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FOREWORD

This volume is a revision of the Health Referéence Book published at the time
of the Dominion-Provincial Conference of 1945, and assembled under the direction
of the Interdepartmental Committee on Health Insurance, composed of Dr. G. B.
Chisholm (Chairman), Dr. G. D. W. Cameron, the late Dr. J. J. Heagerty,
Dr. K. G. Gray, Messrs. Alex. Skelton, J. E. Howes, R. B. Bryce, J. E. Coyne,
R. E. Curran and J. T. Marshall (Secretary). This revision incorporates additional
reference material compiled since that time on the instructions of the Committee.

The report contains the revised Dominion proposals for the establishment of a
national health insurance system, and for the allocation of the projected Dominion
health grants, '

The original reference book and the present. revision were prepared by

- Miss Frances Weekes, Dr. Mary Ross, Miss E. Clarke, Miss L Moffatt, and

Mr. H. L. Robinson of the staff of the Dominion Bureau of Statistics, and
Mr. J. 8. Cudmore of the Department of National Health and Welfare, under
the supervision of Mr. J, T. Marshall, Chief of the Vital Statistics Branch of the
Bureau, and Mr. J. E. Howes, of the Bank of Canada.

The production of this volume was greatly facilitated by the willing coopera-
tion of the following provincial Deputy Ministers of Health: Dr. B, C. Keeping,
Prince Edward Island; Dr. P. S. Campbell, Nova Scotia; Dr. J. A. Melanson,
New Brunswick; Dr. J. Gregoire, Quebec; Dr. J. T. Phair, Ontario; Dr. F. W.
Jackson, Manitoba; Dr. C. F. W. Hames, Saskatchewan; Dr. M. R. Bow, Alberta;
and Dr. G, F. Amyot, British Columbisa,

This revision is published by the Dominion Bureau of Statistics in collaboration
with the Department of National Health and Welfare and the Cabinet Committee
on Dominion-Provincial Relations. :

H. MARSHALL,
Dominion Statistician.

Orrawa,
November 15, 1946.
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1. INTRODUCTION

Health services carried out by public authorities are
part of the range of government activities directed
toward improving personzl welfare and raising com-
munity standards of living. They have a far-reaching
impact on the social and economic life of the country
through their direct bearing on the lives of individuals
and through indirect effects such as increasing national

productivity, and modifying the composition of the -

population. All these changes, in turn, alter the char-
acter of health problems, so that new services are
required and the whole health programme is constantly

being modified as part of a changing economic and

social situation.

At any particular time, the character and extent of
services carried out by health authorities are deter-
mined in large degree by public demand, which depends
on tradition and background in the area .served, the
level of publie education, and a wide variety of related
social and economic factors,

An illustration of the relationship between health and
social change is found in the impact of health services
on population eomposition. This is reflected in an
increased expectation of life and in the altered age
distribution of the population.

While life tables calculated about the census year
1931 showed an expectation of life at birth of less than
60 years for males and less than 62 for females, recently
caleulated tables for 1940-42 showed that expectation of
life at birth had increased to slightly less than 63 years
for males and over 66 years for females.

The Canadian rate of increase during the thirties is
generally in line with that shown for the United States
and the United Kingdom during the longer period for
which life tables have been constructed in those eoun-
tries. In all three countries, the increased length of life
has been due largely to the decline in deaths of persons
during their infancy, youth and early middle years.
Later age groups have not fared so well. It is a striking
fact that the expectation of life of persons 60 years of
age and over has not measurably increased during the
period for which figures are available in any of the
three mentioned countries,

Reduction of mortality among the young has been
brought about by the application of knowledge, gained
by research, through improved hospital facilities, the
extension of medieal care provisions, the improvement
of community health services, education and nutrition,
and the general raising of living standards. These and
other factors lie behind the increased expectation of
life, and are reflected in an age distribution shifting
upward as the population matures. In Canada, there
have been special modifications in age distribution
beeause of heavy immigration in the early years of the
twentieth century. This was offset in some degree by
heavy emigration.

Chart 1 illustrates the growth of the Canadian
population by principal age groups from 1911 to 1941.
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It illustrates the extent of population growth and the
increase in the relative importance of those in the older
age groups, -

CHART 1
TOTAL POPULATIOGN
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A G E GROUPS

While there are clear indications that the Canadian
population is beginning to mature, the ageing of the
population has not advanced very far, and the propor-
tion, in the younger age groups is still very large. In
England and Wales, for example, according to estimates
for 1939, 21 per cent of the population was in the age
group 0-14 years and 24 per cent in the age group 15-29
years. On the other hand, the population 60 years and
over constituted 15 per cent of the total. In France, the
census of 1936 showed that 25 per cent of the population
was in the age group 0-14 years and 21 per cent in the
age group 15-29 years, while again 15 per cent of the
population was found to be 60 years of age and over.
In Canada in 1941 the percentage of population in the
age group 0-14 was 27-8, that in the group 15-29 was
27-1, while only 10-2 per cent was in the group 60 years
of age and over.

The change in the age and sex composition of the
Canadian population which took place from 1911 to
1941 is indicated in the table on the following page.



POPULATION BY AGE GROUPS, AND SEX RATIO, 1911, 1921, 1931 AND 1941

1911 1921 1931 1941
— Number Per Number Per Number Per Number "Per
{000’s) Cent {000’s) Cent. (000's) Cent (000’8} Cent
Age Group
0-14, ... v 2,383 33-1 3,026 34-4 3,282 31-6 3,199 27-8
1529, . ... 2,065 28-5 2,205 25-1 2,738 26-4 3,119 271
3044, ... 1,420 19-7 1,817 20-7 2,044 19-7 2,280 19-8
A45-59. . 834 116 1,080 12-3 1,441 13-9 1,734 15-1
60-74. . ... 406 56 530 6.0 698 6.7 932 8-1
{5 T 109 1-5 130 1:5 174 1-7 243 2.1
Total. .................... 7,207 1000 ‘8,788 1000 10,377 1000 11,507 100-0
Sex Ratio: .
Males to 100 Females............... 112-9 106-4 107-4 105-3

The age distribution of the population is of special
relevance in the study of public health statistics, in
which death rates are frequently shown per 1,000 or
100,000 population. TIn comparing the general death
rate in different areas it iz useful to bear in mind that
part of the differences observed may be due to the
differences in the age distribution of the population.
Low death rates in a particular area may be due to the
favourable age distribution of the population, in which
the younger age groups with a very low mortality rate
are heavily represented, whereas the older age groups
with high mortality rates are relatively small in
numbers. Thus, while mortality rates at each age of
life will no doubt continue to decline, the ageing of the
population will probably not only arrest the further
decline in the general death rate, but cause it gradually
to rise,

New problems in disease prevention and treatment
have arisen as a consequence of the alteration in the
age distribution of the population. While the causes of
death commonly associated with the early years of life
have to a considerable extent been brought under
control and have declined, the ageing of the population
tends to thrust to the fore those causes commonly
associated with advanced years. Cancer, nephritis and
diseases of the heart are three of the important causes
of death affecting mainly older people which now
account for a substantially greater proportion of all
deaths than in the past.

The age of the population not only affects the
character of health problems themselves, but it also has
a direct effect on the question of economic support for
health services. The capacity to maintain and improve
these services depends to a large degree on the number
of active, healthy individuals in the economically
productive age groups. _

These factors vary from provinee to province, and
from time to time in the same province, as population

change occurs through internal migration in relation to
the economic distribution of opportunity. This results
‘in marked differences in the age distribution in different
parts of the country which have developed progressively
with the concentration of industry and the continuously
increasing urbanization accompanying this economie
change. . ‘ o

L

Population changes which havé taken place as the
economic organization of the country has been modified,
have been reflected in wide variation between provinces
in the character of health problems and in the basis of
econiomic support for health services.

Health needs tend to be greatest where capacity to
support services is least. This has made the provision
of uniformly high standards of municipally-financed
services difficult in all provinees, while the variation in
fiscal capacity between the provinces themselves has
impeded the development of equally comprehensive
health services throughout the country.

Provincial governments, constitutionally responsible
for the actual provision of health services, have had to
bear the full burden of cost, although the population
changes fundamental to many of the health problems
have taken place without regard to political boundaries.

At the same time, the maintenance of productivity
through safeguarding the health of the people is a matter
of national concern. Although, in the long run, over the
whole country, health services may be expected to pay
for themselves in terms of increased productivity,
population change between provinces makes it necessary
for those areas losing population of productive ages to
pay more than their share for services in terms of their
own return,

This situation emphasizes the national interest in the
health of individuals in all provinces.



Health services form an integral part of national
social and economic policy, the objectives of which
depend in large part on high standards of health. The
maintenance of high levels of employment and income,
and the development of a comprehensive social security
programme require a healthy population and more and
better health services.

PROPOSED NATIONAL HEALTH PROGRAMME

The national health programme proposed at the
Dominion-Provincial Conference of 1945 and modified
at the meetings of January and April 1946, was based
on recognition of the national interest in the health of
all Canadians. Full provincial responsibility for admin-
istration was fundamental to the proposals advanced.
They included financial assistance to the provinees in
establishing health insurance to provide health services
to individuals, health grants to assist and extend public
health and preventive medicine, a grant for organiza-
tion and planning, and provision for low-interest loans
for the construction of hospitals.

The health insurance proposals and the other health
grants are described in succeeding sections of this
Reference Book.

The Planning and Organization Grant proposed by
the Dominion Government was to be made available to
provincial governments so that they might establish
planning staffs to study and report on the requirements
of the Provinge in the field of essential medical, hospital
and related services. The amount of the grant to any
province wag to be $5,000 plus 5 cents per capita of
its 1941 population, but not less than $15,000. The
grant, which was to have been spent within two years,
was to be distributed as shown in the following table:
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PROPOSED PLANNING AND ORGANIZATION GRANT

{thouaands of dollars)
Estimated
Province amount of

grant

Prince Edward Island....................... R 15-0
NovaBeotia. ........oooveee . 33-9
New Brunswick 27.9
Quebec....,...... 171-6
Ontario,.......... 194-4
Manitoba........... 41.5
Saskatchewan 49.8
Alberta.................. . o0 44.8
British Columbia 45.9
Total coat to the federal government............... 624.8

This revision of the Health Reference Book follows
the form of the original volume, which was based on
broad groups of health services and the division of
responsibility between different government authorities.

After a brief summary of the health programme of
Dominion, provineial and local governments, considera-
tion is given first to services relating to the whole health
programme. This is followed by an examination of
general public health services and a series of settions
dealing with special services in the various health fields.
The general hospital system and public medical care
services are then described, and the final section in the
Reference Book is devoted to an examination of health
insurance programmes,

Throughout the book, totals shown on tables are
exclusive of Yukon and Northwest Territories.






2. HEALTH ADMINISTRATION

DIVISION OF RESPONSIBILITIES

Jurisdiction respecting public health is based upon
the British North America Act, 1867, and all hesalth
activities are conducted within the limitations of the
statutory jurisdiction Iaid down by that Act. To the
Dominion Government was assigned jurisdiction over
“guarantine and the establishment and maintenance of
marine hospitals” (See. 91, ss. 11), and to the provinces
“the establishment, maintenance and management of
hospitals, asylums; charities and eleemosynary institu-

tions in and for the provinces, other than marine .

hospitals” (Sec. 92, ss. 7). But the residuary power
for public health has been generally accepted as being
in the province by virtue of provineial jurisdiction over
“property and civil rights in the province” and “gener-
ally all matters of a merely local or private nature in
the provinee” (Sec. 92, ss. 13 and 16).

This constitutional division of responsibility has
resulted in the development of a limited programme of
health activities by the Dominion government, and
extensive programmes in all the provinces, with local
authorities carrying out certain basic functions in health
administration and sharing in provineial programmes.
Coordination of services has been facilitated by the
activities of the Dominion Council of Health and the
Vital Statistics Council of Canada.

DOMINION ACTIVITIES

From Confederation until the year 1872 Dominion
health activities were under the control of the Depart-
ment of Agriculture. Later, the administration was
divided among the Departments of Marine and
Fisheries, Agriculture and Inland Revenue. Operating
under the Conservation Commission was the National
Couneil on Health, which advised the Federal and
Provincial Governments on matters relating to public
health. Various national organizations interested in
health matters passed resolutions and memorialized the
Government for the creation of a Department of Health,
and on numerous occasions s motion wag introduced
into the House of Commons “for a select standing
committee on the subject of vital statistics and public
health”. In 1919 the Federal Department of Health
was created by Act of Parliament, and in 1928 this
Depattment was merged with the Department of
Soldiers’ Civil Re-establishment to create the Depart-
ment of Pensions and National Health. - In 1944 the
latter department was dissolved, veterans health ser-
vices transferred to the Department of Veterans Affairs,
and the new Department of National Health and
Welfare created. ‘

Most of the Dominion health services have now
been -centralized within this Department, although s
number of related functions are carried out by other
departments,
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One fundamental aspect of health administration in
Canada is related to the Dominion Government’s
responsibility for international.relations. Canada was
the first nation in the world to ratify its adherence to
the World Health Organization, one of the international
agencies being developed by the United Nations.

The international health obligations undertaken by
Canada include:

(1) Signatory to the International Convention of
Paris, 1926, implementing quarantine regula-
- tions and provisions of the Convention, and
signatory to these treaties as amended under
authority’ of United Nations Relief and Reha-
bilitation Administration, that is, International
Sanitary Convention 1944, and International
Sanitary Convention for Aerial Navigation,
1944, Control over these Conventions of 1944
will probably be transferred to the World Health
Organization within a short time.

(2) Membership in the “Office Internationale
d’Hygiene publique” for the purpose of collec-
tion and dissemination of information regarding
infectious diseases. It is anticipated that these
activities will also be taken over by the World
Health Organization.

(3) Membership in the International Union against
Cancer and Venereal Diseases. .

(4) Participation in the International Agreement of
Brussels—treatment of seamen suffering from
venereal diseases,

(8) Representation on the Opium Advisory Com-
mittee of the League of Nations—control of the
importation, manufacture and sale of narcotics.

(6) Custodian and distribution centre of biological,
vitamin and hormone standards for the League
of Nations,

(7) Agreement with the United States Public Health
Service and other government agencies in the
United States covering public health matters,
including duplicate pratique, the exportation of
shellfish and the supervision of water supplies
on vessels plying the Great Lakes and on
common carriers in international service.

(8) Participation in the International Convention
for a Joint List of the Causes of Death.

{(9) Participation in the international committee
for the preparation of a classification of diseases.

Canada’s share in implementing these agreements
is carried out by the various government agencies con-
cerned. Most of these are divisions in the Department
of National Health and Welfare.
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DEPARTMENT oF NATIONAL HBEALTH AND WELFARE

Health activities of the Department of National
Health and Welfare may be divided into three broad
categories:

1. Actual health services relating to international
agreements and national government, including
health programmes for groups of people for whom
the Dominion has special responsibility. These
services, administered by four divisions in the
Department, include the following programmes:

Quarantine, Immigration Medical and Sick
Mariners’ Services

Public Health Engineering

Indian Health Services

Civil Service Health

2. Regulating the distribution and sale of food
products, drugs and medicines. These aspects of
the Dominjon government health programme are
carried out through the following departmental
divisions:

Laboratory of Hygiene

Food and Drugs - ,
Proprietary or Patent Medicine
Advertising and Labels
Narcotic Drugs

3. Programmes relating to national health problems
where tlie main responsibility for actual services
rests with provincial authorities. Divisions
which are responesible for programmes of this
kind, and for consultant services to other
Dominion government departments, include:

Venereal Disease Control
Blindness Control

Child and Maternal Hygiene
Industrial Health

Nutrition Services

Mental Health

Dental Hesalth

Hospital Design

In addition, certain phases of the work of the
Department are performed jointly for the Health and
Welfare branches. Among these are the departmental
library, social research, and centralized publicity and
information services, including public health -education
through radio, literature, and other mass media.

ActviTies oF OraEER DoMINION DEPARTMENTS

JIn addition to the activities of the Department of
National Health and Welfare, other Dominion depart-
ments are concerned with public health matters.
Statistical services in relation to Canadian public
health and welfare are carried out through the Dominion
Bureau of Statistics; a medical research programme is
being developed under the auspices of the Medical
Research Division in the National Research Council;
the Department of Agriculture has extensive respon-
gibilities in connection with food control; and the
Department of Mines and Resources, in operating
national parks, is responsible for environmental
sanitation. :

PROVINCIAL AND LOCAL ACTIVITIES

Extensive health programmes have been developed
by public authorities in all provinces, with responsi-
bility for the actual services being shared between
provincial and loeal governments,

ProviNciaL SERVICES

Provincial health activities are conducted by Depart-
ments or Boards .of Health., Five provinces, Nova
Scotia, Quebec, Ontario, Saskatchewan and Alberta
have separate Departments of Health or Public Health.
In Prince Edward Island the work ie carried out through
the Department of Health and Welfare; in New Bruns-
wick through the Department of Health and Social
Services; in Manitoba through the Department of
Health and Public Welfare; and in British Columbia
through the Department of Health and Welfare and
that of the Provincial Secretary. Most of the provinces
have a Provincial Board of Health, or an equivalent,
to act in an advisory capacity, although in Alberta the
Board has 'a more positive role with executive and

- administrative authority.

These provincial health authorities supervise muni-
cipal programmes, provide bagic services in areas
without municipal organization, and share with local
authorities the responsibility for such services where
health units have been organized. This work, most of
which relates to the fundamental public health services,
is administered in different ways in the various prov-
inces. It commonly includes the provision of central
head office services, consultant service relating to local
programmes, and the administration of actual regula-
tions governing local services.

Separate administrative divisions in the provincial
departments are usually responsible for the various
phases of the work. The following list of divisiong
indicates the general scope of these provincial activities:

Communicable Disease Control
Maternal and Child Hygiene
Public Health Nursing

Vital Statictics

Laboratories

Public Health Engineering
Industrial Hygiene

Dental Service

_ Another group of provincial services is concerned
with preventive programmes developed in respect to
certain health problems of special public interest, and
with the administration or supervision of actual treat-
ment programmes. This work. is carried out by divisions
concerned with: -

Tuberculosis Prevention
Venereal Disease Control
Mental Health

Cancer

Provincial health departments also- supervise or
administer general hospital facilities, and are generally
responsible for over-all planning to safeguard and
improve the health of the people in their particular
province, Public medical care programmes are usually
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TABLE 1.—HEALTH ACTIVITIES OF PROVINCIAL DEPARTMENTS

(Source: Provincial Departments of Health)

Privce Epwarp ISLAND

Minister of Health and Welfare
Deputy Minister of Health and Welfare
Chief Health Officer
Vital Statistics
Communicable Disease Control
Tuberculosis Control
Venereal Digease Control
Laboratoriea
Sanitation
Public Health Nursing
Public Health Education -
Dental Hygiene .
Sanatorium Commission

Provineial Sanatorium

Provinecial Hospital for the Insane

Nova Scoria

Minister of Health
Deputy Minister
Central Administration
Vital Statistica and Epidemiclogy
Laboratories
Venereal Diseasea
Physical Fitness and Nutrition
Sanitary Engineering and Sanitation
Health Units
Acute Communieable Disense, Tuberculosis
and Venereal Diseases
Sanitation .
Public Health Nursmg
Maternal, Child and School Hygiene
Provmcml I:’Iosplta
Cancer Clinic
Victoria General Hospital
Nova Scotia Sanatorium
Nova’ Scotia Hospital
Ingpection of Local Hospitals

New BRUNSWICK

Minister of Health and Social Services
Chief Medical Officer and Registrar General
Vital Statistics
Laboratories
Venereal Digease Control
Nutrition Services
Publi¢c Health Nursing
Health Districts
District Medical Officers
School Medical Inspection
School Nursing Inspection
Communicable Diseases and Tubereulosis
Sub-District Boards of Health
Sanitary Inspection
Food Inspection
Provincial Hoapitals
Provincial Tuberculosns Hospitals
Provmcml Mental Hospital

QUEBEC

Minister of Heslth

Deputy Minister

Asgistant Deputy Minister
Administration

Demaography

Epidemiology

Venereal Disenases

Laboratories

Sanitary Engineering

Public Health Education
Industrial Hygiene

Mental Hygiene—Insane Asylums
Nutrition

Publicity

Tubercutosis Clinics, Dispensaries, ete.
Director of Services

Public Health Units and Districts
Legal Adviser

Medical Service to Settlers
Hospital Administration

ONTARIO

Minister of Health
Df:aguty Minister and Chief Medical Officer of
ealth

Agsistant Deputy Minister

Asggistant Chief Medical Officer

Hospitals Division (Mental Hygiene and
Ontario Hospitals)

Industrial Hygiene

Tuberculosis Prevention

Venereal Disease Control

Sanitary Engmeermg

Laboratory

Public Henlth Nursmg

Nurse Registration

Public Health Administration

Epidemiology

Dental Services

Maternal and Child Hygiene -

Inspeetor of Hospitals {Public and Private)

Business Adminigtrator

Library

Health Centre

Medical Statistician

Vital Statistics (Registrar General)

ManiToBA

Minister of Health and Pyblic Weliare
Deputy Minister
Board of Health
Director of Health
Section of Administration
General Administration
Statistica and Records
Laboratories
Health and Welfare Education
Administrative Rescarch
Section of Environmental Sanitation
Public Health Engineering
Industrial Hygiene
Food and Milk Control
Section of Preventive Medical Service
Dlgease Control (including venereal
iseal
Ms.terna.l and Child Health
Public Health Nursing
Section of Extension of Health Service
Includes Hospitalization
Beetion of Loeal Health and Welfare Service
Advisory Field Staff
Local Health Departments
Division of Psychiatry
Psychiatry
Mental Institutions
Mental Hygiene

SASKATCHEWAN

Minister of Public Health
Health Services Planning Commission
Deputy Minister

Caneer Commission
Administration

Vital Statistica

Communicable Disease
Venereal Disease Control
Lahoratories

Sanitation

Public Health Nursing

Health Education

Physical Fitness and Reoreation
Medieal Services

Hogpital Administration
Mental Hygiene

Nutritionist

Industrial Hygiene

ALBERTA

Minister of Health

Provincial Board of Health

Deputy Minister of Health

General Administration

Vital Statistics .

Communicable Diseases
Tuberculosis—Clinics, Sanatoria and Surveys
Bocial Hygiene

Provineial Laboratory

Sanitary Engineering

Publie Healt.h Nu.rsmg, Maternal and Child

Pubﬂc Health Education
Dental Hygiene
Hospital Inspection.
Mental Hes
Guidance Clinics
Eugenics Board
Entomology—Surveys
Cancer Services
Institutions
Mental Hospitals and Training Schools
Central Alberta Sanatorium

Brimss CoLuMBIA

Minister of Health and Welfare
Deputy Minister of Health
Buresu of Administration
Division of Vital Statistics
Division of Tuberculosis Control
Division of Venereal Diseagse Control
Division of Laboratoriea
Division of Public Health Engineering
Division of Public Health Education
Bureau of Local Health Services
Public Health Nursing
Local Health Officers
Health Unita -
8chool Medical Services
Preventive Dentistry
Nutrition
Hospital Administration
Provincial Mental Hospitals




14

administered by welfare authorities. The agency
respensihle for administering hospital grants varies
from province to province.

The scope of the programme in eﬁ'ect in each
provinee is indicated in Table 1, which shows the
health activities of each provincial government.

Locan Services

The extent of local responsibility varies widely, but
municipalities in most provinces provide a range of
basic public health services and participate in the costs
of hospital care for persons who fulfil residence require-
ments. In some provinces local health services are
organized through units developed on the basis of
counties or other combinations of local government
areas. While the programme administered through
health units has hitherto been largely confined to
public health services, recent trends have been toward
coordinating this development with that of personal
. health services, including medical care.

The scope of the programme in effect in larger
centres is indicated by the following list of activities:

Communicable Disease Control

Food and Milk Control

Sanitation and Housing

Health Education

Maternal, Infant and Child Hygiene (including
Dental Hygiene)

Adult Hygiene (including Indusirial Hygiene)

Laboratory Services

Vital Statistics and Reecords

Administration of Hospital Grants

Medical Care of Indigents

THE DOMINION COUNCIL OF HEALTH

This body is responsible for correlating and co-
ordinating provincial and Dominion public health
activities. It comprises the Chief Medical Officer of
Health of each of the provinces, one scientific adviser,
and four lay persons represenling, respectively, labour,
agriculture, and women’s urban and rural organiza-
tions. The Députy Minister of National Health is
chairman. .

The national health plan proposed by the federal
government at the Dominion-Provincial Conference of
1945 included provisions whereby the Dominion Couneil
of Health would be given power to advise the Dominion
government with respect to the administration of grants
to the provinces.

THE VITAL STATISTICS COUNCIL FOR CANADA

The Council was established to facilitate cooperation
between Dominion and provincial governments with
respect to the use of vital records and statistics, and to
ensure the creation and maintenance of a system that is

-adequate to meet inereasing demands both for Dominion

and provincial purposes. The Dominion Statistician is
the Chairman and the Council comprises one representa-
tive for each province, who is the official actively in

- charge of the provincial vital statistics office, one for

Yukon and the Northwest Territories and the Chiefs
of Vital Statistics and Census Branches in the Dominion
Bureau of Statistics.

Souncns
Department nf National Health and Welfare:
II;} lg D. W. Cameron, Deputy Minister of National
eal

Department of Veterans Affairs:
Dr. C. C. Misener, Treatment Branch.
Provincial Departments of Heslth.



3. STATISTICS, RESEARCH AND PROFESSIONAL TRAINING

The development of Canadian health services has
been accompanied by the growth of certain functions
related to the whole programme carried out by federal,
provincial and local health authorities. These services
include the collection, compilation and distribution of
vital statistics as well as statistics relating to public
health and the administration of all types of hospital
care programmes; the organization and administration
of research programmes related specifically to the
medical and the social aspects of health services; and
the training of professional personnel. Laboratory ser-
vices and health education also relate to the whole
health programme, but since they have been developed

as part of the basic public health programme, they are-

discussed in the section on General Public Health.

STATISTICS

Three broad types of statistical service have been
developed in relation to Canadian health programmes.
They represent joint efforts by Dominion, provincial,
local and voluntary agencies working the the general
fields of vital statistics, health and hospital care.

Vital Statistics, in the traditional sense, is based on
the registration of births, deaths and marriages in the
places in which these events occur. These records are
then filed with provincial authorities and made available
through them to the national Vital Statistics office in the
Dominion Bureau of Statistics, where they are classified
on the basis of residence. This provides data for that
study of the Canadian population which is essential to
all health services.

Out of the nation-wide vital statistics system has
developed the National Index of Vital Records. This
index is fundamental to the administration of the
national family allowance programme. As it progres-
sively includes more and more of the population it pro-
vides s means whereby the seientific study of population
trends and social policy may be undertaken. ,

Statistics of notifiable diseases reported fo local
health departments and to provincial authorities are
forwarded weekly to the Dominion Bureau of Statistics
where they are compiled on a comparable basis for all
provinces and made available within twelve days to
health authorities in all parts of the country.

Annual statistics covering the operation of tuber-
culosis and mental institutions as well as general public
(acute disecase) hospitals are also compiled by the
Dominion Bureau of Statistics. These series of publi-
cations furnish data for comparison of hospital care
facilities and services provided in the various provinces.

RESEARCH

" Medical research is carried out for the most part
thirough universities and “‘teaching” hospitals, sometimes
in association with endowed institutions. During the

war years the Dominion government undertook the pro-
motion of medical research through an Associate Com-
mittee of the National Research Council. The work
undertaken under this committee was transferred to &
permanent organization, the Division of Medical
Research, established by the Couneil in June 1946.
Under this organization, the Council is continuing its
support of medical research in existing medical schools
and hospitals throughout Canads, rather than through
the establishment of medical research laboratories and
appointment of medical research workers under its own
auspices. _

Public health research in Canada has not been very
comprehensive, Few provincial departments have been
able to give it much attention, and relatively little was
dorie by’ the federal Department of Pensions and
National Health.

Research is carried out by the Department of
National Health and Welfare, and by provincial
departments, in relation to the various health services.
While no federal funds are made available to the
Department of National Health and Welfare for the
specific purpose of conducting public health research,
the extension of laboratory services has led to the
development of fairly comprehensive research activities
incidental to this phase of health administration.

To & degree, a similar situation prevails in the
provinees, and cooperative working arrangements exist
between federal and provineial authorities in connection
with laboratory research.

The national Laboratory of Hygiene performs work
it is uneconomical for nine provincial laboratories to
undertake independently. Conferences of laboratory
directors are held annually so that duplication of effort
may be avoided.

An illustration of inter-governmental co-operation
may be found in the work of the federal government
and the governments of British Columbia, Alberta and
Saskatchewan in conducting surveys to determine the
distribution of the infectious agents of Rocky Mountain
Spotted Fever and plague. Laboratory work for these
surveys is carried out by the Kamloops branch of the
federal Laboratory of Hygiene.

Research in nutrition- is carried out in & number of
provinces and by Dominion health authorities.

This is also the case with industrial hygiene. The
programme of the federal Division includes field surveys
of hagardous trades, a limited number of chemical and
ecological studies in Ottawa, and assistance to provincial
governments in organizing industrial health laboratories.

Proposals made at the Dominion-Provincial confer-
ence of 1945 included an annual grant of $100,000 for
advancement of public health research in the provinces.

_ Research into the social and economic aspects of
Liealth services is earried on by the Research Section of
the Department of National Health and Welfare.

15
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PROFESSIONAL TRAINING

In their submission to the Select Committee on
Social Security of the House of Commons and to the
Advisory Committee on Health Insurance many of the
professional “groups have pointed out the need for
additional trained personnel in the extension of public
health services and for the introduction of health
insurance. .

Puysicians

Information respecting the supply and distribution
of physicians in Canada as at July 1, 1946, has been
compiled by the Department of National Health and
Welfare on the basis of a previous survey conducted by
gle gan-adian Medical Procurement and Assignment

oard.

General Trend-~The number of physicians in Canada
rose by 60 per cent in the 35 years, 1911-1946. While

The distribution of physicians by provinces, along
with the average population per physician, is shown in
Table 2 for census years from 1911, and for 19046. There
were 1,150 active physicians in the armed forces as at
June 2, 1941, 3,854 as at June 30, 1945, and 1,417 as at
June 30, 1946. Table 2 shows civilian doctors only.

While Table 2 shows the location of physicians in
relation to population by provinces, it does not reflect
the concentration of doctors in the larger urban com-
munities. This has been a consequence of the develop-
ment of modern scientific medicine and the trend toward
urbanization in Canada.

The distribution of physicians in relation to the size
of the community in which they praetise is illustrated in
Table 3, which shows the average number of people per
physician for cities over 150,000, those between 30,000
and 150,000, those between 10,000 and 30,000, and for
all other communities.® Since very few doctors are
normally located in the residential suburbs of large

TABLE 2—PHYSICIANS AND POPULATION IN CANADA AND THE PROVINCES, CENSUS YEARS

1811 TO 1941, AND 1946

1911 1921 1931 1941 1946
— Population Population| Population Population! Population
Physicians|  per Physicians|  per Physicians|  per Physicians per Physicians per

Physician Physician Physician Physician Physician!
CANADA........... 7,411 970 | 8,706 1,008 | 10,020 1,034 | 10,723 1,072 | 11,90t 1,017
Prince Edward Island. 72 1,302 68 1,803 63 1,397 67 1,419 74 1,243
Nova Scotia. . ....... 408 1,207 457 1,146 445 1,152 428 1,350 492 1,262
New Brunswick...... 281 1,252 268 1,447 269 1,518 270 1,694 203 1,597
Quebee............. 2,000 1,003 2,216 1,065 2,747 1,046 3,182 1,054 3,334 1,068
Ontario. ............ 3,053 828 3,459 848 3,934 872 4,197 902 4,752 843
Manitoba. .......... 433 1,066 5567 1,005 666 1,051 630 1,107 706 1,042
Saskatchewan...... .. 379 1,299 524 1,446 584 1,578 527 1,700 562 1,504
Alberta. ..........., 369 1,014 548 | 1,074 583 1,255 603 1,320 676 1,222
British Columbia. ... . 416 943 609 861 729 952 810 1,010 1,012 038

! Based on 1945 population estimates of the Dotninion Bureau of Statistics.

this was a substantial increase, the supply barely kept
pace with the growth of the population, '

It will be noted that remarkably little change
occurred in the population-physician ratios during this
35-year period, The fact that such a ratio is now the
same as or different from what it was twenty or thirty
vears .ago does not in itself reveal the true situation.
It must be considered along with other factors. For
instance, transportation facilities have greatly improved,
and & physician can now cover any given area more
readily than he could in the past. On the other hand,
the per capita demand for medical care is greater than
it was formerly.

