

~ .. tlantic Provinoes: The trans fer of ad.miniatrati w 

.s..nd. financial resnonsibili ty for public he al th to provincia;J. 

;;overnments has advanced furthest in the Atlantic provinces. 

~;.s mentioned in earlier chantera, practically all local public 
' 

T~ealth services are nrovid.ed through provincial districts, 

1JOmo~etely administered. and financed by provincial governmenta. 

~n Nova -Scotia. New Brunswick, and urban areas of Prinoe Edward 

~f sland and Newfoundland~ official or unofficial relationshipa 

,~e ma1ntained with municipal or cotmty boards of health which 

~e~ain minor reponsibilitiea. In rural Prince Edward Island 

·-=.nd Newfoundland nrovision is made for provincial.ly appointed 

-~iatrict boards of he al th_. entirely ad.vtsory in nature. 

-~ova Scotia's -dual system of provincial health 

.!!visions and mœicipal health boards does permit aome loo&l. 

~az11oipation in minor public health mattera of excluaively 

1ocal ooncern. The activities of municipal· units are subjoot 

· ·~o the approval of the Jliniater of Real th, but there is no 

~~atutory relationship between provincial divisional medioal 

1eal th officers and the local boards or the ir part-time 

Jî&c1ical offioers of health. In most areas~ however, the 

_;Jivisional 14edical Health Officer co-operates with local 

42) Quebec, Ministere de la Sante, L 'lp.,guete sur le• 
.J. ~rvices _ d,e ~apte de la Province de Que bec. III. 
?l orvi~es de_ Sa,nte Provinciaux. Qœbeo: Kinistere, 
1951~ pp.77:.;..78. 
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authorities and acta as unoffioial advisor and consultant. 

In addition, liaison and co-operation are stimulat;ed by joint 

meetings of divisional medical he al th office ra and part-time 

municipal health officers convened annuàlly by the provincial 

health department.- To inorease •grasa-roota• participation in 

looal publio health programs, the 1950 Nova Sootia Bealth 

Survey Report reoommended the establishment of advisory health 

oommitteea in each of the provincial health divisions. <43 ) 

In New Brunswick, where county aub-district boards 

of he al th have replaoed municipal he al th boards, &: .clos er 

relationship exista with provincial district medical health 

offioera,the only local medical health offioera in the province. 

It is true that all medical heal th officers and most public 

he al th nurses are provinoially employed wh ile s ani tary in­

spectera and other personnel are looally appointed. HoweTer, 

by atatute, the district medical heaith offioer is both member 

and chairman of each sub-district board of he al th wi thin his 

3ur1sd1ot1on. In addition, he is legally reaponsible for the 

administrative supervision of public he al th 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 polioy. 

(43) Rova Bootia, Health Survey Committee, Report on the 
Surve! of Health raoilities aud Services in lova Sootia 
1949- ~~ By stewart, c.B., Bâ11fax: !he dommittee, 
1950, PP .so-ss. 

(44) Revised Statutea of lew Brunswick, 1952, o. 102. 



-~!J:tt<ttt_~~ward Island pro vides local publio he al th 

~erv1oes through the provincial health department, but looal 

''?oarda of heal th exist in "inoorporated oit ies and towns. In 

-;d.dition. statutory proviaion has reoently been made for 

,êJoards of health in provincial publio health nursing districts 

c~erv1ng other are as of the province. The se he al th unit boards, 
, 

:1owever. oonsisting of not more th an fi ve members each, are 

•OmPosea of members direotly appointed by the provincial 

,;onrnment. Evidently, their main fmotion is advisory.~ 45 ) 
l~!_(~UXl<ll~ also has provinoially appointed 

ocal boards of health in cottage hospital districts. In 

)rac~ice, they serve as liaison between .the oommunity and 

''~o~tage hospital and haTe only advisory funotions. Otherwise, 

·i!eCI.ioal. hospital and publio he al th services in cottage 

:tos-oi tal districts are administered by the provincial Depart­

~en~ of Health.~ 46 ) 

45) Statutes of Prince Edward Island., 1949, o. 18. 

46) Based on unpublished material supplied. to Beaearoh 
)ivision. Department of National Real th and lrelfare by 
;Jewfoundland Department of Health. 
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·::HAPTER V 

-rlJIICIB"G LOCAL PUBLIC HB:_ALTH SERVICES 

"~• d.evelo-pment of full-time local publi~ he&lth 

~erv1cea reouires a atrong and stable revenue baae ae well aa 

~uolic recognition of the deairability or need for the neoea­

·!!l&ry ezpenèli tures. Beth these factors have tend.ed to shi ft 

-.he sources of finanoial aur;,port from the municip&litiea to 

~igher-level gover.nmenta. Tarious ooat-sharing arrangement• 

i'!&ve evol ved which now incl u:ie the federal government &a wall 

~· prov1ncial and municipal governments. 

'n urban oommœities of heavv population oon­

~•ntration where publio health problema are onioœ, aerùoea 

~~ave be en developed over many years from local funda. Orowded 

--~Dan living ha.s oreated publio heal.tb problems of greater 

.;om:rùexity and variety· than in rural areaa. Howenr,. although 

t:trban eroenditure requirementa per capita are relatively bigh, 

-~~he concentration of weal.th and assessable property tenda io 

©e oorrespondingly high. Local fiacal oapaoity in rela~ion 

~o preventive public healih services is not a aerioua problem 

in most large oities sinoe auch services in volve only a •mall 

}Or'liion of the total munoipal. budget. 

-rn small oommœities and rural areaa~ quite apart 

"t~om the sa&U aize of many mœicipal mita, tbere bas been 

~ d.efinite œwillingneaa to oo-operate in the development of 

l ooallv tax-aupported publio he al th services. Of course i t 
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ia true that the volume of weal th and assessable property ·tends 

to be lower in rural areas. Perhaps more significant, however, 

is the •benefit• theory of .PUblio finance traditionally linked 

wi th the taxation of real property. The rural ratepayer wllo 

wishes to reoeive something direotly benefioial to his property 
oan · 

in return for his tax; mua ter 11 ttle enthuaiasm for publio 

health services des1gned prtmarily to benefit persona rather 

than property. Furthermore, al though services may be laaa 

extensive than in oities, travelling costa both direct and 

through time spent in traTelling are greater for.similar 

aer vices. For the se reasons the development of full-time 

services has been largely dependent upon the pr011iae of 

finanoial assistance from outside sources. 

lhen full-time health ·unite were in the experi­

mental stage, the initial financial stimulus was provi4ed 

by grants in aid from the Rockefeller Foundation. In time, 

as the value of theae unite was demonstrated, provincial 

governments asaumed responsib111ty for f1nano1al support. 

Generally, provincial assistance haa been designed to absorb 

the ad.ditional oost of new services, while the municipalitiea 

are e~ected to contribute a share not lesa than the oost of 

earlier part-time s4rvioes. In other words, the purpose of 

provincial finanoial participation has been to stimulate the 

development of services of an approved standard in areas laoking 

t~em, rather than to relieve the existing burden on local rate-

payera. 

·, 
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Kore ~ecently, the burden of financial suppo~t for 

undeveloped service has been shifted to the federal government. 

In 1948, federal assistance for the expansion of existing 

local services and the development of new services was made 

availa'til.e from the General Publio Health G~ant as part of a 

new lational Health Grants Program. (l) This grant wu distri­

buted to the provinces on the basie of 35 cents per capita 

in 1948, but waa inoreasea by 5 cents each year œtil i t 

reaohed ita maximum of 50 o~ta per capita. 

-Inter-Governmental Distribution of Coats 

In broad summary it oan be said that the coat of 

services developed up to about twenty years ago, is atill 

carried mainly by the municipalitis. The oost of ad.ditional 

services introduced between 1930 and 1948 has largely been 

aasumed by provino !al govemments. New local services develop­

ed since 1948 are financed to a considerable extent from 

federal funda. There is no uniform pattern, however; the 

4iatribut1on of oosts varies oonaiderably between provinces 

and urban and rural a reas. 

Kunicipgl Share: In urban areas where fUll-time 

•ervioes of a relatively high standard have existed for •aar 
years, municipally operated bealth departments are still ftnanoed 

-almost _completely from general municipal funds. This si tua:tion 

{1) The federal General Public Health Grant may also be 
allooated to general provincial health programs 1riclu41ng 
the training of personnel and the oonduot of surveya and 
studies. {P.c. 1953-471). 
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continues despite the faot that par oapita expenditure re­

quirements in the larger oities are generally greater than 

requirements in lesa densely populat&d areas. In 1951 publio 

health expenditures in seven large Oanadian oities shown in 

Table XI below averaged $2.07 per oapita. 

TABLE XI PUBLIC BEALTH EIPENDITUBES OF SEVJ:R 
FULL-TIME CITY BEALTH DEPARTMEBTS,l95l(l) 

Oity 

Calgary 
:Edmonton 
Halifax 
Kontreal 
Toronto 
Greater Vancouver 
Winnipeg 

Total 

Total 
Expenditure 

• 156,421 
149,937 
153,774 

3,017,043 
2,120,759 

883,492 
299,935 

5, 761,361 

Per C&pita 
lxpendi ture 

• 1.21 
.94-

1.80 
1.97 
3.24 
1.85 
1.25 

2·07 

(1) Based on the 1951 Annual Reports of Municipal 
Departments of Health in the oities speoified. 

In 144 local health unite in six provinoea., as ehown 

in Table XII, total expenditure was $6,663,349, or t1.22 per 

oapita for the covered popUlation in the fiscal year 1952-53. 

The local contribution was $1,865,883 or 28 percent of the 

total oost. 'the municipal sbare wu about 50 percent 1n the 

provinces of Ontario and Alberta, where administrative 

responsibility is mainly deoentralized to health unit boards 

of he al th. In British Columbia, Saskatchewan, Jlanitoba and 

QUebed, the municipalities oontributed less than one-third of 



TABLE XU :BSTIMATED TOTAL EIPENDITURE, PER C..APITA mœENDITURE AND PERCENT AGE 
DISTRIBUTION ON TOTAL EXPENDITURE BY FEDERAL PROVINCIAL AND MWICIPAL 
GOVERNMENTS ON LOCAL HEALTH UNIT SERVICES m SIX PROVINCES FOR FISCAL 

YX.AR 19.52-.53 

Total EOCpenditure Per C~pita Ex_l)_enditure rer Covered Percentage Distribution or Total 
Po:tulation Jl) J2) if hll!_ndi ture 

Province Total rader Provinci~ Municip Total Federa.~. i•J.VvJ..ucial Municipal Total Federa.1. i•ruvJ.!lcJ.al Municipal 

' ' ' ' British Col 986,340 203,:ns 623 J 70.5 1.59,2CJ? 1.?8 0.3? 1.12 o.2CJ 100 21 63 16 
Uberta .581,162 109,796 178,901 2'}2,46.5 1.49 0.28 0.46 o.? .5 100 19 31 .50 

:Saskatchewan 442,683 38,303 282,173 122,20'7 1.1'7 o.1o 0.?.5 0.32 100 9 64 2? 

14anitoba 410,066 82,8.59 210,304 116,CJ03 1.44 0.29 0.'74 0.41 100 20 .51 29 

Ontario 1,828,238 3.57,1.50 602,98.5 868,103 1.42 0.28 0.4? o.6'7 lOO 19 33 48 

~uebec 2,414,860 117,10.5 1,990,847 306,908 0.94 0.0.5 0.7? 0.12 100 s 83 13 

Total ~,663,349 908,.5.51 3,888,91.5 1,86,5,883 1.22 0.1? 0.?1 0.34 100 14 .58 28 
' 

(1) Based on health grant records f'or fiscal year 1'}.52•.53, Directorate of' Health Insurance Studies, Department of National 
Health and Welfare. 

(2) Based on provincial Public Accounts f'or the fiscal year 19.52-.53. 
(3) Based on provincial Publie Accounts f'or the fiscal year 1'}.52 ... .53 f'or the provinces of' British Columbia, Saskatchewan, 

Manitoba and Q.uebec. The estillla.te for Alberta is based on the formula by which federal and provincial grants cover 
60 percent of the cost of' approved local expenditures, Sinee the federal-provincial share is $288,697, the total 
approved cost is $481,162, and the local share $192,46.5. Additional non-approved local expenditures are roughly 
estimated at $100,000 making a total estimated local contribution of $292,46.5. The estimate f'or Ontario is based on 
audited statements of' expenditure tor the calendar year 19.52 submitted tc the Ontario Department of Health by all 
health units. 

