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12 Great health achievements in the past 100 years.  

Tobacco use: In the 1950s, more than half of adults smoked; today, the figure is less than 1 in 5

Vaccination: Once-common killers of children such as polio, smallpox and measles have virtually disappeared.

Motor vehicles: The rate of road deaths has fallen by more than half since the 1970s through initiatives like seatbelt laws.

Workplaces: Safety initiatives and greater attention to physical environment has improved the lot of workers.

Infectious diseases: Epidemics of cholera, typhus and tuberculosis were once common.

Cardiovascular health: Changes in diet and investment in prevention have led to sharp declines in death from heart disease and stroke.

Food: Regulation and inspection has dramatically reduced food-borne disease.

Mothers and babies: A century ago, one in seven children died before age 2, and death during childbirth was common.

Family planning: The legalization of birth control and decriminalization of abortion has given women reproductive rights.

Environment: Air pollution and water pollution are far less common.

Social programs: Medicare, child benefits and old-age pensions have reduced inequities.

Acting on social determinants: There is a growing recognition that education, housing and income are keys to health outcomes.

History of healthcare

-Medicare in Canada is a government-funded universal health insurance program established by legislation passed in 1957, 1966 and 1984.
-As the Canadian health care system evolved, rising costs for hospital and medical services led citizens, progressive health professionals and some politicians to argue that health care was a social good not merely another purchasable commodity. 
-The Canadian program provides universal coverage for all citizens and permanent residents, enabling them to access services throughout the country when they travel. 
1914-1929

-Agriculture resource extraction = dominant economic activities.

- Seperation of urban and rural needs resulted in the formation of new political parties, such as the United Farmers of Alberta and the National Progressive Party. 
-At the provincial level, several of these new parties supported public health measures intended to improve access to curative services and to expand preventive activities. 

-In 1920’s for the first time, Canadian census data revealed an equal split between urban and rural residents. This had profound consequences for public attitudes towards the role of government in the provision of such social services as old-age pensions, unemployment insurance, workers’ compensation, mother’s allowance and sickness insurance. The responsibility for many of these services had been assigned to the provinces under the British North America Act of 1867

In 1914, Canada had eight medical schools with 1,792 students in all. 
-the majority of whom went into private practice as general practitioners.
Best doctor:patient ratio: British Columbia, Ontario, Alberta, Quebec
Worst doctor patient ratio: Newfoundland, Territories, New Brunswick

-In 1916, Saskatchewan amended the Rural Municipality Act to permit communities to hire doctors on contract.

-In rural areas in other provinces, general practitioners continued to make house calls, to deliver babies.
Saskatchewan and Alberta also pioneered union hospital districts in order to bring the benefits of modern medical and nursing care to their communities.
-How were the medical bills to be financed?  Traditionally, medical care had been a commodity that required payment from the patient to the practitioner at the time the service was provided. But, in recognition of the poverty of many working people, municipalities had undertaken to provide subsidies to local hospitals for institutional care, and churches and charitable organizations had encouraged doctors to provide their services free to the poor. To compensate for the loss of these fees, most doctors charged different rates depending on their assessment of a patient's ability to pay. Thus, the middle class and the wealthy were supporting care for the less affluent. As the population grew, however, many people did not make use of medical services because they feared the burden of debt charges, particularly once diagnostic tools such as X-rays and additional hospital accommodation became more readily available in the 1920s.

First world war took place/then Halifax explosions and then/Influenza Pandemic, 1918–1919
Influenza attacked troops on both sides of the conflict. The outbreak spread quickly to the civilian population, killing many young adults between the ages of 20 and 45. Communities rallied to provide food, bedding, fuel and care to the stricken, but the speed of the disease's spread revealed the limits of medical knowledge.
-As he and other speakers noted, Canada had high maternal and infant mortality rates, poor housing, poverty, and high rates of industrial accidents and trauma in addition to war casualties. The role of the federal government was to collect information about these problems and to encourage the provinces to provide programs to alleviate them. 

The Medical Profession and Social Policy

Through the 1920s, as the Canadian population grew from 8.7 to 10.3 million and more people settled in cities, the demand for hospital and medical care increased at the same time as the middle class's ability to pay for them was eroded. 

State Medicine or Health Insurance?