The distribution of Canadian physicians as between
provinces did not alter greatly over the period. Ontario
and British Columbia had the smallest population to be
served by each doctor, followed by Quebec and Manitoba.
The largest number of people per physician was found
in Saskatchewan and New Brunswick. In recent years
proportionately fewer physicians have been entering
practice in the Maritimes, more in the Prairie Provinces.

cities, and the medical needs of these surrounding
distriets are usually met by city physicians, the popula-
tion and number of doctors for larger metropolitan areas
were used in preference to the totals for the cities proper.
(See footnote to Table 3.)

About 43 per cent of Canada’s doctors were concen-
trated in the seven urban areas with a population of
more than 150,000. It was found that the large cities
all across the country showed a fairly consistent rels-
tionship between population and number of resident
doctors, with the Dominion ratio standing at 665.

Some 15 per cent of all Canadian physicians practised
in cities between 30,000 and 150,000 population, with
Ontario and Sagkatchewan cities very well previded and
Quebec below the Dominion average, which worked out
at 669 people per physician, almost identical with the

* Most of the urban population totals are for 1845, the
latest year available, and the general provincial population-
physician ratios shown in Table 3 are based on 1945 population
estimates for the sake of comparability. As stated in Footnote
(1) to Teble 3, 1045, figures were not available for certzin eentres
in Quehec and New 'Brunswick, earlier returns being used in these

- ¢ases.
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“larger centres” ratio. Just over 8 per cent of the
country’s doctors were located in urban centres of
between ten and thirty thousand, with distribution
fluctuating even more markedly between provinces.
Nova Scotia, Quebee and British Columbia showed the
largest population in relation to the number of doctors
in this group.

Ratios caleulated for all urban communities over
10,000 were found to vary relatlvely little from a
Dominion average of 689.

Communities under 10,000, where arpprommately 55
per cent of Canadians re=1ded were served by only 35
per cent of the country’s physicia-ns. Scarcity of
doctors in these smaller communities was most acute in
New PBrunswick and Saskatchewan, and least so in
Ontario.
inion average. In some provinces, measures are being
taken to encourage doctors to practise in smaller com-
munities and rural areas.

Future Supply of Physicians—The future supply of
physicians in Canada will be determined by a number
of factors including the output of medical schools, immi-
gration and emigration, the repatriation of foreign-born
students, deaths and retirements.

Output of Canadian Medical Faculties—The supply
of physicians in Canada is primarily dependent upon
the facilities in the country for educating and training
physicians. At the present time there are nine medical
faculties from which doctors are graduated.

The National Health Survey of 1943 reviewed the
trend of the output of these medical schools over the
past twenty-five years. An average of 526 students
graduated annually from these nine medical schools
during the twenty year period 1925 to 1944, while in
the four-year period 1936 to 1939 an average of 491
students graduated annually.

Table 4 provides information on the number of
graduates in the years 1940 to 1948. Figures for 1947
and 1948 are estimates.

TABLE 4,—NUMBER OF GRADUATES OF CANADIAN
MEDICAL FACULTIES, 1940-1948

University | 1040 [ 1941 | 1042 | 1043 | 1944 | 1945 | 1046 | 1947 19481
Alberta....| 35 a7 46 69 36 32 41 — 33
Dalhousie..| 35 42 42 73 33 43 —_ 35 35
Laval..... 49 51 67 | 101 66 65 | 104 | 105 105
Manitoba..| 45| 62| 54 51} 62| 110] 63| — 50
MeGill....[ 162 | 86| 89191 | 96 | 101 21103 110
Montreal..| 48 | 53| 51 [ 103 45| 56| — | 78 80

Queen’s...| 58| 44| 39| 93| 40| 44| 40| 46 46
Toronte...] 138 | 138 | 114 | 209 129 § 123
Western...| 20| 30| 36| 61] 37| 33| 38| 35 40

599 | 543 | 538 | 951 604 51

1Estimated number of graduates.

A comparison of the average output for the four
pre-war years (491 students annually), with the
corresponding figure for 1940-1945 (629 graduates
annually) indicates the wartime increase in the number
of medical graduations,

Other provinces were fairly close to the Dom- -

During the war, the supply of physicians was
temporarily increased by an accelerated training
programme. Reduced vacation periods in medical
schools resulted in s substantially larger number of
graduations for 1943, There was little increase in enrol-
ment, however, approximately the same number of
students being trained as formerly, in a shorter period
of time,

The additional increment of qualified doctors
graduated during the war is being partially offset at
present. There were no medical graduates from
Dalhousie and McGill Universities in 1946. In 1947,
Alberta and Manitoba medical faculties will have no
graduates. The total Canadian output of newly
qualified physicians was thus reduced to 423 in 1946,
and will rise only to 531 for the following year. In 1948,
however, it will be 622.

Immigration and Emigration—The National Health
Survey estimated the logs of trained medical personnel
in pre-war vears through the repatriation of foreign-
born students to be between 5 and 10 per cent of the
output of Canadian medieal schools. A large proportion
of these students return to their own country after
graduation. Their number has been slightly lower
during the war years.

The National Health Survey pointed out that there
is a considerable amount of emigration among Canadian
physicians, especially recent graduates. The number
of immigrant doctors has always been less than the
number emigrating., Accordingly, in pre-war years,
there was a drift of physicians away from Canada,
roughly estimated at the equivalent of 10 per cent of
medical school output.

The application of labour exit permit control in
October, 1942, -designed to prevent persons esgential to
the war effort from leaving Canada, checked this develap-
ment, Since that time movement of doctors into and out
of Canada has been small. However, if the pre-war trend
is resumed, there will be & considerable loss of physicians
through emigration.

Retirements—The National Health Survey showed
6:6 per cent of all civilian physicians as having retired.
It would appear that very little change has taken place
in the size of the retired group, since records available
for July, 1945, indicate that 6-1 per cent of civilian
physicians were retired.

Deaths of Physicians—Thé annual average death toll
among Canadian physicians for the five-year period
1940-1944 was 223.

PuBrLic HEAaLTH PERSONNEL

Approximately 2,734 trained public health workers
are employed by federal, provincial and local agencies.
As indicated in Table 5 more than half of these are
public health nurses, the remainder being fairly evenly
distributed between physmlans sa.mtary inspectors and
laboratory technicians,

The federal government employs 98 physicians, and
130 technicians in its various laboratories. About two-
thirds of the remaining public health physicians are
attached to municipal units. Most public health nurses
and sanitary inspectors also belong to preventive units
organized on a loeal basis.. In many cases, however,
such personnel are in fact employees of the provineial
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TABLE 5.-—PUBLIC HEALTH PERSONNEL EMPLOYED IN CANADA, 1946

.- . . Health
Dominion | Provinees' | .Cities? Unitst Total
g L0 98 128 104 136 466
Public Health Nurses. ... it e i aa e 15 211 608 558 1,392
Sanitary Inspectors. .. ... ... i i — 10 272 155 437
Public Health Engineers. ... ...ttt iiieeeiennines 13 24 — —_ 37
Laboratory Technicians . ... oottt e e et 130 272 — - 402
Total. ..ot i e e e e 256 645 984 849 2,734

! It is estimated that these figures represent 98 per cent of the total number of non-federal agencies employing public health personnel.
% Including those cmployed on a combined provincial-city or provincial-university basis,

governments. A great many of the- laboratory
technicians shown in the “provineial” column are
engaged under provincial-city or provincial-university
agreements,

Training of public health personnel in Canada has
been steadily supperted, since 1924, by the Interna-
tional Health Division of the Rockefeller Foundation,
which made possible the opening of the School of
Hygiene at Toronto in 1927, and has granted 166
fellowships for post-graduate training in Public Health
to physicians and nurses from all the provinces. Travel
grants have also been made available to members of
health departments and to university instructors.

NURSES

Compulsery registration of all nurses in Canada in
March 1943 provided an accurate record of the number,
education and occupational classification of all members
of that professional group. The Canadian Nurses
Association has compiled information based on the
registration itself and related statistical data.

In March 1943 there were 52,450 graduate nurses in
the nine provinces of Canada, of whom 22,122 were
actively practising their profession. Ninety-four per
cent of the remainder were occupied az housewives.
Nurses in the armed forces were excluded from the
registration.

The distribution by provinces, and according to
major fields of nursing, is indicated. in Table 6. Student
nurses and auxiliary nursing personnel, such as ward
aides, and practical nurses, are not included.

Table 6 indicates that almost half the active
graduate nurses were engaged in hospital nursing
service or in schools of nursing. In reality, the propor-
tion was probably higher because many of those
classified as private duty nurses were actually employed
as “special nurses” caring for individual patients in
hospitals.

The hospital group itself includes those employed as
administrators of nursing service, clinical instructors,
supervisors, head nurses and general duty nurses giving
actual bedside care to hospitalized patiients.

TABLE 6.—NURSES EMPLOYED IN MAJOR FIELDS OF NURSING!, AS AT MARCH 1943

. Population
, Hospitals Industrial | Public Otllc}' Pro- . per

_ Private? and . 3 | fessional |Unspecified] ToTAL .

Nursing | Health . Practising
Schools Fields . N

urse

CANADA .. ..., 6,327 | 10,705 1,356 1,885 1,799 50 | 22,122 533
Percenb........ooviviiniiiiann.. 28-6 48-4 6-1 8.5 8-2 0-2 100-0

Prince Edward Island. . ................ 71 34 — 6 8 1 120 758
NovaBeobin.............. ... ..., 358 516 22 102 69 -3 1,070 567
New Brunswick................... e 288 349 6 33 42 4 722 641
QUEDEC. . et 1,126 2,002 425 580 326 6 4,475 773
Ontario. ..ot i 3,397 4,342 658 769 746 27 9,939 394
Manitoba........... ...l 332 610 115 32 133 3 1,225 593
Saskatchewan................. ..ot 167 655 16 - 66 92 3 909 843
Alberta........... .o 204 765 49 110 174 3 1,305 607
British Columbia.................. ..., 384 1,432 65 177 209 — 2,267 97

1 Exeluding nurses in the armed forces, = . i i
* Including ‘‘special nursea” earing for individual patients in hospitals.
$ Including those employed by visiting nursing’agencies.

76808—3%
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The hospital and school group, and privaté duty
nurses together constituted more than three-quarters of
all the practising nurses in Canada. The next largest

group, which comprised but 8-5 per cent of the total,.

was that engaged in public health nursing. These
nurses are employed in various capacities in provincial
and municipal health departments, in rural health unitg,
as school nurses, as staff members in clinics for the
prevention and control of tuberculosis and other
communicable diseases.

This clasgsification of public health nurses includes
those of this group who act as visiting nurses, giving
bedside care and health teaching in the home. While

some provinces are developing g visiting nurse service .

as part of a general health programme, most visiting
nurses are employed by voluntary organizations such
as the Victorian Order of Nurses for Canada or the
8t. Elizabeth Visiting Nurse Association. The respec-
tive activities of these organizations are subject to their
particular regulations, but their aims bear some
resemblance to those of the Victorian Order of Nurses
for Canada. The Victorian Order has approximately
one hundred branches, primarily concerned with pro-
viding part-time skilled nursing care and health
guidanee to families, in their own homes. Fifty per
cent of the service rendered is given free of charge,
income being received from other patients or from
insurance companies, and through grants of public funds
and private donations. In 1945, the Order employed
451 nurses and made a total of 756 084 visits to 110,118
patients.

Industrial nurses are employed in private busmess
firms or factories where they are responsible for
emergency treatments and preventive service, and for
programmes of health education and routine physical
examinations. Their functions are esgsentially similar to
those of public health nurses whe are not required to
give bedside care. _

Public health nurses and industrial nurses together

constituted less than 15 per cent of practising nurses
in 1943.

TABLE 7—COMPARISON OF THE NUMBER OF
REGISTERED NURSES, 1942 AND 1945

Nurses Nurses
_ Registered Registered
December 31, | December 31,
1942 1945
CANADA . o vt vne et iaeeaeens 25,223 33,348
Prince Edward Island. .......... 118 145
NovaScotia..........oovevennn. 1,035 1,545
New Brunswick................. 641 8490
Quebee. ... . ... 4,232 5,258
Ontario.........coviuennenn.s 12,128 16,845
Manitoba.......... oo 1,539 1,794
Saskatchewan.................. 1,218 1,513
J N T T 1,472 1,823
British Columbia. .............. 2,840 3,576

1Estimated.

Comparison of the number of registered nurses at
December 31, 1942 and December 31, 1945, as shown
in Table 7, indicates the change in the potentially active
group during the three-year period. It will be noted
that the number of nurses shown in Table 6 as actively
practising in March 1943 was more than 3,000 less than
the corresponding number of registered nurses. Most
of this difference is due to inactive but registered nurses
in Ontario.

The extent to which public health nursing services
are available in the various provinees is indicated in
Table 8, which shows the number of graduate nurses
employed by public health organizations, including
agencies providing visiting nursing service, in 1939 and
1945, together with the population per nurse.

TABLE 8.—NUMBER OF PUBLIC HEALTH NURSES
IN RELATION TO POPULATION, 1939 AND 1945

1939 1945
— Number Population [Number | Population
" |of Nurses| per Nurse [of Nurses| per Nurse

CANADA .+« e eeeeennn . 1,467 7,660 | 2,159 5,605
Prince Edward Island. . 5 18,800 8 11,500
Nova Seotia........... 34 16,500 59 10,525
New Brunswick........ . 25 17,880 40 11,700
Quebec............... 525 6,152 859 4,146
Ontario............... 627 5,914 799 5,011
Manitoba............. 45 16,133 115 6,400
Saskatchewan......... 30 30,200 49 17,245
Alberta............... 85 9,247 123 6,715
British Columbia. .. ... 91 8,703 107 8,869

1Tncluding those employed by visiting nurasing agencies.

In comparison with a widely-aceepted standard of
one public health nurse for 2,000 people, no part of
Canada can be said to be well supplied. Quebec comes
closest to meeting this standard and Sagkatchewan hag
the largest population to be served by each public
health nurse. Manitoba showed the greatest improve-
ment during the period. .

Demand for Nursing Care

While the number of nurses has increased in rela-
tion to population, there is still a ecritical shortage of
nurses in all parts of- Canada. The demand for nursing
gervice has never been greater: there is a marked
inerease in the number of patients receiving care in all
types of hospitals. With improved -economic conditions,
more people can afford hospital earé and nursing service
than formerly, while the growth of prepayment plans
has led to hospital care for 8 greater proportion of
patients requiring it.

The extent of the shortage of nurses, as reported in
Mareh, 1943, is indicated in Table 9.

These absolute fipures of shortages become more
significant when it is realized that they apply to the
hospital group alone, amounting to almost 2,000 in com-
parison with a total of less than 11,000 active nurses
n that field (See Table 6).



TABLE 9-—SHORTAGES OF NURSES REPORTED
IN MARCH, 1943

Institu- Super-
" Institution tions visora General
or Reporting and Duty
Organization Short-~ Head Nurses
ages Nurses
Hospitals.................... 244 £98 751
With Schools. . ............ 80 248 404
Without Schools, .......... 164 43 387
Public Heallh Organizotions. . . . 26 59 227
Officinl.................... 21 7 41
Voluntary................. 5 52 186
Mental Hospitals. .. .......... 27 63 281
With Schools. ............. 13 26 153
Without Schools. .. ........ 14 27 128
Sanatorte. ......... ... 0. 21 12 138
Special Haspitals............. g 18 78
Total........... 327 438 1,510
By 1945, in spite of the increased number of nurses,

the shortage had become even more critical. This is-well
illustrated by the situation in Ontario, which, as indi-

cated in Table 6, was better supplied with nurses than .

any other part of Canada.

In June, 1946, the provincial Department of Health
conducted an enquiry into the problem of nursing
persnnnel in Ontario. The number and types of vacancies
exlstmg in the various groups of institutiong are indi-
cated in Table 10, which includes returns from hosplta.ls
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having 96 per cent of the total bed capacity in the
province. "All mental institutions and twelve of the
thirteen sanatoria are included, Domlmon government
and private hospitals are excluded.

The greatest need is for general duty nurses in all
types of institutions. It is most serious in mental hospi-
tals, which reported a deficiency of 58 per cent of
requirements. Almost as critical in terms of numbers,
and perhaps more so in relation to community health,
was the shortage in sanatoria, which reported a defi-
ciency of 48 per cent of the general duty nurses required.

The most serious shortage of all graduate nurses was
in mental institutions, where it amounted to more than
46 per cent of total requirements. Sanatoria reported a
shortage of 34 per cent of graduate nurses required. For
all types of nursing and auxiliary personnel, the greatest
deficiency was in sanatoria. Public general hospitals
were equally short of graduates and other nursing
personnel.

The Canadian Nurses Association, on the basis of the
1943 survey and information subsequently obtained
through questionnaires, made the following estimates,
regarded by the Association as conservative, of the
shortage of nurses in September 1946.

Hospital staff .............. ... ..., 7,000
Private duty nurses................ 1,200
Public health nurses. ............... 500

Total ... vviriiiiiianiianes, 8,700

To meet expanding needs, an additional 4,000
hospital nurses and 1,800 public health nurses are
estimated as being required within the next three years.
If the standard of one public health nurse for 2,000
people were to be approached, the demand for nurses
with this special training would be much greater. The

TABLE 10.—~REPORTED VACANCIES FOR NURSING PERSONNEL IN HOSPITALS IN ONTARIOQ BY TYPE OF
PERSONNEL AND CLASS OF HOSPITAL, JUNE 1946 |

Public General Hospitals for . .
Hospitals Incurables Sanatoria Mental Hospitals
Type of Personnel Per cent Per cent Per cent Per cent
of Total of Total of Total of Total
Number | Require- | Number | Reguire-. | Number | Require- | Number | Require-
' ments ments ments ments
Graduate Nurses
Administrative. .. ...l 26 2.7 — — 1 4-5 6 24.0
Teaching. .....oovviiivinenneaneonnns 18 11.7 — — 1 16-7 4 23.5
Supervisors and Head Nurses.......... 62 5.8 3 71 7 8-2 30 20-0
General duty . .......... ... et 433 20-4 19 30-6 160 48-0 310 58.1
Others, ..ot e e i 3 1-5 —_ — 2 4.0 — —
Total Graduates. .........ooovnnninann 548 148 22 18-8 171 34-6 350 46-:9
Other Nursing Personnel
Practical Nurses and Nurse Aides...... 84 19.5 30 13-2 32 20-3 15 5-0
Ward Aides. . .. ... it 122 18-5 3 7-3 11 11.1 42 12-0
Orderlies. .......ccoviiiiiinnannnenns 24 4-6 3 6-0 20 23:1 1 1-4
Total Others. . ...... .. ... 0 el 230 14-2 42 115 73 18-9 68 48
GRAND TOTAL . vt ivaineeanernrin.. 772 144 64 13.3 244 276 408 19-1




22

shortage shown for this group is to meet present needs
and plans for immediate expansion of services.

The existing shortage of professional nurses is aggra-
vated by the shortage of doctors. In addition, nurses,
more particularly student nurses, are frequently given
duties properly the responsibility of ward aides and
orderlies. This is a direct result of the shortage of
such asuxiliary nursing personnel.

Supply

Several factors must be taken into account in deter-
mining how far Canadian resources of nursing personnel
can go to meet the demand in the various fields. One
fundamental characteristic of the supply of nurses is
variation in the length of period of service before retire-
ment from active work, the period of active practice for
graduate nurses varying widely with the demand for
nursing care. While a third of all nurses graduating
from Canadian schools marry within a year following
graduation and large numbers marry after a longer
professional career, many in both these groups continue
full or part-time service if there is a demand for their
services, and marriage is no longer regarded as neces-
sarily terminating professional work.

Emigration and immigration do not have an appre-
ciable effect on the supply of nurses available for service.
Emigration to the United States was previously common,
but this situation no longer obtains because of restriction
on the movement of nurses. out of the country. From
1939 to 1945 nurses were not permitted to leave Canada.
While this restriction was lifted briefly in 1946, the
demand for exit permits was so great that it was found
necessary after two months, to refuse applications from
nurses, and from July 1946 this policy has continued to
be in effect. Immigration of nurses to Canada is not
likely to be appreciable because the general shortage of
nurses Tesults in restrictions being imposed on their
movement by most governments.

During the second World War, a total of 4,308 nurses
served in the three branches of the armed forces. As at
August, 1946, 497 were still in military service and 3,811
had ‘been discharged. Many have undertaken post-
graduate courses. It is anticpated that at least 3,000 will
return to civilian practice, .

Those entering the profession as graduates of schools
of nursing constitute the most important factor in
maintaining the supply of practising nurses. There are
two types of schools: the first group, by far the more
important in terms of the number of students graduated,
includes the training schools conducted in 169 Canadian
hospitals, providing a three-year course leading to a
diploma in nursing; and the second, conducted by
university schools of nursing, providing a five-year
course leading to a degree and a diploma in nursing.
Universities also provide post-graduste courses in public
health and in other specialized nursing fields.

The number of graduates of schools of nursing for
the period 1940-1945, together with estimates ecovering
the years 1946-1949 are shown in Table 11.

This table indicates the number of nurses who have
recently come into the profession and those likely to do
so provided that students now in training all complete
their courses at the scheduled time. -

It disregards possible wastage during the training
period, which is likely to be great because both the

shortage of general duty nurses and the factors under-
lying this shortage increase the volume of work carried
by student nurses during their training courses. This is
one of a multiplicity of circumstances in the hospital and
the community, which make student nurses discontinue
their training before it is completed, while selection is
restricted because of employment opportunities for those
who might otherwise become nurses.

TABLE 11.—GRADUATES OF SCHOOLS OF NURSING,

1940-1949
Number Num ber
Year “of Year of

graduates graduates
1940, . ............ 2,860 11945, ............ 3,774
1941............... 3,277 | 1946, ... ........ 3,598
1942 ... ... ........ 3,617 {19472 . ... ..... 8,744
1943. .. ............ 3,442 | 1048, .. ......... 3,871
1944, .. ... . ... 3,528 | 19491, ., ....... .. 4,536

L Estimated.

The lack of autonomy for hospital scheols in develop-
ing programmes of nursing education in which hospital
practice is only a part, and the economic difficulties of
hospitals forced to meet rising per diem cost by having

. student nurses perform extra service, together constitute

a problem in professional training and in hospital
administration, for which no solution has yet been found.,
Student nurses in hospital schools now supply a mini-
mum of 121 forty-eight hour weeks of service during
their training, in return for which they frequently receive
only maintenance and tuition. :

Auziliary Nursing Personnel

There is a trend toward orpanizing special training
facilities for auxiliary nursing personnel and a growing
demand that this group, which includes attendants in
sanatoria and mental hospitals, ward aides, practical
nurses and orderlies, be certificated and licensed, so that
the public may be protected against the dangers of
unlicensed practice, Manitoba has already enacted
legislation requiring licensing of all hospital personnel.
Conclusion

The continually increasing demand for nursing
services emphasizes the need for conserving nursing
respurces through maximum utilization of available
personnel and through the development of auxiliary staff.
Special efforts are required if the possibilities of an
expanded visiting nurse serviee are to be realized, in
terms of reducing the need for hospital care of those who
are actually ill while the further development of public
health nursing as a phase of preventive service is of
fundamental importance.’ :

Prorosep GRANT FOR PROFESSIONAL TRAINING

Proposals made at the Dominion-Provincial Confer-
ence of 1945 included an annual grant of $250,000 for
purofessional training.

SOURCES:
National Research Council, Division of Medical Research.
Department of National Henlth and Welfare,
Canadian Medical Procurement and Assignment Board,
fgfg)!y and Distridbution of Physicians in Canada, Ottawa,

’ Canad.izn; Public Health Association,
Canadian Nurses Association.



4, GENERAL PUBLIC HEALTH

The first health services to be regarded as the respon-
sibility of publie authorities were those measures
directed toward safeguarding and improving community
health., These services remain fundamental, other health
programmes developing out of the general category
as the community recognizes a special public interest in
certain problems such as venereal disease, tuberculosis
and mental health. As the trend toward the extension of
personal health services continues hospital and medical
care programmes have also grown in importance. At
the same time, preventive and diagnostic services related
to all these special programmes have been integrated
with the general public health services.

Four closely related types of service constitute the
general public health programme: (1) measures for the
control of communicable disease; (2) those designed to
combat infant and maternal mortality; (3) health
examinations for detecting conditions requiring treat-
ment; and (4) general educational measures undertaken
to improve public knowledge in matters of health.

COMMUNICABLE DISEASES

The decrease in the prevalence of communicable
diseases illustrates both the general improvement in
community health standards, and the need for con-
tinuous and expanded public health activities.

Morbidity statistics are not sufficiently complete to
use as an index of the effectiveness of public health
" measures but mortality statistics for certain diseases
although available for the whole of Canada only since
1921, give some indication of the results achieved.

The decrease in the inortality rate from typhoid
fever in Canada was from 10 per 100,000 in 1921 to 11
per 100,000 in 1944. The following table shows the
disastrous effect upon the mortality trend of a milk
borne epidemic in one eity in 1927.

TABLE 12.—MORTALITY RATES—TYPHOID FEVER,
CANADA, 1921-1944

(Sounce: Vital Btatistios Branch, Dominion Bureay of Statistics)

Rate per Rate per
Year 100,000 Year 100,000
1921. ... ...ovunt 10-1 ] 1933............. 2.7
1922, . ... ien 8401934 ............ 2-7
1023. .. .cviiennnn 9.0 1935............. 2-5
1024, ... n e 6-6)1936............. 2.3
1926, .. .....o0unt 5:911037............. 3-0
1926, .........00 .. 4.9 1938............. 1.9
1927, i 11:6 | 1939............. 16
1928, ... . 4:811940............. 2.0
1929, .. ..ol 4-711941............. 1.4
1930, .............. 4-4 ] 1942....... e 0.9
1931, ... innes 4.1 | 1943............. 1-0
1032, ...l 3:2|1944............. 1-1

The benefits derived from the use of specific serums
and vaccines are exemplified in the reduction in both
morbidity and mortality from smallpox and diphtheria.
From 1921 to 1933 the mortality rate from smallpox was
less than one per 100,000 and from 1934 to 1939 was less
than 0-1 per 100,000, and there were no deaths in the
years 1940 1o 1945. In 1924, the first year for which
figures are available, there were 2,769 cases reported,
and in 1945 only 5 cases. Diphtheria mortality has
decreased 91 per cent from a rate of 24 per 100,000 in
1921 to 2:6 in 1944, Tn 1924 there were 9,039 cases
reported; in 1945, 2,786,

The mortality from the four communicable diseases
of childhood, diphtheria, scarlet fever, measles and
whooping cough, taken togcther, shows a reduction of
83 per cent from 1926 to 1944, The rates shown in
Chart 2 are for the whole of Canada and thus show
the average reduction for all provinces. In some of the
provinces the reduction, for example in diphtheria, has
been even more striking. A defection in one province
not only spoils the record of Canada as a whole, but
prolongs and aggravates the hazards faced by the other
provinces.

CHART 2.
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INFANT AND MATERNAL MORTALITY
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Chart 5 shows infant mortality rates in monthly
age periods and demonstrates very strikingly the pro-
portion of deaths which occur during the first month,
as compared to the other eleven months of the first
year. It also indicates the increasing effectiveness
of measures taken to prevent infant deaths, and
emphasizes the necessity for continued improvement
in efforts to protect child life.

A comparison with infant mortality and maternal
mortality rates in certain other countries shows that
Canadian rates have not reached as low figures as
those attained by some other countries. Chart 6
compares the Canadian annual infant mortality rate
per 1,000 live births since 1921 with those of England
and Wales, the United States, Australia, and New
Zealand. The Canadian rate was the highest of the
five throughout the period although it' recorded the
largest actual decrease between 1921 and 1944,

The rates for England, the United States and
Australia all declined by approximately 50 per cent

from 1921 {0 1944, In New Zealand, where the infant

mortality rate wag already low in 1921, the drop was
smaller. The New Zealand rate remained the lowest
in 1944, at 30 per 1,000 live births, as compared with
31 in Australis.

CHART 6.
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Efforts are being made in the various provinces to
combat infant and maternal morbidity and mortality
through a wvariety of preventive and treatment
measures, These include free maternity hospitaliza-
tion in Alberta and the newly-instituted free examina-
ticns for expectant foothers in Ontario. The effect
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Chart 7 compares Canadian maternal mortality
rates for 1921-1944 with those of the United States,
Australia, New Zealand and England and Wales. The
comparison is somewhat more favourable to Canada
than that for infant mortality, but the Canadian rate
remains higher than that of the United States.

Note: Comparable figures for England and Wales not availahle for
1943 end 1944,

of improved public health services on infant mortality
is illustrated by the fact that the 1044 infant
mortality rate in rural areas and small urban centres
not served by health units in Alberta was 25 per
cent higher than that in the cities.

HEALTH EXAMINATIONS

The development of routine health examinations
for detecting conditions requiring treatment is an
important trend in general public health service.
School medical inspections and the routine examination
of employees in industry and government are examples
of the type of general health examination gradually
becoming a standard practice in Canada.

In many areas, the extension of diagnostic pro-
cedures for special conditions such as cancer, venereal
disease, tuberculosis and mental illness has been co-
ordinated "with the administration of general public
health services. This coordination has been accomp-
lished most effectively in areas where local health units .
have heen established. ’



HEALTH EDUCATION

A fundamental feature of modern public health
service is the extension of health education. This ig
a basic part of the work of medical officers of health
and public health nurses. It is also carried out by health
authorities providing qualified speakers and utilizing
printed materials, films and radio broadeasts in schools,
to community groups and to the general publie.

DOMINION ACTIVITIES

DerPARTMENT OF NaTioONAL HEALTH AND WELFARE

In addition to ecarrying out Canada’s international
health obligations, the Dominion government through
the Department of National Health and Welfare pro-
vides a number of general public health services. One
important function is that of protecting the public
through the administration of the Food and Drugs Act,
the work of the Proprietary and Patent Medicine Divi-

sion, and of the Advertising and Labels Division.
: The Narcotic Drugs Division supervises the im-
portation, manufacture and sale of narcotic drugs.
Related functions are performed by the Laboratory of
Hygiene, which carries on special work in the standard-
ization of biological preparations.

In the field of communicable disease control, the
Quarantine and Immigration Medical Service prowdes
quarantine control of all vessels entering Canada and
carrics out the prohibition of entry to diseased and
defective immigrants.

The Public Health Engineering Division is respon-
gible for the investigation of water supplies on common
carriers engaged in international and interprovincial
trade, for investigation of pollution of boundary waters
and for sanitary surveys of shellfish areas.

Federal activities in the field of infant and maternal
mortality are carried out through the Division of Child
and Maternal Hygiene.

The Division of Nutrition carries on a programme
of studies and research and provides services on matters
relating to nutritional standards. '

Health examinations of government employees are
carried out through the Civil Service Health Division
which is also responsible for the supervision of sick
leave. The Tmmigration Medical Service gives physical
examinations to all persons entering Canada,

The Division of Industrial Health is concerned with
the improvement of health conditiong in industrial
establishments.