1 

1-' 
1-' 
~ 

1 
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~.he total oost of o"Oeration. 1'he apportionment of the local 

.;hare between "Dartioipating municipalities has usually been 

·:gaaed on the "Oopulation faotor. 

=n the Atlantic provinces, the munioipalitiea within 

)rovincial districts make no finanoial contribution to pro­

~1ncial district services. but have oontinued to finance . -
· ~ertain aupplementary senioes of th•i:t own. 

~~~vinoial Share: As previously indioated, proTinoial 

~inancial support is mainly designed to extend ftill-time local 

~erv1ces to new areas. Although the equalization of relative 

~oc&l tax burdens is not the 'Drimary aim, a rough measure of 

~fjaua.Lization is achieved by w1 thholding finanoial assistance 

•O the larger and we&l thier munioipalities which have already 

'ieveloped full-time services. Alberta is the only province 

-~hat provides substanti&l. grant •sistance to ita ftill-time 

·:?itv health departments. In British Columbia, the Greater 

··ra.noouver lletropolitan He&lth District and the Victoria-

:l:sauimal t Union Heal th District reoeive provincial grant a, 

~ut although urban these districts are co-operative intermuni­

:,~1-oal endeavours. Similarly, in other provinces, cities whioh 

;o-o"Oera'Ge with surrounding are as in the formation of joint 

~e&l th unit s . bene fit from pro vi ne i al aid al tho ugh in s ome , 

·:'Jases thev may be required to raise a higher proportion of the 

90St than the surrounding municipalitiea. 
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'n intermunioi~al health units, provincial 

~overnmenta paid 58 percent of the total oost in the fiscal 

:tear 1952-53 u shown in Table III. The provinoea of Alberta 

00·-~ Ontario -orovide aasiatanoe through peroentage granta in 

:~1d for a~proved services. More direct responsibility for 

:'inanoing: is assum.ed by the proTincial goTernmenta of Bri ti ah 
0 

oJolmbia, Saskatchewan,. Kanitoba and Qœbeo. Local gowrnmenta • 

j...'re oharged or assessed some portion of the oost in theae pro-

~inoes. while the province paya the balance. In. the Atlantic 

~roV1noes, of coursa, the full oost of provincial district 

~erv1oes is -oaid by provincial governments. 

i~1c1era1. Share: Federal publio heal th grants are 

'JroJeot ·grant& allooated to projeots submitted for approval by 

_)rovlnoial heal th departments. The pattern of feder&l aaaiat-. 

:-mee 1n eaoh .. ,Drovinoe has dependedo upon provincial polioy 0 

'iir!-D.d the enent to whioh services h&d alreadv been developed 

'1p to 1948. With the approval of provincial heal th departmenta, 

1ederal grants for special projeots have been provided to oity 

;·~ealth departments in most provinces.. More extensive assist-

4nOe bas been provided for the development of health unit and 

-leal th dist riot services; the se grant a have mainly replaced 

:"Jrovlnoial ratbe r than municipal. expendi ture. By the fiscal 

,~ear 1952-53, as shown in Table XII, the federal ah&re of 

•otal he al th unit expenditures had reaohed 14 percent • 
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-~;-1nano1al Arran,gamenta in Ontario and Alberta 

~he -orovinoea of Ontario and Alberta rely on per­

~•ntage grants-in-aid to local authorities for the deYelopment 

@f tull-time services. Kunioinalities pay the remaining oost of 

;'F,-pproved services togather with the full oost of any addi tion&l. 

~erncee -oroYided. In this way greater local interest ie 

Jiaintained in ao far aa intereat is 'Proportionate to financial. 

~~es pons 1 b ili ty. 

;·>ntuio_t Provincial granta for health unita in 

~tario were firet introduoed on a regular basie in 194.f,. 

t-11ey are &llooa:ted at the discretion of the Minister ot Bealth 

aDd are roughly intended to equalize the burdan ot he&l th uait 

:qoata between urban and rural municipalitiea. Aa. outlinad ln 

g inform&l. memorandum of the 'Provincial health d.epartlaent, 

,~ranta on behal:f of oities over 25,000 population forming part 
' . 

@f a he&lth unit total 25 percent of the oost of 1errtce• ap-

J~~icable to the oi ty; ci ties under 25,000 population bine fit 

·~ o the amount of 33 li3 percent; oounties and al.l other aœio1-

"Sl &.i.1t1ea not part of a ooœty reoeive 50 percent. \2 ) reder&l 

Mie&lth granta replace the provincial share on new health tmita 

eatabliahed ainoe 1948 .• while federal grants tor &ddition&l 

~erv1ces in existing unite replace both provincial and mUDioipal 

.ï. x;p&nc11 tures •. Municipal governments atill directly financee!. 
1 

i 8 :percent of he al tb unit costa in the fiscal year 1952-53. 

2) Ontario, Real th SurYey Commi ttee, Be-oort of the Ontarig 
J:ealth Suryey Committee. Toronto: The Committee, 1951, 
,.) • 404. 
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To qualify for provincial or federal grants, health 

unite must provide a minimum basic service and employ a minimum 

basio staff; standards for each unit are determined by the 

Minis ter. Budgets are prepared by he al th unit boards and 

submitted to the provincial heal th department for approv&l. 

Provincial grants are paid quar-.erly on the basis of projeoted 

expendi ture, wi th adj ustments made at the end of the budget 

year. (a) 

The distribution of the local ahare of the oost 

between municipalities is determined by mutual agreement. 

lhere citiea or separated towns are oombined with countiea, 

the allocation of oost between the two for provincial grant 
-

purpoaes is based on population• lithin oo1mties and in other 

oases \lhere rural municipalities are grouped in health unite, 

the local share is raised through uniform rates on equal1se4 

asaessment.< 3 > 

·out aide he al th uni ta,· the provincial. government 

makes special grants for sohool health programa, dental treat­

ment a er vices and vene real dis eue clin ica. Approved oounty 
. 

achool bealth programs are subsidized by percentage grant•~ 

amounting to one-third of the oost. Local dental programs for 

children are subsidized by pero·entage grante oovering 20 

percent of the coat in municipalitiea over 5,000 persona and 

30 percent of the .oost when the popUlation is under 5,000 up 

(3) Based on unpublished material aupplied to Reaearoh 
Division, Department of National Health and Welfare by 
Ontario Department of Health. 
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~~o a maximum of i2,000 per munioipality. \ 4 ) Grants for 

~aJ.ariea. equipment and other items are made to assist 

~ ocal.ly operated venereal diaease olinios.~ 5 ) 

_j lberta:_ Al thougb Alberta bas aubaidised botb 

~ ooal healtb units and citv health departments sinoe 1951, 

~rea"ter proportional assistance is extended to beal th uni ta. 

=n botb oaaes. the provincial government pays 60 peroent of 

:.ertain approved costa, mainly salaries, but the statutory 

::'.. ist of a.pproved services is much more liberal for beal th 

ml ts. Federal gran ta pay 60 percent of the oost of certain 

~erv1ces esta.blisbed sinoe 1948 .~ the balance being raiaed by 

~he munioipalities. 

J rior to 1949. both the provincial go1erument and 

<:.he ll&rticipating municipali tiea eaoh oontributed 50 percent 

~o the oost of operation of -eaoh health unit. However, under 

,:;ohe autbority of the Publio Health Act, the lliniater of 

?ublio Health - empowered to fix the total budget of each 

·!iealth unit ·.\ 6 ) In practioe the budget for eaoh unit wu fiud 

i~J;t •18, 000 regardless of aize, and funds were direotly controlled 

·::.y the provincial government. '?) 

4) o. Reg. 44/44~ 

. 5). o. Reg. 62/44. 

6) Reviaed Statutea of Alberta, 1942, o. 183. 

7) B&aed on œpublished material supplied to Reaearoh Division, 
nepartment of National He al th and Welfare by Alberta 
1epartment of P~blio He al. th. 
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n 1949 the provincial contribution wu inoreased 

':•O 60 percent and the fi.:œd budget principle waa al te red to 

~low for diftezanoea tn population between health unita. 

laoh budget was set up on the baais of $1.30 per oapita 

.;_~f llhioh the province paid up to 73 cents per oapita, while 

~he municit>ali tiea oont ributed up to 48 oents. As wi th 

·~he earlier svstem, contributions were paid into a provincial 

'~-~ruat fund in quarterly instalments and at the end of eaoh 

•ar any surpJ.us remaining was refœded to both the province 

'md the munioipali ti es.\ 8) 

fith the new Health Unit Act la 1951, the control 

·:g:t health unit fœds was tranaferred to the health œit board&. 

~der the new system, provincial grants oover 80 percent of 

,ocal ext;>enditures for equipment, salaries and other operating 

r;osta approved by the Kinister of Public He al th. .All 

i:iaJ.ary expendi tures for which grant a are pa id must be 

'_gaaed on a provincial statutory sohedule of staff enti,lt­

:gnt and the provincial salary sohedule reoommended troll t1ae 

-~o t1me bv the salary survey ooeittee of the provincial 

gowrnment.\9) However, ainoe provincial. standards for at&ff 

8) Based on unpublished material supplied to Besearoh Division, 
.:1epartment of lation&l He al th and Welfare by Alberta 
~1epartment of Publio Health. 

·:9) In 1953 provincial grants were payable to eaah he&lth 
~>Jnl. t board of he al th for -the following staff: 

aO a full-time medical officer for a population of 
3.0! 000 or more; 

b) A part-t ime medical o fficer for a population 
"-••• than 2o~ooo; 

_o) a fûll-time nurse !or eaoh 10,000 popUlation within 
~ town or oitv; 

continued page 130) 



'>c.Jlc1 salaries are minimal~ most boards have been willing to 

,;:m~ù.oy additional personnel and pay salaries in exoe•• of the 

_?rovmoial solledule. The distribution of the local ahare 

ilt the oost between munioil)ali ti es is based on population 

.i!Blng figures from the latest quinquennial oenaua of the 

:te s'te rn p rovinoes • \10) 

;rants for citv health departments,authorized in 

:_95l!'apply only to limited categories of publio he&lth 

peraonne.J. ,and are a1ao baaed on a statutory sohedule of 

~'taff entitlement and the provincial salary sohedul.e. (11) 

'10) 

11) 

Con 1 td from p.lao. 
d) a ful.l-time nurse for eaoh 6, 000 population outaide 

;~'town or citv; 
. e) a ful.l-time sanitary inspeotor for eaoh 20,000 

)OpUlation; 
f) a s tuient sani tary inapector for eTery lt, 000 popu­

. at ion in excesa of 20.000 or any mul. tiple thereof; 
.g) a full-time atenographer-teohnician for each 

~o~ooo population or major part thereof; 
h) a full-time or part-time seoretary-treaaurer; 
i) a full-time or part-time dentist to proTide dent.&l 

:iilerv1cea for ohi1dren of 16 vears of age and œtltr; 
j} a full-time or part-time dental assistant. 

Statutes of Al berta, 1951, o. 38. 

In 1953, prortncial. grants were payable to city health 
!et>artments for the following staff: · 
a) a medical offioer for eaoh 75,000 population or 

naJor portion thereof; · . 
:b) a publio health nurse for eaoh 12,000 populatidn 

'lr ma:tor portion thereof; 
o) a sanitary inspeotor for eaoh 30,000 populat1oa 

,,r ma:tor portion thereof; 
d) a o1erk for eaoh 30,000 population or major 

)Orliion thereof. 



·32-

:"'hev are designed to oover a muoh smaller portion of aotual 

·~ost a thail grant a to heal th œi ta. 

n outlving areas of the province, where one or 

:l!Ore muxaci'Dalities and/or improvement distriota employ a 

··u11-time "Oublie health nurse, the provincial government 

~ays ôO peron~ of approved operating costa. The balance is 

·~hared between "Oartioipating municipalitiea in proportion 

,o :population. This schema, known as the municipal nuraing 

·~ervioe ~ replaoed the provincial district n~aing service 

c.n 1950. ,l2 ) 

?iancial Arrangement• in Manitoba, Saskatchewan, British 
1olumbia and ~bec 

.n the four provinces of Manitoba, Saskatohe._an, 

3ritish Columbia and. Qœbeo where the adminiatration of 

'Q,ealth unite is priuarily provincial, the munioipalitiea in 

®:tfect "Ourohase services from the province at a rate far 

'~)elow oost. Sinoe the 'DOlioy of each provincial government 

~.s to promote intermlm.ioipal he al th uni ts, almost no 

finanoial assistance is extended to munioipally operated 