Other speakers questioned such a comprehensive proposal. At each of the conferences, they raised the unpalatable prospect of state medicine. This was defined as a means of turning doctors into civil servants and making them subservient to bureaucrats rather than allowing them to function as independent professionals. 

Defining Federal Health Activities

In 1927, Canadians had celebrated the 60th anniversary of Confederation.
Constitutional Limits or New Approaches?

In 1929, when the Standing Committee on Industrial and International Relations again discussed federal involvement in sickness insurance…it was Henri Bourassa, the Quebec nationalist, who suggested that it was time for constitutional change. 

Conclusion

From 1919 to 1929, Canadians saw the creation and realignment of the first federal Department of Health. Initially, the new department was not involved in the development of sickness insurance measures, even though workers’ concerns about their health status and rising health care costs had provided an impetus for its creation. While the Western provinces examined the issue and experimented with travelling clinics and maternity benefits, federal support for veterans created a group of citizens who viewed government involvement in health care as a right of citizenship. The Great Depression would prove to be the catalyst for redefining Canadians’ values, leading to the initial attempts to create provincial health insurance plans.

1930-1939

Deflation and Desperation

Between 1929 and 1932, as the national and international economies collapsed, Canadians of all social classes were experiencing the most calamitous decline in their incomes ever. The average per capita income fell 48 per cent during the worst years of the Great Depression, with professional incomes declining by 36 per cent between 1928 and 1933. The cost of living fell by 25 per cent. In rural Ontario, one doctor received “twenty chickens, several ducks, geese, a turkey, potatoes and wood” as payment in 1933. In Nova Scotia, Mary Louise Matheson, the daughter and granddaughter of Halifax practitioners, “grew up hearing stories of families and their problems paying their medical bills. Often my grandfather would be paid with fish, lobster, meat, fruits and vegetables” (Helen Heeney, comp., Life Before Medicare: Canadian Experiences [Toronto: Ontario Coalition of Senior Citizens’ Organizations, 1995], p. 61).

Medical Care in the Dust Bowl

In Saskatchewan the situation was even worse. The sustained failure of the wheat crop meant that many communities could not afford to pay the salaries of their municipal doctors, who were then on relief like the majority of their patients. As well, 130 other practitioners in hard-hit areas were trying to subsist on an average of $27 per month. To keep them in the province, the provincial government paid them $75 per month for the next five years. By 1937, two-thirds of the province’s population was trying to survive on monthly relief payments of $20.20 for a family of five. Not surprisingly, many doctors left, and the doctor-to-patient ratio decreased from 1:1,579 in 1931 to 1:1,700 in 1941. 
But concerned local politicians like Matt Anderson, a Norwegian immigrant, argued in favour of a municipal health insurance plan funded through annual individual or family premiums. In 1938, having gained the support of doctors in Regina, Anderson presented the measure to his colleagues on various regional councils, where straw votes found 80 per cent of the residents in favour of the project. By 1939, Anderson had persuaded the provincial government to introduce theMunicipal Medical and Hospital Services Act, which was passed unanimously. Such local initiatives indicated the extent to which rural Canadians were seeking to control the costs of hospital and medical care.

Practice Problems in Urban Canada

In Hamilton, Ontario, urban general practitioners watched with dismay as the volume of services that they were able to perform declined by 36.5 per cent between 1929 and 1932. Even worse, the number of patients who could pay their bills fell from 77.5 per cent in 1929 to 50 per cent in 1932. Most urban general practitioners had a gross annual income of $5,000 to $6,000 and specialists usually earned about double that prior to 1929. But 30 per cent of the money went towards the costs of running a practice and approximately $2,000 was never collected. Of the latter, the doctor realized that $800 in fees would never be collected due to the patients’ poverty, while the remaining $1,200 went towards bad debt. Although some doctors used collection agencies or the threat of legal action to obtain their fees, most were content to pursue a Robin Hood style of billing, which meant that they charged their wealthy patients more than their other clients. During an economic boom, this approach worked, but its flaws became evident during the Great Depression, when doctors were unable to support their own families or continue to care for their patients. Who should take responsibility for resolving this crisis of capitalism?

Socialized Medicine or Health Insurance?