A broad programme of health education is earried on
by the Department of National Health and Welfare
through the various divisions concerned with the general
public health services, and through those carrying out
special programmes such as: Venereal Disease Control,
Mental Health, Blindness Control, and Dental Health,

Through a system of health contres a generalized
public health service is being developed in relation to
the medical care programme administered by the Indian
Health Services Division.

OraEr DEPARTMENTS

The Department of Agriculture carries out a variety
of health activities, for the most part pertaining to
food control. It is responsible for the inspection of
meat, meat products and canned foods for export or

76808—44
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interprovineial trade, for supervision of the production
of milk exported to other countries, for the exclusion
and control of domestic animals suffermg from com-
municable diseases, and for the manufacture, sale
and importation of concentrated milk products.

Responsibility for sanitary services in national parks
rests with the Dominion Department of Mines a,nd
Resources.

Prorosep GENEBAL PusLic HeantH GRANT

The health grants proposed at the Dominion-
Provincial Conference of 1945 included a grant for
general public health services. As modified at the April,
1946, meeting this grant would amount to 35 cents per
caplta annually. At the end of two years after its
introduction, the grant would be increased by 5 cents
per capita per year until it totalled 50 cents per capita.
The intent of the grant was not to reduce the cost of
Public Health Services to a province and its muni-
cipalities, but to aid in the extension and expansion of
such services.

Distribution of the grant to the various provinces
would be as indicated in the following table:

PROPOSED GENERAL PUBLIC HEALTH GRANT

{thousands of dollars)
Province At Intro- At
duction Maximum
Prince Edward Island................ 333 476
Nova 8cotia..........ocivviiiinn... 2033 200-0
New Brunswick..................... 160-1 228.7
Quebee. .. oo 1,166-2 1,666-0
ONbATIO. . oo eee e 1,325-7 1,893-8
Manitoba. . ..... ..o 255.4 364.9
Saskatchewan. ...................0. 3136 448-0
Alberta.....oviiii e e 278-7 308-1
British Columbia. . ................. 288-3 409-0
Total eost to the federal government. . 4,022.6 5,746-1

PROVINCIAL AND LOCAL ACTIVITIES

Public health programmes carried out by the joint
efforts of provincial and local governments include a
wide range of preventive services. The programmes in
effect are broadly similar in character, though they vary
in administrative organization and in the extent to which
particular services have been developed.

Environmental health services such as sanitation
and water and milk control are basic to public health
throughout the country. These are usually provided by
local health authorities. Another phase of environ-
mental health service, relating to conditions of indus-
trial employment, has received attention in several
provinces,

In the field of communicable disease control,
provincial and loeal governments administer regula-
tions respecting quarantine, carry out immunization
programmes, and distribute biclogical products.
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Extensive maternal and child health programmes
have been developed by local agencies under provineial
supervision. These are directed toward conserving
maternal health and protecting child life through
medical, nursing, prenatal, obstetrical and postnatal
care, and infant, preschool and school health services.
This work, and preventive activities related to special
programmes Ssuch as venereal disease, tuberculosis,
mental heslth, and cancer eontrol are closely related to
health education and public health nursing services.
Diagnostic services for the specialized programmes are
integrated with the basic public health services.
Laboratory facilities have been established in all prov-
inces to provide service to the various health activities.
The work performed includes bacteriological examina-
tion of water, milk and food saraples, the examination
of specimens for diagnosis of communicable diseases,
and special service in connection with programmes of
venereal disease, tuberculosis and cancer control.

Provincial and local authorities promote the exten-

sion of physical examinations for special groups such as

industrial employees. Some full-time health unite
provide routine physical examinations for the whole
population in the area covered by the unit.

Dental health education and clinical service for
special groups are features of public health work in
many parts of the country.

SoME SPECIAL. FrATURES OF PROVINCIAL ORGANIZATION

Prince Edward Island--Public health services for the
whole island are administered by the provincial depart-
ment, so that the province itself may be considered as
8 full-time health unit. The city of Charlottetown has
a Food Inspector and & Sanitary Officer.

Nova S8cotia—Public health services have been
developed on a provineial basis, the province being
divided into five full-time health units or districts, with a
trained medical health officer in charge of é¢ach. Halifax
City may be considered another Wealth unit.

Sixty-five part-time town and municipal medical
health officers work wunder the leadership of unit
directors.

Decentralized provincial organization has made pos-
sible correlation and standardization of work throughout
the province,

New Brunswick—Public health organization in New
Brunswick is centralized through the provincial Depart-
ment of Health and Social Services. There are seven
full-time Medical Health Officers serving in the various
Districts.

Quebec—The Department of Health deals with the
administration of all matters concerning health and pre-
ventive medicine.

Since 1926 the system known as “County Sanitary
Units”, (Health Units) has been in operation. The
purpose of the system is to provide a regular full-time
public health service for each county or group of two or
three adjoining counties that are included in the scheme.
The Banitary officers of the old districts supervise the
few counties not organized into units. Many municipali-
ties, such as Montreal and Quebee, have their own
Health Buresux,

In 1946 statutory provision was made for the training
of technicians in preventive medicine and public health
at the University of Montreal School of Public Health,
which is to receive subsidies for twenty years of $40,000
annually.

Ontario—The new Division of Public Health Admin-
istration is dealing with the setting up of larger units of
public health administration, partieularly County
Health Units. ' ‘

By July 1946, there were 14 of these County Health
Units in operation. The province pays a portion of the
cost of operation ranging from 25 per cent in citiez over
25,000 population up to 50 per cent in rural areas. At
that time there were seven other eounties in which a
Public Health Nursing programme organized on a
county hasis was in operation. The province pays 33%
per cent of the cost of operation in these cases.

Cities such as Toronto, Hamilton, Windsor and
Ottawa have their own health departments.

In 1946 an amendment to the Public Health Act
provided for free medical examinations for all expectant
mothers, the $5.00 fee to be paid to the physician by the
provincial Department of Health.

Manitoba—Public health activities In Manitoba are
organized through full-time health units which are fund-
amental to the provincial plan for personal and com-
munity health services.

By May 1946, 43 per cent of the population outside
Winnipeg proper was included in health units, and the
city itself was providing comparable services. Seven
full-time medical health officers had been appointed.
Four more units were coming into operation, and addi-
ticnal municipalities had approved schemes but they had
not been incorporated in units because of staff shortages.
Two-thirds of the cost of health units, estimated at $1
per person per year, is assumed by the province and
the remsaining third by the municipalities.

Provineial administration is through the section of
Local Health and Welfare Services. This Division cuts
across all the activities of the Department of Health and
Public Welfare, and is responsible for the control of
local part-time health officers, the establishment and
supervision of local health units, and consultative
services to local or municipal Health Departments
throughout the province.

Saskatchewan—Health regions established under the
Health Services Planning Commission provide full-time
public health services. All members of the public health
staff are appointed by the provincial Public Service
Commission.

The province shares the cost of 'providing service, in .
most cases paying two-thirds while the municipalities
in the region meet one-third of the cost.

The municipal share, paid directly to the province,
may be raised through the general municipal levy or by
special levy. - ‘

Three health regions had been established by S-eptem-
ber, 1946, two of which carried out services mntegrated
with the personal health programme.



Alberta—Public health services are administered
through a system of full-time Health Districts organized
ag groups of municipalities and established upon
approval of the municipal councils concerned.

Provincial nurses in Health Districts in sparsely
populated outlying areas provide a diversified medical
and public health gervice. These nurses are required
to have special qualifications.

Special provision has been made in Alberta for
persons suffering from cancer. Where such patients are

referred to diagnostic elinics by their own physicians,-

they are treated free of charge, if after examination,
they are found to require X-ray or radium therapy or
SUrgery.

The provincial programme of free hospital care for
maternity cases is discussed in the sections dealing with
Genersl Hospitals and Health Insurance.

Surveys on Rocky Mountain spotted fever and
sylvatic plague are conducted by the Division of Public
Health Entomology.

British Columbia—Since October 1946 provineial
health services have been organized ss a branch of the
Department of Health and Welfare, Grants are made
to local agencies carrying out programmes of public
health nursing and preventive dentistry. '

Local health services have been developed through
City Health Departments and Health Units. In other
arens, services are carried out by public health nurses
and part-time hecalth officers and school medical
inspectors.

The consolidation of the local health services in the
Greater Vanecouver area was particularly significant
because it was the first of its kind in North Ameriea.
A Metropolitan Health Board provides a unified health
service for the municipalities of Vancouver, North Van-
couver City, North Vancouver Distriet, Richmond,
Burnaby, for the University of British Columbia ares,
and District Lot 172.

In September 1946 there were six Health Units in
operation within the Province. It was estimated that
there should be an additional ten Health Units to meet
the public health needs of the Province. Including the
Metropolitan Health Services of Vancouver and Victoria
and the organized Health Units, it was estimated that
approximately 65 per cent of the people of the Province
were covered by full-time health unit service and approx-
imately 87 per cent had either full-time health unit or
public health nursing service.

LocaL HEALTH SERVICES

Generally speaking, the various provincial publie
health Acts require the local municipality to appoint a
iocal board of health, a medical officer of health, and
such number of sanitary inspectors as is required to
enforce the Public Health Act and reguiations.

The local board of health is required to control
nuisances, which are defined in very broad terms, and to
carry out the communicable disease regulations, Most
of the other commonly accepted activities of the modern
public health department are not due to legal require-
ments but represent the normal growth of public
activities within comparatively recent years,
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. The larger centres of population in Canada have
full-time public health departments. Basically, the
programmes of all these departments are much alike,
including communicable disease control, food and milk
control, sanitation and housing, maternal and child
hygiene (including dental hygiene), adult hygiene
(including industrial hygiene), laboratory services and
gchool health services, .

The extent to which these services are developed
depends upon the budget available. Some of the cities
provide their school health services through the Depart-
ment of Health, others through the Board of Education.
The public health nurses participate in many of the
local health services. -

Complete * full-time health services are lacking in
many of the smaller towns and rural areas. Public health
suthorities maintain that this deficiency could be met by
the extension of the existing gystems of local health units.
This would mean that generalized public health services
would be widely available through modern health depart-
ments staffed by full-time trained public health
personnel. '

Sanitation measures, such as the maintenance and
operation of sewers and sewage disposal systems, the col-
lection of pgarbage and the cleaning of strects, are
required in the larger urban centres and in greater or
less degree in the smaller ones, to protect and maintain
the health of the residents. The cost of these services
falls upon the local taxpayers and while accurate figures
of expenditure on this account are not available, an
estimate of $11 million based on the experience in larger
cities would appear to be reasonable. This is a field in
which much remains to be done in Canada. Many of the.
medium sized cities have inadequate sewage disposal
methods. TFor instance it was stated at the conference on
Planning and Development held in Toronto in May,
1944, that in 550 centres of population in Ontario with
sewage systems 385 discharge raw sewage into adjacent
rivers.

COSTS OF PUBLIC HEALTH SERVICES

The expenditures of all governments for general
public health services for 1944, are shown in Table 14.
This table does not include expenditures for hospital
care of tuberculosis, mentally ill and general hospital
patients in institutions. It includes related preventive
services undertaken as part of the general public health
system, and venereal disease control expenditures shown
in detail in Table 16. _

The item of $223,000 shown in the Dominion ¢olumn
covers the Venereal Diseasc grants, $202,000, and Vital
Statistics transcripts $21,000, and is as shown in the
Dominion Public Accounts for the fiscal year ended
March 31, 1945. These do not coincide with corre-
sponding items in the provincial public accounts due to
differences in fiscal year ends and varying accounting
practices.

The item of $1,179,000 shown in the Dominion
column covers the expenditures made by the Health
Branch of the Department of National Health and
Welfare, excluding Venereal Disease Grants, hospital
charges for sick mariners amounting to $175,000 in
1944-45, and special grants to welfare organizations,
$68,000.
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- . TABLE 14—GENERAL PUBLIC HEALTH EXPENDITURE! IN CANADA, 1944

(S8ource: Dominion-Provincial Conference—Public Finance Statistics)

(thousands of dollars)
Source of Funds Per Capita
— o 5 Tofiﬂl Expenditure
. it
Province pallllltl::;’ Dominion Other xponditure | (dollars)
Prince Edward Island. .. .................cc..... 46 5 2 — 53 0-58.
Nova Seotia. . ... e e e e 314 134 11 —_ 459 075 .
New Brunswick..... ... ... ... ... v iiuun.... 140 69 10 22 241 0.52
Quebet. . ... .. e 2,129° 1,569 80D 5 3,783 1-08
Ontario. . ... 1,955 2,651 68 — 4,674 1-18
MAnitoba . ..o e 3914 416 13 12 832 1-14
Saskatchewan. . . ...................oiriien... 517 168 i3 — 698 0.83
Alberta. ... ... 445 203 12 — 660 081
British Columbia..............oooiieiiiinn. ... 519 290 14 — 823 0.88
7 8,466 & 5,605 223 39 12,223 1-02
DOMINION . . oo et e et e - — ‘1 ,179 — 1,179 —
GRAND TOTAL. . ... ..o 6,456 5,505 1,402 39 13,402 1.12

! Excluding amounts for hospital and medical care so far 88 this was possible from information available.
1 Amounts are only approximate and do not inclede expenditures for sanitation.

? Excluding capital expenditure of 50. . ..
+Ineludes amounts paid through the Municipal Commissioner's levy.

Expenditures incurred by other Dominion Depart-
ments for activities of a health nature during 1944-45
included:

(a¢) The Administration of Animal Contagious
Diseages Act and Meat and Canned Foods Act,
including compensation for slaughtered animals,
amounting to $1,935,000; and

{b) The Dominion Bureau of Statistics, in addition
to the $21,000 paid to the provinces for trans-
scripts, paid costs of

(i) forms supplied to the provinces for the
registration of births, marriages and deaths,
$15,000;

{i1) Salaries of clerks to prepare the main
statistical tables for the Provincial Vital
Statistics Reports, 857,125; :

(iii) Rentals for machinery, cost of statiomery,
ete., $21,463; B 7

a total of $93,879, which does not include the
cost of the “Vital Statistics of Canada” at
$5,235.

There were other public health services supplied

during the year by Dominion Departments, the costs
of which are unknown and cannot be estimated, such as:

(a) Under the pro.visions of the Statistics Act

{b)
(c)

(Canada} the provinces are granted “franking

privileges” on

(i) all registrations of hirths, marriages, and
deaths; '

(i) all notifications of tuberculosis and venereal
diseases;

(iii) reports of cancer incidence; and

(iv) weekly routine reporting of eommunicable

diseases,

Department of Mines and Resources—the publie
health costs of sanitation in the national parks.

Department of Mines and Resources (Indian
Affairs Branch)—the costs of strictly public
health services to Indians and Eskimos, as
distinet from other medical services. Indian
Health Services were transferred to the Depart-
ment of National Health and Weliare as at
November 1, 1945.

SoURCES:
Department of National Health and Welfare.

Provincial Departments of

Henlth,

The National Committee for Mental Hygiene ({Canada),

Rtudy af the Distvibution of Medical Care and Public
Health Services in Canada, Toronto, 1939, )



5. VENEREAL DISEASE

®WISTORY OF DOMINION GRANTS

During the war of 1914-1918 the incidence of
venereal diseases increased fo such an extent that it
was considered advisable to take appropriate steps to
bring these diseases under control. Accordingly, in 1919,

at the request of the Dominion Couneil of Health the -

Dominion Government voted the sum of
the control of venereal disease.

This grant was allocated to the various provinces
on the basis of population and subject to eight condi-
tions, the most important of which was that each
participating province was to expend an amount equal
to that received from the Dominion Government. All
the provinces, with the exception of Prince Edward
Island which at that time did not have a Health
Department, entered into the agreement.

In 1924-25 the amount voted was decreased to
$150,000; in 1925-26 to $125,000; in 1927-28 to $100,000.
In the fiscal year 1932-33, althouigh the Dominion
Council of Health had previously requested that it be
increased, the pgrant was discontinued. Subsequently
the Dominion Council of Health urged that federal aid
to the provinees for venereal disease control be re-
established at the earliest possible opportunity permitted
by economic conditions. '

A study of the situation in 18936 by a committee
appointed by the Dominion Council of Health resulted
in the observation that thc withdrawal of the grant
made to the provinces by the Dominion Government
had resulted in diminishing materially the effort
directed at public education and follow-up work and
that there had ‘been a lessening of facilities for treat-
ment of venereal disease in the provinces. Conse-
quently, the committee recommended that-the grants be
re-established.

During the following year, the desirability of
reinstating the grants to the provinces was emphasized
by resolutions passed by the Canadian Medical Associa-
tion, the Canadian Public Health Association and the
National Couneil of Women of Canada. At the same
time, the Health League of Canada was continuing its
work of promoting public interest in venereal disease
control.

In May 1938 the Dominion government undertook
to stimulate the development of increased treatment
facilities in the provinces by voting the sum of $50,000
for the distribution of arsenieal preparations utilized
for the treatment of syphilis. The main object of. this
grant was to help the provinces release provincial money
then expended for the provision of drugs and utilize it
for the resumption of educational campaigns, follow-up
of cases and investigation of contacts, thereby correct-

$200,000 for

ing some of the deficiencies whieh had prevailed since

the discontinuance of the federal grant to the provinces
in 1932, .

On September 21, 1942, the problem of venereal
disease control was discussed at a meeting of provincial
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Ministers of Health in Ottawa. The situation over the
past several years, the progressive rise in the incidence
of venereal diseage, the discontinuance of federal grants
and the desirability of their resumption were considered.
It was suggested that the Dominion Council of Health
might make recommendations as to the scope of the
expenditure of federal grants by the provinces. The
Council undertock to do so, and prepared a draft plan
for federal allotments to the provinces for 1943-44. This
formed the basis for the grant system introduced for
that and subsequent years,

The 1943-44 grant, which amounted to $175,000, was
distributed among the provinces on the basis of threé
factors: thirty per cent according to population; forty
per cent in relation to the extent of the venereal dizease
problem; and thirty per cent on the basis of fiscal need
of the province. In the case of each province, eighty-
five per cent of its allotment was provided in cash and
the remaining fifteen per cent in educational material.

In addition to these grants, the annual grant of
$50,000 for the distribition of arsenicals was maintained.
This grant was allocated on the basis of population.

A further amount of $15,000 was voted for admin-
istrative expenditures of the venereal disease programme
of the federal government, s¢ that the total appropria-
tfon amounted to $240,000.

Grants were made on the same basis during 1944-45
and 1945-46. There has been a gradual increase in
Dominion expenditures for administration. (See note
to Table 15.)

Table 15 shows federal expenditures for venereal
disease control since 1919, when the first grants were
introduced.

TABLE 15—DOMINION EXPENDITURES FOR VENEREAL
DISEASE, 1919-1947 :

(Source: Public Accounts, Dominion of Cannda)

(thousands of dollars)

1919-20............. 93.8 (| 1931-32.............. 49.9
1920-21............. 181.6 || 1932-33 to 1937-38..... nil
1921-22............. 195.3 |[ 1938-39. ............. 49.9
1922-23. . ........... 189.9 || 1939-40.............. 50.0
1023-24............. 186G.5 || 194041, ., ........... 49.9
192425, ..., 142,90 || 1941-42. .. ........... 49.4
1925-26. .. .......... 119.5 || 1942-43.............. 48.6
1926-27............. 119.1 (] 1943-44........5%..... 2027
1927-28............. 08,9 || 1944-45.............. 308.8
192829, ............ 08.9 (| 1045-46.............. 261.4
1929-30............. 98.0 || 1946-47 (estimated). ... 271.4
1930-31............. 98.5

Nore: Dominion expenditures for administration since 1943-44 were:
1043-44, 7.2; 1944-45, 20.0; 1945-46, 31.6; 1046-47, 46.5 (esti-
mated). . :
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For the year 1946-47 the basis for the distribution of
the grant of $175,000 was revised upon the recommenda-

o i tion of the Dominion Council of Health., Allocations
“for that~year were based on a minimum organization '

grant of $4,000--to each province and the remainder
apportioned according to population. The proportion of
85 per cent of the amount in funds and 15 per cent in
educational materials has been maintained, The basis
for alloeating the grant for drugs remains unchanged.

Grants are made “for use in such preventive measures
as will be most effective in reducing the inecidence of
venereal disease”, specific reference being made in the
1946 Order in Council (P.C. 1680) to education,
epidemiology, records, conferences and standards. Chief
emphasis has been placed upon the first two of these
preventive measures.

In order to qualify for the grant, each province is
required to submit a comprehensive statement of its
venereal disease control organization, programme, and
budget, proposed plans for the extension and improve-
ment of provincial and local services with the assistance
of federal allotments, and a budget covering the expendi-
ture of federal grants. Provinces are required to spend
from their own funds amounts equal to or exceeding the
federal grants, and to keep the latter in a separate fund,
distinet from provincial funds.

Unexpended portions of the federal grant may be
retained by the province for venereal disease control
provided that it is expended within 12 months following

- the end of the fiscal year for which it was originally

appropriated, = This time limit upon retaining unex-
pended portions of the grants was introduced in 1946-47.

: .
Prorosep GRANTS FOR VENEREAL DISEASE

The health proposals made by the Dominion govern-
ment to the Dominion-Provincial Conference in April,
19486, included a grant for venereal disease control. This
grant, which was not to exceed $500,000 was to be
distributed on the basis of a minimum grant of $4,000
for each province, and the remainder allocated fifty per
cent according to population and fifty per cent aceording
to the number of new cases of syphilis reported in the
previous year.

The following table shows the distribution of the
proposed grant,

PROPOSED VENEREAL DISEASE GRANT
(thousands of dollars)

. Estimated

Province Grant

Prince Edward Island. ., .........c0vvveiniiannn, e 6.4
Nova Seotia............ e e aae e 25.8
New Brunswick......... ... iivineiiinnnnnn.. 19.5
QUebet. .. it 163.0
L0117 5 T S 155.4
Manitoba. . o e e 28.1
Saskatchewan........... ... .. . e 28.3
¥ T o - S 29,2
British Columbia...........ccoiiiiiiini i 44.3
Total cost to the federal government......... 500.0

The federal grant would match the expenditure of each
province up to an smount equal to each provinee’s share
of the grant. The grant, whiech would be substituted for
the existing federal grant, would be conditional upon free
treatment being provided for all persons suffering from
venereal disease infections.

FEDERAL AND PROVINCIAL ACTIVITIES

Within the existing division of responsibility between
federal and provincial authorities for venereal disease
centrol, provincial governments carry out the actual
treatment, epidemiological investigation and educdtional
programmes, and the federal government assists prinei-
pally through the provision of grants and consultant
services and the development of educational and research
activities.

FeDERAL AcCTIVITIES

At the First Federal-Provincial Conference of
Venereal Disease Control Directors, August 8-11, 1944,
it wag agreed that the main function of the Federal
Division of Vencreal Disease Control should be to give
leadership in developing -a programme for the reduction
of the menace of venéreal infections in Canada. The
activities of the Federal Division were expanded at the
SBecond Federal-Provincial Conference of Venereal
Disease Control Directors, April 20 and 30, 1946, to
include the following: ‘

(a) Planning, in consultation with the provinces,
adequate control measures on a comprehensive,
effective basis;

(b) Assisting in the carrying out of the plans for the
annual provision and distribution of federal
grants;

(¢) Performing the functions of co-ordination,
integration, standardization, survey and appraisal,
and general exchange of administrative ideas by
consultation with the provinces snd national
agencies and groups; ‘

(d) Providing a consultative professional medical
service; :

(e) Assisting in the provision of lay and professional
information services; and

(f) Encouraging research and improving training
* facilities for proféssional personnel.

Provinerar, AcoTrviTies

There is a separate Division of Venereal Disease
Centrol with personnel employed on a full-time basis in
the Provincial Departments of Health of the Provinces
of New Brunswick, Quebee, Ontario, Manitoba, Sas-
katchewan, Alberta, and British Columbia. There is
no separate Division of Venereal Disease Control in
Prince Edward Island or in Nova Scotia, but in these
provinces the venereal disease work is carried out
directly by personnel of the Provincial Health Depart-
ments on & part-time basis.

All provinces offer the same general type of service,
with slight modifications to suit local conditions. These

- services may be briefly described as follows:

Collection of statistics on the incidence of venereal
disease.



Provision for laboratery diagnosis of venereal
disease at provincially operated or assisted labora-
tories in all provinces.

Maintenance of c¢linics for free treatment and
diagnosis of venereal disease, totalling 90 centres
in all provinces.

Tree distribution of drugs to physiclans for cases
of venereal disease.

Epidemiological investigation of the contacts to
venercal disease cases, as a rule by public health
NUrses.

Case-finding of venereal disease through blood
tests and medical examination of special groups.
Legislation in Prince Edward Island, Manitoba,
Saskatchewan, Alberta and British Columbia pro-
vides for a pre-marital examination for syphilis.

Enforcement of venereal disease control legisla-
tion in cases where patients with communicable
infection refuse to take treatment.

Eduecation of the medical and nursing professions
and the general population regarding venereal disease.
All provinces have educational programmes, carried
out in some instances through co-operation with local
agencies and community groups. The character of
the programmme varies in different provinces. In
British Columbia and Ontario a high school lecture
programme has been developed.

Following the 1946 report of the Manitoba Venereal
Disease Commission, provision was made under the
Public Health Act for the suspension or cancellation of
licences of premises such as dance halls, beer parlours
or tourist camps, which were directly or indirectly contri-
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buting to the spread of venereal disease. Similar
legislation iz already in effect in Nova Scotia.

In British Columbia the Minister of Health and
Welfare has power to make regulations for routine
blood tests by practising physicians ¢f all pregnant
women ¢oming under their ¢are. No such regulations
are yet in effect. In Ontario s recent amendment to the
Public Health Aet provides for medical examinatinng
at the expense of the province for all pregnant women,
and blood tests are included among the procedures
required by regulation.

A consultative service in venereal disease for
physicians is available in Quebec, Ontario, Manitoba,
Alberta, and British Columbia.

MunicipaL, PROGRAMMES

In most Canadian cities venereal disease control
activities are carried on as part of the general public
health programme, with no separate divisions exclusively
responsible for venereal disease work. In Montreal and
Toronto, however, special medical officers have recently
been appointed to supervise municipal venereal disease
control programmes.

COSTS OF VENEREAL DISEASE CONTROL

Total expenditures by Dominion and provincial
governments on venereal dizease control in Canada
during 1944-45 amounted to $856,400, or more than
seven cents per capita. Table 16 shows the distribution
of expenditures by proyinces. No information is avail-
able respecting the extent of municipal expenditures for
venereal disease control.

TABLE 16.—EXPENDITURES' FOR VENEREAL DISEASE CONTROL—FISCAL YEAR 194445

Dominion Payments
Gross
Administra~ Granta to Provinces Expenditures Per
_— tion by Capita
and Cash Value of Provinces® | Expenditurcs
Education grants drugs
$000 2000 $000 2000 §
CANAD A . . it e e et e ey 107-6° 158-7+ 43-5 748-8 Q720
Prince Edward Island. .. ... ..ot i — 13 -3 6-1 <067
NOVE Be0bIR . . v cvve et e ittt e i i —_ 80 2-6 51-8 -085
New Brunawick. ... .. ... ittt i — 81 1-6 19-8 -043
QUEBIEC. .+ oo e et et — 56.7 14-8 214-6 -061
L1037 T g — 45-9 15-9 264-9 | -087
MARIODA . oo oo e — 8-5 2:1 27-3 -037
SaskatehEWAN ., . o v i e e e — 11-6 -5 26-3 -031
7. 8 | : — 8.7 2-0 48-4 -059
British Columbis. . ......... it ianns —_ 8-9 3-7 89-6 -096

i Pased on Dominion and provincial! public aceounts, Public Finance Statistics of the Dominion-Provincial Conference, and reports to the Division

of Venereal Disease Control.

1 Expenditures made in the provincial fiscal years out of provineial revenue sources and Dominion grants, including the value of drugs su]:flied.

3 Administration costs amounted

to 20-0, The remaining 87-6 includes federal expenditurea for education and the 1944-45 grant for o

ucantional

madterials usually made to the provinces which was directed, by agreement with provincial authorities, toward the purchase of filma distributed to the

provinces for use in their edueational work,
¢ Includes 10-0 paid from 194344

nt for educational material, distributed as follows: Prince Edward Island 0-1; Nova Scotia 0-6; New Brunswick

0-4; Quebec 3-9;. Ontario 2-6; Mayito}g)raao-ﬁ; Saskatchewan 0-7; Alberta 0-8; British Golumbia 0-5.
s Baged on Dominion expenditures for rdministration and education, and gross provincial expenditures, which fogether amounted to 856-4.

Bource:
Department of National Health and Welfare,
Dr. B.D.B. Layten, Diroctor of Venereal Diseasa Control.

768085






6. BLINDNESS

Blindness in Canada is primarily a civilian problem,
there being only a comparatively small number of cases
of blindness occasioned by war service. No special
training programme for the blind is carried out by the
Department of Veterans Affairs, but veterans are trained

at the  expense of the Department through special

facilities maintained by the Canadian National Institute
for the Blind. In Qctober 1946 there were 65 veterans
of the Second World War receiving such training, with
38 additional cases pending. One hundred and thirty-
five other cases from the First World War were also
classified by the Institute as having blindness caused by
war service. Because of the arrangements for treat-
ment and pensions provided through the Department of
Veterans Affairs, the veterans' group may be excluded
from a general discussion of the problem of providing
health and related services for those suffering from
blindness. o

Excluding blind war veterans, the number of known
blind in Canada of all ages registered with the Cana-
dian National Institute for the Blind in November,
1944 was 13,133. Apart from these, there is a very large
group with loss of vision in one eye, or with some
progressive type of eye disease, who do not as yet come
within the definition of blindness as stated in the Old
Age Pensions Act, together with some who have not
made their condition known and whose names have not
been brought forward.

Table 17 shows the total number of blind in January,
1943 distributed into age grovps comparable with those
in the Beveridge Report. Some of the discrepancies may
be due to a more stringent definition of blindness used
in England as compared with Canada.

TABLE 17—THE BLIND IN CANADA, JANUARY, 1943,
BY AGE GROUPS -

Per Cent
Per Cent | of Total: "
Age Group Number | of Total: England
Canada | (Beveridge
Report)
1. UnderSyears........... 13 0-1 0-3
2 5to1byears............ 314 2-6 1-9
8. 16to 3% years........... 1,077 16-0 12-5
4. 40to49 years........... 1,44) 11-7 10-2
5. 60to 69 years........... 5,177 41-9 38-8
6. 70 years and over...... 3,422 277 36-3
Total. ........ 12,344" 100-0 100-0

iMales 7,118, Females 5,228,

The definition of blindness is contained in the
Dominion Old Age Pensions Act, and the principles to
be applied in determining eligibility are found in the

76808—5%
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regulations made pursuant to the Act.
the Act states:

“An application for a pension in respect of blind-
ness may be made at any time after the proposed
pensioner has reached the age of thirty-nine years
and nine months.”

In March 1946, 6,945 blind persons aged 40 or over
were receiving pensions in accordance with the Act, The
distribution by provinces is shown in Table 18.

Section 42 of

TABLE 18—DISTRIBUTION OF BLIND PENSIONERS AND
INELIGIBLE APPLICANTS BY PROVINCES,
MARCH 31, 1946,

Pensioners
Ineligible
_ Rate per | Applicants!
Number 1,000
Papulation?
CANADA., ............... 6,945 0-57 2,374
Prince Edward Island....... 119 1-28 40
Nova Scotia............... 664 106 187
New Brunswick............ 737 1.66 636
Quebee ........ooovvvoo,. 2,568 0-71 1,097
Ontario. .........covvvnn.. 1,543 0-38 262
Manitoba. .......... ... 365 0-49 35
Baskatchewan.............. 340 0-40 48
Alberta............ccvunn. 269 0-32 14
British Columbia........... 340 0-35 55

1Tncludes all applicants since the inception of the scheme who
met other requirements, but were not sufficiently blind to quelify.

2 Based on.Dominion Bureau of Statistics population estimate
for 1948.

8Includes « small number of present pensioners who wers
accepted on re-application.