·~ 1 tv he al th depart ment s • The onl y province t o do so is 

!~ritish Columbia where looallv operated services are jointly 

provided in the Greater Vancouver and Viotoria-Eaqu,malt 

:'iiatricts. 

12) Statutes of Alberta, 1950, o. 45 and Alberta 
'] .o .1046-50. 
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In eaoh of the four provinoes 1 the mtmicipalities 

oontribute one-third or lesa of the total oost of healtq unit 

operations. Only in llanitoba is the lllDli~ipal sha.re oompletely 

linked to operating costa as a presoribed local peroentage. 

In the other provinces limita whioh are unrelated to oost 

are imposed on the local contribution. Saskatchewan uses a 

fixed percent age of oost formula but a par capi ta maximum 

limit exista for individual munioipalities. In British 

Columbia there is a fixed local per oapita appropriation, 

while Quebeo imposes a mand.atory tax rate or millage for the 

local share. The result is that as costa inorease in British 

Columbia and Saskatchewan, a larger peroentage is paid by 

provincial governments. In Quebec 1 the same result ocoura 

as long as real estate valuations arè not raiaed. It is worth 

noting as indioated in Ohapter IV that the degree of local 

interest and participation is low in provinces where the local 

share of the oost is low and finanoial responsibility is 

minimal. 

Manitoba: Before the Health Services Act waa 

brought into force in 19451 the province and .the munioipalities 

eaoh oontributed 50 p&roeDt of the oost of operation of health 

unite in Manitoba.(l3) Under the new Act, the provincial 

government share of operating costa was inoreased to two­

thirds, wh ile the full oost of •ew equipment was assuned \ ··· 

(13) Jlanitoba, Advisory Health Survey Doptttee, !!. 
Abridgement of the Jlanitoba Health Survey Report. 
Win'nipeg: Queen's Printer1 1953, P• 32. 
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by the province. <14 ) Eaoh munio ipali ty pays i ts pro-rata share 

of one-third of the estimated operating oost in quarter1y 

inetalments; ad.juatments on the basie of aotual e%petd1ture 

are made at the end of eaoh fiscal year. (l 5 ) The leeal share 

is distributed between munioipalities on a population basta.fl6) 

Finanoial.arrangements for diagnostic 1&boratory 

and x-ray units author~zed under the Health Services Act are 

on a timilar basie whether or not diagnostic unite ooincide 

wi th heal th unite. Two-thirds of the opera ting oost is paid. 

by tbe::p:tovinoe, and one-thj,rd by the munioipali tiea with the 

municipal ahare allocated in terme of population. {17) Dental 

services for ohildren in rural areas, separate1y provi4ed by 

the province, are provinoially finanoed subjeot to a payment 

of $25 per olinic day by the local oommunity served. {18) 

Health services in the city of Winnipeg are 

entirely finanoed from local revenues exoept for certain 
·~ ·_ 

new services developed with federal grants. Additional 

services in existing health unite have also been finanoed 

:trom federal grants·. 

(14) s. u:. 1945, o. 22. 

(15) Manitoba Regulation 36/48. 

(16) Manitoba, Advis~zy Health Survey Committee, Op. Oit., 
p. 15. 

(17) S.K. 1953, o. 24. 

(18) llanitoba, Advisory Health Survey Com.m~ttee, Op. Oit., 
P• 40. 
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Saskatchewan: As in Manitoba the gover.nment of 

Saskatchewan makes a sharp distinction between publio health 

services provided through health regions and services provided 

eleewhere. In health regions the province pays about two­

thirds of the oost of basic public health services, and makes 

grants in aid for additional special services. City health 

departments not included in hea.J. th regions reoeive no financial 

assistance from the province. 

The general polioy on the divisi9n of regional pUblio 

health oosts, determined at the discretion of the Minister of 
. (19) Publio He al th, is that the province pays two-thirds of 

oper'ating expendi ture a. However, in any instance where a 

munioipality is oharged more than 50 cents per capita the 

exoess is paid by the province. Koreover, in the northern 

llead.ow Lake heal.th region the entire oost ie assumed by the 

province, while in cases where a city with a full-time health 

department is inoorporated into a region, the province pays 

only one-halt the oost applicable to the city as ~termined 

- by the proportion of the oity's population to that of the 

whole region. (ao) 

After the total local share has been determined 

in eaoh health region, its distribution between partioipating 

munioipal.ities is the disoretionary responsibility of the 

(19) 

(20) 

Statutes of Saskatchewan, 1950, o. 81. 

Saskatchewan, Health Survey Committee, Saskatchewan 
Health Survey Report.I. Health Programs and Personnel. 
Regina: The Oommittee, 1951, PP• 35-36. 
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~aeltatchewan Local Go wrnment Board. In determining the 

~ppor~ionment 1 a measure of equalization is introduced by 

gonsldering taxable assessment as well as pop.ulation. After 

·;;wo aeparate caloulationa of the allocation haft been made on 

'~he basia of population and taxable usessment reapeotively, 

~ oombined oalculation is .made which gives greater weight 

~o asaeaament for ~1llagea and rural municipalities.\21 ) 

special services which are locally administered 

,=1tf he al th region boards, . are aseisted ~Y the province on a 

*ran1i-1n-a1d basis. Preventive dental services in four he&l th -
:oeg1ona reoe1ve provincial grants cowring 50 percent of the 

1oa~ U!> to a stated maxima. \22) In the Swift Current Region, 

~;he province pays a grant of 25 oents per oapita towarda the 

:~ost of prepaid medical oare together with grants oovering 

~0 percent of the oost of dental 1 hospital out-patient, and 

f"aciiology services up the specified maxima. ' 23 ) 

.,;:;_r_i.ti.:Jh Columbia: In British Col umbi&1 where the 

:~inistr&t1on of local health unite 1s largely a provincial 

~atter~ only a relatively amall finanoial contribution ia 

~de by the mœicipalitiea. Elaewhere in the metropolitan 

:IP!'eas of Greater Vancouver and Greater Victoria1 the looal 

~ealth departments receive sUbata.ntial provincial and federal 

21) Based on unpublished material supplied to Researoh 
;-li vision. Department of National He al th and lelfare 
~·v Saskatchewan Department of Public Health. 

22) Saskatchewan, He al th Sur vey Committee, Op. Oit., P• 82. 

23) Saskatchewan, He al th Survey Commit tee, Op. Cit ., P• 206. 
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gran~s. ProTincial financial assistance for specitied 

_."':luclic he al th services is also extended to areaa where full-tiœ 

~nits have not yet been set up. 

-,.rior to 1946, when union boards of he al th were 

tullv responsible for local health œit administration, 

'~unlci"Oal authorities finanoed the major portion of health 

n11t costa. In municipally organized territory, the local 

~rea was responslble for 75 percent of the oost of the service to 

the nopulation within municipal limita, while the Department 

i~t Kunic ipal Aff airs paid 25 percent of the oost of aervioee for 

~·•ona res1ding in unorganized territory. The remaining fundl 

~eqUlred were made available to the Union Board of He al th 

1;hroUgh grants from the? provincial he al. th department. \ 24 ) 

then the· :provincial government assumed the main 

~dministrative and tinanaial responsibility in 1948, prGT1sion 

·•u maà.e for the •purohaae• of health unit services by looal 

~uthorities at the fixed priee of 30 cents per oapita per 

·mnum. rn this way the local contribution was stabllized, · 

.:fnile the burden of increaaed costa and new services wu 

:~arried bv the province. Ini tially the loo al share wu about 

tO percent, but by 1952 this had been reduoed to approxi­

·:tlatel v 16 percent as shown in Table XII. Tbrough agreement, 

.he loo al contribution is paid t·o the provincial. heal th 

24) British Columbia: Dept. of Health and Welfare (Health 
3ranoh), First An.nual Report, 1946, Vïotoria, B .ct. 
~ing 1 a Printer, 1947, p. 24· · 

1 
.< 



- 128-

.department by the local school boards of the enlarged school 

districts making up he al th unit are as. Eaoh sobool board 

re~uisitions contained municipalities and unorganized terri­

tory for the required amomts, ·the respective shares being 

in proportion to pop~ation. (25 ) 

The same system of fina.nc.ing applies in areas where 

provincial p~blic health nurses and sanitary inspectora are 

••oyed prior to the formation of a full-time health unit. 

The local school board is charged 30 cents per oapita for 

whatever he al th services ·are provided on the underatanding 

that there will be no additional oost to local· govemment as 

personnel and faoilities are inoreased. The only exoeption 

ia that the provincial health department may impose a small 

additional charge for the introduction of dental bealth 

services whether wi thin or out aide local he al tb uni ta. (26 ) 

In Greater Vancouver and Victoria-lsquimalt areas 

the services provided are financed mainly by the partici­

pating mmioipalities on the basie of needs and ability to 

pay. Thus, for example, by agreement the city of Vancouver 

pays for its own local services as well as the oost of 

speoialized services suoh as mental hygiene and nutrition 

applicable to the whole area, while the suburban munioipalities 

pay only for their own striotly local services suoh as publio 

(25) Based on unpublished material supplied to Besearoh Division~ 
Department of National Health and Welfare by British 
Columbia Departmen t of He al th and Wel fare. 

(26) British Columbia, Dept. of Realth and lelfare, Survey of 
Realth Services and Faoilities in British Columbia, By 
Elliott, G.R.F., Victoria, B.Cl QUeens Printer,l952, p.43. 
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·'!ealth nuraing: and sanitary inspection. Provincial grants 

~-or urban PUblic he al th aervioes have been paid for a number 

.. 'lr vears. Together with federal grants for new services 

.. ï.eveloped since 1948, they oover approximately 25 percent of 

··he total oost. \27) 

1uobeo: The method of finanoing health unit services 

;n Qœbeo bas remained unohanged since the Healtb Unit Aot of 

·_:933. The local share of the oost is raised thro~b a 

R&n~atorv special property tax rate wbich variee slightly 

?or urban and rural munioi"Qalities. Independant oitiea and 
~e 

-'~owns over 4. 000 population;required to oontribute a ahare 

':la.loulated on the basis of two cents per hundred dollars 

'ti"'m10i"Dal assessment valuation, while countiea togetber with 

-~;oms under 4. 000 pop~ation oontribute a sum based on one 

·~o. one-balf oenta per hundred dollars valuation. ,as) 'l'hia 

liiV&tem baa meant that the provincial government bas aaaumed 

~ ateadilv increasing proportion of the total oost whiob haa 

_;:enerail.y riaen faa:ter than rural property T&l uations. By 

-·~he fiscal vear 1952-53 the municipalities paid only 13 percent 

:gf the total oost. 

~ndeoendent city bealth departments are tinanoed 

:e;ntirelv from local funds wi thout assistance from provincial 

\~r tederal cranta. 

27) Murray, Stewart, 'Administration of the Greater Vancouver 
:i!etro"Doli tan Be al th Services • in Oan.J. Pub .Real th, 
rol.43. lo.5, pp.202-208. 

·as) Statutes of Quebeo, 23 Geo.v, o. 74. 
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'llinancial ~rrangementa in the Atlantic Provinces 

;.oo&l !)Ublio he&lth services in the Atlantic pro­

~inces are dually finanoed and operated rather tha:A jointly 

~inia~ered and finanoed. 

:-n lova Seo.~ provincial district unita œdertab 

;~bout 95 percent of the organized publio health work outai4e 

~he citv of Halifax, which preaœably involvea about 95 pèroent 

~t the total oost.' 29 ) Yarious new district services tntroduoed 

eince 1948 aze finanoed from federal funda. The mun1oipal1ties 

:~ay tor their locally operated part-time services, while Halifax 

paya. ,;he oost of a full-tille he al th department. 

~ n lew Brunswick, Wbere all oitiea as well as other 

iRniOi'Dalitiea are included in health aub-diatriota, local 