As Table 18 indicates, over two thousand persons
have applied for pensions and met provincial require-
ments regarding age, residence and lack of means, but
were not, sufficiently blind to qualify. In the absence of
treatment, most of them may be expected to reach this
stage within the next few years. Should such a condition
arise, the additional expenditure will be heavy. Although
the blind pensioners come within the provisions of the
Old Age Pensions Act, the financial commitment is in no
way similar, since some of them may receive financial
aid for thirty or forty years. This underlines the need
for adequate prevention and treatment measures.

The frequency with which treatment would prove
beneficial is indicated by the following analysis of 534
applications submitted in the year 1942,
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APPROVED FOR PENSION—356

Number of cases where treatment might restore useful
R%57: T ) WP R 129 or 36%;
No treatment recommended............ ..o 227 or 649,

NOT YET ELIGIBLE—178

Number of cases where treatment would prevent or
delay bHNANess. . ... vvn e s 124 or 70%
No treatment recommended. ......... ..o 54 or 30%

Thus 36 per cent of those awarded pensions were, at
the time of the award, considered curable to the point of
restoring useful vision by treatment. Seventy per cent
of the group not yet eligible could have their blindness
delayed or its possibility removed by proper care.

There is no provision under the Old Age Pensions Act
for giving treatment which may restore sight to blind
persons receiving pensions or those with failing vision
" who may also become public charges. In some provinces

arrangements are made through other agencies to provide
treatment, but the Dominion does not share these costs.

Since there is no uniform policy with respect to treat-
ing blindness, there has been a tendency for pensioners
not to seek treatment, preferring to retain the security
afforded by a pension.

Payment of pensions to the blind is limited by the
Act to those who have reached the age of forty years,
entirely neglecting young persons who with the aid of
treatment might become self-supporting. Experience
has shown that if treatment is not provided until the
blind are past middle life very little can be done from
the standpoint of rehabilitation, largely because of
lessened initiative and vigour. :

The Dominion Council of Health recommended to
the House of Commons Social Security Committee in
1943 that pensions should be linked with treatment and
training and given only when these fail. It also proposed
that the age limit be lowered to twenty-one years or even
less. since the blind or partially sighted have a negligible
or a greatly reduced earning capacity until trained. It
was also suggested that the entire task of prevention,
treatment and training should be placed in the hands
of public health departments, for the development of a
co-ordinated plan, so that no one would become & public
charge because of lack of treatment. Responsibility
for service would not necessarily entail the maintenance
of treatment centres, and actual training and placement
would be carried out by appropriate agencies.

 The high employability of the 1,631 registered blind

between the ages of 20 and 40 years is indicated by the
following figures, compiled in 1943 by the Canadian
National Institute for the Blind.

Blind males, employed. .. ......... ... ... 400
Blind males, partially employed. ............ 468
Blind males, unemployable.................. 153
Blind females, single, employed............-. 150
Blind females, single, partially employed.... .. 230
Blind females, single, unemployable.......... 67
Blind females, married, employed............ 15
Blind females, married, partially employed.... 124
Blind females, married, unemployable........ 24

1,631

Unemployable group includes:
Unemployable, mental.................... 142
Unemployable, other..................... 102

244

Two years later, in June, 1945, the total number
registered between these ages had risen to 1,730. The
Institute stated that it employed 546 of these, and that
132 more were in independent occupations. It planned to
increase the existing number of placement officers and
trained home teachers.

Good work has been dome in many cases through
existing agencies carrying out treatment and rehabili-
tation, but a better integrated programme with special
attention to the “under 40" group, seems essential.

Health departments are already deeply involved in
the prevention of blindness, even though their pro-
grammes are not directed primarily toward that object,
except in the instanee of preventive drops for ophthalmia
neonatorum. . .

]
ProroseEp GRANT FOR BLINDNESS

Health grants proposed at the Dominion-Provincial
Conference, 1945, included an amount to be determined
annually to be made available so that the pension age
for blind persons might be lowered from 40 to 21 years,
and tréatment provided to all who would benefit there-
from. Persons suffering from conditions which might
lead to blindness will also be assisted. Fifty per cent of
the cost is to be borne by the federal government and
50 per cent by the provinces. Current plans also envisage
& general increase in the pension rate for totally depend-
ent, blind persons to $30 a month.

The proposed federal grant would result in the follow-
ing estimated distribution among the provinces:

PROPOSED BLINDNESS GRANT

{thousands of dollars)
. Estimated

Province Grant
Prince Edward Island. ... .. ...t 13-5
NOVA SCOtIR. .o oo vt eriemaemi i 08-0
NewBrunswick..........ccoriiiiiiiieiiann. 109-6
QUEBEC. o e et e 443-7
(01727 L« AP 214.9
Manitoba. .o oo e e i 66-2
Baskatchewan.............. it 54-9
ATBEIb . . vt er et s 416
British Columbig ... o v i ieiaii i iiiinnnreennns 49.6
Total cost to the federal government. .............. 1,002:0

SoURCES:

Department of National Healtﬂ and Welfare: Dr, F. 8, Burke.
Director of Blindness Control.

Department of Veterans Affairs.
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7. CRIPPLED CHILDREN

The Director of Public Health Services of the
Department of National Health and Welfare, in
December, 1944, estimated that there was a total of
50,000 children in Canada suffering from crippling
conditions.

A registration of erippled children carried out by
the Manitoba Department of Health indicates that one
child per thousand population requires treatment for a
crippling condition. In 1944 there were 734 crippled
children in Manitoba for whom remedial action would
bring beneficial results.

A crippled children’s programme for Canada has
been suggested, to comprise a number of services which
may be briefly described as follows:

1. The determination of the extent of the problem
through surveys conducted by provincial departments
and organizations interested in locating crippled
children, particularly those living in rural areas. Im
this respect the establishment of a recording and
reporting system would be of value,

2. The provision of clinies in co-operation with
provincial and municipal officers, doctors, nurses, and
hospitals. For this purpose the provision of free trans-
portation and free appliances would prove of value.

3. The promotion of a campaign to provide for
education of the physically handicapped, including
instruction in the home and in open air camps.

4, Co-operation with schools, training agencies, local
groups and rehabilitation services to provide vocational
training, including funds for transportation, board and
room, equipment and appliances during training.

5. Job placement with the assistance of employment
services, rehabilitation services, training agencies and
employers and local groups. Provision should be made
to arrange for sheltered workshops and for shut-ins.

6. The establishment of a Directory of Services for
Crippled Children listing all orgenizations rendering
service to the crippled, together with a deseription of
such service.

The Canadian Council for Crippied Children was
organized in 1937 to act as a unifying national link
between organizations actively engaged in the care of
crippled children.

There are private agencies responsible for co-
ordinating the work for erippled children in six of the
provinces. At July 1, 1943, there were hospitals in

seven provinces possessing facilities for the treatment
of orthopedic cases, distributed as follows:

Private
Organiza-

tions

Hoapital
Treatment
Facilities

Prince Edward Island . . .............
NovaScotia..............¢connoiinn
New Brunswick...............coo0.

.

-

£

[

1
In-—! Ir—-v—-r—-r—-v—-
BRSSOV R OO

All provincial governments co-operate with the
voluntary organizations in providing for the care and
training of crippled children. Financial arrangements
vary from province to province, New Brunswick and
Alberta having accepted full responsibility for the cost
of treating poliomyelitis cases.

FinaNCIAL AsSSISTANCE FOR CARE oF CRipPLED CHILDREN

Prince Edward Island—The Red Cross Society
assumes finanecial responsibility for indigent cases.

Nova Scotio—A Kenney Treatment Clinic has been
operated by the Health Department since 1942. A
considerable number of erippled children are treated
each year at the Orthopmdic Clinic in connection with
the Children’s Hospital, Halifax,

New Brunswick-—The province has assumed the cost
of hospital treatment for all poliomyelitis patients as of
January 1, 1945,

Quebec—Indigent cases are admitted to hospitals
under the Quebec Public Charities Act.

Ontario—The municipality of residence pays $1.75
per day and the Provincial Government 60 cents per
day for indigent cases. Local scrvice clubs frequently
pay hospitalization charges. The province also makes
an annual grant to the Ontario Society for Crippled
Children.

Manitoba—The Shriners’ Hospital accepts paticnts
free of charge. Others are paid for by provincial and
municipal grants,

Saskatchewan—The municipality of residence and the
Red Cross accept responsibility for indigent cases. The
Winnipeg Shriners Hospital also accepts Saskatchewan

_ patients free of charge.
37
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Alberta—Free treatment in special hospitals is pro-
vided for all persons with poliomyelitis. For children
suffering from other crippling conditions, the province
pays for public charges. Cases admitted to the Junior
Red Cross Crippled Children’s Hospital are paid for by
the Red Cross.

British Columbia—A per diem grant of 70 cents is
paid by the Provincial Government up to 300 days. A
municipal per diem grant is given in ¢ertain instances,
In the Crippled Children's Hospital, payment is main-
tained by Vancouver Welfare Federation. The Queen
Alexandra Solarium at Cobble Hill on Vancouver Island
receives an annual grant of $2,000 from the Provinecial
Government. .

Prorosen GraNT FOR CrIPPLED CHILDREN

The health grants proposed by the Dominion at
the 1945 Conference included a Crippled Children
Grant, not to exceed $500,000 annually. Tt is to assist
the Provincial Governments in preparing an extensive
programme for the prevention of crippling conditions in
children. Allocation is to be on the basis of the popula-
tion as enumerated at the latest census of Canada, or
on such other method of distribution as may be arrived
at by the Federal Government after consultation with
the Dominion Council of Health.

PROPOSED CRIPPLED CHILDREN GRANT

(thousands of dollars)

On the basis of population, the grant would be dis-
tributed among the provinces as follows:

|

i Estimated
Provinece Grant
Prince Edward Ieland...............o...ooovu.... 4.2
NovaBeotin. ... e, 250
NewBrunswick.. ..., 19.8
QUEbEE. ..o i 144 -4
Ontario. .. ..o 164.2
Manitoba. ..o e e 31-6
Baskatchewan.. ... nrinens, 38-8
Alberta. ..o 345
British Columbis.................. . ... .......... 35.4

Y
[3=]
3
[~

House of Commong

SOURCES:

Report of the Advisory Committee on Health Insurance,
Special Committee on Social Security,

Minutes of Proceedings and Evidence.



8. TUBERCULOSIS

Almost thirty thousand Canadians died of tuber-
culosis in the years 1940-1944. It is the seventh cause
of death for all ages, first cause for the age group
between 15 and 45,

Tuberculosis mortality in Canadsa decreased steadily
up to 1940, when it was approximately 75 per cent lower
than it had been in 1900. Aeccurate figures for the earlier
year are not available for Canada as a whole, but on the
basis of a study of deaths recorded for Ontario and
Quebec, the death rate in 1900 appears to have been at
least 200 per 100,000. By 1940 it had fallen to 50°9.

A comparison of tuberculosis death rates in Canada
and certain other eountries is shown in Chart 8. The
Canadian rate is lower than that in England and Wales,
but higher than those of the United States, Australia and
New Zealand. Unlike the United States, but like the
other countries shown, Canada has had an increased
mortality rate since the outbreak of war. Since 1921
the rate in Canada has declined less sharply than that in
the United States.

CHART 8.

DEATH RATES FROM TUBERCULOSIS
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Mortality rates as published by the Dominion
Bureau of Statistics for the years 1929-1944 are shown
in Table 19.

39

TABLE 19.—DEATH RATES PER 100,000 POPULATION
FROM TUBERCULOSIS, BY PROVINCES, 1929-1944

(Sounce: Vital Statisties Branch, Dominion Bureau of Statistics)

Average | Average | Average
—_— 1929-33 | 1934-38 | 193943 1944

CaNADA— ‘

Total deaths. ....... w27 59-6 52-1 479

Indiangt............ 666-9 708-7 685-4 665-6

Exclusive of Indians.. 66-6 53:0 45-6 41-6
Prince Edward Island—

Total deaths........ 016 778 58-9 83-7

Indianst............ 462-7 341-6 351-4 751-9

Exclusive of Indians.. 90-4 771 58-0 61.7
Nova Scotia—

Total deaths. . ...... 100-2 85-3 71.2 58-3

Indianst, . .......... 400.8 381-8 375-3 607-6

Exclusive of Indians. . 99.1 84-2 70-0 66-6
New Brunsuick—

Total deaths, ....... 87-3 78.0 635 51-5

Indianst............ 554-9 488.5 485-9 5374

Exclusive of Indians 85-4 77.2 618 49-4
Quebec—

Total deaths........ 109.4 88-8 80-5 750

Indians. ......-.... 139-1 278-9 326-3 4410

Exclusive of Indians. 109.3 . 88-0 79-4 73-4
Ontario—

Total deaths........ 48-4 36-1 28.3 26-9

Indians!, ........... 431-7 341.5 374.2 407-1

Exelusive of Indians.. 45.2 33-5 25:5 23-8
Manitoba—

Total deaths.,....... 60-8 56-5 49-1 47.5

Indianst. . .......... 026.8 | 1,228-5 | 1,087-3 | 1,129.7

Exclusive of Indians.. 44.9 339 26-8 2356
Saskatchewan—

Total deaths. . ...... 37-0 30.7 28.7 26-4

Indisnst, .. ......... 764-6 7705 764.9 522-7

Exclusive of Indians.. 28-0 20-5 16-9 17-9
Alberta—

Total deaths........ 546 42-8 38-0 35-6

‘Indians!, . .......-.. 1,635-2 { 1,348-6 | 1,202.1 | 1,221.B

Exclusive of Indians, . 32-9 22.7 18:5 17.3
British Columbia—

Total deaths. . ...... 865 75.7 67-7 555

Indiang!. ........... 6988 843-3 765-3 870-2

Exclusive of Indians.. 63-3 50-3 46-3 38-2

1Ineluding half-breeds and mon-ward Indiame.
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TABLE 20.—TUBERCULOSIS MORTALITY RATES BY PROVINCES, 1928 AND 1044

(Source: Vital Statistics Branch, Dominion Bureau of Statistics)

Total Deaths Deaths exclusive of Indianst Deaths of Indianst
(Rate per 100,000 population) | (Rate per 100,000 population) {Rate per 100,000 population)
’ Per cent Per cent Per cent
1928 1944 redue- 1928 1944 reduc- 1928 1944
tion tion Reduetion| Incresse

CANADA,................. 81-0 47-9 40-86 756 411-6 44.07 614.8 €65-6 — 8-26
Prince Edward Island........ 113-6 63-7 43.93 1140 61-7 45-88 * 751-9 t —
Nova Seotia................ 112-2 58-3 48-04 111-1 56-6 49-05 437-9 507-6 — 15-92
New Brunswick,............ 101-7 51-5 49.36 100-2 49.4 50-70 498.1 5374 — 789
Quebec.................... 119-7 75-0 3734 119-5 73-4 38-58 166-8 441.0 - 164-39
Ontario, ...........0000nen 56-4 26-9 52.30 52-9 23-8 55-01 4868 4071 16-37 —
Manitoba. ................. 61-0 47-5 22-13 50-7 23-5 53-65 633-9 | 1,129.7 — 78-21
Saskatchewan............... 44 -8 26-4 4107 35-2 17-9 49-15 837-3 522.7 37-57 —
Alberta, ................... 51-8 35-6 31.27 37-0 17-3 53-24 | 1,123.5 | 1,221-8 — 875
British Columbia............ 100-2 55-6 44.61 751 38.2 49-13 7361 670-2 8-95 —

1Tneluding half-breeds and non-ward Indians,

2No Indian deaths from tuberculosis were reported in Prince Edward Island in 1928,

The inclusion of deaths of half-breeds and non-ward

Indians with Indian deaths in Table 19 is somewhat mis-
leading, because it does not take into aceount the fact
that responsibility for the care of Indians who are wards
of the Dominion rests with the federal government, while
half-breeds and non-ward Indians are cared for as part
of the white population within the provincial systems of
tuberculosis control.. The half-breed deaths are concen-
trated largely in the western provinces.* Their exclusion
has little effect on the white death rate in Saskatchewan
and British Columbia, but in Manitoba and Alberta it
results in a substantially lower rate for white deaths,
The white death rate for 1944 for Alberta, as shown in
Tables 19 and 20, is the lowest in Canada, but if half-
breed deaths were included the rate would become
21-7 as compared with only 18-4 in Saskatchewan.

Death rates were highest in Quebee, the Maritime
Provinces and British Columbia, and lowest in Ontario
and the Prairie Provinces,

Mortality from tuberculosis has decreased in all
provinces, especially in the case of the non-Indian popu-

*In 1944 there were 73 deaths among half-breeds, distributed as
follows: Ontario 1, Manitoba 28, Saskatchewan 5, Alberta 38,
and British Columbia 3. :

lation. However, this reduction has not been uniformly
great in all provinces. Statistics for 1928 and 1944 clearly
indicate the change. Table 20 shows Canadian and
provincial death rates for these years, with the percent-
age of reduction or increase, for the total population,
population excluding Indians, and Indians.

The Indian rates are of interest because little change
has taken place in the general situation. ‘The Indian
death rate has continued to increase in the country as a
whole. Three provinces show some reduction, the most
significant being in Saskatchewan and Ontario, where
the preventive programmes have been in operation
longest, and where Indian deaths have been reduced 38
and 16 per cent respectively. '

Both the actual death rates and the extent to which
they have been reduced in the various provinces appear
to be related to the availability of treatment facilities,
both in terms of sanatorium acecommodation and pro-

~ visions for meeting the costs of care.

SANATORIUM REQUIREMENTS

- The distribution of facilities for the hospitalization
of tuberculous patients, and the extent of care provided

. is shown in Table 21.



41

6861 8g:61 1513 3L LIE'88T 493 L 099 20%'1%3 089 1 I T 1T BlquImon qsMY
mw..m ¥6'€ 298 0% ¥20 671 ¥y G o6E LOF €61 60% g | Tty e P BHQIV
L2 1L 181 1#8 186'608 | 228 v 982 008282 | 9L v | e T UBMOYIYENSey
10-v— 60-¥— oL-¥ 614 e00°£9% 888 8 6%L 023 ¥22 8¥8 8 R BqOYIR
1e-6— ¥e-g—~ | 09-0 g3 TFS261°T | 099°S i 28e‘g 1e6°882°T | 880°€ ¥1 SRR SRR *Couwu)
86-01 96-91 o8-8 |eFl‘e LPZOTT | Fes'e | 8% 269°c | v98‘c86 €06°'c | ¥3 T SRR oaqandy
£9-8 £9-¢ 8F-1 g¥e 009 861 g g ¥ee ¥¥O° 161 0%¢ t Tty e T HITAMSUNI AN
Go-€1 2981 ov- 01 819 692922 969 01 ¥4 0ST'661 269 (1) S oty Py TR0 BAON
£9-2 .m_m.m 55— 8L 0£5°82 08 T 9L 1$9°23 es I Trrrrrrreres TTTrrtrt T DUB(SE PTEMPH 29Ul
sz'9 529 €9-0T ' ot VIS‘EIR'E | S‘TI 03 808'6 T6Y 685°E | 6SFOT & |7 Tt Tt VAVYNVD
uoneded | 4oy | frowduy uotyeindod 8B fyoudey | STPHISOH uonpedod | . op g fosdeg | STEHASCH
owﬁmkm Juaneg pogT uw.m“w; JuenEq past , I0 ] mwﬁga Jueneg Pos ; Hﬁ L
'ed F=a Jequnig He( AYUILN
asearou] qud) 194 i22i] 0%6T

SHI9S11E1Q 1O NBOING UONUIO(] ‘qoUBIg SIHSHTIG [RUOHNIYSU] EIEN0,
S (1 "qousig B 1 S

PE6I NV 0F61 ‘SHONIAQYL Ag SIVLIIJSOH SISOTNOUALNL—1E ATIVL



TABLE 22.—NUMBER OF DEATHS FROM TUBERCULOSIS IN RELATION TO SANATORIUM CAPACITY
AND MINIMUM REQUIREMENTS

White Population Indian Population
Deaths Minimum Deaths Minimum
—_ 5-year Beds | Beds per béds New Beds| 5-year Beds | Beds per Beds New Beds
average | available | death required | required | average |available] death required | required
1840-44 1946 (3 per death) 1940-44 1946 (3 per death)
CANADA, ..~ ....... 5,47 | 11,759 2.3 15,441 3.682: 800 1,150 1.4 2,400 1,250
Prince Edward Island. . 53 156 2.9 159 4 1}
Nova Scotia.......... 389 839 2.2 1,167 328 10 —_ — 63 63
New Brunswick....... 270 898 3-3 810 — 10
Quebec.............. 2,623 3,694 1-4 7,869 4,275 52 — — 156 156
Ontario.............. 956 3,660 3-8 2,808 2 119 35 0-3 357 322
Manitoba. ........... 184 775 4-2 552 —3 169 1914 1.1 507 316
Saskatchewan......... 150 762 5-1 450 — 100 60 0.6 300 240
Alberta. ............. 147 412 2-8 441 205 154 3630 2-4 462 99
British Columbia.,..... 375 664 1-8 1,125 461 185 5017 2.7 555 54

1 Based on the total bed capacity and total number of deaths. It takes into account the fact that a number of provinces have surplus bed capacity

in terms of the standard adopted.

The total new heds for provinces requiring additional accommodation, as shown in this column, is 5,089.

2 In the northern part of the province, where the bed ratio is low, 450 new beds are estimated as required.
1 It is estimated that 100 new beds are required to improve standards of care. _ . . .
4 Includes 75 beds in the new hospital at ’Fhe Pas. It is proposed to enlarge this hospital to include 125 beda for tuberculosia.

5 A total of 100 new beds and 200 replacements is estimated a3 r
¢ Includes new 350-bed hospital at Edmonton, taken over by the

uired.
ominion from the U.8. Army. " While it is not yet fully in use for the treatment
of tuberculous Indians, it is proposed to use it solely for this purpose and its total bed capacit;

ay be deducted from the number of beds required,

m:
7 Includes new hospitals at_Prince_Rupert (100 tuberculosis beds) and Nanaimo (200 bads{. Naraimo.is not yetiproviding treatment.

While it has become increasingly difficult to deter-
mine the number of beds required for an adeguate
tuberculosis treatment programme, three beds per death
is recognized as a minimum standard. Even on this
basis, Canada is short of sanatorium accommedstion to
treat all tubereulous patients who require care. Table
22 compares available beds and standard requirements
for white and Indian groups, and shows the ratio between
beds and deaths. _ .

Table 22 indicates that greatly increased expenditure
is necessary to meet Canadian needs. Relatively greater
increases are required to bring the number of sanatorium
beds up to minimum standards in provinces where
mortality rates are highest. Inereasing the number
beyond the minimum can help to improve standards of
treatment. The fact that Table 22 shows current bed
capacity rather than that existing during the whole
period for which death rates are shown (in Table 19)
makes it impossible to show the effect of adequate
accommodation upon the death rate. However, it is
significant that Saskatchewan, which had the lowest
death rate over the fifteen-year period, has by far the
largest ratio of beds to deaths, in contrast to other
provinces where lack of accommodation is reflected in
high death rates.

In provinces where bed capacity has exceeded the’
minimum over a period of years, it has been possible
virtually to eliminate the waiting period between
diagnosis and admission to the sanatorium, and this in
turn has tended to decrease the extent of tuberculosis.

During 1944 the daily average sanatorium population
in Ontario was 3,272, and there was an average of 956
white and 119 Indian deaths during the period 1940-
1944. In Quebec the average population in tuberculosis
hospitals was 3,149, but deaths in that province averaged
2,623 (white) and 52 (Indian).

The need for increased sanatorium accommodation
may be illustrated by the province of Quebee, where the
average death rate for 1939-1943 was 80-5, the reduction
in non-Indian deaths between 1928 and 1944 was only
39 per cent, and 4,275 sanatorium beds are required.
This contrasts with the situation in Ontario, where the
minimum rate of three beds per death has been obtained,
and where tuberculosis mortality, exclusive of Indiang,
was reduced 55 per cent between 1928 and 1944, Average
rate based on all tuberculosis deaths in Ontario in
1939-1943 was only 28-3.

Further indication of the need for increased treat-
ment facilities is found in the relation between deaths
attributed to tuberculosis and average sanatorium
population. This is shown in Table 23.

TABLE 23.—DEATHS FROM TUBERCULOSIS COMPARED
WITH AVERAGE SANATORIUM POPULATION, 1944

Average Deaths, Daily Average
o 1940-44 Population,
Tubereulosis
White Indian? |Hospitals, 1944
Prince Edward Island..... 53 1 78
Nova Scotia. ............ 389 10 618
New Brunswick.......... 270 10 543
Quebec.............. ... 2,623 52 3,149
Ontario, ................ 956 119 3,272
Manitoba. . ............. 184 169 719
Saskatchewan............ 150 100 847
Alberta................. 147 154 407
British Columbia......... 375 185 788

1 Including hali breeds and non-ward Indians.



The three provinces with the lowest death rates,
Saskatchewan, Alberta and Ontario, all show high
average sanatorium population compared with average
number of deaths, while provinces with high death rates
had a relatively smaller number of sanatorium cases
compared with tuberculosis deaths.

MEETING COSTS OF TREATMENT -

Opportunity to benefit irom sanatorium treatment
for tuberculosis may be limited by provisions for
meeting the costs of care. If there iz no financial
obstacle to hinder admission to the sanatorium the
patient is most likely to receive prompt and adequate
‘treatment, and his opportunities for rehabilitation are
enhanced because his family is not impoverished by
meeting the costs of protracted illness.

There has been a trend towards free treatment of
tuberculosis in Canada, which has increased in impor-
tance as experience has shown such provision to be

‘a decisive factor In the more efficient control of

the disease. Free treatment has been in effect in
Saskatchewan since 1929 and in Alberta since 1935.
These provinces, along with Ontario, have the lowest
tuberculosis death rates in Canada. More recently free
care for tuberculous patients has been provided in
Manitoba (1944), New Brunswick (1945), and Nova
Scotia (1946). : '

COSTS OF TUBERCULOSIS CONTROL

Expenditures on tuberculosis control include those
directed towards prevention and those for actual care
and treatment of patients in sanatoria.

43

It i3 not possible to segregate provincial expendi-
tures on education, diagnostic {acilities, observation
clinics, rehabilitation and after care. These services
are relatively inexpensive and are developing rapidly.

Great assistance has been given by voluntary funds,
guch as the Christmas Seal Fund, in pushing forward
mass X-ray surveys. During the 1945 campaign,
$900,941 was contributed to the Christmas Seal Fund
for the prevention of tuberculosis.*

In 1945, 908,294 people were X-rayed in clinics and
mass surveys.f The discovery of new active cases of
tuberculosis has accentuated the need for increased
treatment facilities,

Expenditures on the care of patients in tuberculosis
hospitals in Canada during 1944 amounted to more than
nine million dollars. These expenditures are shown by
provinces in Table 24, together with an analysis of
sources of funds.

FEDERAL ACTIVITIES

Dominion government activities relating to tuber-
culosis include the maintenance of hospital facilities for
tuberculous veterans and the operation of an extensive
programme for the prevention and treatment of tuber-
culosiz among Indians,

* Contributions to the Fund in the various provinces amounted
to; Prince Edward JIsland, $10,580; Nova Beotia, $28,180;
New Brunswick, $24,122: Quebee, $182,237; Ontario, $313,337;
Manitoba, $60,111; Saskatchewan, $85,787; Alberta, $82,672;
and British Columbia, $94,015.

+ Mass surveys, 548,605,

TABLE 24—EXPENDITURE AND SOURCE OF FUNDS OF TUBERCULOSIS HOSPITALS !, 1944

(SourcE: Institutional Statistics Branch, Dominion Bureau of Statistics, unless otherwise noted)'

(thousands of dollars)
Source of Funds
Total Grants Dominion | Income from | Donations
e Expenditure Total - payments paying and miscel-
Provincial | Municipal | for patients patients lanecus

CANADA....... ettt 9,056 8,725 4,761 1811 906 613 635
Prince Edward Island . . ............. 81 78 48 1 10 18 1
NovaScotial.............covviinnnn 415 415 183 104 77 50 1
New Brunswick.................... 571 549 215 2142 70 25 26
Quebec!. .. ... e 1,732 1,675 6633 6632 59 176 114
Ontario. ......ocovviiinnnenennenn. 3,523 3,320 2,178 21 373 265 . 483
Manitobal, .. ...0i et 520 473 i 3001 27 36 ]
Baskatchewan.............c.c.ueen. 846 R47 287 394 160 4 2
ALDETER . f e e et 421 421 369 — 50 2 _
Britigh Columbia................... 947 9470 717 114 79 a7 —_

1 Excludes hospitals oporated by the Indian ¥ealth Service of the Department of Nationnl Health and Welfare, Tuberculosis treatment eost in
these institutions wos approximately 285 in 194445, Tubetculosis units in general hospitals are also excluded. If they were included, total expenditure

would be inerensed by approximatel

1,650, distributed as follows: Nova Scotia 200, Quebeq 1,320, Manitoba 130. The Manitoba estimate reprasents

expenditure by the sity of Winnipeg for the maintenance of the King Edward Hospital, and may include provincial grants of approximately 20,
1 Part of this amount wa&ruid to the municipalities out of the provincial Tuberculosis Fund (Tobacco Tax).
]

1 Municipal payments m

these payments were made, provides for equal contributions by province and munieip
own in Footnote 1.

hospitals are included in the estimated total {or the province, aa

¢+ Paid in part through the Municipal Commissioner's Jevy. Bee also Footnote 1.

s Tncludes apeoial services, 121.

through the province have been arbitrarily allocated to the municipalities, The Public Charities Act, under which
ality. Munieipal contributions to tuberculosis units in general
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As far as possible veterans are cared for in provincial
sanatoria, but the need for additional accornmodation
for these patients has led to the development of facilities
for the treatment of tuberculosis within the Department
of Veteran Affairs. At the end of July 1946, some 1,200
D.V.A. cases were being cared for in provineial sanatoria,
and an additional 900 cases in departmental hospitals.
Actual beds set up for tuberculosis cases in veterans
hospitals numbered 1,147 at July 31, 1946.

The Indian Health Services Division of the Depart-
ment of National Health and Welfare operates a
programme of tuberculosis prevention along with its
general health programme, provides treatment for
tuberculous Indians in departmental hospitals, and
meets the cost of care of those treated in general
hospitals or sanatoria under private or provincia
auspices. :

Because of the prevalence of tuberculosis among -

Indians, control activities are a major part of the whole
programme undertaken by the division and its field
staff. (See General Public Health section.) As a result
of experiments undertaken over a period of years in
Saskatchewan and Quebec, it has been possible to extend
the use of B.C.G. vacecine for the immunization of Indian
children and, where indicated, adults. Attempts are
being made to develop new methods of administering
the vaceine so that it may be adapted for use among
‘the nomadic Indians of the north.

Expenditures on tuberculosis control activities among
Indians amounted to $574,049 in 1944-45 and $508,681
in 1945-46. This is exelusive of headquarters admin-
istration and hospital care expenditures,

It is not possible to segregate expenditures for tuber-
culosis medical care, but it is probable that a major
part of the $1,133,030 spent on medical care in 1945-46
was -directed toward the treatment of this disease.

. It is estimated that an additional $409,000 was spent
on hospital care of tuberculosis patients in hospitals
administered by the Indian Health Service.