aUiihori t iea con tri bute a subatant ial port ion of total costa. 

tn 1948,~ the latest year for which data are available, loc&l. 

~o&rda employing seoretariea, a-.nitary inspectora, vital 

i'éati*tioa registrars eto., contributed about 45 percent ot 

·:;;he total. The provincial he al th department employing full­

~ ime medical health officers and publio health nuraea paid 55 

geroen,;. The overall per oapita ooat, however, was only 38 

r~enta. \30) Sinoe 1948. federal he&l th granta h&W paid fl;r 

29) 

30) 

lova Sootia, Bealth Survey Committee, Report on the 
Burvey of Health Jap1lit1ea and Services in lova Sootia 
.~949-50. By Stewart, d.B., Halifax: The Oommittee, 196o, 
Reporttng Form D. 

lew Brœswiok, Be&lth Survey Committee, anort of the 
·~eal th Survev Comm1 ttee. Fredericton, . N .Bs The Oouittee, 
'"9 51 . Report ing Fo rm D. 



= • 31 -

:;he enroloyment of additional provincial publio health nuraes, 

.atd have -oaid 50 percent of the oost of employment of full­

~ime sanitarv inspeotors by sub-distriot.boards. 

' n Prince Edward Island and l'ewfoundland partial 

~,ocal -oublie bealth services are made available and finanoed by 

)rov1noial governments, with some assistance from federal 

~rants. Local residents in Hewfoundland make prepayment 

~on1ir1butions to oover -oart of the oost of medical and hospital 

@are 1n cottage hospital districts, but do not direotly oon­

~ribute to financin~ public health services. 

. .. 
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CHAPTER VI 

PROBLEM OF PERSONNEL 

Undoubtedly the key to efficient local public healtb 

&dministration is the reoruitment and m.aintenanoe of a well 

trained professional and teohnioal staff. For adequate service 

both quantity and quality are neoessary. In Canada tb.e total 

demand for qualified full-time publio bealth workers bas long 

exoeeded the available supply. Koreover~ the faot that 25 

percent of the population still la.oks even minimal full-t 1me 

services indioates that the total need oontinuea·to ezoeed 

the effective demand. 

Staff Reguire œnts 

It is generally reoognized that certain types of 

personnel are essential for the operation of a generalised 

public health program embraoing minimum basic services. 

This personnel nucleus consista of one or more publi-. health 

physioians~ pUblic health nurses, sanitary inspeotors and 

clerical workers. Addi tional publio bealth workers that may 

be employed include sanitary engineers~ public health dentiste, 

atatisticians, nut rit ionists, ve~eritlarians, he al th eduoators 

and psychiatrists. 

Quantitative: The effective demand for publio health 

workers is determined by the nunber of budgeted positions. 

provided for by local health agencies. The demand, however, 

may exoeed. or be lesa than the actual need. in terms of desirable 
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services of minimum standard of adequaoy. Althougb •'aff 

needs may vary with the social and health charaoteris~ioa 

of the community, they may be roughly related to tbe population 

of the area served. 

Certain .general.lJ aooepted minimum ataffing require­

menta have been developed by public health authoritiee in the 

United States. 'rhese standards ap.ply to physloians, nurses, 

aanitarians and olerka aa tollowa: 

1 public he al th phyaioian for every 50, 000 persona 
lor 1 for every local health unit, whiohever ia lesa); 

1 public health nurse for eTery 5,000 persona; 

1 aanitary engineer or aanitarian for enry 15,000 
persona; 

· 1 olerk for every 15,000 persona. (l) 

If app1ied to Canada'a 1951 oenaus population on an 

overall baaia, theae standards indioate a total need for 280 

medical health officers, 2,800 publio health nurses, 933 

aanitary inspeotors, and 933 olerks in local publio health work. 

QUalitative: Humbers mean little without adequate 

eduoational qualifications. Minimum edmational standards have 

been developed by the Can.ad.ian .Publ~o Heal th Association, and 

are aooepted as provincial health department po1ioy in most 

provinces. 

(1) U.S.Department of Bealth, lduoation and lelfare, GraYe, 
C.H.· and Campbell, R.J. (editors), •Report of-Loo~ 
Public Health Resources, 1951,• Publio Health Sertlce 
Publication lo. 278, Washington: U.S.Government Printing 
Office, 1953, p. 17. · 
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ienerallv, as outlined by the Canadian Public Health 

~ssociation~ all medical healt~ offioers should be physioians 

~1th a yost-graduate Diploma in Publio Heal th or its equiTalent. 

-'3imilarlv, public health n.uraea shoul.d have at least one 

~ear ~a postgraduate training in publio he al th nuraing, aa 

-Yell as their re~:~:ular nursing diplœma. All sanitary inspectors 

~hould have obtained the Certifioate in Sanitary Inspection 

Canada} or its equivalent. Alao, of course, other apeoial­

~ zed personnel shoul.d be educat ionally qualified in their 

,ipeo1al ties. ' 2 ) 

ihorttg_e and Turnover of Personnel 

1nile the staffin~ situation has improTed in 

·.:ecen't years, there remains a q~titative ahortage and high 

~ate of turnover of qualified personnel, partioularly ·among 

)Uolio health nurses. The extent of the shortage for differ­

~n't categories of personnel may be illustrate4 by comparing 

~he number of ~ersonnel aotually employed by each local 

~enoy w1th the minimum staffing requirementa mentioned above. 

~able XIII shows the number of full-time health unite or 

·Ustricta and the number of full-time urb,an heal th departmenta 

1.aving aufficient staff in the various major categories for the 

Tear .L948. , 3 ) This table highlights the shortage of public health 

2) Canadian Public Heal th Association, Report of the Committee 
·C1!!.__ _~~21,riea and Qualifications of Publio He&l th Personnel, 
!'oronto: The Association, 1947. 

3} 1948 was the lateat year for which data on an agency taais 
~ere ava1lable to the writer. By applying mint.ua ataffing 
_requ1rements on an agenoy basis, are as having more thaa the 
'':aaU1red minimum do not oompensate for are as haTing le••. 



Province 

TABLE XIII HUldBER OF FULL-TDŒ PUBLIC HEALTH AGENCIES BY PROVINCE HAVING SUFFICIDT 
MEDICAL HEALTH OFFICEBS, P;UBLIC HEA.l.TH NU~ES OR SANITARY !NSPECTORS J.C­
CORDING TO MBJIWUM STAFFING ~UIREMENTS (lJ DECEMBER 31, 1948. 

Full·T~ Health Units or Districts Full-Tüne Urban Health Departments 

Total Agenoies with AgecU.••::'With .Aeêoiea with Total .lgencies with .lgenoies with Agenoies 
Nud:>er of Suffioiant lurtioitiBt~ ~- Suf'tioient Sa- Jlumber of Suf'fioient Sutfioient with Suf'ti-
Agencies Kedioal Heatth bliti Bealth nitary lnspeo- Agenoies Medical Health Public Health oient Sani-

Otfioers Burses tors Of'ficers Nurses tary Ins-
peotors 

British Columbia 8 7 8 4 2 2 0 1 

Alberta 9 7 1 0 2 0 0 2 

Saskatchewan 6 5 3 s. 2 2 1 2 
1 

llanitoba 13 10 1 11 1 0 1 1 ~ 
VI 

Ontario 23 23 11 10 12 8 4 6 01 

1 

Que bec 65 63 3 12 5 3 0 3 

Nova Scotia 1 5 0 0 1 1 1 1 

Total 131 120 33 42 25 16 1 16 . 
----- ------~ ------ ~- ~ 

(1) Based on personnel data tor eaoh hea1th ag~noy contained in Provincial Hea1th Survey Reports, Reporting Form D. 

Minimum staffing requirements as f'o11owss 
- 1 pUblic health physician for every 50,000 persona 

(or 1 tor every local hea1th agency, whichever is 1ess) 
- 1 publio health nurse for every 5,000 persona 
- 1 sanitary inspeotor for avery 15,000 persona 
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. .J,uraea and sanitarv inspeotors. Ot 156 full-time local publio 

:i,ealth ~enoiea exiating in 1948, 136 had a suffioient nœber 

"1!' medioal offioers. but only 58 employed adequate nœbera of 

~anltary inspeotors while only 40 had suffioient publio health 

;<1uraea. 

"f &"Ç)pointments were limited to personnel with 

l:o.!l;)eolal publio beal. tb training the sbortage would be muoh 

.-orse. table XIV bel.ow shows that in 1949. only 61.3 peroent 

Jf the nurses employed by publio bealth agenoiea bad reoeiYed 

~peolal postgraduate training in publio heal tb. Similar data 

:t~n pl1Plio heal th pbysicians prepared by the ~anadian Publio 

::lealtb Association in 1951 indioated that 138 of 716 po•itiona 

·~'or full-time 'Dublio he al th pbysicians in federal, proTinoial 

.md local a.genoies did not require special qualifications. \•) 

.;;whe 'D~oblem of the overall sbortage is aggraTate4 by 

;'.be ra'Pid turnover of personnel whioh breaks oontinuity of 

)OJ.ioy and impairs efficieney of operation. The two follow-

ng examples illustrate the aize of the problem. 

rhe Kanitoba Healtb Survev Report oontains an 
~ppendix·wbich includea a table showing grapbioally the 

·noniih bv month turnover of local bealth unit personnel in 

--948. This table shows that only 6 of the 13 unita had the 

4) Canadian Publio He al tb Association, •Reoommended 
.J.ualifiG"ation Requirements and Minimum Salariee for 
1:;ublio Health Personnel in Canada, 1951: in Can. J • 
:_c>ub. Health, Vol. 43, No.2, P• 84. 



TABLE XIV 

ProTince 

British 
Columbia 

Alberta 

Saskatchewan 

Jlauitoba 

Ontario 

Que bec 

:lew Brunswick 

lova Sootia 

Prinoe JCdward 
Island 

Total 
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TBAinBG OF IURSES Eli.PLOYED BY OFFICIAL 
PUBLIC BEAL~H AGENCIES IN OPADA, 1949 (1) 

Humber of 
lurs es 

Emp1oyed 

182 

75 

79 

105 

658 

4-24 

17 

53 

8 

1601 

Percent age 
Trained in 

Publio Health 
J'ursing 

96.1 

56.0 

36.7 

56.2 

83.7 

18.0 

64.7 

62.3 

62.5 

61.3 

Peroeatage 
tltl'tiraiM4 in 
Public Baal th 

- Nuraing 

3.9 

+fr.O 

63.3 

.ft3.8 

16.3 

ea.o 
35.3 

37.7 

3?.!5 

38.7 

(l) Baaed on Oanadian Publio Health Asaooiation,. 
Reiort· of the St~7 OoliiDi ttee on Publio He al 'th 
trâotioe iu Oanidâ toronto:- The Asaooiation, 
1950, P• 75. 
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services of a publio health trained dootor for tbe entire 

twelTe illonthà while only 4 retained the aame mu'sing staff durtns. 

this period. (5 ) 

The staff turnoyer of publio he al th nuraing person­

nel is furtber ill ustrated in Table IV, whioh ahowa the turn-

. oTer of publio bealth nuraing staff in British Oolœbia o..-.r 

a· ten year period. OVer these years, total staff turnoTer in-· 

oluding appointments, resignations and transfera T&ried f:roa 

.&6 percent to 117 percent ,_.,:am• of the number of position• 

eatablished. 

raetora J.ffeotins ;Btaff Beoruitment and llaintenanoe 

It ia fairly obTioua that the aupply of quali:Ue4 

peraonnel depends upon adequate provisions for training, aa4 

attraot.i.,-e inducementa for intelligent pe_raons to enter and 

:rema.in 1n the loo al publio be&l th services. These induoeaent• 

inolude moœtary induoements aa well as 1••• tangible faot•r• 

:relating to job satisfaction and the nature of the work. • .ne 

importance of eaoh factor, of oourse, varies between ind.i­

Tiduala and between different categories of publio he&lth 

personnel. 

Provisions for Training: Postsraduate instruction 

in public health for phyaicians, dentiste, veterinariane, 

engineers and other university graduates is provided at tbe 

School of Hygiene of the University of Toronto and the Sohool 

. 
{5) llanitoba, Adviaory Beal.tb Survey CollllDittee, Ap Abridgeaent 

of the llanitoba He al th Survey Report. Winnipeg: ·QUeea '• · 
Printer, 1953, Reportiag Form D. 

f. 
-~ 

'i 
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j~ .• ~ ~D.~ ~!i _.,"'- , ~ J~\J.jJt JJ.i k:~ U,::t. ''~~ J:ti.:IJ~(i i ..3 i:);[· .d.l!· '..ÏJ:: ~.N .J:~ • .Jl, .t'J<~J,.: .L .;)j~: "'.,.,,,, wA .ujJ. l·, .; '·1' ,, 
--- ---- ------ ------------- ----------

194:5 1944 1945 1946 1947 1948 1949 1950 1951 1952 

Positions Established 52 56 64 77 98 lll 115 121 123 129 

New Appointments 17 13 22 42 37 
(2) 

24 41 33 45 38 

Resignations 12 11 16 27 11 14 28 3i3) 36 31 
(4) (4) 

Transf'ers 8 9 10 19 17 14 25 17 17 14 

Total Staff' Changes 
(5) 

37 33 48 88 65 52 94 81 98 83 

Staff' Turnover (percent) 71 59 75 117 65 46 82 67 76 64 

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

(2) Parsons returning from university included. 

(3) Parsons leaving for university 1nc1uded. 

(4) Exchanges included, 

(5) Ineludes appointments, resignations and transfere. 

VJ 
cD 
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of Hygiene of the University of Montreal. In aà.dition, the 

various universities throughout Canada offer courses leading 

to Public Health diplomas for graduate nurses. With respect 

to inspectors, the Canadian Publio- Health Association oonducts 

annual correspondance courses for the Certificats in Sanitary 

Inspection (Canada). Reoently, the provincial health depart­

mente of Manitoba, Ontario and Quabec have introduced special 

training courses for sanitary inspectors combining lectures 

and field work. All these training courses in pUblic health 

receive financial assistance from federal and provincial 

governments, voluntary agencies and charitable foundations.( 6 ) 

To persuade adequate numbers of persona to undergo 

appropriate professional training, finanoial assistance in the 

form of bursaries is neoessary. Local authorities have rarely 

used funds to sponsor persona for special 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 he al th grants as part of the National 

Health Grants Program. Under the program assistance is given 

toward the establishment of special eduoational faoilities, 

and training bursaries are awarded to persona selected by 

provincial authorities. At the end of the first five years 

{6) Ontario .Heal th Survey, Report of the Ontario Survey 
Committee. Toronto: The Committee, 1951, PP• 408-410. 
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up to llaroh 31J 1953, persona t rained or undergo1ng training 

inoluded arnong others, 173 publio health physioiaua, 721 publio 

health nurses and 168 sanitary inspeotora.(?) 

Appointment by lleri t: Beoause of the tectlaioal nature 

of publio health funotione it is gene%ally reoogniae4 that 

employees should be selected and promoted on the baa1a of 

qualifications or merit; the marit system for publio health 

employees ia now widespread in Canada. Out aide the city health 

departments, full-time loCal .Publio health personnel are 

appointed by the provincial goTernment in eight provinces. 

Koat of theae provinces han Civil Service Commissions reaponai­

ble in varying degrees for the •rrangement of job classifi­

cations, the establishment of salary ranges, and approval of 

appointments on a marit ~aais. <.8 > In addition, some provinoea 

auch as Ontazio, control minimum qualifications of looally 

appointed personnel thro~h provincial regulations. (9) 

Patronage appointmenta atill exist in some areaa, 

partioularly tor a ani tary 1nspeotora and clerical personnel. 

J'urthermore, part-time pereona may often be hired on a patronage 

basie •. Bevertheless, the se praotioes appear to be diminish­

ing. 

(7) Oanad.a, Department of laMonal Health and l'elfare, 5 Year 
Report. National Heal th Program. Ottawa: The Department, 
1953, PP• 22-27. 

(8) .Oole, Taylor, The Cana.dip J3ureauoraoy, Durham, 1. o.: 
DUke University Press, 1949, pp.l83-191. 

(9) O. Reg. l).S/44. 
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Salaries and Related raotora: A prominent publio 

heal th official is reported to have stated that there are three 
1 

, problems in publio health today, namely: {1) Salaries, 

{2) SeJ.aries, (3) SalariesJlO) While this viewpoint reneota 

a universal human preoccupation, it is undoubtedly true that 

monetary 1nducements in public he al th are not very great for 

the professionally trained worker. 

In its 1951 Report on Reoommended Qualification Be­

quirements and.Kinimum Salaries for Publio Health Personnel 

in Canada, the Oanadian Publio Health Association grouped 

publio bealth physioi ans by minimum and maximum a alary inter­

vals_. (ll) From these data it may be oalculated that the 

-1951 medi..._ minimum annual salary of publio health physioians 

in local bealth units and city health departmenta waa $4918 

in 1961 while the median maximum salary was $5857. By oompari~ 

son, in the United States, the median a.alary interval of local 

healtb offioers in April 1952 wu $840Q-$8599, while the median 

_ salary interval of other local publio heal th physiciana wu 

$700o-$71~9. <12 ) Consideration of the salaries of praotising-

(10) British Columbia, Dept. of Health and Welfare, SœTtt 
if Real th Services and facilities in British Col Ulllbia, By 
lliott, G.R.F. Victoria, B.C: Qœen 1s Printer, l958,p.55. 

(11) Oanadian Publio Health Association, 1 Reoommended Quali­
fication Requirementa and Kinimum Salariee !or Publio 
Health Personnel in Canada, 1951• in Osn.J. Pub. Healtb, 
Vol.43, No. 2, P.83. 

(12) u.s. Federal Security !geney, •Salaries of Local Publio 
Health Workers April 1952•, Publio Health Service Publi­
cation No. 237, Washington: U.S.Government Printing 
Office, 1952, p. 6. 
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physiciana shows that the median net income of ta.x-paying 

Canadisn physicians in 1951 waa about $7721.<13 ) 

The sal.a;ry problem has been &11118arized by the 

Oanad.ian Public Health Association as follows: •In nearly 

al.l groupa the initial minimum salary is inadequate ~d i t has 

become increaaingly apparent that the amall 'ealary range of 

most positions is a major deterrent to proteaaional people 

who oontemplLate public service. The smal1 &alary range, with 

incrementa Wlually oonfined to a period of a tew years, not 

only affects recruitment but maltes it very diffioult to retaia 

competent workera. Publio heal th oannot compete auocesatully 

with other professional fields in Canada or the United. States. 

ror people al.ready engaged in the praotioe of publio health, 

there is little or no: monetary incentive to advanoement"' 

and this is one of the main œaaons why so many wll-trained 

workers have left publio health during the past.few yeara.•(l4) 

Other factors affe~ting inoome inolt.ld.e superannuation 

provisions-' holidays with pày and sick leave. The 1948 Slll"Yey 

by the Ca.nadian Publio Health Association ahowed that 121 out 

of 133 agenoiea had a joint employer-employee auperannuation 

plm"' all had holidaJ18 with pay of 2 weeks or more, and all · 

had siok leave plans. (lB) 

(13) 

(14) 

Canada"' Dept. of Jtational Revenue, Taxation Stattajioa, 
1953, Ottawa: QUe en'• Prin ter, 1963, p. 68. 

Canadian Publio Heal.th Asso·oiation, •ReooJQeaded Quali­
fication Requirements and .U:inimum Salaries for P'llbllt 
Iiealth Personnel in Canada, 1951•, in Can. J. Pub.Beàlth, 
Vol • 43, No. a pp. so- 61 · 

(15) Canadian Publio Health Association, Report of the Committee 
on Salaries and ~ifioations of Publio Health Peraonnel, · 
Toronto, The.Asaooiation, 1947, PP• 8-l • 

,.,~:.· . ...:, ..... : .. ,' 
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Job Satisfaction: Baaio local publio heal th :tuuotione 

which are preventive and promotional in nature, have beoo•e 

increasingly standardized in their application. lluoh of the 

medical health officer's work has an administrative content, 

and the medical aspects tend to be routine and ~tntereating 

to the physioian. This problem is changing &a the eoope o:t 

publio health expands 1nto: the ohronic diseases and medical 

oare administration. Nevertheless, part of the trouble in 

local he al th work is dullness and routine. Al though local 

publio he al th work brings contact wi th indi viduals and the ir 

problems, i t laoks the s at isfao t ion which may be de ri ved from 

employment at the provincial or federal leval where wider 

areas of policy are involved. 

The problem has œen stated in a special report 

as follows: •In far too many cases, official agenoy prosrama 

are purely routine as a result of provincial polioy, looal 

precedent, or both. The ambitious publio health wo~ker 18 

unable to derive adequate job satisfaction from working in 

a groove, and he is apt to losa initiative or elsa leaye 

for other agenoy positions whioh he feels will provide .better 

ecope for his abilities. For job satisfaction there must be 

freedom to explore, initiate, carry through and analyze 

projeots. Suoh freedom is, of course, dependent, in great part, 



-= ;45 -

@Jl the availabili tv of suffie ient money to proTide taoili tiel 

tmâ. staff to ïm"Olement and supervise the deaired program. •\16) 

l';ovinoial versus Local Appointment 

:"'he Droblem of personnel_has been a major oauae of 

~he inoreaaed higher-level government participation 1n local 

·;Jublio health services. In addition to making more funds 

&T&ilable tor the training and employment of staff, this 

J~&r'lioipation has greatly improved personnel polioiea. In 

~igbt provinces, apart from municipal health departmenta, 
. 

:1.oo&l personnel are reoruited and appointed by the provincial 

pnrnment. In Ontario and Alberta {the other two provinoea), 

:p,eraonne.l are looally appointed, but provincial health depart­

aents exeroise certain o ontrols and ueist in reoruitment .• 

}ireot Drovinoial employment of local personnel 

~ttera many advantagea. One ad van tage ia that loo-.1. peraomutl 

~•oeive uniform treatment with regard to aalary, working 00~ 

-~itiona and pension arrangements. llost provinces have job 

~üaaaification schemes. regular pay increments and proviai•n 

tor aupera.nnuation. Of equal importance are the opportun! tiea 

:i'or transfer·~ promotion and speoialization whioh are &Tailable. 

l.b.en personnel oan be shifted from one unit to another, in­

:t~ervioe training is f~111tated and job satisfaction may be 

'ls) Report of the Stpd.y 
-~~~~~~~~~~~~~~~~~i~n~ ___ o_an __ ~, !oronto: 

• 
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increased through·variety of experience. In a provincial 

system~ capable persona may be promoted from smallar to larger 

unite and from lesa interesting jobs to ·more intereating and 

important jobs. rtnally~ stimulation towards good work ia 

provided by"periodio conferences and field visita from pro­

vincial aupervisors. 

On the other hand, many of the ad:vantages of 

provincial administration are consistent wi th local appoint­

ment which has, moreover, certain additional advantagea. Local 

authori t1es may be able to pay salaries in e xoeas of provincial 

aalary sohedules, whioh are often low tc keep them in 11ne' 

with the salaries of other provincial profeasional workera. 

More taportant, however~ is the opportunity availa~e to the 

medical bealth offioer to operate his own program Without 

being tied down to province-wide uniformity. Job satisfaction 

ta inoreased w1 th local autonomy and ecope for in1tia:t1ve. 

Some of the major advantages of provincial employment can be 

retained if the province specifies minimum qualtftoatto!ls and 

salaries, tnclu:.\ea local personnel in the provincial auper­

annuation scheme, and arranges periodic meetings and oonferenoea. 



1HAPTER VII 

gUMK!RY AND CONCLUSIONS 

~he impact of modern local publio health functiona 

~:ln orfit&nlzational structme in the various provinces hu been 

.dlaJ.yzed in previous ohaptera. It has be en pointed out th&t 

,~~heae tunotions oan no longer be undertaken adequately wi thout 

~he em-ployment· of full-time profesaional personnel of Yariou 

·'•J'pee. Efficient performance now requires the integration 

9! associated 'DUblio health fuœtiona in a unifie.d organi­

~ation~ administrative unite of adequate aize, a broa4 buis 

:Jf financia.l support, and measures to attract the neoessary 

·!U&lified personnel. 

3.11 the proYincea han been faoed wi th siailar 

·~ro·Dlema of i•balanoe between the municipal structure auc1 local 

.?Ublic heal. th orgar ... ization requirements. Large numbers of 

aunicipalities are too small for efficient administration aad. 

,·~oo finanoially weak to afford a· desirable level of senioe. 

'rhere has be en general reoogni tion of the deairability of 

iJ.lnJ.&rged uni te of administration • 

. rull-time intermunicipal apeoial purpoae 

.;J'UX>lio he al th uni ts have be en jointly developed by pro Yi DO ial 

.~ci municipal governments in aix provinces. In the four 

weatern provinces, these œits represent part of a general 

ciorend tow&rd consolidation of local aTeas along funotional 

-~ines. There is lees struotural change in Ontario and Quebeo 