ProrosEp DoMINION (GRANTS FOR TUBERCULOSIS

Health grants proposed at the Dominion-Provincial
Conference in 1945 included a grant to assist the prov-
inces in providing adequate services for the control of
tuberculosis. In the form proposed at the April 1946
meetings of the Conference, a tuberculosis grant of
$3,000,600 annually was to be paid to the provinees,
with a minimum of $25,000 to each province and the
remainder distributed fifty per cent on the basis of
population and fifty per cent according to the average
number of deaths from tuberculosis over the previous
five years. At the end of two years a supplementary
grant of $1,000,000 annually would be made available
for ten years to provincial governments able to make
effective use of it

The grant would be distributed as indicated in the
following table:

PROPOSED TUBERCULOSIS GRANT

(thousands of dollars)
At : At

Province In{roduction | Maximum
Prince Edward Island . . .. ........... 50-4 58.-9
NovaSeotia........................ 190-5 250-
New Brunswick..................... 138-6 | - 182.6
QUebEC. . .. vt 1,050-4 1,419-4
Ontario. . .....ovveiiiiiieecin e 733:5 9885
Manitobg. .. ......coooi e 194-9 256 -4
Saskatchewan. ..................... 192.8 252.8
Alberta. ..ot 191.9 251-4
British Columbia. . ......... ..., ... 257-0 340-0
Total cost to the federal government. 3,000-0 4,000-0

PROVINCIAL ACTIVITIES

The various provinces have different arrangements
for carrying out their programmes of tuberculosis con-
trol. Provisions for meeting the costs of care also vary.
Provincial organization and arrangements for treatment
are summarized briefly in the following:

Prince Edward Island—Treatment of tuberculosis
in Prince Edward Island is centralized in the Provincial
Sanatorium at Charlottetown, operated under the Pro-
vincial Sanatorium Commission but almost entirely fin-
anced by the provincial government. Patients who are
able financially to do so are required to pay for treat-
ment,

Municipalities are not liable for the cost of treat-
ment of indigent residents, the province itself being the
unit for finanecial responsibility. In addition to sana-
torium eare, extramural treatment of indigent tubercu-
lous patients is provided at provincial expense.

A complete X-ray survey of the provinee is now
being made by the Tuberculogis League with the co-
operation of the Department of Health and Welfare
and the Sanatoriuma Commission. Voluntary funds.
contributed during the Christmas seal campaign are
utilized for these mass X-rays and the extension of
nursing services.

Nova Scotia—The Province of Nova Scotia owns
and operates the Nova Scotia Sanatorium at Kentville
and the Roseway Hospital at Shelburne. Seven of the
Provincial Public Hospitals have units for the treat-
ment of persons suffering from tuberculosis and Halifax
City operates a Tuberculosis Hospital.

On July 1, 1946, free institutional treatment becéame
effective. The Province pays for all cases admitted and
no charge is made either to the patient or to the muni-
cipality. Certain stipulated per diem rates are paid for
the treatment of patients to the hospitals not operated
by the province.

Christmas Seal contributionz are used to assist in
the development of community services, and for mass
X-rays.

New  Brunswick—The provincial government
agsumed full responsibility for the cost of care and
treatment of tuberculous patients in New Brunswick



from January 1, 1045, so that free care is available 1o
all patients and the municipalities are relieved of fin-
ancial obligation. The province operates the Jordan
Memorial Sanatorium and there are four other sana-
toria in the province, one of which is operated by the
municipality of the City and County of Saint John.
New hospitals acquired from the armed forces during
1946 have increased available accommodation by 350
beds.

Christmas Seal funds are utilized chiefly for nursing
services and the extension of X-ray diagnosis.

Quebec—The Department of Health is responsible
for the Quebec tuberculosis prevention programme and
for the administration of grants to sanatoria.

Tuberculosis prevention is carried out through pro-
vineial and local health ageneies, provincial grants being
made for educational activities, diagnosis and special
measures for the protection of children in large cities.
Treatment for tuberculous patients is given in hospitals
operated under private auspices. Patients who can pay
for treatment are required to do so, but upon proof of
poverty by the patient, public contributions are made
towards the cost of care. Approved sanatoria receive
these grants through the Public Charities Fund, one-
third of the total cost of the care of needy persons
being met by the province, one-third by the muni-
cipality where the patient is domieiled and one-third
by the sanatorium itself.

Crants vary with the institution and the type of
care given. Large hospitals receive a per patient per
diem rate of $3 or $4.50 (for a maximum of 50 days)
for patients requiring thoracic surgery. Smaller hos-
pitals receive grants of $2.01 per dey for each public
ward patient.

In 1946 an extensive building programme was
announced, $10,000,000 to be spent within four years
on treatment facilities .for tuberculous patients. An
advisory board was constituted to promote tuberculosis
control  measures, and provision was made for the
appointment of a Director-General.

Voluntary funds support mass surveys in Montreal,
supplement provincial funds used for this purpose in
other. parts of the province, and maintain a variety of
miscellaneous activities directed toward tuberculosis
control.

Ontario—Tuberculosis control activities in Ontario
are carried out-through provineial and local preventive
programmes and through hospitalization in sanatoria
administered by private or municipal authorities under
the supervision of the Division of Tuberculosis Preven-
tion of the Provincial Health Department.

Persons who are able to pay for sanatorium care arce
expected to do so but municipalities are no longer liable
in cases of indigency. The province pays for the main-
tenance of all patients in sanatoria at a per diem rate
ranging from $2.10 to $2.85, depending on the nature
and quality of the services rendered by the sanatorium.

.The province has made provision for compulsory
treatment of tuberculosis, and developed an after-care
programme for which municipalities are responsible,
Educational activities and the extension of diagnostic
facilities are carried out through the provinecial Division
of Tuberculosis Prevention and local boards of health.
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Christmas Seal funds are directed toward clinic
service and community mass X-rays, which are made

in co-operation with the Provincinl Department of
Health.

Manitoba—Legislation was cnacted in Manitoba in
1944 for the co-ordination of diagnosis, prevention and
treatment of tuberculosis under a provincial Commis-
sion. No director has yet been appointed, however,
and the actual work of administering grants is carried
out by the Manitoba Sanatorium Board, which also
operates the Ninette Sanatorium and the Central Tuber-
culosis Clinic.

Patients with tuberculosis in Manitoba are provided
with treatment free of charge. :

Cities pay a per patient per diem rate of $1.80
while other municipalities are charged, not on the basis
of care given to their residents, but as a group, through
the equalized Municipal Commissioner’s levy. This
portion of the levy amounts to not more than $175,000
annually. Costs for patients from unorganized muni-
cipalities are met by the provinee, which also makes a
statutory grant of 50 cents per diem for all patients in
sanatoria.

Christmas Seal funds support travelling clinics and
mass X-ray surveys.

Saskatchewan—The treatment of all patients with
tuberculosis who are residents of Saskatchewan is under
the direction of the Anti-Tuberculosis League. This
organization, supported by both provincial and muni-
cipal governments, operates sanatoria and clinics, and
carries out a tuberculosis prevention programme.

The province makes a contribution of $1.00 per
diem per patient to sanatoria operated by the Leaguc
and to approved hospitals. The cost of maintenance
apart from the provincial contribution is divided be-
tween the urban and rural municipalities on a pro-
lateral basis of equalized assessment. The present
apportionment is on the basis of 40 per cent to urban
and 60 per cent to rural municipalitics.

Extensive experiments with the use of B.C.G. vaccine
have been carried out in Saskatchewan. Demonstration
of the efficacy of this procedure in Saskatchewan has led
to the development of an immunization programme for
Indians carried out jointly by provincial and Dominion
authorities.

Voluntary funds expended through the Anti-Tuber-
culosis League support all clinics and mass X-ray sur-
veys in the province,

Alberta—The prevention of tuberculosis and the
treatment of patients is the direct responsibility of the
provincial government. All persons establishing a resi-
dent status receive free diagnosis and those suffering
from infectious tuberculosizs are given free hospitaliza-
tion and treatment. If such patients are cared for in
hospitals other than those operated by the provincial
government, they receive a per diem contract payment
of $3.00.

When other cases of tuberculosis are admitted to
approved hospitals, the province makes a grant of 45
cents per patient per day.

Voluntary contributions to the Christmag Seal Fund

-are utilized for the purchase of equipment, the organ-

ization of mass surveys and for nursing service supple-
mentary to that provided by the regular public health
nursing programme,
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British Columbia—Central confrol and unification
of all facilities are made effective in British Columbia
through the Division of Tuberculosis Contrel of the
-Department of Health and Welfare, which is responsible
for provincial sanatoria and for related programmes of
prevention and rehabilitation.

Public assistance plans in the provinee have been
extended to provide special allowances to maintain the
dependents of persons being treated for tuberculosis.

Toster-home and after care programmes are facili-
tated by use of the generalized provincial welfare field
service, i

Persons who can pay for eare in tuberculosis institu-
tions are required to do so, the rate being $3.00 a day.

Municipalities pay 80 cents a day, or an approved
fixed grant, for indigent residents given sanatorium care,

and all other provincial sanatorium costs are met by the
province,

‘A per diem rate of $1.25 is paid by the provinee for
each patient treated in a public hospital, irrespective of
the number of days’ treatment in any year. The
municipal obligation to public hospitals for the eare of
tuberculous pationts must not exceed 70 cents per day.

Christmas Seal funds are used to buy mass survey
equipment and for educational work,

SourcEs: )
Canadian Tuberculogis Association, Dr. G. J. Wherrett,
Secretary.
Provincial Departments of Health,
Department of National Health and Welfare: Dr.
Moore, Chief, Indian Health Services Division.

Department of Veterans Affairs: Dr. H. A. Procter, Treatment
Branch,

Percy



9. MENTAL HEALTH

The wide field of mental illness constitutes the largest
special medical and hospital problem in Canada.
Psychiatry has expanded tremendously within recent
years.

Problems of mental health and ill health begin in
the early years of childhood and continue in the school
where cases of retarded mental development are often

first recognized and perhaps reversible symptoms of

actual mental illness are also observed. Later, in
industry, success or failure may be as much a question
of mental stability as of physical fitness. An unfor-
tunate distinction has developed between these two
phases of health, with sinister implications for -the
patient suffering from “mental illness”, but there is a
growing recognition that treatment and prevention must
be prepared to give full consideration to mental as well
as to the physical aspects of personal and eommunity
health.

Mental hygiene programmes involve the application
of preventive principles to illnesses and difficulties of
early childhood and of school children, to industrial
disabilities relating to fatigue, friction and general ineffi-
ciency, and to the psychological mspects of disturbed
home and family relationships. Treatment involves the
application of any possible corrective measures for all
such conditions. Most of these problems are matters
goncerning the mental health and stability of the
individual and of the community. They need treatment
like other disabilities, but do not require hospitalization
at all. They are problems of the increasingly important
field of preventive medicine in its broader interpretation.

Mental Disorders—Neuroses, often called “nervous”
conditions, are mental disorders which are very numerous
among children and adults. Most cases can be treated
at home or by office practice. If hospitalization is
needed, most of these eases can be cared for in general
hospitals, very few requiring mental hospital care.

Cases of psychosis or “insanity” comprise the largest
group requiring hospitalization. During the ineipient
stages intensive treatment at home, by & mental health
clinic, or in a psychiatric ward in a general hospital may
prevent acute symptoms and lead to recovery.

Where such treatment is unsuccessful mental hospital
facilities are necessary, standard requirement being
hospital accommodation for four persons in every
thousand of the general population.

The Epilepsies—Fpileptic persons constitute about
250 to 400 per 100,000 of the population, most of whom
can be treated at home or by office practice. Severe
cases require special hospital facilities at the rate of 25
beds per 100,000 of the general population.

Mental Defect—Mentally defective persons consti-
tute 1,000 to 1,500 per 100,000 of the general population,
but only 100 to 150 require special institutions for train-
ing, treatment and care. The great majority can be
cared for at home and trained in auxiliary classes of the
school system.
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Addiction to Alcohol and Narcotic Drugs—
Habituate cases, comprising the smallest group of
psychopathie states, represent a distinet problem in
treatment. Addictions are closely related to mental
disorders, hut involve special equipment and treatment
facilities,

PREVENTION AND TREATMENT

Trained personnel and adequate facilities are
essential requirements in the development of prevention
and treatment phases of a comprehensive mental hygiene
programme.

PERSONNEL

Until recently, nearly all the care of the mentally
ill has been on the treatment side, but it is well
recognized that in the future adequate personnel must
be provided to deal with both preventive and curative
aspects of mental illness,

To develop personnel qualified to deal with mental
health needs, special training is necessary for workers
in several related fields. Curricula in medical schools
may need to be amplified if students are to he qualified
in preventive psychiatry as in preventive medicine
generally, and opportunities sre required for physicians
in practice to obtain training and experience in the field.

Training in mental hygiene for undergraduates and
graduates in the allied services—nursing, social service,
occupational therapy and education—would qualify
workers in these. fields for effective participation in
different phases of comprehensive mental health
programmes.

FacmaTms

In addition to the out-patient services of general
hospitals and the treatment given in mental institutions,
which have been the principal means of dealing with
psychiatric disorders, additional facilities are necessary
to meet special needs. These include:

Mental health clinics—These clinics are required
for consultation and treatment, particularly of less
severe or incipient conditions. One such clinic can
serve approximately 200,000 people in urban areas
or 100,000 in rural districts.

Psychiatric wards in general hospitels—The
realization that the mentally sick are really sick
people who may need very complete examinations
and consultations for diagnosis and adequate treat-
ment calls for the establishment of properly equipped
wards in all general hospitals of fifty beds or more
(and at least one or more properly equipped rooms
in smaller hospitals). Such a ward would be for
ghort treatment only: prolonged illnesses would be
cared for in mental institutions.
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TABLE 26.—INCREASE IN NUMBER OF MENTAL HOSPITAL PATIENTS, 1034 TO 1944

(Source: Institutional Statisties Branch, Dominion Bureau of Statisties)

Number of Resident Patients Resident Patients per 100,000 Population
—_— At At Per At At Per
December | December | Increase cent, December | December | Increase cent
31,1934 | 31, 1944 increase | 31, 1934 { 31, 1944 increase

CANADA. ...t 36,511 47,2719 10,708 29-28 336 355 59 17.56
Prince Edward Island. . .. .............. 256 274 19 7-45 286 am 15 5-24
NovaSeotin,.........ccvviiiiverrnnnes 1,932 2,236 304 15-73 367 365 —_ —_
New Brunawick........................ 929 1,285 3566 38-32 218 278 60 - 27.52
Qliebec ............................... 10,416 14,074 3,668 | 35-12 342 402 60 17-54
ONBATIO .+« e v e e e e e 12,473 | 15,140 2,667 21-38 348 382 34 9.77
Manitoba........... ... ... .. . ..., 2,496 3,024 - 828 21:15 339 413 74 21-83
Saskatehewan...............cooiiiii 2,800 4,169 1,369 48-89 288 493 205 71-18
Alberta. ... e, 2,133 3,069 936 43-88 275 375 100 36-36
British Columbia......................- 3,137 4,008 871 27-77 429 430 S | Q-23

Hospitals for the Elderly Mentally INI—It is
important that elderly persons, who constitute an
increasingly large proportion of citizens, receive the
medieal attention necessary for their welfare.
People above the age of sixty now comprise more
than 20 per cent of the admissions to mental
hospitals, adding definitely to the conditions of
overcrowding. Hospitals for elderly people should
be suitably staffed and equipped to care for all
types of illness common to advancing years, includ-
ing mental illness.

Family Care for Mentally Sick Persons—Under
the family care system selected patients are placed
in approved homes in a community within con-
venient access to the hospital, where the patient
can be cared for with a minimum of supervision
and lead as active a life as possible.

The boarding-cut system provides the most suit-
able form of treatment for many patients, relieves
institutional overcrowding, and reduces the need for
new construction.

MENTAL HYGIENE SERVICES

Mental hygiene services in Canada are administered
by provineial and local health and welfare departments,
actual treatment being ecarried out in 59 mental
institutions.

These include: 32 hdgpitals for the mentally ill, in
all provinces; five provineial training schools for mental
defectives, in Nova Scotia, Quebee, Ontario, Manitoba
and Alberta; two psychiatric hospitals, in Toronto and
Winnipeg; fifteen local institutions, all in Nova Scotia;
two hospitals for veterans, operated by the Dominion
Government, and three private sanitaria.

The number of patients under treatment in these
institutions has risen sharply in recent years. This is
shown in Table 25, which compares the number of

patients in 1935 with that in 1944, according to mental
status.

The increase in the numbers of hospitalized cases of
mental illness’” has been more rapid than population
growth. In all provineces, the proportion which such
patients bear to the general population showed an
increase between December 31, 1934 and the same date
in 1944. This is indicated in Table 26. :

The striking increase is regarded as due to a variety
of factors, including the ageing of the general population
so that the older groups with higher psychotic incidence
are relatively larger, the extension of diagnostie facilities
leading to the recognition of milder cases of mental ill-
ness, the growing tendency to hospitalization, and an
apparent increase in mental illness in comparizon with
population growth. :

The wide differences between provinces may be
attributed to variation in all these factors, age distribu- |
tion having particular importance in the prairie prov-
inces. Changesin the extent of opportunities for hospital
care are reflected in Table 27. Comparison of Tables
26 and 27 indicates that the increase in hospital facilities
between 1935 and 1944 was not sufficient to overcome
the initial deficiency and keep pace with changing needs.

OVERCROWDING AND INSTITUTIONAL
REQUIREMENTS

Most Canadian mental hospitals are overcrowded,
average patient population exceeding normal bed eapa-
city in all provinces exeept Prince Edward Island and
Nova Beotia. As indicated in Table 28, this does not
necessarily mean that existing bed accommodation is
adequate in these provineces. The extent of over-
crowding, as indicated by excess of patient population
over normal -capacity, is shown in Table 27 which
also indicates the increase in hospital accommodation
between 1935 and 1944,
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TABLE 27.—BED CAPACITY OF MENTAL INSTITUTIONS, 1685 AND 1944, AND PATIENT POPULATION, 1944
(Sounce: Institutional Statistics Branch, Dominion Bureau of Statistics)

T Per Cent
Normal Normal Average Excess of
. Bed Bed Per Cent Daily Patient | Average Daily
_ Capacity Capsacity Increase Population, Population
1035 1944 1944 Over Bed
Capacity, 1944
CANADA . e e 35,987 42,500 18-10 47 ,498 11.76
Prince Edward Tsland...............ooviinneennn... 275 275 — 274 —
Nova 800t . ..o 2,120 2,546 20.09 2,278 —
New Brunswick . .......................ccoiiunnn.. 800 1,150 27.78 1,252 | 887
Quebec. ... e 10,383 13,150 26-65 14,115 7:34
L0117 ¢ s T 12,777 14,497 13-46 15,330 5-75
Manitoba............. 2,492 2,578 3-45 3,023 17-26
Baskatchewan.. ... ... ... ... ... .. . .. .. 0 . 2,550 2,970 16-47 4,156 39-93
Alberts. ... ..o e e 2,035 2,873 41-18 3,090 7-55
British Columbia. .......oiiiiiiiiiii it 2,456 2,461 -24 3,980 61-72

Overcrowding of mental hospitals varies in extent

from province te provinee, British Columbia,. which

shows the highest degree of overcrowding, had the

smallest increase in accommodation between 1935 and
1944, Saskatchewan, where overcrowding was second
highest, had the greatest increase in hospitalized mental

illness. Substantial increasce in hospital accommeoda-

tion in Quebec, Ontario and Alberta are reflected by
less overcrowding,

Comparison of the number of beds available and the
average patient population indicates only the extent of

existing accommodation in terms of the number of
persons actually receiving hospital care.

The adequacy of existing facilities may also be

measured in relation to standard requirements based
on population,

Table 28 provides the data for com-

paring Canadian institutional accommodation with the
standards which have been deseribed on page 47,

Shortage of facilities for the training of mental
defectives is greater than that for the treatment of the

mentally ill.

It is possible that this might not be the
cage if a distinction could be made between facilities

TABLE 28.—CANADIAN FACILITIES AND REQUIREMENTS IN RELATION TO STANDARDS FOR
MENTAL INSTITUTIONS, 1944

(SBource: Institutional Statistics Branch, Dominion Buresu of Statistics)

Hospitals for the Mentally Ill and Epileptic| = Schools for the Mentally Defective
Estimated Beds ‘Beds Total
Popula- Required: Required: New
—_— tion Standard | Normal Bed | New Beds Standard | Normal Bed | New Beds Beds
(thousands) 425 per Capacity Required 125 per Capacity Required Required
100,000 100,000
Population Population
CANADA............. 11,958 50,822 39,522 11,300 14,948 4,828 10,12¢ 21,420
Prince Edward Island. .. 91 a87 275 112 114 — 114 226
Novs Scotia. .......... 612 2,601 2,391 210 765 155 610 820
New Brunswick........ 462 1,964 1,150 814 578 — 578 1,392
Quebec............... 3,500 | 14,875 12,200 2,675 4,375 9501 3,425 6,100
Ontario. .............. 3,965 16,851 13,8972 2,954 4,956 2,450% 2,506 5,460
Manitoba............. 732 3,111 2,038 | 1,073 915 540 375 1,448
Saskatchewan......... 846 3,596 2,970 626 1,058 — 1,058 1,884
Alberta............... 818 3,476 2,501 885 1,022 282 740 1,625
British Columbia....... 932 3,961 2,010 1,951 1,165 4514 714 2,665

! Includes 450 beds formerly Ecole la Jemmerais at Mastal and 500 beds in the St. Jear de

will be transferred to the new 1,000-bed institution for mental defectives at Montreal when it is completed in 1947,

2 This includes the 1,850-bed Ontario Hospital at 8¢, Thomas, which was leased to the Do

training centre. . . 3
$ Includes 250 beds used for treatment of mental defectives at the Ontario Hospital, Cobourg.

4 Estimate based on the number of mental defectives in the British Columbia system of mental hospitals. The unit at New Westminster provides

training facilities for these patients. There were 625 mental defectives receiving treatment in August 1946,

 Dieu Hospital at Gamelin. This latter group of patients

minion government from 1930 to 1945 for use as an R.C.A.F.
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TABLE 29.—RESIDENT AND NON-RESIDENT PATIENTS UNDER CARE OF CANADIAN MENTAL INSTIT‘UTIONS,
DECEMBER 31, 1944

(Sounce: Institutional Statistics Branch, Dominion Bureau of Statistics)

In Hospital Boarding Qut On Parole
o Total
Number Per Cent Number Per Cent Number Per Cent
CANADA. ..o i 51,776 47,279 - 91.31 529 1.02 3,98 7-66
Prince Edward Igland............... 274 274 100.00 —_ — —_ —
NovaSeotin.,.................0.. .. © 2,322 2,236 9630 —_— —_ 86 370
New Brunswick, .........covviiunnn 1,708 1,285 75-23 — — 423 24.77
Quebee, .%o e 16,019 14,074 87-86 - - 1,045 12-14
Ontario....................... ..., 16,822 15,140 9000 519 3-09 1,163 6-91
Manitoba.......................... 3,157 3,024 9579 10 -32 123 3-89
Sagkatchewan...................... 4,169 4,169 10000 — — — —
Alberta. . ..o 3,115 3,069 98.52 — —_ 48 1-48
British Columbia................... 4,190 4,008 95-66 | — —_— 182 4-34

for custodial care only and those for actual psychiatric
treatment of the mentally ill.

Minimum standards for mental hospital accommoda-
tion include not only a specified number of beds in
relation to the population, but also facilities and equip-
ment necessary for care and treatment of patients. To
build & properly constructed and equipped hospital to
accommodate 1,000 to 2,000 patients would cost from
$2,500 to $4,000 per bed. Additions to existing institu-
tions could be built in most cases for $1,500 to $2,000
per bed.

Family care of mentally sick persons can obviate
the heavy capital outlay and maintenance charges for
many patients which would have to be undertaken if all
the mentally ill were to be treated in institutions. The
actual cost of patients in institutions varies in individual

provincez, but is ordinarily
family care.

greater than the costs of

Two provinces, Ontario and Manitoba, have initiated

programmes of family care for mentally sick persons in
supervised boarding homes. All the provinces except
Saskatchewan and Prince Edward Island have parole
systerns in effect, New Brunswick, Quebec and Ontario

having the highest proportions of paroled patients.
Table 29 shows the proportion of resident and non-
resident patients under care of Canadian mental

institutions,

COSTS OF TREATMENT

Expenditures of Canadian mental institutions in the
various provinces in 1944 are shown in Table 30 together

with an analysis of sources of funds,

TABLE 30.—EXPENDITURE AND SOURCE OF FUNDS OF MENTAL INSTITUTIONS, 1944
(SBourcr: Institutional Statistics Branch, Dominion Bureau of Statisties, unless otherwise noted)

(thousands of dollars)
Total Expenditure Source of Funds
—_— Dominion | Income’
Mainte- | Capital Total Provinee | Mu.m.cl- payments fro.m Other
nance | and Other palities for paying
patients | patients
CANADA, ... .. i iieeeei e 19,863 2,340 22,189 12,460 1,770 3,564 3,139 1;?56
Prince Edward Island................... 169 -— 169 138 —_ — 24 7
NovaScotia.. ..o irienirrrreeenn-n 776 23 802 256 447 5 67 28
New Brunswick........................ 481 | - 7 481 185 230 - 63 3
Quebec. ....... e e 5,498 1,522 8,953 2,60M T3 2,185 829 599
Ontario. . ...t 7,209 598! 7,855 4,707 260 1,220 1,280 379
Manitoba. . ... i e 1,147 7 1,154 864 88 a7 123 42
Bagkatchewan. . ............... .. 0L 1,666 103 1,769 1,404 —_ — 204 161
Alberta.........oiiiiiiiii i i 1,183 80 1,265 954 12 17 247 35
British Columbia....................... 1,734 —_ 1,741 1,346 —_— 100 293 2

- Adjusted on the basis of informatioa in provineial Public Accounts.
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Saskatchewan is the only province providing free
treatment for patients suffering from mental illness, the
provincial programme of free care to residents having
been initiated there January 1, 1945, In all other prov-
inces, those who can pay for care are required to do so,
the cost for indigent patients being shared in some
instances between the provincial and the municipal
authority.

In British Columbia, Manitoba, Prince Edward
Island and Quebec, as well as in Saskatchewan, muni-
cipalities make no contributions towards mental hospital
costs. Provincial assumption of what were formerly
municipal costs in Quebec was made effective at the
beginning of 1945,

FEDERAL ACTIVITIES

Activities of the Dominion government in the field
of mental health include the programme of research and
education being developed by the Division of Mental
Health established in 1945 as part of the Department
of National Health and Welfare, and the actual opera-
tion of two mental hospitals by the Department of
Veterans Affairs. Other veterans requiring psychiatric
care are treated in provincial institutions at the expense
of the Dominion government. At August 1, 1946, there
were 1,264 mental hospital beds in these two D.V.A.
hospitals, 1,108 patients being given care. An addi-
tional 492 patients were being cared for in provincial
mental institutions at the expense of the government.

Indian and Eskimo patients are also treated in
provineial institutions at the expense of the Dominion
government. In 1945 there were 194 such patients given
55,600 days’ care in 22 mental hospitals.

Where arrangements can be made with provineial
authorities, persons who become mentally ill while
serving sentences in federal penitentiaries are cared for
in provincial mental hospitals. In 1944-45, there were
54 such convicts on the register of federal prisons.

ProrosEp GraNTS FOR MENTAL HBALTH

Health grants to be paid to the provinces by the
Dominion according to proposals made at the Dominion-
Provincial Conference in April, 1946, included a mental
health grant of $4,000,000 to be paid annually, with a
minimum of $25,000 to each province and the remainder
distributed aecording to population. This total grant
would be increased to $5,000,000 at the end of two years,
$6,000,000 at the end of four years and $7,000,000 at the
end of six years, if the provincial governments demon-
strated they could make effective use of such amounts.
The supplementary grant was to be distributed on the
basis of population.

Ten years after its introduction the Mental Health
Grant and the supplementary grant are to be reviewed
by the Governor in Council, in consultation with the
Dominion Council of Health, with a view to determining
the adequacy of the grant in the light of conditions at
that time. :

The following table, which indicates the amount of
the proposed mental health grants, shows the maximum
grant payable when the grants are introduced and when
the full supplementary grants are in effect.

PROPOSED MENTAL HEALTH GRANT
(thousands of dollars)

At At
Province Introduction | Maximum

Prince Edward Island............... 56-3 81.2
Nova Scotig......c.coovivunnnnn.. 214-9 . 365-8
New Brunswick..................... 175-2 294-6
Quebet. ..., 1,119-8 1,989-8
Ontario........coovviiiinanen,. 1,269-6 2,258-7
Manitoba.........oo oo 264-7 455-2
Sagkatchewan.,..................... 3191 552-8
Alberta...........ccoiiiiiinn 286-6 494 -5
British Columbia................... 293-8 507-4

Total cost to the federal government/| 4,000-0 7,000.-0

The grants are to be conditional upon free treatment
being provided for all persons suffering from metal illness
and for mental defectives.

PROVINCIAL ACTIVITIES

Mental hygiene programmes vary from province to
province, as do provisions for meeting the costs of care,
Provincial organization and arrangements for treatment
are summarized briefly in the following:

Prince Edward Island—Mental hygiene services are
made available to the people of Prince Edward Island
through the treatment facilities for the mentally ill
provided at the Falconwood Hospital in Charlottetown.
This is a provincial institution, operated along with the
provincial infirmary.

Persons reeelving mental hosgpital treatment are
required to pay if they are financially able to do so, and
the balance of the cost is met by the province. Muniei-
palities have no financial responsibility in connection
with the treatment of indigent patients.

- Nova Scotiu—Nova Scotia has a mental hospital and
a school for mental defectives operated by the Province
and fifteen loeal institutions providing custodial care.
The latter account for three-quarters of the nominal
capacity of the Nova Scotia mental institutions.

A charge is made in all institutions for all who are
financially able to pay. In the case of those admitted
to the Nova Scotia Hospital who do not pay, a charge of
nine dollars a week is levied on their municipalities of
settlement and all deficits are absorbed by the Province.
For each person cared for in the training school the
municipality of settlement is charged $200.00 a year and
the balance of cost is absorbed by the Province. Local
institutions are maintained wholly at municipal expense.

In addition to the Nova Scotia Hospital and the
Nova Scotia Training School, each of which is operated
by the Province, there is a Provincial Psychiatrist
attached to the Department of Public Welfare.

A mental health programme is carried out in the City
of Halifax through the facilities of the Dalhousie Health
Centre.

New Brunswick—Treatment for the mentally ill in .
New Brunswick is provided in the Provincial Hospital
at Fairville. Payment is required on behalf of patients



where finaneial circumstances warrant it, municipal
authorities contributing $2 weekly toward the costs of
treatment for indigent residents. All other costs are
met by the provincial government, which has full
administrative responsibility. A small number of low
grade mental defectives are given custodial care in
the Provincial Hospital. No training programme for
Mental Defectives is in operation.

Quebec—There are six mental hospitals and a school
for mental defectives in the Provinece of Quebec, as well
as a Dominion government hospital for veterans and a
private institution for the mentally ill. Special treat-
ment for insane criminals is provided in the hospital at
Bordeaux.

Special treatment facilities for the mentally defec-
tive are available in the mental hospitals at Mastai
and Gamelin. A special 1,000-bed institution for mental
defectives is to be constructed in Montreal in 1947, and
500 patients transferred to it from the St. Jean de Dieu
hospital at Gamelin.

The government of Quebec assumed responsibility
for the maintenance of indigent patients in provincially
supported mental hospitals from January 1, 1945, Previ-
ously, the municipality of domicile was respons:ble for
half these costs. Maintenance charges are collected from
persons legally responsible for patients, and in a posi-
tion to pay for treatment,

Extensive mental health and psychlatnc programmes
are carried out locally in the province, notably in the
city of Montreal, under private and university auspices.

Ontario—The Hospitals Branch of the Ontario
Health Department administers twelve mental hospitals,
& hospital for epileptics, a hospital school for mental
defectives, and under special arrangements, a psychiatrie
hospital in the city of Torento.

Travelling clinics for diagnosis and out-patient
treatment are operated by the Branch, which also co-
operates with munieipal authorities in the development
of local mental hygiene programmes.

Where the family or the patient can afford to pay,
they are charged for treatment. Otherwise, the cost is
met by the province.