:W.b.ere health unite are based mainly on the oounty unite c_,; 
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. .,;r government. In the Karitime provinces provincial public 

.:.:!ealth districts have been su:perimposed on the mtmioipal publio 

.~ealth structure. while in Bewfoundland provin~ial health 

,,~Ustriots have œen d.evelooed primarily to provide medical 

:~d hospital oare. 

Joncurrent wi th the develooment of enlarged admini­

~iirative units. there has been a great inoreaae in provincial 

·~1n1strative_ and finanoial participation, leading in manf 

)rov1noes to a high dégree o! centralized control over looal 

"JUDlic health services. Centralized control ia grea-test in 

~be Atlantic ~rovinoea and Quebeo where health unit& or 

:t!istriots are ~rovinoially administered. Loo~ participation 

,, n _these -provinces is limited to provinoially appointed adT1-

ftl"y Doards in llewfo undland and Prince :r.dward Island, aœf..oipal 

~i!ealth boards with minor funotions in Nova Sootia and lew 

~run.wick • . and a local financial contribution ~ Qusbec. 

>:n Kanitoba~ Saskatchewan and British Columbia health unit 

!UO&rcla of he al th have be en a et ~, but in varying degree• "he 

·!!&:tor responsibility has been aeaumed by provincial goftmaenta 

·eile the -public he al th powers of local boards haYe beoome 

.~argely advisory. llore extensive powera have been delegated 

.~o local health mit boards in Ontario and Alberta. 

·;enerallv, enlarged unite and increased provincial 

~s1stance and control have enabled the extension of :tull-tillle 

~ .ocal services to small communi ties and rural areu, and haYe 

·;;reatly improved quality of service and effioiency of performance. 



~owever. aa has been pointed out throughout this thesia, 

:~hese trends· may undermine local responsibility for and interest 

~ n public health service a. lhile centr&lization raiaea the 

~~IDDiliate -problem of making local services reaponsive to local 

~~eeds .• i t also bas unfavourable implications for .the pre­

Ai!ervation of genulàe lQcal self government through local admini­

'fc;tration of si~ificant governmental fœotions. 

:,n the following pagea, the approaoh to theae probleme 

~'n eaoh province is briefiy evaluated and. the · degree of co-· 

~Jperation between provincial and local authori tiea 1a analyzed. 

:~oauae of varying oondi tions wi thin provincea and between 

~:·rovinoes, 1 t should be reoognized, howeTer, that no uniform 

pa~tern of organization oan be atrictly applied to varying 

~iroUJUtanoea • 

.î.,tl&Atio_ frovincea 

·Yhile respona1bil1ty for the development of publio 

~ealth aervioes has mainly been tranaf~rred to provincial 

~overnaen~a in the Atlantic provinces, aerv1oes are senerally 

:~t a lower standard than elsewhere. The underlying reuon, 

"t oourse~ ia the relatively leas favourable economie a1tua,.1on 

;1r the Atlantic region, ertclenoed by the fact that each of the 

~tla.il.tic provinces has. a lcnrer average per oap1 "a peraonal 

;,noome than any of the other Canadian provincea. \l) lurther 

. 
1) Canada, Dominion Bureau of Stati*iics, lational. Aeco'!D;lta, 

-~"noome and lxpend.iture 1926-50, Ottawa; Department of 
-,r.ad.e and. Commerce. PP• 6()-61. 
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':!-iffioul ties arise from the low share of provincial-municipal 

'Servl.oes finanoed bv the mœ.io1pali ties, a situation oauaed 

·w sociologicaJ. as well as puxely economie factors. 

~e preference for transferring responsibility 

·:ather than attempting fœdamental change in looaJ. organ1-

·~a'Gion refleots the individualism ot' local oommmities • 
:·~eeply attaohed to the bene fit theory of property tau.tton. 

'•o.oal oommœities appear to retain a strong feeling of in­

~•et>endenoe and non-respona1bili ty for the welfare of aurromd­

~ng areaa. Looal boards of he al th have been largely inactive, 

·".nd non-mandatorv joint action ha.s been negligible. The 

+nevita.ble consequence has been substitute a.dminfstration 

·)v provincial govemments through large administrative œ1ta. 

~Jewfoundl~: 'l'he province of Newfoundland ia 

par1i1cularly handioapped b_y low per oapita inoome, and by tbe 

. aclt of develoJanent of municipal institutions reflecting a 

il\ee-o-rooted opposition to property taxation. A further pro­

":glem is the scattered distribution of the population aiound 

~~!!000 miles of ooastline with attendant high e'xpenditure re­

~U1rementa for sa.tiafaotory services. \2) 

··Jnder these conditions~ with 11mited fiscal ·resouroes, 

·.he 'Drovinoial government ha.s oonoentrated attention on certain 

. 2) Powell, C .w., •Problems Ar ising from Laok of Organized 
'lunioi:pali tiea in !lewfaundla.nd•, in 1949 Prooeeding• of 
·he First .lnnua.l Conference of the Institute of Publio 

. ~dministration of Canada~ ed. by Clark, p.t. Toronto: 
(nsti tute of Publio Administration. 1949, pp. 168-182. 



- 151-

oritioal prob1ems suoh as tUberoulosis and the provision of 

ordinary medical and hospital oa.re. 'l'he cottage hospital 

system of prepaid medical and hospital oare in rural areaa 

ia one of the mo~t adva.noed schemas in operation anywhere. The 

immediate and urgent problem of treatment services ia so large 

in relation to available personnel, that medical health 

o!fioers and nurses simp1y 1ack time for adequate pUblio 

health work. 

The ultimate solution of the broader eooaomio 

&D.d aooial queations resta in Bewtoundland 'a economie clevtlop­

ment progru and the redistribution of the population ln larger 

settlements. In the meantime i t aeeme inevitable th&t publio 

health services must be thinly spread around the ooutline aa 

aa ad~unot to the treatment progr81l• The exiating cottage 

hospital distriot·s may ser w as the framework thro~h whioh 

publio health aervioea oan be deTeloped and integrated with 

ouratiTe services. Indeed~ in the absence of mœtoipal 

institutions, there might be some mrit in ueing the hospital 

districts as aUitable areaa for enlarged rural municipal d1at­

riota. To stimul.ate local intereat and participation, 

exiating cottage hospital adviaory boards oould be aaaigned bread­

er areas of responsibility inatead of being allowed to lapee in­

tc ;-4,naoti vi ty. 

Prince Edward Ialçd: Becauae of the small aize of 

Prince Edward Island, it is logical. that public beal.th aerv1oea 

should be al most ent irely adm.iniatered by the pro~oi&l. 

gover.nment. Although full-time medical health offioera haTe 
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40t vet been appointed, pUblio health nursing, aanitary in­

~ection and other apeoialiat services are proY~d. !he 

$J8tem of advisory local boards 6f health in rural ueu b.aa 

'9een in axiatenoe for too short a time to a88e88 their 

~tficiencY or the effectiveae88 of their co-operation with the 

:?rov1noial. Department of Real. th and Welfare. Bowftr~ the faat 

·~hat members are pro vincially appointed raiher than loeall7 

~ppointed or eleoted uy jeopartise local intereat and aupport •. 

'ova Sootia: A oentraliaed system of admin1at~at1on 

'~d finanoing has enabled the extension of full-time provincial 

~ealth districts throughout the province of lova Sootia. l'hile 

.his system permita localization of the provincial bealtb program 

:J'.t appeara that considerable t ime and effort ia diTerted to the 

:a.peoial problems of tuberculosis control and venereal diaeaae 

@Ontrol. Si me the heal th _distriota are very large in relation 

·~o the number of staff employed, owr&ll ooTerage ia ao~wd 

c::.o the detriment of oonoentrated publio he al th aefT1cea la_. 
·;, 

~ar1i1oUlar areas. The training and reoruitment of aclditio!l&l 

personne~ with the asaiatanoe of federal health graDta haa, 
. 

IrAonver~ increaaed the intenaity and improved the quality of 

aarvice owr the past few yeara. 

iddi tional minor services in provincial health 

;i1atr1ots areppœo'i'-14e.d by part-time mœioipal JUdical healih 

~~d:tioera and other munici"Oally appointed personnel. Liaison 

~à co-operation between these physioians and pro1'1.noial med».al 

ilealth officlr8 ia ltimulated bv annual joint meetiDga oonYened. 
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by the provincial health department. Informal co-operation, 

however, does not entirely obviate the difficul ties of a legal.ly 

dual_organization which defies the principle of integration of 

assooiated publio health functions in a unified organization. 

A further problem is the lack of relationships 

between mWJ.icipal boards of health and provincial health officials. 

Al_though the aotivities of local boards are aubject to the 

approval of the llinister of Heal th there is no statutory re­

lationship between these boards and the divisional medical 

heal.th officers. Furthermore, the complete absence of local 

administrative and financial participation discouragea ~oeal 

interest in provincial heal.th district programa. While the 

appointment or election of ad.visory· health oommi,kea might 

blir.it effective local support implies some meaaure of local 

financial con tri but~,n to the coste of operation of provincial 

health districts, together with integration of provincial and 

municipal services_. 

Hew Brœsw1ck: Al though Hew Brunswick was the firat 

province in Canada to organize intermunicipal boards of he al ih 

on a province-wide basia_,. full-time local services b.aTe not 

been developed through these county "sub-districts•. In 1918, 

When sub-district boards were first planned on a mandatory 

basie, it was probably intended that all local services would 

be looally administered under the general supervision of 

provincial district inspectors. Through praotioal neceasity, 



- 154-

however, the moat important services were developed by the 

proYinoe; by 1949 the aYerage per oapita e.xpenditure of 14 out of 

16 local boards wae lesa than it bad been 20 yeara e~11e:r. (3) 

Provincial services are thinly sprea4 through aix 

be&lth diatricta oovering the whole province. The large aize 

of these areaa deoreuea the effecti"f'enesa of the work of 

medical heal th of:ficera and nurses who are forced to apend 

a large amount of time on travel. On the othe r hand, aome of 

the touaty sub-diatriota are undoubtedly too emall to ae-r,.. 

as full-tille heal.th œita. Despite the dual structure, a 

ooJ~,&iderable degree of unified direction is obtained by haYing 

the district medical bealtb offioer serve as ohairman of eaoh 

local board in hia j uriadiction, and by having local staff 

legally UDder hia adm1n1a,rat1Te direct~. Co-operation 

between the provincial heal.th department and local boards ia 

evidenoed by a recent arrangement to replace inadequate 

part-time sanitary inspection services by tull-time aerYioee 

fiaanoed on a 50:50 basie by local boards and the federal 

goveruaent through a health grant • 

.Quebeo, British Columbia, Kanitoba, Saake:tohewp: ·In 

QUebeo, British Columbia, Manitoba and Saskatchewan full-time 

local. publio bealth services outside the large oit·iea are mainl.y 

adminiatered by provincial governmenta. Unlite Iova Scotia 

and lew Brunswick, however, services have been jotntly 

developed and financed by provincial and municipal governmenta, 

{3) New Brunswick, He&lth Survey Committee, Bepol't of tha 
Health Survey Committee. Fredericton: The Committee, 
1951, P• 26. 

···~ 
,.,; 
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.. ~ ,;;are integrated in full-time intermunicipal health uni ta. 

;.ocal residents are represented on health unit boards in 

,(anitoba~ Saskatchewan and British Columbia; there is joint 

,"inancing in Quebec but no provision is made for looal heal th 

tm1 t boards • 

·1entralized direction and control haa permitted the 

:,~evelopment of he&l th unit areas on the baaia of an overall 

:f-.l.&n, selection and appointment of well qualified pt raonnel 

)y the province, direct supervision of standards of aervioe, 

'ml.formitv of)p0119Y and co-ordination of effor-t. 'l'he he&lth 

,mit boards is Ka.nitoba, Saskatchewan and British Columbia 

.!in&ble local r8l)resentation, but the limited advisory power• 

~t these boards reduoe their effeotiveaess. In Manitoba 