Municipalities contribute 10 cents a day for indigent
patients, up to the amount payable to them by the
province under the statutory provision for the distribu-
tion of the provincial railway tax. For indigent patients
in the provineial hospital for epileptics, municipalities
pay 50 cents a day. Toronto and York Township, and
in certain casges other municipalities may send patients
to the Toronto Psychiatric Hospital, municipal liability
for costs being limited to ten days for each patient at
$1.50 a day.

The Dominion government operates a mental hos-
pltal for veterans in the Province of Ontario, and there
is one private hospital giving treatment to the mentally
ill.

Manitoba—The Province of Manitoba operates two
mental hospitals, a school for mental defectives and,
under special arrangement, a psyvehopathic hospital in
Winnipeg. The province provides all facilities for care,
no charge being made against the municipalities. From
inidividuals who can afford to pay, the province collects
from 50 cents to the full rate of $1.25 a day, the charge
being fixed in relation to ability to pay.

Diagnostic clinics and out-patient treatment facil-
ities are provided in Winnipeg and Brandon through the
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provineial service, which also co-operates with municipal
authorities in the development of their mental hyglene
programmes,

Saskatchewan--The Province of Saskatchewan
through its Department of Hesalth, operates two hos-
pitals for the mentally ill, and has psychopathic hospital
serviees through a special arrangement with the Regina
General Hospital.

The Department has also established a School for
Mental Defectives at Weyburn, and has planned the
development of a training programme for this class of
patients,

Subject to certain minor limitations, persons fulfill-
ing residence requirements are entitled to care and

. treatment at the expense of the province. No charge
-1 made either to the patient or to the municipality from

which he comes.

Alberta—The Alberta Department of Public Health
administers two provincial mental hospitals, two
auxiliary hospitals, and a training school for mental
defectives as well as a comprehensive mental hygiene

programme including preventive service, diagnostic
facilities, family care for the mentally il and
rehabilitation.

Guidance clinics have also been developed as part of
the mental hygiene programme.

Where relatives are in a position to pay for treat-
ment of a patient, the province makes a charge of §1
8 day for care in mental hospitals, There is no muni-
cipal responsibility for treatment of indigent patients.

The Department of Public Health makes a charge
of $15 a month for the maintenance of mentally defec~
tive persons in the provineial school. The municipality
of residence is responsible for this charge, which may
be recovered from persons liable for maintenance of the
patient.

The Alberta Eugenics Beard, set up under the Sexual
Sterilization Act of 1928 operates within the Mental
Health Division of the Department of Public Health.

British Columbia—The provincial mental hygiene
programme in British Columbia is administered under
the Department of the Provincial Secretary. The three
provincial hospitals are administered as a unit, along
with the Psychopathic Division, under the Provincial
Psychiatrist, who also has charge of related mental
health services.

No municipal charges are in effect in British Colum-

‘bia, but a charge of $1 per day is made for patients

who are financially able to pay for treatment.

Rehabilitation and follow-up work in connectlon
with the provineial mental hygiene programme is carried
out throughout the province by the generalized pro-
vinctal welfare field service.

In addition to the public hospitals, there is a private
sanitarium giving care to the mentally ill in British
Columbia,

One of the Provincial Mental Hospitals is devoted
to a training programme for the subnormal and for
mental defectives.

SOURCES:

Brief on Mental Diseases presented to the House of Commons
Specinl Committee on Socinl Security by the late Dr.
McGhie, former Deputy Minister of Health for
Ontarxo, May 18, 1043,
Department of National Health and Welfare: Dr. C. G.
Stodgill, Chief, Mental Health Division.






10. GENERAL PUBLIC (ACUTE DISEASE) HOSPITAL CARE

HOSPITAL ACCOMMODATION

Canada has a comprehensive system of hospitals for
the treatment of patients suffering from acute and
chronic diseases, and for providing care for maternity

cases. In 1944 the total bed capacity of hospitals report-
ing from this group, excluding those operated by the
Dominion Government, was 67,155. The. distribution of
hospital beds in the various provinces is shown in Table
31, according to the type of hospital.

TABLE 31.—-NUMBER AND BED CAPACITY! OF HOSPITALS: IN CANADA BY TYPE OF HOSFPITAL, 1944

(Source: Institutional Statistics Branch, Dominion Bureau of St-.atistics)

Public
Chronio and Contast . Private Total
. ronic an ontagious .
— Acute Disensc? Incurable Diseases Convalescent,
Number| Beds |Number| Beds |Number| Beds |Number|{ Beds |Number| Beds |Number Beds
CANADA........... 559 | 56,758 18 | 3,602 i1 | 1,500 9| . 737 266 | 4,558 863 | 67,155
Prince Edward Island 4 315 — —_ — — — — — -— 4 315
Nova Seotia......... az| 2,938 — — 1 73 — — — — 33 3,011
New Brunswick. ..... 18} 1,864 1 33 —_ — — —_ 7 155 26 2,052
Quebec. ............ 75 | 15,163 3 009 4 643 3 375 53 | 1,400 138 | 18,190
Ontarie............. 141 | 186, 702 8 1,4744 3 479 5 306 53 1,052 210 20,013
Manitoba,. .......... 39| 3,802 1 420 1 200 1 56 7 119 401 4,597
Sagkatchewan........ 86 | 4,203 2 2275 — — — —_ 84 780 172 5,300
Alberta. ............ 88| 5,711 2 175 2 105 — — 26 199 118 6,190
British Columbia..... .76 5,970 1 364 — = — — 36 853 113 7,187

1 Includes beds, cribs and baasinets.

 Includes enly hospitals reporting to the Dominion Bureau of Statisties, other than Dominion government hospitals, tuberculosis sanatoria and
mental hospitala. The classification by type of hospital is not precisely comparable with previous years,

3 Includes tuberculosis units and contagious disease units in general hospitals.

¢ Includes two hoapitals (320 beds) not reporting to the Dominion Bureau of Statistics,

&8 Includea one hospital (97 beds) not reporting to the Dominion Bureau of Statistica.

The recent growth of public hospitals is shown in
Table 32, which indicates the number and capacity of
such hospitals by provinces, the ratio of bed capacity
to the adult population, and that of cribs and bassinets
to the number of young children, for 1937 and 1944.

For Canada as a whole, between 1937 and 1944, the
increase in the number of actual hospital beds as distinet
from cribs and bassinets, slightly more than kept pace
with the rise in population. This type of accommodation
rose considerably in proportion to population in Nova
Scotia and Alberta, but fell off appreciably in British
Columbia. Alberta and British Columbia retained the
highest proportion of hospital beds, Prince Edward
Island and New Brunswick having the lowest.

Over the period, the number of cribs and bassinets in
Canadian hospitals rose from 10-0 to 11-1 per thousand
children under five vears of age. New construction,
exceeding the relative increase in the number of young
children, resulted in large proportionate increases in
Nova Scotia and the Prairie Provinces. These were
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partly offgset by a sharp recession in British Columbia,
where construction quite failed to balance population
increase, and by & smaller drop in Quebec. Alberta
hospitals now have relatively the most accommodation
for young children, with British Columbia still in second
position. The lowest erib and bassinet capacity per
thousand children is shown in Quebec and in New
Brunswick.

Over half the accommodation in Canadian public
hospitals is in those with more than two hundred beds,
and less than five per cént in those with less than twenty-
five beds. The trend in recent years has heen toward
larger hospitals, for modern scientific medical care
requires facilities and personnel which can only be sup-
plied in such institutions. At the same time, the lack of
small hospital facilitiés in Canada means that people in
many rural areas are without adequate medical care.

Small hospitals are relatively most numerous in
Alberta and Saskatchewan, where the development of
publicly-owned hospitals, through joint aetion by provin-
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TABILE 32.—BED CAPACITY OF CANADIAN PUBLIC HOSPITALS IN RELATION TO POPULATION!, 1837 AND 1944

{Source: Institutional Statistics Branch, Dominion Bureau of Statistics)

1937 1944
| Bed Capacity B:’iif:g ﬁlo’g?o Bed Capacity B;i;ﬂf;tilojg?o
— Number Number
of Cribs Cribs of Cribs Criba
hospitals Beds and Beds and hospitals Beds and Beds and
bassinets ’ bassinets bassinets bassinets

CANADA................ 575 43,859 10,027 4-4 10-0 593 48,825 | 13,030 4.5 1.1
Prince Edward Island...... 4 238 56 2-8 6-1 4 240 75 2.9 8.6
Nova Seotia.............. 27 1,621 320 3-3 6-0 33 2,280 731 4.2 11-3
New Brunswick........... 18 1,271 289 3-3 6-3 19 . 1,459 438 3-6 8-3
Quebee. .. ............... 7 11,423 3,111 4.1 9.3 84 13,501 3,264 4-4 8-2
Ontario.................. 161 13,756 2,883 4.1 10-1 155 14,591 4,050 4.0 11-8
Manitoba. . .............. 40 3,402 G680 5-2 11-4 42 3,504 884 5-4 13-3
Saskatchewan............. 87 3,369 836 4-0 9.3 87 3,419 1,004 4.4 13-1
Alberta.................. 88 3,880 568 5-5 11-8 92 - 4,600 1,382 6-2 17-2
British Columbia.......... 73 4,890 084 69 20-8 77 5,132 1,202 6-0 14.6

i Population as estimated by the Dominion Bureau of Statistics.
other bad capacity to the remaining population.

cial and municipal authorities and through intermunicipal
co-operation, has led to the extension of hospital facilities
to sparsely-populated districts. It is significant that
Alberta, which has the largest number of hospital beds
in relation to the population in Canada, also has a high
proportion of beds in small hospitals.

Table 33 shows bed capacity of Canadian public
hospitals in relation to the size of hospital, for the year
1945,

AUTHORITIES ADMINISTERING HOSPITALS

“Public” hospitals in Canada include not only those:

administered directly by a public authority, but all those
which are subsidized out of public funds and admit
patients irrespective of financial status, race, religion or
colour.

Most Canadian hospitals are administered by
religious groups or by lay voluntary boards on a non-
profit basis, although in recent years, the municipal
hospital, urban and rural, has been increasing in import-
ance in the Canadian hospital system. A number of
large urban centres have eivie hospitals, while the
municipal or “union” hospitals, which have been
referred to, are becoming numercus in rural areas,
partwularly in the Prairie Provinces.

Table 34 shows the distribution of hospltals in
Canada by provinces under the various operating groups.

It will be seen from Table 34 that the lay voluntary
and religious institutions were evenly balanced in the
Maritimes, with municipal hospitals also fairly import-
ant. In Quebec religious societies owned most facilities.
In Ontario, about half the hospitals were operated by lay
voluntary boards, with the rest evenly divided between
religious and municipal bodies.

Cribs and bassinets are related to the number of children under five years of age,

In Manitoba, like the Maritimes, nearly all facilities
were managed by lay voluntary or religious groups. Sask-
atchewan and Alberta showed a large percentage of
municipal ownership, most other hospitals being admin-
istered by religious organizations. Lay voluntary groups
controlled the majority of British Columbia hospitals.

Reliance upon the voluntary hospital system, while
it has many advantages, has led to a lack of co-ordinated
planning to meet the hospital needs of all the people of
Canada. As a result, some communities lack hospital
facilities, while in ot.hers there may be duplication.
Some areas have a surplus of private ward beds, and a
shortage of public ward beds. Many rural areas are still
without adequate hospital accommodation.

HOSPITAL CARE

Canadian public hospitals provide s comprehensive
range of services bhoth for bed-patients and those
receiving out-patient care. The former group, which
included 1,269,427 patients, received 14,975,802 days
care in 1944, This represented 11-8 days per patient,
or 1-25 days hospital care per capita of general
population.

The average number of patients under care at any
particular time was 41,029

The average length of stay per patient was highest
in Quebee, possibly because of the extent of tuber-
culosis treatment in acute disease hospitals in that
province, Hospitalization per capita was highest in
the western provinces, especially British Columbia and
Alberta.
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Table 35 indicates the extent of care given to bed-
patients in public hospitals in 1944

In addition to in-patient care, many Canadian hospi-
tals provide out-patient services on a considerable scale.

Comparable statistics for out-patient departments
for 1944 as compared with pre-war years are not avail-
able. There is no doubt, however, that the volume of
out-patient treatment has fallen off substantially over
this period. In 1944, 57 out-patient departments in
Canadian hospitals reported 1425872 patients treated.

General surgical treatments accounted for almost
one-sixth of this total with venereal disease, eye, ear,
nose and throat, and general medicine following in that
order. Together, these four services included well over
half the treatments administered.

HOSPITAL REQUIREMENTS

A variety of factors affect the need for hospital
accommodation generally and for the particular type of
facilities necessary to meet requirements in different
parts of the country. The demand for hospital care is
‘influenced by many variables, including the attitude of
the public, economic status, the age distribution of the
population, the birth and death rate, and the prevalence
of disease. In estimating hospital requirements, it is
necessary to consider facilities for all types of patients
in relation to the single problem of providing adequate
accommodation to meet changing needs.

Shartage of accommodation for special types of
patients, including the mentally ill, results in pressure
upon general hospital facilities. More beds for the
chronically ill, for convalescents and for senile patients
in institutions adapted to their special needs would not
only be better for the patients themselves, but would
result in the liberation of many hospital beds for those
more acutely ill.

As indicated in Table 31, there were only 18 hospitals
with a total bed capacity of 3,602 to give care to the
incurable and the chronically il! in all Canada in 1944,
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With the exception of a few large cities, most com-
munities have no accommodation for such patients.

With respect to convalescent patients, the situation
is even worse. There are only 9 convalescent hospitals
in Canada, with a total of 737 beds. Therc are no public
convalescent hospitels in Prince Edward Island, Nova
Scotia, New Brunswick, Saskatchewan, Alberta, nor in
British Columbia although some of these provinces have
private nursing homes where convalescent patients are
accommodated.

More accommodation is urgently required for senile
patients. Discharge of this type of patient from general
hospitals is delayed because of the lack of facilities for
care in the community, Most existing institutions for

" old people prefer inmates who can look after themselves;

most, too, depend entirely for their support on voluntary
contributions.

Tor patients suffering from contagious diseases, there
are only 11 hospitals in all Canada, with 8 total capacity
of 1,500 beds. A number of general hospitals have a few
isolation rcoms where such patients can be kept, but
these are too few in number and frequently lack proper
equipment for adequate isolation.

Lack of facilities for such patients is due in part to

_the fact that intermittent patronage and the special care

required make such provision costly; and possibly in
part to the fact that responsibility for providing hospital
facilities for contagious diseascs has generally been
placed upon the municipalities.

AVAILABILITY OF ACCOMMODATION

The availablity of hospital accommodation is related
to geographic and economic factors. The first of these
involves the problem of bringing the hospital and the
patient together, and the second is the problem of paying
the cost of care.

Bringing the Patient and Hospital Facilities Together

Modern methods of communication and transporta-
tion together with the development of specialized treat-
ment procedures necessitating care by trained personnel

TABLE 35.—PATIENTS UNDER CARE AND AVERAGE STAY PER PATIENT IN CANADIAN PUBLIC
HOSPITALS, 1944 :

(SovncE: Institutional Statistics Branch, Dominion Bureau of Statistics)

Patients Average Average Patient-
under Number of days Number days per
care Patient care Patients capitsa,
during Days per under (total
year patient care population)
CANAD A, i i it i s 1,267,226 14,932,515 11-8 40,911 1-25
Prince Edward Island. ... ...ccvurii oo iiiiininen 11,266 87,737 7-8 240 -06
Nova Se0tin. . oot vvenner it iiaannnarii et 68,064 721,694 10-5 1,077 1-18
New Brunawick . .. vvintiiinnr i e i iisane o 42,756 487,104 11-4 1,335 1-05
QUCBEC. .. e e e ittt s e 254,938 3,793,652 14.-9 10,394 1-08
[0 11 1% 1 423,066 4,889,509 11-6 13,396 1-23
Manitoba, seuur e ci i i i it e et i e 93,606 1,007,233 10-8 2, 760 1.38
Saskatehewan. . .. .coiiiiiiiiieittiarraerscitarneaeeaaann 109,727 1,081,454 9-9 2,963 1-28
N LT . 130,421 1,300,170 10-0 3,562 1-59
British Columbit. . . .\ .\vuiseseesrinneaeeeeeeennninianens 132,442 1,563,782 11-8 4,284 1.68
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in well equipped hospitalg, have led to a new concep-
tion of bringing the patient and the hospital facilities
together. This involves the construction of hospitals in
districts not adequately served in the terms of their
particular needs, the setting up ' of outposts for
emergency and less complicated work, facilitation of
the transportation of patients to hospitals through the
improvement of roads and the extended wuse of
aeroplanes.

The extension of diagnostic facilities for both rural
and urban areas, and the development of nursing pro-
grammes are also directly related to the problem of
bringing patients promptly to the hospital for care.

Meeting the Cost of Care

Costs of treatment in private hospitals are met
wholly through patients’ fees. In some of the smaller
publicly-owned .municipal hospitals, full hospital treat-
ment is provided without direct charge to residents of the
municipality, the costs being met out of tax funds. In
other municipal hospitals, and in all the voluntary hospi-
tals, patients are charged for service, and those who can-
not afford to pay are given care in public wards, costs
for their care usually being met by the province and
municipality in which they are legally resident. In the
case of indigent patients, a means-test is imposed by the

hospital, -by the responsible municipality, or by both.
Out-patient service is usually provided on a means-test
hasis,

In addition to making per capita per diem grants
for the treatment of patients, provincial and municipal
governments also subsidize hospitals in a variety of
ways, including tax exemptions, direct lump-sum grants,
the payment of deficits and the guarantee of debentures.

Apart from capital expenditures, provincial and
municipal contributions to operating revenue of Cana-
dian hospitals amounted to almost $1,200,000 in 1944.
At the same time, this was less than one-fifth of the
total maintenance expenditures, which were met prin-
cipally by contributions from paying patients. Expendi-
ture of public (acute disease) hospitals in Canada is
shown in Table 36, together with an analysis of sources
of funds,

. FEDERAL ACTIVITIES
Thirty-seven hospitals operated by the Department

" of Veterans Affairs at the beginning of August 1948,

ineluded 10,721 beds for the treatment of acute diseases.
There were 7,217 patients in these hospitals and 1,955
other veterans werc being given care at the expense of
the Department in community general hospitals.

TABLE 36.—EXPENDITURE AND SOURCE OF FUNDS OF GENERAL PUBLIC (ACUTE DISEASE) HOSPITALS:, 1944

(Source: Institutional Statistica Branch, Dominion Bureau of Statistics, unless otherwise noted)

{thousands of dollars)
Source of Funds
Total -
Mainte- Net QOther
_— nance : . ! Total Special
Expendi- | Provinee Mufn.cb Other Earnings Operating and Total
ture palities Granta from Revenue | Capital Revenue
Patients? . Revenue?
CANADA. ... . i 69,053 5,482 7,237 250 48,132 61,081 7,295 68,376
Prince Edward Island................... a2 18 4 11 | 268 301 36 337
Nova Seotia.. .. ..ovvviiiiiiiivinne 3,2064 302+ o7 - 17 2,323¢ 2,734 341 3,0804
New Brunswick........................ - 1,901 21 163 2 1,613 1,799 124 1,923
QUEBBE . -« - oo, 18,770 1,4488 1,868 85 | 12,054 | 15,456 3,630 | 19,004
Ontario. . ... ... . ..., 22,283 1,013 2,215 11 16,963 20,202 1,464 21,666
Manitoba............................. 3,781° 308 4702 55 2,730 3,563¢ 176 3,739
Saskatehewan...............cc0vvvnnn. 4,283 503 8917 6 2,686 4,086 164 4,250
Alberta.........cviiiii 6,195 745 836 — 3,883 5,264 508 5,772
British Columbia8...................... 8,219 1,104 893 63 5,612 7,672 8434 8,515

1 Excludes 22 hospitals (822 beds) which did not file returns in 1944, and hospitals for incurables, but includes expenditures for tuberculesis units in
general hospitals, If hospitals not reporting and hospitala for incurables were included, and tuberculosis units excluded, total maintenance expenditure

would be increased by approximately 1,042,

(See Note 1, Table 1) Both theae factors are of greatest importance in Quebec, where they are roughly

equal. The total expenditure for tuberculosia units of general hospitals was .approximately 1,850, distributed as follows: Nova Scotia 200, Quebec 1,320,

anitoba 130,

t Probably containg some amounts paid by municipal hespital districts.
3 Includes ggvemment grants for capital expenditure and private clt:lnmslons= other than those made by community chests and similar bedies, which

are shown as ¢

ther Grants”. Donations shown as “Other Special and Capital Revenue’’ amounted to approximately 3,150 of which 1,360 was con-

tributed services. Provincial grants for capital expenditure were approximately 880, of which approximately 755 was in Quebec and 115 in British
Columbia. Municipal grants for capital expenditure were approximately 80, of which 60 was in Ontario. -
4 Including Victorin Genoral Hospital, the provineial expenditure being 130, and earnings from patients {including municipal payments) 287.
5 After transferring 1,434 from province to municipalities, since the latter pay their share of the cost to the province.
- 8 Aftér deducting expenditures for the King Edward (Tuberculosis} Hospital of 130, comprising 20 provincial grants and 110 municipal payments.
7 After transferring 712 paid by municipalities for patients’ fees to “municipalities’’,
® Based on financial reports in the British Celumbis Report on Hospital Stetistics, 1944, adjusted to exclude provincial grants to tuberculosis ynits in

goneral hospitals.



'The Department of National Health and Welfare, on
March 31, 1946, maintained four quarantine stations,
located at the ports of Halifax, Saint John, Quebec and
Victoria, with a total bed capacity of 69. It also operated
two small leprosy hospitals in New Brunswick and
British Columbia respectively, and two small hospitals in
Nova Scotia for mariners only. -

During the fiscal year 1945-46, the Department of
National Health and Welfare maintained 266 “general
hospital” beds in 21 Dominion government hospitals and
nursing stations providing hospital care for Indians.
The operating expenses for these facilities were approxi-
mately $128,400 as compared with $104,200 in 1944-45.

The health insurance proposals made by the federal
government at the Dominion-Provincial Conference of
1945 included grants towards the estimated cost of care
in general hospitals. These are described, along with the
proposed Dominion government loans for hospital con-
struction, in the section on Health Insurance.

PROVINCIAL ACTIVITIES

Hospital legislation and practice has developed along
different lines in different parts of the country, so that
there is a considerable degree of interprovincial varia-
tion with respect to organization and arrangements for
hospital care. This is described in the following
summary of provincial practice.

Prince Edward Island—There is no Hospital Act in
Prince Edward Island, and no per eapita per diem pay-
ments are made by public authorities. The province,
however, gives $6,000 annually to each of the two general
hospitals in Charlottetown, and to the hospital in
Summerside. 'The provincial government makes annual
erants to three other general hospitals, one receiving
$2,000 and the others $1,500 each.

Charlottetown makes annual grants of $1,500 to both
of its general hospitals, and Summerside pays 3600
annually to the hospital in that city. There are no
convalescent hospitals in the province, and no hospitals
for communicable diseases. Incurable cases are given
care in the Provincial Infirmary associated with the
Falconwood Mental Hospital.

Nova Scotia—The provincial government contributes
toward the cost of caring for all patients admitted. This
aid is given to a hospital on condition that the municipal-
ity in which the institution is sitwated shall contribute
at least $500 annually toward maintenance costs. Other
conditions for provineial aid include the approval of
plans and specifications, regular inspection by provinecial
hospital authorities, and the appointment by the
Governor-in-Council of a representative to the governing
board of the hospital.

The provincial grants are made at the rate of 30 cents
per patient per diem for the first 5,000 patient days until
the total amount to any one hospital equals $1,500. The
rate is then reduced to 20 cents per patient per diem for
the remainder of that vear. These grants are applied

_to all patients both public and private as well as to
babies born in hospitals.

When a patient enters hospital and makes no arrange-
ment to pay, the hospital is permitted under the
provision of the Local Hospital Act, to collect from
the municipality in which the patient claims settle-
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ment $2.00 per patient per day. The municipality
may in turn recover the amount so paid from the
palient or next of kin if they are able to pay or
from the municipality of actual settlement. From
December 1, 1946 this $2.00 a day was increased to
$3.00 & day.

The Province of Nova Scotia maintains a general
hospital in the City of Halifax.

No special provision has been made for the insti-
tutional care of the ordinary contagious diseases outside
of Halifax where there is a City Infectious Diseases
Hospital. There are no convalescent hospitals. This
latter type of patient along with those incurably ill may
be given care in municipal homes.

New Brunswick—No per diem grants are made for
patients in general hospitals in New Brunswick, aid from
the province to the various institutions being given in
the form of lump sum grants, which amount to some
$20,000 annually. Municipalities are responsible for all
patients unable to pay for hospital maintenance. Fees
for such cases are chargeable at the average per diem
cost for the current or immediately preceding year. In
addition, a few municipalities make small grants to local
hospitals. :

There is no convalescent hospital in the province, but
care for indigent convalescent patients, and for the
incurably ill, may be provided in lgcal institutions for
the poor. .

Quebec—Inspection of hospitals and administration
of grants is under the direction of the Provincial Depart-
ment of Health. While municipal hospitals exist in
Quebec, most institutions are operated by private
bodies, usually religious orders. The cost of caring
for indigent patients is met through equal contri-
butions by the province, the responsible municipality,
and the hospital authority. These grants, made in
accordance with the Public Charities Act, are given on a
sliding scale for each type of hospital, according to the
care provided for patients.

Ceneral hospitals receive grants varying from $1.00
to $1.50 per patient per day from both the province and
the municipality in which the indigent person is domi-
ciled. These hospitals are paid the highest rate for their
respective classes for all hospitalization not exceeding
one hundred days, and a lower rate for each additional
day. .

Convalescent hospitals receive grants of 67 cents a
day from both the province and the municipality for the
first 50 days for each patient, 50 subsecuent days being
paid for at 50 cents a day. ‘

Girants for incurables are at a daily rate of 75 cents
during medical treatment, 50 cents a day being paid by
the province and the municipality for each patient cared
for as a chronic case.

For the confinement of indigent unmarried mothers in
maternity hospitals, the provincial and municipal.
authorities each contribute $1.00 per patient per day
for 20 days. Children’s hospitals and creches receive
grants from both governments varying from $1.00 (in
the case of special surgical treatment) to 30 cents, while
grants to hospitals for infirm children are at the rate
of 50 cents a day.
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Indigent patients in hospitals for contagious diseases
are paid for on the basis of §1.50 a day from both
provineial and municipal governments. B

_ Hospitals which specialize receive grants for indigent
patients at the rate of $1.50 per day for the first 60 days,
$1.00 for the 60 days following, and 67 cents a day for
the balance of the patient’s stay, equal grants being
made in each case by the province and by the responsible
municipality.

Onlario—General hospitals, convalescent hospitals
and hospitalg for incurables are administered in Ontario
by voluntary or local public authorities under the
general supervision of the Provincial Department of
Health.

The province pays 75 cents per diem for the first 60
days' treatment of an indigent patient in a general
hospital, and 50 cents daily thereafter. The municipal
rate for indigents is fixed by statute at $2.25 a day.

Since January 1946, a new method of determining
grants has been applied to the' 14 general hospitals

located in the medical teaching centres. Under this plan, -

the province pays a per diem rate for each public ward
bed, irrespective of occupancy. The rate varies according
to a formula which favours hospitals with a high occu-
pancy rate and a high proportion of public ward
accommodation. The maximum daily rate is $1.00 for
hospitals affiliated with a medical sechool, and 75 cents
for other hospitals in a medical teaching centre. The
extension of this plan to all public general hospitals is
conternplated. :

Grants for indigent patients in general hospitals from
districts without municipal organization are made by
the province at the rate of $3.00 per patient per day for
60 days and $2.75 per day thereafter,

In cases of indigency, care of newborn babies in
general hospitals is paid for by the province at the rate
of 30 cents a day fof 14 days, the municipal grant being
fixed at 60 cents a day. Cases from unorganized
territory are paid for by the province at the rate of 90
cents a day for 14 days.

Grants for indigent patients in convalescent hospitals
are made by the province at the rate of 50 cents per day,
while municipalities pay $1.50 per patient per day for
their residents. The province pays $2.00 for residents of
unorganized districts. :

Hospitals for the chronically ill receive per patient
per diem payments of 50 cents from the province and
$1.50 from the municipality responsible.

Manitoba—Hospital grants given through the Hospi-
tals Division of the Manitoba Department of Health and
Public Welfare are conditional on a minimum capacity
of fifteen beds. Grants are paid by the province at the
rate of 50 cents per patient per diem for public ward
patients, the municipal grant being set at the average
cost of public ward care for the preceding year, provided
the sum does not exceed $2 per diem. For newborn babies
born in hospitals, the.province pays 25 cents a day and
municipalities $1. ‘

Municipalities . are required, after three weeks’
written notice, to pay $2 per patient per diem for the
carc of indigent incurables and cases unsuitable for
hospital treatment.

Saskatchewan—Provineial grants to hospitals in
Saskatchewan are made for every patient through the
Provincial Health Department. Hospitals are graded,
and per diem grants vary from 30 cents to 50 cents per
patient.

Municipalities are required to pay $2.50 per diem
for indigents admitted at the request of the municipality,
or, in cases of emergency, without request.

Provision is also made for payment of grants under
the Health Services Act, directly to hospitals or to
municipalities responsible for health services. Muniei-
palities are empowered, under the various munieipal
Acts, to take over, purchase or maintain hospitals, and
to arrange for treatment of patients at municipal expense.

The province makes grants and loans for hospital
construction purposes.

The Union Hospital Act provides for the joining
together of neighbouring municipalities to form a union
hospital district for the building, operating and main-
taining of a hospital to serve the people of the area
included in the district.

A system of hospital care insurance has been intro-
duced in Saskatchewan. This plan, which is to become
effective January 1, 1947, is described in the section
on Health Insurance,

Alberta—Hospital grants, administered in Alberta
under the medical inspector of hospitals in the provineial
Department of Health, are paid for all patients at the
rate of 45 cents a day for 120 days, certain exceptions
being allowed as to length of stay at provincial expense.
Two hospitals receive a contract grant of 90 cents per
patient per diem for orthopaedic and other long treat-
ment cases,

Muncipalities pay the public ward charge for indig-
ent patients up to a statutory maximum but make no
statutory grants for all patients comparable to those
made by the province.

A provincial programme of hospital care for mater-
nity cases was instituted in 1944. Patients eligible under
the provincial residence requirement are entitled to
twelve days hospitalization, including the day of
delivery.

_ British  Celumbia—Grants, administered’ by the

Provineial Secretary’s Department, are made in British
Columbia to hospitals complying with the Hospitals
Act. Aid to hospitals takes the form of per capita
grants based on a graded schedule varying from 70 cents
to $1.25 per day.

The grant is paid in respect to all patients, whether
indigent or not, in order to create a fund to assist in
payment of indigent care, and hospitals receiving such
grants may not refuse to admit any patients on account
of their indigent eircumstances. The municipal grant is
set at 70 cents per day for the treatment of all patients
who are legally resident in the municipality. -

SouURCES:

Brief of the Canadian Hospital Couneil to the House of
?«émémons Special Committee on Social Becurity, April 9,
43,

Department of National Health and Welfare: Indian Health
Services Division.

Provincial Departments of Health.

Department of Veterans Affairs: Dr. H. A. Procter, Treat-
ment Branch.



11. PUBLIC MEDICAL CARE

In addition to care provided in public hospitals tax-
supported medical care services have been developed in
Canada along three distinet lines.

The first group of services are those providing care
for certain groups forming sociclogical units, including
members of the armed forces, veterans, Indians and
Fskimos, and mariners. These persons are normally
self-supporting, but obtain medical care because they
belong to one of these particular social groups. All these
services are administered by the Dominion government.