dmà'. Saskatchewan. however, local boards may be delegated . 
l!!iiditional -powers over related he al th services which help.a 

~o stimulate board activi ty. 

'iiealth unit services are jointly finanoed by pro­

~::i.noi&l and local author1t1es~ but 1n ea.oh of the four prov.inoea 
Jr 

,-'.he mun1ci'oal share ia one-third;less of the total oost. J'urther-

;~ore. 1n eaoh province, exoept llanitoba, a fixed limit un-

,;~eJ.ated to oost is im'Cosed on t be municipal share. lhile 

\ihis protects local authorities against excessive costa, 1t 

'!!il1tatea against local interest in healtb unit finances. 

~b~Q: It was Quebec which first developed tull­

.;c,1me heal th unite on a province-wide basie. Thro\:8h vigo roua 

;Jron.ncial leadership almost the entire rural area of the 
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province has been oovered with unified local health organi­

za.'tions. Furthermore, many urban oommunit les h.,ve been 

oombined with surrounding rural territory to fora joint rural­

urban he al th unite. Almost all uni ts are geographioally set 

up on oounty bounda.ries_. This is generally a aatis!aotory 

arrangement for rural-urban unite, but many of the ~ural 

oounties make rather small heal th uni ta. 

The system of administration and finanoing ia highly 

oentralized eo that loeal units are the organio agents of the 

provincial heal th department. However, beoauae of the large 

number of unite, looal medical health offioers appear to 

have consid~rable autonomy in developing their own programa. 

aespite some progress co-ordination and direction from the 

centre is inadequate; there are 67 uni ts but no regional 

offioes serving groups of œits. Other apparent problema 

. are insuffioient numbers of staff-partioularly pllblio heal"h 
·-

nurses, and inadequately trained staff- partioula.rly s·anttary 

inspectors. In~dition, there ia little part1olpat1oa by 

praotising physiciaaa in the preventive program. 

lhile inoluded munioipallties are aasessed a tised 

millage rate for the sl1Pl)ort of eaoh health unit, there la a.o 

provision for bealth unit boards ot health or advisory oom­

mittees. Bor do the municipal! ties undertake ad.dit1ona1 

partial services as in lova Sootia and lew Brunswick; the 

heal th uni ta provide all services. This perhapa reneota the 
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;,;he weaknesa of Quebeo counties which perform few funotiona 

~a. have few funds at the ir disposaJ.. In most cases i t appears 

:~hat liaison between the he al th unit ataff and the varioua 

-~unicipal counoils is praotically non-existent sinoe municipal 

.jovernments are not partioul.arly interested • 

. J ritish Ool.umbia: While full-time local health 

mite have been jointly developed by provincial and local 

o;,Uthori ties in British Col unbia, the re has been a shi ft 

~~na.rda oentralized direction and control since 1948. the 

tormation of unite remains dependent on looal consent, but 

'-OOal agreement is readily obtained beoause of the system of 

.::inanoing. Sinoe local authorities are asseaaed a fixed per 

'êiapi ta oontri but ion, all ad.di tions in oost are abaor'bed by the 

}rov1noial or federal governmen t. Kan y uni ta have been set 

-~~ on a limited basie and progressively extended to include 

~he proposed health unit area as the consent of the mua.ioi- . 

~aiitiea is obtained. By now almost all settled parts of the 

yrov1noe are oovered by full-time services. 

:ï"here is eT.idence of administrative vigour and 

~trong leadership in the British Columbia Health Department. 

!his is illustrated· by the biannual conferences of medioal 

':!eal th offioers and the annual Publio He&lth Inatitute attencled 

"lV all local health personnel. At headquarters, the provincial 

·;..ocal Heal th Services Council meets frequently to diaouea 

)C~icy questions. Staff standards are high and looal programa 



,. 
0 

·58-

~pear lio be well co-.ordinated and superviaed. n.tx1bil1ty of 

.~inistration is faoilitated by the absence of detailecl 

<eo;atutorv or regulatory provisions. Policiea may be changed 

:~ 4;tttail from time to time by the provincial minister and 

_.lis official&~ who likewise are free to make rul.inga at their 

.:\iscretion which mav change the whole system of financing and 

:~inis tra t ion •. 

t seems apparent that the factors mentioned above 

4ave had unfavourable effeots on ·local participation in publio 

~1.eal th. Provision is made for local board•, and the munie i­

,9&i1tiea and sohool boards have complete discretion ove.r their 

:;omposi.tion. However, theae boards bave no control ove; . 

~udgets, personnel or program planning, meet infrequently, and 

i~re a1mply informed of d.evelopments periodioally by local 

:1!ed.1cal health offioera. Sinoe t hev are unable to d.evelop 
- -~ 

-~Y additionaJ. services they may want, board mellbers are re­

t.!uoed to uaing board meetilp ae a means of agitat1.ng for 

·!llxtension or improvement of aervioe 1n a particul.ar loo&l.rea. 

!i~~_tob&: In earlier days llanitoba made no proviaion 

t or municipal .boards of bealth, but with the developaent of 

:~ealth unit• detailed )provia1on has been made tor looal. parti-

·~ipation 1n their operation. S1Doe unite are small, local · ~ 

"1oarda are composed of at leaat one repreaentatift from eaoh 

:11un1cipality, while there are also provincially a.ppointed 

~embere leading to an ·o'f'erall point of view. J!v1denoe of 

i 

. · - ·~ 
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board aotivity ia indic.ated by the frequent nuilber of 'boa%d 

·meetings; in 1952,. the 13 advisory boardl held lOS meetinga, 

'an average of more than 8 meetings a year.( 4 ) The role and 

powera of the adTiaory boards are clearly delineatecl in pro-

vincial regulations, whioh attempt to delegate oonaiderable 

reeponaibility. Furthermore, the development of diagnostic 

laboratory and x-ray uni ta ia oo-ordin.ated wi th publio he'&lth 

aenioes through the local medical he al th offioer and the local. 

board. There appears to be a ·high degree. of co-operation 

between .the boards and the provincial health department. 

Al though advant·agaous f~om the point of YleW of 

local participation and intensiTe service the amall unite tail 

to utilise the serTioea of medical health offioers to beat 

ad.T&ntage. Pra.ctising physicia.ns participate . qry little, 

·and the re is a shortage of medical he al. th o Îfioers for new 

unita. Despite local demanda for service, a considerable part 

of rural Kanitoba atill laoka local health unita. There 46ea 

not aeem to hava been great eucoeaa in co1n'bi»:I:Ag rural an4 

urban are aa in he al th uni ta. 

The provincial health department pays two-thirds 

of operating ooats, and appoints, transfera and superviaea 

local personnel. Strong leadership and effeotiTe co-ordination 

through the provincial Bureau of Looal Realtb Services ia 

(4) Kanitoba, Dept. of Health and Publio W~lfare, AlmW 
Report for the Calendar Year 1952. Winnipeg: Qu,een '• 
Printer, 1953. 
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·"'<.,pparen'ti. the emphasis on e ffioienoy is evid.enoed by the plan 

~o deTeloJ> a field teohnical aervioe operating out of the central 

:ëJ.ffioe in an adviaorv oapaoity. This type of aervioe, the 

~irst in Canada. 1s designed to prevent duplication of effort 

~d caaual œ~roduotiTe Tiaita. by the varioua prortnoial 

~eoialised divisional direotora. 

~~M_Q.~chewan: Saskatchewan haa proba'bly gone further 

~han any other province in attempting to build up large aize 

-~ealth regions, undertake extenei ve provincial control and 

~upeniaion :to provide a high atandard service, and at the 

•ame tiae J>rovide elaborate maohinery to stimulate local 

~..ntereat and participation. Provinoially planned health regions 

~• designed for medical oare administration aa well aa publio 

~e&lth~ and the provincial he al th department inaiata on a 

il•oun4•· or1anization be fore any progra.m is· ini tiated. Insist­

~noe on nigb etendards hu alowed down the develop11ent of he al th 

-,:wegions aoross the province. On the (()~ · band, it has been 

·Uffioul t to obtain au!fioient nuabers of speoially qualified 

~eraonne1 auoh as medical beal th offioers t rained 1n medical 

:i:llare administration. On the otbe r hand. an intensive job of 

~&lesmanahip bas been neoessary to convinoe looal residente of · 

~he large joint regions; on two occasions a provincial proposal 

·or the formation of a health region has been turned don by 

.ooal vote. 
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1'he structure of the regional boards ie deaigned 

~o give all local areaa a voioe in health region operations. 

;jiffioul tiee arise from the lar67;e aize of the regions in 

?,elation to Saskatchewan •a many t iny indi vidualiatio rural 

i1!un1ci:oalit1es, and the lack of boar4 powers Oftr p'Qblic 

.health funda and personnel •. llost of the board.e aut only 

;~hree or four timea a year, and they are rather lUge for 

®:tfeotive deliberation. The system of district coUilCiila_ , 

1ri thin he al th regions assures democratie representation· but 

~hey have little to do as long as the region. are ooncerned 

lni.~ with publio health. They serve as &dviaora to the ad­

:oriaome~ and: uaual.ly aeet only once a year to appoint their 

~~eg1onaJ.. representative. 

~e delegati_on of powers to regional bouda to 
. -

:!evelo-o~ me~ioal and dental oue services providee a ueful 

'.':'ramework for the integration of prevention and treatment. 

1oweTer .- the faot tbat t~e regional medical he al th of:tioer 

'I!!..Jtd his staff are t>rovincial employees, while the staff for ·. · 

·;tental and medical oare are looallv âppointed and oontrolled 

1!;.ppeart to 1mpede provincial-local co-operation. Board 

'1!embers laok au:tfioient interest in t>ublic he&l th, while 

";he provincial heal th department may be dissat.iefied with 

·-ooal medical and dental oare policiea. 

1egional publio health programa, ne.-rtheleae, 

itppear to operate. 1. in a progressive manner. Large nœbera of 
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.l'eil-traineà. publio heal th nurses and sanitarians are em­

.))loyed, and intereating apeoial prosrama in health education 

,cmd aent&l health are being developed in some regions. 

~xtensive utilization of practising physioians in regional 

~}UOlio he al th programs is fao ili tated by the mlm.ioipal doc tor 

1ystem prevalent in rural Saskatchewan; these salaried local 

~h~ioians undertake certain publio health funotiona aa part 

:'~ :t the ir municipal oo_ntraot. Publio beal th personnel attend 
a 

::trequent conference a, and the re is, good in-service training , 

jp rogram. 

-tmtari9 and Alberta 

'the development of health unite in ontario and 

.ilberta representa an attempt to develop provinoe-wide aen-ioea 

(~n an efficient basie. while retaining a large degree of local 

' ~eaponslbility for administration and finanoing• In both 

.:JrOY_inoea there bas been a reveraal of the trend towarda 

:~en-.;ralization of responsibility in publio he&l th adllliniatra-

. :~~ 10D• I'UDdS are lool,lly oontrolled and personnel are loo&lly 

.~ppointed. Through provincial grants aooompanied by the 

~mposition of standards and oo-operati.e relationahipa, loCal 

~ut)loritiea have been stimulated to provide high quality 

4!!ervioes through j oin-b heal. th uni ta. Sœh as approaoh pro­

}ably reneots the streagth of local government in theae two 

J rovinoes. 

,::Jntario: Ontario 's local health unite are set up 

)V mutual agreement between local authorities, atimulated 

~T the proJiise of financial assistance from the provincial 



. ::~overnmen1i. Al though the province has foraal power• of 

.~pprova'i over theae az ... ~~enta, the determinaiion of boœd­

,giea ia eaaentially a .-u of local decision. This preYenta 

~he develoJ>ment of uni ta 1n 10cordance w1 th an overall pl an, 

~ the existence of oouatiea interposee an element of in­

~lexibilitv in detel"mining 14eal boundariea. lievertheleaa, 

~~he re are numeroua inatanoea of mW. t i-oounty and ooœty-oi ty 

.~o-operavion in the development of suitable large aise alta. 

~::-rovinoial granta, 

~e deaigned to encour.ge the formation of auitable unita• 

::n ~eneral, looal authoritiea continue to oarry a major 

~lor-cion of the oost, and dif~ferential provincial granta eun 

a rougn equalization effeot in t erma of municipal ltatua. 

~linimum atandards of aervioe are required as a oonditioa 

\gf J>rovinoial gran ta, as wall as minimum *tandards of qu&11-

;~1oation for loc allY employed peraonnel. The se oondi tlona DYe 

brought about a high leval of aerTioe, but the syatem hu a 

\lt'ealaleaa in tbat tbe •ount of grant and the standard of 

~~ervioe requ1red 1n eaoh unit may be arbitrarUy 4eteraw4. 

)y the Jliniater of Health and hia departmental offioiala. 

Ontario •s long experience with oounty gove~ent 

~t:as probably faoilitated tbe efficient operation of local 

r1oard8. ReJ>reaentation on eaoh board is determiDed by p:ro-

7'lnoial regulation, and in most inatanoea there appeara to 

~:!ave been t>rovincial-looal agreement to lteep the board amall 

. ~ 
' 

.1 
. ~ 
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in aize. J:aoh board re tains control onr the local budget and 

the appointment of personnel, sub;tect to provincial approval. 

Evidence of provincial-local co-operation ia indicat­

ed. by the !act that the province haa never re!used the appoint­

ment of a medical he al tb ot'!ioer in a heal. th unit. Beth 

medical -he&lth offioers and publio health nurees are mainly 

reoruited by the province on behalf of the local boarda. 
. . 

S~itary inspeotora may be locally reoruitedi but tbrough 

proTinci&l-looal agreement they UD4ertake a •peoiâl proTlno6al 

training course. Local bouda pay salaries in emeaa of the 

minima required\by the proTinoe. Soma local boards have 

auperannuation plana, but t~ere are evident disadTUta.gea in 

the laok of unit'orm provision t'or supermnuation, salaries, 

holidays and sick leave. 

Alberta: !he 1951 Alberta Health Unit Act wu 

apparently initiate(i as a reault of pressure from looal author1-

t1ea. The vigour of local government institutions ie refleoted 

1n the provisions of the Act. Sinoe this enaotment there hu 

b.een widespread development and expansion of health œita, 

and 1 t would aeem that services are of a muoh higher etandard 

than be fore 1951.. 

Health unite have been planned to inolude groups 

of enlarged rur&l municipal districts. Boundaries may be 

determined at the discretion of the provincial health depart- ·,; 

ment, but local consent ie always a dominant consideration. 

ProVincial control is also exercised over the composition of 
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health unit boards; the division of health unite into ward& 

for purpoaea of representation oTeroomea the problem of 

repreaent ing eaoh oommuni ty and. enables small boa.m.. Al though 

.unite are muoh larger than belore 1951, they are small 'in 
aize tt oompared to Saalœ.tohewan. 

By giving boards control over tunda, appotntment ot 

personnel, and the development of polioy, the province haa 

delegated aignifioant funotions. At the aame ttme, the àyatem 

of granta in aid enables proTinoial control over minimum 

standards while givtng local boards power to develop extra 

services as they aee fit. The grant system atim\llatea thé 

boa:rds to pro vide the neoeasary minimum a ervioea by p&Jilll 

80 percent of the oost of_ a· minimum staff entitlement. !o 

o'btain grants boards muat employ the neoessary qualified iltaff, 

and yet the grants a re .based on a very low proTinoi&l aal.i.%1 

aohedule ao that the boards must oompete wtth each otur in 

payillg higher salaries out of local fœds to obtain the 

neoessa.ry staff. This bas the advantage~ howe-rer., of makiq 

the ser-r1ce dependent on local initiative. Its suooesa ta 

evidenoed by the rapid developmen t of loo al services when 

fœda were tranaferred. from provincial to local control in _ 

1951. 

Special additional measures to attraot the neoea­

sary personnel are inoltded in the Alberta Beal th Onit .lot. 

To oounteraot the disadTantages of local employm.ent, he&ltll 

unit personnel are covered by the provincial superannuation 

. .: 
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. acbeme. Personnel are mainly reorui ted by the province !or 

the health unite, and frequent meetings of personnel are held. 

In summary, the re is considerable pro vine 1&1 fl)ntrol 

over the local bealth structure, but little control over day­

to-day operations. The· local boards are dieplaying vigoroua 

act1•1ty, and co-operative relationshipa with the provincial 

health department are apparently good. 

Somè Concl uding Suggestions 

lhile admitting that conditions vary conaiderably 

between provinces, it is submitted tbat deoentralized 

administration of local pd)lio heal th services tbrough local 

authorities is more desirable than provincial administration. 

This viewpoint ha.rmonizes· with the primary purpose of local 

publio heal th services which is education. It is inoreulngly 

reoognized that education is most effective when it tnvolvea 

participation. Local administration opens the way to parii­

oipation in planning 1 policy formation and administration 

by a substantial number of ci tizens serving on local boarda or 

special oommittees; this enhanoes publio underatanding and 

support for public health. 

Various other advantages of local administration 

and control might be ci ted. But a ince adequate public health 

standards are of wider-than-local ooncern, the real problea 

is Whether high quality service is compatible with local 

reaponsibility. Can the und.oubted advantages of provincial 

administration in terme of operating effioienoy ~e maintained 

. 'l' 



- 167-

if control ia Teated in looal authorities? The experience of 

Ontario and Alberta a~gests an affirmati va ananr. Perhaps 

one oan draw upon the systems in various provinces to suggeat 

a. fe• elements of an ideal arrangement. 

The first neoesaity 1s integration of assooiated 

publio health tunotions in administrative unite of adequate 

aize. This surely involvea oompulsory consolidation of_ 

m1mioipalities for publio health purposes. Ol'lly in this way 

oan & provincial health department plan and develop the 

bounda.riea of health unita along the linea most auitable for 

efficient administration ritb due regard to eoonomio geographie 

and aooial factors. If intermunioipal. heal th unite remain 

oontinuoaalJ'·aubjeot to loo&l consent they may dissolve or 

be voted down any time aJ has happened once or twioe in 

Saskatchewan. Compul.aory consolidation bas been tried in 

Alberta for the development of enlarged rural municipal \2Dita; 

it has surely strengthened rather than weakened local govern­

ment in Alberta. 

A second necessity is an efficiently oonatituted. - · 

health unit board of health, representative of various parti­

oipating co~unitiea. lhile the provincial govel"D..lent ahould 

define the composition of the board limiting the nuaber of 

members as in Alberta, appointmen ts should ·be JD&de by looal 

authoritiea with perhaps one or two provinoially appo1nte4 

., ., 
·~ 

·1 
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members as in Ontario and llanitoba. Further provision might 

well be made for an·. Advisory Counoil, representing various 

profesaional and co mm uni ty groups aa well as municipal 

governments. 

While eaoh local board should prepare its own 

budget dioontrol its own funds, p~ovinoial gran.ts in aid 

are undoubted.ly essential to stimula te adequate services. .l 

straight peroentage grant system for speoified approved 

services suoh as in Alberta is probably the most satisfaotory 

method. · If approved services are defined mainly in terme 

of staff-population ratios, an element of equa.lization oan 

be introduoed by varying ratios in terme of population 

densities or other factors. However, it seems more logioal 

that the equalization problem should be dealt with by general 

provincial grants to the municipalities; in any case publio 

heal.th services are not very expensive in terme of the .total 

finanoial position of any munioipality. The point of the 

publio health grant system is that it permit& a miataum 

standard of service, while enabling the local board to add 

add.i tional services or pay higher salaries as it sees fit. 

While staff are appointed and direoted by the 

local board, provincial grants must be aooompanied by stan4-

ards and consultative supervision. The most important 

thing is stan~ds of qualification for looally eœployed 

personnel. A sohedule of services to be provided might als.o 
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1e required !or approval. Provincial speoialiat diviaions 

~.wouid maint ain a oona\ll tative relationship wi th local he al th 

;?eraonnel. Oo-ordiaat1on cd uniformity .through eduoation and 

1:Jersuasion would,of oourae> be f&Cilitated by frequent meetings 

·gr con:terences convened by the provincial heal.th department. 

E'ro!essional J,)ersonnel might be att%'ao1ed to 

i-.oo&lly administered he al th uni ta by the autoaony and !%'eedom 

:!rom excessive supervision, and by aalaries higher than the 

, rovincial sa.lary aohedul.e. However, to compensate !or the 

'1oaa of certain advantagea of being in the provincial civil 

~ervioe. special measurea might be neoessary. By atatute or 

-~eguJ.ation, local personnel could be 1ncluded in the provincial 

~n.1perannua1;ion acheme, ud uni!orm holiday and aict leaft 

~rov1aiona might be required of all local health unite. 

~e exact needs of publio health, of course, 

:11ight have to be modi!ied in the interesta of inteça1ion 

·•ith otber related services, and in the interesta of the 

~t!ooti venoea of local government as a whole. The 1ntegl'ation 

~d. co-ordination of medical and hospital oare w1 th publio 

!.1ealth services on a regional or district baaia would in itsel! 

.e.nhanoe the efficienoy of publio health programa. Citizen 

··nterest ud participation wo\lld alao inorease if the power•. 

è:t local heal th boards were extend.ed to incl ude a wider range 

;cd funotions. However, aome modification of local jurisdiotione 

·,"i: 
; 
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'W'OUl.d be neoeaaary sinoe the ideal bound.ar1es of mec11o&l 

mà. hosp1 tal oare districts do not neoesaarily oo1noide wi th 

~ublio health units. 

r.ne -problem of balanoing publio he al th organization­

·ll needs with the general effeotiveness of local government 

s not serious. Onder the e:rtating municipal structure moat 

~m&.Ll munioi'Oal uni ta are incapable of undertaking any worth­

·~.nile publio health :tunotiona, ao that the formation of 

·:::!eal.th units does not depr1ve them of signifioant aotirtt1•l· 

;~ general reorganization of municipal areaa by provincial 

®Over.nmen~s might produoe enlarged municipal unite whioh 

--1oUld ·undertake ef:teotinly most desirable local funot1onl 

tnoludin~ publio he al th. In Ontario, many existing oount1ea 

,.__J__ready ae rve this purpose, and in Albe na esperimental 

tiOUil~iea have been set uP with broad ponra. Delegation o:t 

~ublio health functions to these enlarged municipal unite a1gh' 

:-FeqUl.re subordination of teohnioal considerations as to ideal 

.?UDlio health boundariea. HoweTer, in a flexible aya"tea of 

_.ooal government, 1ntermun1oipal boards oould continue to 

7unotion wherever munioipal~tiea remained too amall tor 

)ublio lie al th purpoaes. 

;'flle ad&'Pt&tion of local goverDJDent atrooturea in 

~anada . to exoanding publio health funotions ia one aapeot 

d the general problem of reoonoiling local sel:t-governaent 

c:.o the demand for e ffioienov in the provision of aerviQea 
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.~"G the local level. Kethods used in publio heal th are not 

:f.!eoessar1lv applicable to more general problems. leve#thelesa, 

'';he va.rious teohniaues of adjustment for publio health purpoaes 

-'teaoribed 1n this the ais,_, auggest certain avenue• of 

.:~proao.n 1n relation to b roader questions of local govenunt 

:1rgan.izat ion. 
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