The second group of services are those provided for
persons financially unable to afford private care, They
are provided on the basis of need to persons with smalil
or no resources of their own. While care in public
hospitals for the “medically indigent” has generally
been available on the basis of actual medical need with
payment in relation to the resources of the applicant,
other medical care has been restricted: In many parts
of the country there is no form of public medical care
for needy persons in their own homes, and persons
requiring such care are entirely dependent upon charit-
able. agencies or upon the unorganized but common free
care provided by private physicians.

In Ontario, British Columbia and Saskatchewan, and
in a few large cities in other provinces, arrangements
are in effect whereby persons receiving various forms of
public assistance obtain medical care at public expense.
There is a general lack of organized provision for persons
who are not dependent upon the community for other
necessities of life, but whose resources are insufficient to
meet the cost of medical eare. However, in some places
where highly developed public assistance programmes
are in effect, measures have been taken to extend the
coverage of public assistance medical care programmes
to include a few borderline cases outside the actual seope
of public assistance eligibility. The development of
health insurance plans of universal coverage tends to
displace public assistance medical services as such by
incorporating the covered group within the general
scheme., This is usually done by providing that authori-
ties responsible for maintenance shall pay any required
registration fec, the remainder of the cost being met for
these, ag for all other members of the community, out
of general taxation, This policy has been regarded
as lowest in cost to the community, administratively
simple and socially desirable.

The third type of tax-supported medical care services
iz that which has developed in Western Canada through
the municipal doctor plan. In these programmes service
is made available to taxpayers and their dependents
without regard to financial resources, usually quite with-
out payment at the time of need. Indigent persons also are
entitled to care. This medical care programme together
with the parallel hospital service forms the basis for
the personal health service programmes being developed
in the Prairic Provinces. These plans which are to
include the entire population, are health insurance
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programmes in that they represent a pooling of cost to
share the risk of having to make payments for medical
care, and insure that no person will be without service
because of lack of ability to pay. These health plans
are discussed in the section on Health Insurance.

DOMINION ACTIVITIES

Members of the armed forces receive complete
medical and hospital services without cost to the indi-
vidual, This programme is administered through the
Defence Departments.

The Department of Veterans Affairs is responsible
for medical care services to veterans, all of whom are
entitled to medical care during the immediate post-
discharge period. Pensioners recelve free ocare for
disabilities occasioned by war service, and are eligible
indefinitely, along with all veterans with meritorious
war service outside of Canada, and those receiving war
veterans’ allowances, for extended medical benefits.
These arc provided on the basis of a modified means
test and include medical and hospital treatment for
acute diseases, other than infectious or contagious
diseases, venereal disease, and mental illness, alecholism
and drug addiction. Ixtended treatment for tubercu-
losis, and for chronic and ircurable illness is also
cxcluded. 8o far, no provision has been made to
integrate general medical care for veterans with any
health insurance programme developed on the basis of
universal coverage.

The Indian Health Services division of the Depart-
ment of National Health and Welfare carries out a
programme of medical care for Indians and Eskimes in
conjunction with the general public health and hospital
care services provided for these wards of the Dominien.
In 1945-46 expenditures for medical eare alone amounted
to $1,133,029. Thirty full-time and 74 part-time doctors
were employed and 89 graduate nurses, in addition to
a large number of professional personnel serving on a
fee hasis. |

The Department of National Health and Welfare
also has charge of the treatment of sick mariners. The
Canada Shipping Act provides for levying tonnage duties
on ships arriving at Canadian ports and for gratuitous
medical and surgical treatment of sick mariners
employed on board and belonging to ships on which
such duties have been paid. In 1944-45 there werc
18,316 sick mariners treated, of whom 2,580 required
hospitalization. Tonnage duties collected during that
vear amounted to $211,452, while expenditures totalled
$303,768.

PROVINCIAL AND LOCAL PROGRAMMES

Ontario—A system of medical care services for
recipients of old age pensions, blind pensions, mothers'
allowances and unemployment, relief has been developed
by the provincial government in co-operation with the
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Ontarioc Medical Association. It is based on a modi-
fication of the capitation principle, and wholly admini-
stered by the Medical Welfare Board appointed by the
provinelal Medical Association.

The Province pays the Board 56 cents per month in
respect of each person in receipt of categorical assistance,
except for those in the northern territorial districts, for
whom the monthly fee is 71 cents. Municipalities are

responsible for half the fee pald for unemployment relief
recipients.

Persons covered by the plan may choose their
physician from those participating in the programme, and
receive standard medical care and drugs free of charge.

Saskatchewan—Medical care in Saskatchewan is
extended to recipients of old age and blind pensions,
mothers’ allowances and to children in care of provincial
child welfare agencies.

Benefits include not only standard medical and
hospital services and pharmaceuticals, but dental and
optical services. Fee schedules are drawn up for each
type of service,

The provincial Med.lcal Services Division has charge
of administration, and of payment for all types of

_service.

Fees of physicians and surgeons are paid from
a special fund set up on the hasis of $9. 50 per vear for
each person entitled to benefit.

British Columbia—Since 1931, the British Columbia
government has made grants to certain municipalities to
aid in providing medical care for relief recipients. These
grants are hmited to half the total cost of physicians’
services and drugs. By 1940, the system had spread to
most municipalities with many relief recipients. In
1943 this public medical care programme was broadened
and now includes all those receiving public assistance.
Local governments make their own arrangements regard-
ing administration and the payment of physicians.

Local programmes—In addition to the programmes of
public medical care developed by provincial authorities,
a number - of municipalities make arrangements for
medical care of the indigent. For example, the City of
Winnipeg employs a full-time physician to provide
medical care to the needy in their own homes.

SOURCES:
British Columbia, Department of Health and Welfare.
Regulations puhhshed by the Province of Ontario. .
Regulations published by the Province of Saskatchewan.
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Health Insurance is simply a plan for pooling costs
to assure that a person’s medical care is not limited by
his or her financial resources. When it is operated as a
government or state measure it usually implies compul-
sory payments by or on behalf of the persons in the
class or area covered. The payments may be in the
form of specified contributions, a special tax, general
taxation or a combination of two or all of these forms.

Movements in the direction of modern state health
insurance plans appeared towards the middle and latter
part of the 19th century in Western and Central Europe
where the existing voluntary institutions were used as
the basis of organization. These institutions were self-
" governing mutual benefit societies the membership of
which was drawn in varying degrees of coverage irom
workers in particular occupations or undertakings or
from residents of a particular locality.

United Kingdom—A system of compulsory contribu-
tory health insurance has been in effect in England since
1911. In 1943 the Report of Sir William Beveridge
proposed that the existing scheme be revised and
extended to include every person in the United Kingdom.
A modified version of his plan, was embodied in the 1944
White Paper but never came before the House in con-

HEALTH INSURANCE

borough., Half the membhers are to be .appointed by
loeal professional groups, one-third by the local govern-
ment authority in the area, and one-sixth by the
Ministry of Health. Counties and county boroughs are
required to provide, equip, staff and maintain health
centres to provide facilities for the general medical and
dental services, for clinies and for health education.
Family doctor services are provided on the basis of com-
bined salary and capitation fees, :
. The third part of the health programme comprises
local and domiciliary service to be carried out by local
government authorities, This includes such functions
as: maternity and child welfare and midwifery; health
visiting and home nursing; local mental health services;
vaccination and immunization; ambulance service;
supplementary after-care measures and domestic help.
Appropriate charges may be made in respect of the last
two services.
To advise the Minister in the administration of the
whole service, & Central Health Service Council,

- primarily professional in character, is to be established.

crete form. Following the 1945 election. an extended .

messure was introduced into Parliament and passed in
1046.

The Health Service Act* establishes a unified service
for the improvement of physical and mental health.
Hospital, specialist and laboratory services are central-
ized under the Minister of Health. Actual administra-
tion of hospital and specialist services is to he carried
out by Regional Boards working in conjunction with
Boards of Governors of the teaching hospitals. Hospital
staffs, including specialists who may participate on a
part-time basis, are to be employed by these Boards
which determine terms of engagement of staff, subject
to central regulation.

Subject to the needs of persons requiring such accom-
modation on medical grounds, persons wishing private
accommodation in hospitals may obtain it by paying
the extra cost.

Beacteriological laboratory and blood transfusion
services are also to be centrally administered. Provision
has been made for research on matters relating to the
prevention, diagnosis or treatment of illness or mental
defectiveness, to be conducted by the Ministry, sub-
sidized voluntary agencies, Regional Boeards or teaching
hospitals.

The second aspect of the programme covers personal
health services provided by general medical practitioners
and dentists, and the supply of drugs and appliances.
A system of eye clinics is also projected. These services
are to be administered by local Executive - Councils,
established in the area of each county and county

*This Act applies only to England and Walea. Similiar legisla-
tion is planned for Secotland.
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The health service is to be financed mainly from the
exchequer, assisted by a payment of some £32 millions
transferred from the National Insurance Fund, and
partly from local rates. )

The national exchequer will bear the cost of hospital,
specialist and other centrally organized services, the cost
of family practitioner services, and those of central
administration, as well as half the total cost of local
authority services.

These grants to local authorities will be made on 2
weighted fifty per cent basis, with individual authorities
receiving amounts varying from three-eighths to three-
fourths of their expenditures, the remainder being met
out of the local rates.

The amount to be transferred from the National
Insurance Fund to the exchequer to help finance the
health serviece ig to be the equivalent of contributions of
10d. weekly from all men over 18 covered by the scheme,
8d. weekly from all women over 18 and 6d, weekly from
persons under, 18.1

While coverage of the national insurance system is
almost universal, and a proportion of each contribution
ig directed toward the health service, benefits under the
latter are not conditional upon any insurance qualifica-
tion or the proof of having paid contributions.

New Zealand—Under New Zealand’s Social Security
Act which went into effect on April 1, 1939, coverage i

$The insurance plan itself provides for unemployment and
sickness benefit, maternity benefits, retirement pensions
and a range of special services. Flat rate contributions
are to be paid by all adults. The worker and his employer
will make n joint weekly payment of 8s. 8d. Two ratics
are laid down for the sharving of this premium, according
ns the worker receives a weekly wage of above or below
203, In the former case, the division is more favourable
to the employer. The self-employed mam pays a fixed
weekly contribution of 8s 1d., the non-employed man G5s.
Within these categories, lower rates are paid by women
and workers under 18
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general but at the outset health benefits were hmlted in
character. Maternity benefits were provided first and
at present medical services, hospital, pharmaceutical
and certain supplementary benefite (X-ray, massage,
etc.) are provided.

Augtralia—Plans have been announced in Australia
for a national public medical service to provide care for
all Australians without reference to financial need. The
medical care programme, along with hospital services
and pharmaeeutical benefits plan, is to be part of the
national soeial security system, financed through the
National Welfare Fund. A referendum conducted with
the national elections in September 1946 resulted in the
federal government being given cons.ututlonal authority
to undertake this service.

Canada—In Canada the many aspects of health
insurance have been subjects of sericus study and
discussion over a period of at least thirty years by
national and regional organizations such as labour
groups, agricultural groups, women’s organizations
(rural and urban), medical associations, health officers
and others interested in public weliare, As under the
provisions of the British North America Act, health
insurance 1s ‘considered to be primarily a IeSpOIlSlbl]lty
of the provinces it is perhaps natural that the first
active step towards- the institution of a government
health insurance plan should have been taken by a
province. -

In 1919 British Columbia appointed a Royal Com-
mission to Iinvestigate the subject. Another Royal
Commission to study health insurance and maternity
- benefits was appointed in 1929; as a result of the reports
of these Commissions a health insurance Act was passed
in 1936 but did not go into effect.

In Alberta as a result of the reports of Committees
appointed in 1928 and 1932 a Health Insurance Bill was
introduced and passed by the Legislature in 1935 but
did not go into effect. In 1946 a new Act was passed
in a form similar to that outlined at the Dominion-
Provincial Conference of 1945.

Legislation in Saskatchewan as early as 1919 and in
Manitoba in 1920 enabled rural municipalities, and to a
limited extent the towns and villages, to provide medical
care and to spread the cost over the areas in which the
serviee was given. This enabling legislation, commonly
called “The Municipal Doctor Plan’ was put into effect
in a number of rural areas in these provinces. The
Manitoba Health Plan introduced in 1945 and the
- health services plan outlined for Saskatchewan in 1944
and 1946 are both based on the integration of public
medical and hospital care with public health services.
In Saskatchewan a system of public hospital care insur-
ance will go into effect January 1, 1947.

There has been considerable development in Canada
in the provision of prepaid hospital care and ancillary
services through group hogpital plans. These have been
in existence for over thirty years. Most of them are
limited as to the amount of services and include condi-
tions as to the length of time during which such services
are provided. Some of the plans are purely local in
character, while others such as the “Blue Cross” hospital
plan cover wide areas. The costs of service under this
plan for standard ward care are 50 cents per month for
single persons and $1 per month for a family unit,
including only children under sixteen.

The extent of coverage varies widely. The director
of the Ontario plan stated in October, 1946, that 700,000
people or one-sixth of the population of the province
were protected by this form of health insurance. Since
its inception in 1941 the plan had paid Ontario hospitals
$6,109,000.

The most highly developed insurance medical care
programmes in Canada are those organized in connec-
tion with the provineial workmen’s compensation
schemes operating in all provinces except Prince Edward
Island. A full range of treatment is provided for the
victims of industrial accidents and for those suffering
from oecupational diseases. Full costs are met-by
employers through a system of “collective liability,
contributions being graded according to industrial
hazards. Medical care is provided quite without cost
to the employee, except in British Columbia, where
workers make small contmbutmns to these costs, but
not to the cost of pensions.

Medical care expenditures in 1045 totalled almost
five and a half million dollars, of which two million was
in Ontario, more than one million in British Columbla,
and approx1mately one million in Quebee,

Medical aid only was found te be necessary in 56
per cent of all industrial accidents in Nova Scotia, New
Brunswick, Ontario, Manitoba and Saskatchewan. In
Ontario, where medlcal services are most hlghly
developed, more than 61 per cent of all accident cases
required medical care only.

DomMiNiON

The question of Health Insurance for the Canadian
people has been discussed on a number of occasions in
the Parliament of Canada. On March 21, 1928 the
House of Commons adopted a motion:

“That, in the opinion of this House, the Select
Standing 'Committee on Industrial and International
Relations be.authorized to investigate and report on
insurance against u-nemployment sickness and
mvalidity.”

On May 1, 1929, thls Commlttee in its second repor’t.
made the followmg recommendations:

“{g) That with regard to sickness insurance, the
Department of Pensions and National Health
be requested to initiate a comprehensive survey
of the field of public health, with special refer-
ence t0 & national health programme. In this,
it is believed that it would be possible to secure
the co-operation of the provincial and municipal
“health departments, as well as the organized
profession,

“(b) That in the forthcoming census, provision should
be made for the securing of the fullest possibie
data regarding the extent of unemployment and
sickness, and that this should be compiled and
published at as early a date as possible.”

The Dominion Council of Health in May, 1932,
passed a resolution urging that the recommendation
eontained in clause (a) be implemented.

On June 6, 1935, the Dominion Government passed
the Employment and Social Insurance Aét suthorizing
the appointment of an Employment and Social Insurance
Commission for the purpose of assembling information
regarding health insurance plans and reporting thereon

~



and it was authorized to submit to the Governor in
Council proposals for co-operation by the Dominion in
providing benefits. The Act was submitted to the
Supreme Court of Canada and was found to be uncon-
stitutional.- This judgment was affirmed by the Privy
Council.-

In June, 1941, under direction of the Minister of
Pensions and National Health a report of deficiencies
in the field of public health and medical services in
Canada was prepared by the Director of Public Health
Services and presented by him to a general meeting of
the Dominion Council of Health and representatives of
national voluntary health organizations. As a result
of these discussions a study of public health and medical
gervices was undertaken with the object of formulating
8 health insurance plan.

In October, 1841, the Canadian Medical Association
formed & Committee on Health Insurance to assist the
Director of Public Health Services in the preparation

of a tentative draft plan for public health and health’

insurance.

Apvisory CoMMITTEE oN HEALTH INSURANCE

On February 5, 1842, the Dominion Government by
-Order in Council authorized  the formation of an
Advisory Committee on Health Insurance consisting of
officials of several Departments of the Government
under the chairmanship of the Director of Public Health
Services of the Department of Pensions and National
Health. The terms of reference given to the Com-
mittee were

“to study all factual data relating to health insur-

ance and report thereon to the Minister of Pensions

and Naticnal Health”.

With the object of surveying the Canadian scene,
studying the needs of the country and drawing up a
plan incorporating the needs of the people, health insur-
ance committees of organized professional and lay
groups were formed. These included the Canadian
Medical Association, the Canadian Dental Association,
the Canadian Hospital Council, the Canadian Nurses
Association, the Catholic Hospital Council of Canada,
the Canadian Public Health Association, the Canadian
Pharmaceutical Association, the National Council of
Women, the Canadian Welfare Council and the Cana-
dinn Association of Social Workers, the Trades and
Labour Congress of Canada, the Canadian Federation
of Agriculture, the Canadian Manufacturers Associa-
tion and the Canadian Life Insurance Officers Associa-
tion. The majority of these organizations made direct
recommendations approving the principle of health
ingurance. ‘

The Advisory Committee continued its deliberations
which resulted in the preparation of a draft Health
Insurance Bill, which was presented to the General
Council of the Canadian Medical Association in Ottawa
on January 18, 1943, at which time the Council went
on record as favouring the principle of health insurance.

Sppeal. COMMITTEE ON SoOCIAL SECURITY

The report of the Advisory Committee on Health
Insurance included a draft Health Insurance Bill and
was presented to the Special Committee on Social
Security appointed by the Iouse of Commons on
March 186, 1943, .
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This report contains a comprehensive review of the
development of health insurance. The outline which
follows indicates the nature of the subjects covered in
the report and a page reference thereto.

Part II of the Report presents a “Historical Survey”
in which Chapter 11 deals with “ The Evolution of the
Social Security Idea” under the following sub-headings:

Page

1. What Social Security Is................. e 48
B0 T N 48
3. Middle Ages ....c.viereirnraiirerririririreeaes 48
4. The Industrial Revolution..................... . 80
5. Later Nineteenth Century.....oooovviiiviiivnns, 50
6. Emergence of a Pattern........................ 51
7. Social Assistance ... ... ...l 52
8. Social Tnsurance ..........iciiiiiiiiiiiaiaia, - 52

Chapter III of the Report deals with “The Rise of
Health Insurance” under the following sub-headings:

Page
1 Growth ooiiiini it i i i i e 85
2. Its Importance in Modern Society............... 58
3. Its Extent To-day......oovvviiiviiniiiniinnnnns 58

Chapter V of the Report deals with the “Growth
of the Movement in the United States” under the
following sub-headings:

Page
1. Group Hospitalization .. ... ... .... ... ... 71
2, Group Medicine . ........o i 71
3. Medical Attitudes towards State Medicine........ 72
4. Social Security Act in Relation to Health........ 73
5. National Health Conference.............covuuees 74

Part III of the Report presents a résumé in Section
1 of the “Voluntary Schemes”—page 8l—and in Sec-
tion 2 of the “Compulsory Schemes” —page 93—in
various countries. Complete details are given regarding:

: Page
(a) the extent of existing health insurance schemes
in other countries........ovviinviiniiianannns 143
(b) the growth and scope of the organizations,... 153
{¢) the ‘methods of administration and financing.. 154
. {d} the distribution of the benefits................ 156

The Committee on Social Seeurity heard 117
witnesses representing 32 groups, including the health
insurance éommittees which had appeared hefore the -
Advisory Committee on Health Insurance. All groups
expressed themselves generally in favour of the prin-
ciple of health insurance.

After discussing the draft Bill, the Special Com-
mittee on Social Security made the following report to
the House of Commons on July 23, 1943:

“The Committee approves of the general prin-
ciples of health insurance set forth in the Health
Insurance Bill respecting public health, health insur-
ance, the prevention of disease and other matters
related thereto.

“The Committee recommends:—

1. That before the Bill is approved in detail or
amended and finally reported, full information
regarding its provisions be made available to all
the provinces.

-
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. 2. That te provide this information, officials of the
various Government departments concerned be
instructed to visit the various provinces and to
give full details of the proposed legislation to
the provincial authorities.

3. That, if possible, before the next session of
Parliament a conference of representatives of
the Governments of the various provinces and
the Dominion be held to discuss certain complex
problems involved, especially financial and con-
stitutional questions.

4. That in the light of all the information mean-
while obtained, study of the Bill be continued
by a Committee of the House and by the
Advisory Committee on Health Insurance.”

The Advisory Committee on Health Insurance con-
tinued its studies as recommended, in the course of
which the financial suggestions contained in the first
draft Bill were revised by a sub-Committee on Health
Insirance Finance. Data relating to the proposed plan
of health insurance was prepared for the provinces but
members of the Advisory Committee did not visit the
provinces ag recommended because it was considered
that the financial proposals were not sufficiently com-
plete for presentation to the provinces.

When the Advisory Committee had completed its
studies a new draft Bill was placed in the hands of
the Minister of Pensions and National Health and
referred by him to the Special Committee on Social
Security. The Bill was discussed and amended and
reported to the House on July 29, 1944,

The report presenting the amended draft Bill to

Parliament by the Special Committee on Social Security
was as follows:

“After a long -and careful study of the subject
of Health Insurance, which included the taking of
evidence and the receiving of briefs from all inter-
ested organizations, your Committee presents here-
with a -draft Health Insurance Bill submitted by
the Department of Pensions and National Health
which, with minor amendments, it has approved
with the exception of Clause 3 and Schedule 1,
dealing ‘with financial arrangements between the
"Dominion Government and Provineial Governments.

“Your Committee recommends that this Bill be
referred to the Dominion-Provineial Conference for
consideration of its general principles as expressed
in its various clauses, and of the financial arrange-
ments involved. :

“Your Committee heard evidence and received
briefs on other phases of social security, but they
were unable to give detailed or adequate study to
the whole subject, which involves also intricate
financial and constitutional problems. Your Com-
mittee recommends that when possible, consideration
be given to the extension of unemployment insurance,
sickness cash benefits, funeral benefits and other

measures which will help to provide protection
against old age, illness and economic misfortune,
and to the establishment of greater eco-ordination,
and the elimination of overlapping or duplication of
existing measures of social welfare under Dominion
and Provineial Governments.”

Conference of Ministers of Health :

While the meetings of the Special Committee on
Social Security were taking place, a conference of
Provineial Ministers and Deputy Ministers of Health
was held at Ottawa on May 10-12, 1944, to discuss the
draft Bill. This was the second meeting of Provincial
Ministers and their Deputies with the Minister of
Pensions and National Health. The first meeting was
held in September, 1942, to discuss the first health
insurance proposals. Those in attendance at the second
meeting approved the principle of health insurance.
Doubt was expressed by some of the Ministers regarding
the ability of their provinces to apply all of the benefits
of the Bill at one time and also the ability of the people
and provineial authorities to contribute the amounts
indicated in the Bill,

Some doubt was cast upon the estimate of cost of the
individual services as prepared by the Advisory Com-
mittee on Health Insurance, and a sub-Committes was
formed to discuss the subject. In the main, the sub-
Committee was in agreement with the findings of the
Advisory Committee on Health Insurance. Subse-
quently, the subject of the estimated cost of dentistry,
which had been questioned as being too "high, was
referred to the Canadian Dental Association for con-
sideration. The Canadian Dental Association expressed
the opinion that the amount allotted to dentistry was
not excessive. - -

The discussions of the Provineial Ministers of
Health and their Deputies were reported to the Special
Committee on Social Security, and it was suggested by
that Committee that as certain of the matters were
related to finance they should be left for discussion at
the Dominion-Provineial Conference.

At the 1944 meeting the provincial representatives
insisted on the need for flexibility in any national plan.
It was their opinion thai it should be introduced in
several stages and for separate areas.

The draft Bill as reported by the Special Committee
on Social Becurity of the House of Commons on July 27,
1944, together with submissions expressing the opinions
of the professional and lay groups regarding Health
Insurance, are to be found in full detail in the Minutes
of Proceedings and Evidence of the Special Committee
on Social Security. The Bill gives in detail a sample
organization under which a provincially-administered
Dominion-sponsored plan of :health insurance might be
operated. '

"The following list sets forth the organizations and
departments presenting evidence to the Social Security
Committee in 1943 and 1944 together with the page
reference to the Minutes of Proceedings and Evidence.
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No. of
Proceedings
Date and Organization or Department Presenting Evidence Evidence Page
Evidence
March 16 1 Department of Pensions and National Health:
D TR P R R 140
March 19 2 Department of Insurance: Chief Actuary..... s .| 46 (67-79)
Department of Pensions and National Health:
Director of Public Health Services..........co ot 46-61
March 23 3 Department of Insurance: Chiel Actuary..............cooivinn. N 83-08
Department of Pensions and National Health:
Director of Public Health Serviees, ... ... oot 99-106
March 30 4 Dominion Council of Health: Provineial Deputy Ministers of Health. .............. 107-129
Department of Insurance: Chief Actuary........ P TR 119-128
April 6 5 Canadian Medical ASSOCIBHON. . . .o vvn e e 133-160
April 9 6 Canadian Tuberculosis Assoeiabion. .. ... .. i ine it s 161-168
(189-195)
Canadian Hospital Couneil. . ... ..ot 170-187
April 13 7 Canadian Nurses Association and allied organizations................cooiiiioonnnn 197-215
May 7 8 Cangdian Medical Association: Department of Cancer Controf. ................... 217-231
Canadian Pharmaceutical Association. ... ... 231-240
May 11 9 Canadian Dental Associabion. . ... ..ovviuii i 241-259
Canadian Medical Association: Industrial Hygiene Department. ... 259-265
May 14 10 Department of Pensions and National Health:
Division of Child and Maternal Hygiene fand special witnesses on maternal and
ehild Bealth). .. oo vttt e 267-281
Canadian Federation of Agriculture. ... ... ... oo 281-314
May 18 11 Special witnesses on mental hygiene..............o oo 315-330
. (337-339)
Trades and Labour Congress of Canada. .......... ..o, 330-336
May 21 12 Canadian Public Health Association. ... ... ... veniiiiiiii e 341-363
May 25 C18 Sir Williamn BeveridZe. c .-« o v entiei i 365-379
May 27 14 Special witnesses on physical fitness, ... 381406
May 28 15 National Council of WOINEIL. « vt v v et v i iem i ees 407-408
Ta Fédération des Femmes Canadiennes Francaises. .. ..o, 408-409
The Catholic Women’s League. .. ... . cciuiiitianeee i oo 409-410
Department of Pensions and National Health: )
Division of Venereal Diseage Control...... ... ..ot 410416 (435-438)
(Special witnesses on venereal disease). ... ... 416-434 (506-508)
June 1 16 Christian Scientists of CAnada. . ... oot 439456
Canadian Association of Optometrists. .. ......ovv oo 457-475
June 4 17 Dominion Council of Chiroprastors. ... .....oviver i 479-499
‘ Drugless Practitioners of Ontario. .. ........oooiiii i 499-5056
At Human Adjustment Ingtitute. ... .. ... (508-510)
June 8 18 Canadian Life Insurance Officers Association. ... ... ... 512-532
June 10 19 Canadian Federation of Agriculture..................... e 533-554
Medical Tiberty LBREUS. ..o veree e iraae et 554-568
June - 11 20 Catholic Hospitals of Canada. ... 569-587
June 15 21 Canadian Osteopathic Association. ... ... ... oo 589-612
June 16 22 National Research Council: Medical Research Committee. ............covvnenn 613-618
June 18 23 Dominion Council of Health: Committee on Civilian Blind. . ...................0. 619-627
Canadian National Institute forthe Blind. .. . ..... ... oo iiiiiiiann 627-644
(844-652)
June 22 24 Chiropodists of the Dominion Canadian Medical Asseeiation................oovene 653-660
(Supplementary brief}..... ... oo . .| 661-668
June 29 25 Vietorian Order of NUISeS . « ..o\ oneee it tre e e i a s 669-879
Department of Pensions and National Health:
T T T e, o A P R R 679688
Julv (] 26 Canedian Federation of the Blind . . . ... ... i 689-699
Canadian Tegion, BEB. ... ..o iiai i 699-714

{and Imperial Division, B.E.8.L.}
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SPECIAL COMMITTEE ON S0CIAL SECURITY—1944

No. of
Proceedings
Date and Organization or Department Presenting Evidence Evidence Page
Evidence
Feb. 24 1 Department of Pensions and National Health:
March 1 Mnster. oo . 1-12
Director, Public Health Services. ... oovvne o 13-22
March 9 2 Department of Pensions and National Health
M. . oo e 23-28
Director, Public Health Services...........ooovivieonoare e, 28-36
Sub-Committee on Health Insuranee Finanee. ................... 0 ooooeononn.. .. 28-47
March 16 3 Department of Pensions and National Health:
' Director, Public Health Services............... e e 53-69
Sub-committee on Health Insurance FInAnce. ........o.ooovnnneennrn o, 68
Department of Pensions and National Health
Departmental Solicitor.. .. .. ... 58
Department of Insuranee; Chief Aetuary............ ... oo, 60-62
70-72
March 22 4 Department of Pensions and National Health:
Director, Public Health Serviee. ................ ... i 75-86
Sub-Committee on Health Insurance Finanee. .. ... ....................0ovo. .. 87-102
Department of Insurance: Chief Aetuary........................... e . 97-08
March 30 5 Department of Pensions and National Hea,lt.h
Director, Public Health Serviees. .........c....cooo v 107-123
Sub-committee on Health Insurance Finance............... ......... ... ... ... .. 108-114
Department of Pensions and National Health
Departmental Bolicitor. . . ... ..ot 131
Dominion Veterinary Medical Council, ..., (134-140)
Aprit 20 6 Department of Pensions and National Health
Director, Public Health Serviees. ...........o.oooiiunn o 143-159
Sub-committee on Health Insurance Finance. ..........oooooeoeernnnn . 157
Christian Seientists of Canada. . ... i (165~170)
Dominion Couneil of Chiroprastors................. o viiiii i . { (170-176)
Special Appendix on Doctors’ Fees. . . .......ooieirnn e (177-183)
April 26 7 Christian Science Orgenization. ................... T 185-198
Department of Pensions and National Health:
Director, Public Health Serviees.......................... e 193-194, 203
Departmental Bolicitor. . ....... ..o 199-200
Department of Insurance: Chief Actuary................0oiviiieiiininn. ... 202
Canadian Congress of Labour. . . .......u et (200-218)
Canadian Association of Social Workers. . .......o.ovnirerennee e, .| (219-224)
May 2 8 Department of Pensions and National Health:
Director, Public Health Services........ovvvi oo nsree e 225-285
May 4 9 Consideration of Draft Bill: No evidence heard.
Ma.y 0 —_ « @ . o«
May 16 — (13 111 (1]
May 18 — Btate Hospital and Medical League, Regina, Sask................................ (237-274)
May 23 — Consideration of Draft Bill: No evidence heard.
May 30 — Provincial Ministers and Deputy Ministers of Health. .. ......................... (275-277)
June 1 — Consideration of Draft Bill: No evidence heard.
June 22 10 Special Witness:
Exeeutive Director, Canadian Welfare Couneil .. .............................. 280-299
‘ (299-301}
July 4 11 Department of Pensions and National Health:
Director, Public Health Serviees.. ..........00vuuinen e, 302
Departmental Solicitor. . ...... .. ... ... i 302
Department of Insurance: Chief Actuary. . ... .. ... 0o .| 302
Bpecial Witness: '
Executive Director, Canadian Welfare Counedl............ ... ..o L, (303-316)
July 13 12 Special Witness; .
July 18 —_ Principal and Vice-Chancellor, McGill Umverslt.y .............................. 320-334
July 27 13 Third Report and Draft Health Insurance Bill; No evidence heard.

(Evidence included in appendices shown in parentheses.)



71

*gpesodoxd aajeulaye Jo poddns payrjenb smeoiput O

X X X X

x

X X X X

x X

x
x

X

x
XX XO
X

XX XX
X X
X

x

x

X

X

............. wnwﬁaq [ROIpayy pue Emamom el
......... Sa33[104) [BI00S [O UOIEIO0STY UBIPYUT])
................... INOQBr] J0 §5015U0) UBIPRUBD)
"1'§'H g 'TOISIAL( [e11adw] put nofey wupBIny
...................... goeInN] JO JOPIQ UBLIOPIA
.................. TOTUIUIOC] Od—ﬁ j0 Emmﬁaemﬂ—.o

jsonbrioqie) SIMA[IEABL], 58D UOIRIFPHIUG]) B
.............. UOT}BII0NEY 01]}edod}s) UBIPBUB))
................... epeme)) Jo jeIdsoy H1OYI8D
........................ QEN‘H uﬂﬁwﬁ:_‘.ﬂ .—.ﬂ@uga
uosﬂugnﬂ 8120[J() BOURINEUY IV} UBIPEUBY)
................... nq13su] Juaw)Snipy uswny
............... oUIBYU() JO BISNOTIIIVLT SSO[ENIT

ou1y samuarpETSy) SeWWYg SOP UOWSIIPRT T
..................... TaWwoM Jo —.muﬁ_uoo .—ddou.o_-u.z
............ UoN¥R0SSY A ONAng USIPETE))
-------------------- aﬂoo -Hﬂ.—.S“ﬁH ﬁﬁd SEHH-
............. emymoKBY O UONYIEPa,] UEIPEUS)
................... O[BIPOBSY [EISQ TIPS
........... UOHEI0ETY [$INOBULINY] USIPBTE.)

Lzrmusio perpre puv UONVI0EEY seRMY TEIPEIL))
...................... Teuney) [FjIdsol UeIpsuR)
.............. UOTJTA0STY STSO[NOIDGNY, TBIPEWE)
.................. TOT}RIO089Y [BIHPIN THIPEUED)
.................... Y3[ee JO [IoUncy) UOImITOY

1opedg

THYBPEB O0aT

sygeusq qee)

0100 (WIS

O} YPUSWI 00

Tewedg

peymry

TaRI9ATAN)
uonyuxay,
reurs0ag [

Arejuniop

L1ogndwo)

STOTLIYIOs)

[FEOTIEN
pry-m-sjus1n
TeIepeg
Apog
L10s1ApY
UOTESTTITIO,)
juepuadapuy
quém-;mdaq
Lpog
AI081APY
UOISSIIIoy)
juapusdepuy
quemryrede(]
guorysoyI[unb
quelsod W gIra

¢

posseadto uotuido oN

suoyBdgehb
juepcdwr YHm

[UurAOLY " reuenyeN : posoddQ

_4noaug uy

BLIAANT

GOVHEACD

EONYNLT

NOLLVHISINIRAY NVROSN] BVIVE] £0 TILONTHJ

P61 ANV €961 "TALLINNOD ALI¥ADHS 'TVIO0S HHL OL

mZOH_H<NHZ<U.mO A4 HAOVHN EOZEDWZH mﬁ.ﬂdﬂm:m DNIqavOody m?OHBA«QZﬁEE0.0ﬁ.m a0 .W.ﬁ.«éﬁ&bw



72

Recommendations made to the Social Security

Committee in 1943 and 1944 are summarized in the
diagram on p. 71, the most striking feature of
which is the almost unanimous support given to the
principle of Health Insurance by organizations pre-
senting briefs and evidence. ,

Only one organization was quite opposed to Health
Insurance, and another group requested exemption of
its members on religious grounds. .

Among those organizations bringing forward recom-
mendations relating to administration, there was wide
agreement as to the disirability of control resting with
the provinces. Most of these groups favoured admini-
stration through independent, non-political commissions,
a small minority only preferring to have administrative
responsibility rest with Provineial Departments of
Health. These groups advocated the organization, in
each province, of representative boards to aet in an
advisory eapacity only.

It was suggested by some that the Federal Govern-
ment should be responsible for co-ordination and the
establishment of standards.

Comparatively few groups made suggestions respect-
ing financial organization. Some expressed approval of
the principles of grants-in-aid from the Federal Govern-
ment, and of compulsory contributions. Preference for
finance through taxation rather than direct insurance
contributions was expressed by.a few organizations.

Support was given generally to the principle of
universal coverage, although a number of groups
favoured an income limit or made special recom-
mendations. _

Most organizations presenting evidence assumed
that medical .care benefits were implied in the scheme,
explicit support being given solely to this aspect of
insurance by a few groups. Cash sickness benefits were
recommended specifically by three organizations. Most
groups appeared before the Committee to make special
recommendations respecting benefits.

‘1945 HravtH INsURANCE ProrosaLs

The proposal madé by the federal government at
the Dominion-Provincial Conference in August, 1945,
was designed simply to put provineial governments in
a position to develop and administer a comprehensive
health insurance programme to be introduced by pro-
gressive stages.

The proposed federal contributions towards this
outlay were: '

(1) A basic grant of one-fifth of the estimated cost

of each service; and

{2) One-half the additional actual cost incurred by
each provincial government in providing each
benefit, provided that the total federal contri-
bution did not exceed 60 per cent of the cost
of each service or a maximum of $12.96 per
person when the complete programme was in
aperation.

In order to get the plan launched, federal aid for
the first three years would be limited to the amounts
estimated. These would be altered, after each three
years, to conform with the average cost of each benefit.

Within the prescribed stages the provinces could in
all cases determine the sequence and method of intra-

ducing specific benefits. For example, a province
might decide to provide nursing services in certain rural
areas. The federal government would then contribute
in the agreed ratio to the cost of the service, for all
people in the area served. This arrangement would
allow each province to institute the benefits for which
it felt the most pressing need. :

The annual cost of the entire scheme, once fully
implemented, would be approximately $250,000,000, with
the federal government contributing an estimated amount
of $150,000,000, and the provinces $100,000,000. It was
part of the proposals that each province should provide
for a registration fee, the amount of which they would
themselves determine. Tt was felt that such a fee would
form a natural part of the necessary registration
procedure. Otherwise, the method of financing was left
to the diseretion of the provinces. ’

An integral part of the entire scheme were the
proposed planning and organization grants. These were
to be made by the federal government immediately
following the conclusion of an agreement with the prov-
ince concerned to enable the provinces to establish staffs
to study and report on local requirements in the field
of medieal services generally. Bach province was to
receive $5,000, plus 5 cents per capita (according to
the 1941 censug), no provinee to receive a total of less
than $15,000. The distribution by provinces is indi-
cated in the Introduction.

In the course of the next few months, the proposals
were given further study by the Interdepartmental
Committee on Health Insurance, and various questions
raised by the provineial officials were considered. Two
major changes were made ag a result of these discussions.

In the first place, laboratory or diagnostic services
which had been included among services to be introduced
in the later stages of the health insurance plan, were
transferred to the first stage, replacing visiting nursing
services, which were grouped in the later stages with
other nursing services. Several of the provinces had
considered that laboratory or diagnostic services should
properly be developed in connection with general practi-
tioner and hospital care benefits, since laboratory tests
made by a general practitioner would often determine
whether hospitalization was essential, Tt was also felt
that provision of such facilities would attract more
doctors to rural areas.

The second change involved revision in the cost
estimates for hospital care and general practitioner
services. It was repeatedly argued that the original
allowance of $3.60 per capita for hospital costs was low,
while the $6 first allotted for general practitioner
expenses was rather excessive. In the revised proposals,
therefore, the latter was reduced to $5, with the allow-
ance for hospital care being raised to $4.60 per capita.

It had been originally hoped to introduce the First
Stage of the scheme in two vears, but in view of the
objections raised this part of the proposal was changed
to read: “a provineial government entering the plan
would agree to furnish general practitioner services,
hospital care, and diagnostic services, within a stated
period after entering upon the plan.”

The current federal health insurance proposal, and the
estimated federal contribution, are as shown in the
following table.
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Fstimated Basic Maximum Estimated
Service Cost Dominion Additional Total
- Per Per Capita | Dominion Per Dominion
Capita Grant? Capita Grant? | Contribution
$ 8 ] $600
First Stage )
General practitioner service. . .......... it 5.00 1.00 2.00 34,470
Hospital CaATe. . . ..o vt it et s i e 4.60 0.92 1.84 31,710
CDiagnoatic Bervices. . ... ... 0.60 0.12 0.24 4,136
Total—frat stage. . ... ... oo i e 10.20 2.04 4.08 70,816
Later Stages
-Other medical services (consultant, specialist, surgical)...... ... .. 3.50 0.70 1.40 24,129
Nuraing 8ervices. . ..o n e i e 1.75 0.35 0.70 12,064
Dental care. . ... oovtii i e i e e 3.60 0.72 1.44 24,818
Pharmaceutical. . ... ... it i e 2.55 0.51 1.02 17,579
Total—later stages. ... .. e iiaiiiiaan s 11.40 2.28 4.68 78,690
Total—all 86rvices. . .. ... it 2.60 432 8.64 148,906

10ne-fiifth of the estimated cost of each service.

2Based on one-half the actual cost of each service, up to 60 per cent, or & maximum. of $12.06 per peraon.

In the Dominion Proposals outlined at the Dominien-
Provincial Conference in August, 1945, it was recog-
nized that the provision of complete health insurance
services would require a considerable extension in
hospital facilities throughout the country. Much of
this expansion would be required even for the first stage
specified. It was also recognized that this expansion
would be desirable quite aside from health insurance in
order to provide the proper facilities for treatment and
research.

To make a hospital extension programme less
burdensome to the provinecial governments and to local
communities, it was proposed that the federal govern-
ment should provide loans to the provincial govern-
ments entering health insurance agreements, and
through provinecial governments to municipalities and
other organizations, for necessary expansion of hospital
facilities, at & rate of interest equal to or only slightly
above the cost of such loans to the Dominion. Interest
and amortization would be payable out of the hospital
care benefit under the Health Insurance Grant, or out
of the Tuberculosis Grant or the Mental Health Grant,
ag the case might be.

RresoLuTions oF NATIONAL ORGANIZATIONS

Many resolutions have been passed supporting
Health Insurance, among them the following:

At the 3lst Annual Meeting, Canadian Public
Health Association, held in Toronto, June, 1942:

““Whereas there is urgent need in Canadsa for
the more adequate provision of general medical,
dental and nursing services,

“And experience in Great Britain and other
countries has demonstrated the value of a system
of compulsory contributory health insurance,

“And this association believes that in any health
insurance programme, adequate provision for pre-
ventive service is essential, .

“Be it resolved that this association endorses
the principle of national health insurance and urges
that the provision of preventive services should form
an essential part of this programme.”

At the General Council of the Canadian Medical
Association, held in Ottawa, January 18-19, 1943:

“Whereas the objects of the Canadian Medical
Association are:

1. The promotion of health and the prevention
of disease;

2. The improvement of healt.h services;

3. The performance of such other lawful things
ag are incidental or conducwe to the welfare of the
public;

““Whereas the Canadian .Medlcal Association is
keenly conscious of the desirability of providing
adequate health services to all the people of Canada;

“Whereas the Canadian Medical Association has
for many years been studying plans for the securing
of such health services;

“Therefore be it resolved that:

1. The Canadian Medical Association approves
the adoption of the principle of health insurance;

2. The Canadian Medical Association favours a
plan of health insurance which will secure the
development and provision of the highest standard
of health services, preventive and curative, if such
plan be fair both fo the insured and to all those
rendering the services.’

At the 47th meeting of the Dommlon Council of
Health, held in Ottawa, May 28-28, 1945:

“Whereas the Dominion Council of Health has
expressed on numerous occasions its conviction that
the provision of nation-wide health insurance is
essential if adequate medical, dental and hospital -
care is to be available to all citizens in Canada,
and
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“Whereas the Council is gratified to learn from
the Honourable the Minister of Health and Welfare
that the introduction of health insurance is planned
and that a policy of grants-in-aid to the provinces
has been approved for the purpose of providing
assistance needed in the supply of adequate local
health services in the control of tuberculosis,
venereal diseases, in the prevention and treatment
of mental illness, in the training of essential public
health personnel, and in the furtherance of medical
research, particularly as related to public health;
and '

“Whereas these and other measures proposed give
the Council great encouragement, in their belief that
the implementing of the proposals will advance

greatly the health and welfare of all the people of .

Canada;

“Therefore be it resolved that the Dominion
Council of Health, assembled at Ottawa on May
28-29, 1945, express to the Honourable the Minister
of National Health and Welfare its appreciation of
the broad public health programme which he has
presented to the Council with its objective of making
the Canadian people the healthiest in the world.”

HEALTH INSURANCE IN THE PROVINCES
BrrTisH COLUMETA

The Royal Commission appointed in 1919 recom-
mended the adoption of Health Insurance and in Mareh,
1928, as the result of a resolution, a Committee of the
Legislative Assembly was appointed to enquire into the
workings of systems of Health Insurance and Maternity
Benefits. A Royal Commission on State Health Insur-
ance and Maternity Benefits was appointed by the
Provineial Government in April, 1929, This commis-
sion published two reports, which strongly favoured the
adoption of Health Insurance. These Reports were the
basis of a Health Insurance Bill which was drafted for
presentation to the Legislature in 1934, but was with-
held pending further study. :

On March 31, 1936, the Legislature passed a Health
Insurance Act which was to have gone into effect an
Jenuary 1, 1837. This legislation applied to employees
with a limited wage; it did not include indigents and
the benefits were limited. All the machinery had been
set up for the collection of the funds but, chiefly
through the opposition of the medical profession and
some of the hospital group, the legislation was
suspended at the last minute. The opposition is stated
to have been based on the failure of the Bill to cover
indigents. It was felt that the financial hurden of full
population coverage was too great for the Provinee to
agsume, and that the Dominion should contribute to
the scheme,

The Act was contributory and compulsory for all
employees whose incomes were less than $1,.800 per
annum, Agriculiural employees, Christian Scientists
and members of certain industrial health care plans in
- existence prior to 1936 were exempt. :

The plan included mandatory and permissive benefits,
the mandatory being medical practitioner service,
hospital care (for not more than ten weeks), necessary
drugs and laboratory services; and the permissive, such
additional medical services as the fund might permit. The
ingured had the choice of doctor.

The costs were to be borne by the employer and the
employee, while the funds were to be centrally con-
trolled and administered by a Commission.

ALBERTA

The Alberts Health Insurance Act, which was passed
in March, 1946, but which had not come into force
through proclamation by October of that year, is
intended to provide the basis for developing a system
of health insurance districts to provide services for all
the people of the province. It repeals previous health
insurance legislation, originally passed in 1935, which
had not been implemented.

The scheme iz to be organized under the Minister
of Health, with a Director of Health Insurance as the
chief administrative official.

Benefits to be provided under the Act include the
prevention of disease and the application of all neces-
sary diagnostic and curative procedures. Specific bene-
fits to be made available by progressive stages include:
medical, surgical and obstetrical benefits; dental bene-
fit; pharmaceutical benefit; hospital benefit; and
nursing benefit.

Coverage includes all adults who fulfil residence
requirements and have paid the prescribed registration
fee, their dependents, and public dependents for whom

_the responsible municipalities pay registration fees,

Persons receiving benefits under the Tuberculosis
Act or the Workmen’s Compensation Act are no
entitled to health insurance benefits. . ‘

The Minister is to appoint an advisory hoard and
is given power to fix the registration fee, to make
agreements with persons or corporations for the pro-
vision of services, and to enter into agreements with
the Government of Canada respecting the use of any
health services grants which may be made to the
province, '

The Minister has a wide range of additional powers
in connection with the establishment and administration
of the system. He iz authorized to provide referees to
deal with disputes, and to establish procedures for
appeals from these decisions.

Health insurance districts are to be established by
the Director, subject to ratification by sixty per cent
of those.voting on the scheme and in each district
adults fulfilling the residence requirement preseribed by
the Act are entitled to vote. Proposed extension of
benefits also requires ratification. Provision is made for
disestablishment bhefore a vote is taken, or afterwards
provided that 25 per cent of the voters petition for a
new poll, and 60 per cent of those voting favour such
action.

All registration fees are collected by the muniei-
pality and paid to the province, a separate account being
maintained for each district. The registration fee is to
be uniform throughout the province, the maximum being
fixed at ten dollars annually, Expenditures with
respect to a health district are to be paid by the
Provincial Treasurer out of the account for that distriet
and out of grants made by the Government of Canads
and by the province itself. Costs of administration are
to be paid by the province,

No reference is made in the Act to the incorpora-
tion of the provincial maternity hospitalization system-
within the general scheme. However, when the



proposed system of obstetrical and hospital benefits
becomes operative throughout the province existing
arrangements presumably will be superseded.

SASKATCHEWAN

An integrated programme of community and
personal health services administered through a system
of regional units operating under eentralized direction
was proposed for Saskatchewan in the survey conducted
by Dr. Henry Sigerist in 1944, The first steps toward
implementing these proposals were taken during the
same year when the Health Services Planning Commis-
gion was established by the same legislation which
provided for the establishment of health regions. Under
this Health Services Act, provision was also’ made for
the programme of medical and hospital services for
socially dependent groups. The first phase of a
provincial health insurance system has also been
initiated with the introduction of a programme of free
hospitalization, becoming effective at the beginning of
1647,

The Health Services Planning Commission consists
of technical experts in the various fields relating to
health preoblems. It is charged with the task of pre-
paring plans for providing all types of health services
and facilities. It acts as an advisory and consultative
body to local regions wishing to provide services for
their residents, ' .

The Commission also functions as an administrative
body. Tt administers grants to health regions and
municipalities and makes recommendations regarding
hospital areas, and capital grants to hospitals. It must
approve of by-laws and contracts for all types of
municipal schemes,

The Commission may administer any act or part of
any act assigned to it. It will administer the provincial
hospitalization scheme.

The general health services plan projected under the
Health Services Acts of 1944 and 1946 and regulations
authorized by them includes the system of full-time
public health regions, ~with other
organized on the same geographic basis, and local
medical care services co-ordinated with both phases of
the regional programme.

The Health Regions, which form the basis for the
administration of the generalized health services plan,
are established by regulation of the Minister. A vote
may be taken, and regulations establishing districts
during 1945 and 1946 provided that any plan would
not go into effect if ten municipalities affected were to
reject it within 60 days after notice had been given.
Regional Health Boards are established by regulation
and are composed of the medical health officer and one
member from each municipality in the region, named
by the municipal council. Regional technical com-
mittees are being establiched to advise the regional
board on matters concerned with medical services,
dental services and nursing services, respectively.

After health regions have been established the
boundaries may be altered or the regions disestablished
at the discretion of the Minister,

At August 1, 1946, three health regions had been °

cstablished, one of which carried out only the basic
public health services., The other two had undertaken
activities in the field of personal health service,

health services
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Regional Boards provide for one or more of the
following services:
{a) The planning of hospital and diagnostie facilities
for the region.

(b) Free hospitalization for residents of the region.

(¢) Medical, surgical and other health services not
provided through local agencies.

Regulations under the Health Services Act provide
that the regional services, other than the public health
services, shall be financed according to recommenda-
tions made in accordance with provincial regulation by
the regional health board. The provincial government
contributes by making grants or loans for capital
expenditure on building or equipping hospitals, giving
medical care grants for local health services and by
meeting fifty per cent of the cost of diagnostic and
specialist services, dental care. and other approved
health services. '

According to the Health Services Act, costs other
than those covered by provincial grants may be met
either through a general tax, with the proportion to be
borne by each local governing unit determined by the
Local Government Board, or through a personal tax.
In either case the local governing authority pays the
taxes it collects to the regional board. In the case of
the personal tax, local authorities may make payment
on behalf of indigent persons for whom they are
responsible.

Medical care will continue to be given through local
agencies, and the existing municipal doctor schemes are
to be integrated within the larger system. Encourage-
ment is being given-to the extension of this system of
providing general practitioner services, and to its
improvement through increasing the size of the local
medical care unit so that a number of physicians may
be employed and patients have the advantage of group
practice. At the same time, these locally-provided
medical care services will be supplemented by specialist
and other services administered through the regional
unit. Provision is made for supplying health services
to non-residents on the basis of voluntary payments.

Local medical care grants are paid by the province
on the basgis of a flat grant of 25 cents per capita per
year to each area with an approved scheme, and equal-
ization grants directed toward the improvement of
services in newer and poorer communities, Equaliza-
tion grants are paid on the following basis:

Equalization Grant
Per Capita
Per Annum

Per Capita
Assessment,
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These grants were authorized by regulation June 30,
1943, and were payable from July 1 of that year for
schemes approved by the following October. Grants to
other areas are effective from the date of the commence-
ment of an approved scheme.

Conditions for the approval of medical care plans
include: the use of approved contracts, whether pay-
ment is made by salary, capitation fee, or a fee-for-
service plan; a programme of preventive services; no
charges (except certain deterrent fees) for general
medical care, minor surgery and obstetrics; and the pay-
ment of a minimum salary to physicians engaged on
that basis.

Schemes which do not meet with approval but in

the opinion of the Minister are deserving of grants may
receive a proportion of the full grant.

Local medical care services may be financed through
general taxation, by a personal tax, or by a combina-
tion of the two. All persons over 21 and self-supporting
persong under that age are liable for the personal tax
where it is imposed. Temporary residents are required
to pay, a minimum tax for such pefsons being set at $2.

The amount of the personal tax for local and regional
- services is limited to $60 for one family.

Tax exemptions are provided for groups of persons
receiving medical and hospital care at the expense of
the provincial or Dominion government. :

Hospital Care Insurance—The first phase in the
development of province-wide health insurance is the
hospital care insurance programme.

Every person who has resided in Saskatchewan for
six months or more is to be eligible for free hospitaliza-
tion anywhere in the province when this programme
becomes effective on January 1, 1947,

All those over 16 are required to register for the
service.

Persons over 21 and self-supporting persons below
that age will be required to pay an annual personal
health tax of $5. Parents will be liable for taxes for
their dependent children, no family being required to
pay meore than $30 annually.

Taxes, which were levied from October 1, 1948,
are paid to ‘the local municipality, and turned
over to the Saskatchewan Hospitalization Fund. It is
anticipated that this tax will yield between 3'5 and 4
million dollars. The provincial treasury will contribute
the remainder of the cost of the service, which it is
estimated will total between 4 and 5 million dollars
annually. _

Public ward care will be provided, along with
services such as X-ray, laboratory, physiotherapy and
maternity care. Patients wishing to have semi-private
or private ward care will be required to pay the
difference.

Taxes levied on indigent persons are to be paid by
the agency of government, provincial or municipal,
responsible for their maintenance,

In announcing the introduction of the hospital care
plan, the Acting Chairman of the Health Services
Planning Commission stated that if the Dominion-
Provincial health plans were implemented, the per capita
hospital tax would be lowered, probably from $5 to $2,
since the federal share in the cost of approved services
was. to be sixty per cent.

Man1TOBA

The health plan being developed in Manitoba is
directed first toward the prevention of disease and
second toward making modern medical skill and services
available to all the people in the province. The Mani-
toba plan involves four related programmes: health
units, diagnostic facilities, medical care and hospital care,

Health units organized to carry out the task of
prevention have been described in the section on General
Public Health. This programme is fundamental to the
whole Manitoba Health Plan, and is the first service
being put into effect.

The second feature of the Manitoba plan is the
provision of diagnostic facilities on a province-wide
basis, so that all medical practitioners may have the
advantages of adequate X-ray and laboratory services.
Except for a small service charge, these services are
to be provided free to patients.

The province is divided into four diagnostic areas
made up of units eoinciding with the local health units.
Extensive facilities are being made available at central
points in each area, and technical personnel from these
centres will visit and inspect diagnostic services pro-
vided in the various unmits. Personnel administration
is also centralized within each of the four main
diagnostic areas.

Capital costs for equipment, estimated ai $300,000,
are being assumed by the province, which also pays 33
cents out of an estimated total operating cost of 50 cents
per person per year. Municipalities are responsible for
the remaining cost, but revenue aceruing to the province
from service charges may be used to pay any additional
cost over the estimated total. The province administers
the scheme, charging back fo the municipalities their
share of the cost of maintaining facilities. Any muni-
cipalily in a health unit area may come into the plan
by passing a resolution to that effect. One of the three
diagnostic areas outside the City of Winnipeg is coming
into operation January 1, 1947,

The third aspect of the Manitoba Health plan relates
to the provision of curative medicine. It is essentially
an extension of the existing municipal doector plan,
widening the methods whereby municipalities may pay
in advance for medical care, and introducing the prin-
ciple of provincial grants for this type of service. Pay-
ment may be made by salary, capitation fee or on a
fee-for-service principle. If a municipality enters fully
and co-operatively into the disease prevention pro-
gramme by contributing to a local health unit and
diagnostic services unit, the province contributes to the
cost of curative medicine in the municipality by making
a grant of 50 cents per person per year (one-sixth of
the estimated- total cost). This grant is subject to the
condition that medical services be paid for in advance,
Normal initial salary for municipal doctors in rural
Manitoba in 1946 was $4,200. Four new municipal
doctors were reported in October, 1946, as engaged
under this legislation.

Municipal! funds to finance the medical care service,
as well as the municipalities’ share of the health unit
and diagnostic service costs, may be raised by a personal
health levy or by an annual property tax. For medical
care services, the minimum property tax is fixed at four
dollars annually, and provision is made for flat-rate
taxation in rural areas.



The fourth phase of the Manitoba plan is concerned
with the provision of hospital accommodation and
control. A Hospital Council advisory to the Minister
has been established, with responsibility for planning
hogpital districts and areas and for supervision of
hospitals, including definite standards of building,
equipment, accounting and service.

The province is divided into areas and their con-
stituent districts for the purpose of hospital construc-
tion, operation and maintenance. With respect to each
district, the Minister prepares a plan setting forth the
proposed organization and financing and submits it to
the municipalities concerned for approval before regu-
lations are passed establishing the district. If the plan
is rejected by the councils, the district may be estab-
lished on petition of ten per cent of the resident
ratepayers.

The local hospital board, appointed by the muni-
cipalities of the district, submits to the Minister a
scheme for the establishment of hospital facilities and
for the method of finance. The board is required to
consult with the minister during the preparation of the
plan, and the minister to assist with technical advice
and with the provision of standard plans. Final
approval of all plang by the minister i necessary before
construction of facilities is proceeded with,

Other than the provision of diagnostic equipment
by the Province, the capital costs of building and
squipping hospitals are to be borne by the local area.
Where a hospital is built or operated az a municipal
institution, the immediate area where the hospital is
located pays a higher percentage of capital and opera-
tion costs than the rest of the area. Hospital taxes,
distinet from those for other health services, are based
on equalized assessed values in included areas, and are
subject to established maxima.

Administration of hospital facilities within each
district is placed in the hands of a local hospital board,
appointed by the municipalities. The legislation
encourages municipalities to provide hospital services
but it does not prevent any board from making arrange-
ments with any religious order or any other group to
provide such services.

By October, 1946, votes had been taken, the plan
approved, and construction of hospital facilities begun
in three Districts. One of these had raised all the
necessary funds loeally. Votes were to be taken in five
more districts during November, 1946, and plans were
being considered in eleven other areas, with a view to
early balloting on the question.

The whole health plan is being administered under
the provincial Department of Health and Public
Welfare. An advisory Commission has been appointed,
the eleven members including representation from the
provincial medical association, municipalities, and the
provineial university. Members, who serve without
remuneration and are appointed for statutory terms of
office, have wide powers including the responsibility for
approving all regulations made under the Act.

Provision is made for training technical personnel .

through a system of grants, bursaries and scholarships
to increase the number and to improve the education
of medical practitioners, technicians, public health
nurses and sanitary inspectors. Research is also to be
encouraged.
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The Minister of Health and Public Welfare stated,
when introducing the plan in 1945, that it envisaged
the gradual systematic extension of adequate health
serviges throughout the province. It was designed with
a view to integration in a federal national health insur-
ance system. The scheme stressed particularly the
preventive aspect of medicine, and sought to provide
urgently needed services in the rural areas at the most
moderate possible cost. Its most notable feature was
decentralization and flexibility, along with a compre-
hensive coverage of the entire health field.

ONTARIO

The possibility of developing a health. insurance
system for Ontario was brought to public attention as
early as 1020, when the Ontario Medical Association
appointed a committee to make a study of the problem.
However, it was not until 1931 that the Committee
submitted a report which reviewed the question of health
insurance. The Medical Association hag continued to
give its attention to this question as well as to that of
providing medical care services for public dependents.

At the same time, Ontario has seen a considerable
development in ‘industrial and voluntary schemes for
prepaid medical care.

A number of industries in the province provide
medical care in part or in whole to their employees, but
there is no uniformity in the type of service provided
nor in the methods of financing the schemes, For
instance, the employees of the Hollinger Consolidated
Gold Mines Ltd., at Timmings have an assoclation
organized to spread the cost of medical care, This
scheme was dralted by the local medical society and
came into effect in June, 1937. The plan was favoured
by over 90 per cent of the employees and with their
dependents covers a normal population of about 9,500.

During recent years there has been a great increase
in the coverage of prepaid medical care plans. The
Asgsociated Medical Services, organized in 1937 with
headquarters in Toronto, 18 the largest Canadian
organization of this type. Its plan provides for the
participation of any qualified medical practitioner.
Any person under 55 years of age may apply for
membership and if accepted qualifies to receive certain
benefits covering medical care, hospital care, medicines
and specialized treatment. Membership costs $2 per

.month, with the following rates for dependents: $1.75

per month for the first; $1.50 for the second; $1.25 for
the third and $1 per month for each additional
dependent. The schedule of fees paid to physicians is
100 per cent of the minimum schedule of fees of the
Ontario Medical Association.

Municipal Health Services—The first step toward
public health insurance in Ontario was taken in 1944
when the provincial government passed “The Municipal
Health Services Acet”. It provides for local medical care
programmes sdministered by a central Municipal Health
Servicez Board.

The Board may make agreements with municipalities
respecting health plans and with medical, hospital or
other associations for the actual provision of services
to the municipality. Funds are to be collected by the
local government through general taxation or a personal
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tax, and turned over in full to the Municipal Health
Services Board for disbursement. Any municipal
council may appoint an advisory committee to assist
and advise it in carrying out its responsibilities under
the Act.

' Upon the establishment of @& health services plan
including hospital care, the local municipality will cease
to impose county levies for hospital care of indigent
county residents. '

Provincial grants are provided for in the Aet, and
the Lieutenant-Governor-in-Council has power to make
regulations covering these grants as well as the estah-
lishment of plans, the type of services, maximum
services to be rendered, the exemption of public
dependents and of those covered by group medical or
hospital plans, and the reduction or cancellation of taxes
in cases of extreme poverty,

Municipal plans may be terminated at the pleasure
of the Lieutenant-Governor-in-Council, or by vote in
the municipality after they have been in effect for three
years. .

No medical care programmes had been organized
under this Act up to October, 1946,

QUEBEC

The Quebec Medical Association appointed a
commiftee for the study of health insurance which in
its report to the annual meeting in September, 1932,
advocated a system of compulsory health insurance
somewhat along the lines of the French system.

In 1933 the Quebec Social Insurance Commission in
a report to the Minister of Labour recommended “that
recourse be had to the subsidized optional regime before
the obligatory system” because it was easy to apply it
to the existing mutual benefit insurance societies.

In 1943 the Legislative Assembly passed an “Act
to constitute a Health Insurance Commission”. The
Commission was directed to study the whole problem
of health insurance and to suggest a plan to meet the
situation but no report was ever published and the
legislation was repealed in 1945.

MARITIME PROVINCES

No action has been taken by the Maritime Provinces
respecting health insurance, yet in Nova Scotia is to be
found the oldest scheme of health insurance on the
continent. The employees of the Dominion Steel and
Coal Company in Cape Breton (Glace Bay District)
have a gystem whereby the workers and their dependents
receive medical care and cash sickness benefits. All
together the normal population covered is between
30,000 and 35,000 and each employee (employees number
between 6,000 and 7,000) pays 95 cents per week regard-
less of the amount of his wages. This is deducted from
wages by the company and paid into a fund from which
the medical bills and sick benefits are paid.
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