One solution was the adoption of state-sponsored health insurance but, as the conflicted debate during the 1920s had indicated, opinions varied widely on the appropriate type and extent of government involvement in health care. On the left, farmers, workers and members of the League for Social Reconstruction united to form the Co-operative Commonwealth Federation in 1932. Led by J. S. Woodsworth, the new party advocated the nationalization of medical services, as well as a planned economy and effective social welfare policies. In contrast, after R. B. Bennett and the Conservatives won the federal election in 1930, the new prime minister offered the provinces $20 million for direct relief only, and no funding for medical and hospital costs. Farmer and medical Members of Parliament like H. E. Spencer of Alberta and J. P. Howden from Manitoba frequently raised the issue in the House of Commons, but the government evaded the problem by claiming that health was a provincial responsibility. As the Chief Executive Assistant in the Department of Pensions and National Health, Dr. John J. Heagerty, pointed out to his political masters, the provinces were indeed actively developing health insurance plans.

The Provinces Respond

In 1929, British Columbia had appointed its second Royal Commission to examine health insurance, and its 1932 report repeated the recommendation for a contributory plan that would be compulsory for low-income earners, either married or single. In Alberta, the United Farmers of Alberta government appointed an all-party inquiry into state health insurance in 1928, and it reported in 1929 that the European models it had studied were effective. From 1932 to 1934, the Minister of Health, George Hoadley, chaired an all-party committee that developed a two-pronged plan for a provincial health insurance program. In rural areas, the existing municipal hospital district was the basis for coverage, while in the urban areas employees and employers would pay seven-ninths of the costs. In both plans, the government would fund two-ninths of the costs of comprehensive hospital and medical services, as well as less expensive dental, drug and necessary hospital nursing charges. Although the Alberta Health Insurance Act was passed in March 1935, it was never implemented because the United Farmers of Alberta government was defeated by the Social Credit Party in August. As a result, small local prepaid plans, such as those developed by the Mormons in Cardston and the citizens of Lamont, were the way that Albertans coped with the lack of money available to pay for health care and the loss of their health care providers.

Bennett and the Premiers

All the provincial premiers pleaded with Prime Minister Bennett to fund relief more generously in 1933 but, as he told the Royal College of Physicians and Surgeons in November that year, he did not think that Canada was ready for national health insurance, because as a young and developing country it did not need a system of “state medicine.” Instead, he highlighted the preventive work being done by insurance companies and provincial health departments, and indicated that the provinces were free to develop their own approaches. As conditions worsened, provincial premiers and health ministers all sought to persuade him to change his position. As L.-A. Taschereau, the Premier of Quebec, remarked: “We intend to shirk none of the responsibilities resting upon us for the promotion of health among our people, and, that being well understood, shall gladly accept Ottawa’s support” (“Human Rights to Health,” Liberty 11, No. 50 [December 15, 1934]). Likewise, F. R. Davis, Nova Scotia’s Minister of Health, commented: “We favour leadership and expenditure of more money by the Dominion government. Health in general should be regarded as a national undertaking” (“Human Rights to Health”). But for individuals like Dr. Norman Bethune, Secretary of the Montreal Group for the Security of the People’s Health, and non-governmental agencies such as the Canadian Social Hygiene Council, Prime Minister Bennett’s views were no longer acceptable because in their eyes health was “not a question of provincial rights but rather of human rights” (Canada, Library and Archives Canada, Record Group 29, Vol. 1062, File 502-1-1, Part 3).

Manitoba’s Response

In Manitoba, a lack of money had prevented Winnipeg from paying for medical services for relief recipients. As doctors’ incomes declined, they resented the city’s failure to provide even a token amount, and in March 1933 they started the first doctors’ strike in Canadian history, in the city’s hospitals. The strike lasted for seven months. After lengthy negotiations, the Greater Winnipeg Relief Plan was created; until 1965, it provided payments to doctors who treated the indigent.

Ontario’s Reaction

In Ontario, the Conservative government of George S. Henry offered to subsidize medical relief costs at 50 per cent of the Ontario Medical Association (OMA) fee schedule to a maximum of $100 per month per doctor. This proposal upset the OMA because it hinted at state intervention in the doctor–patient relationship, but the province’s municipalities and 35 per cent of its doctors were sufficiently desperate for support that they joined the plan in 1933. As a result, the OMA began to support the concept of province-wide health insurance, but the election of Mitchell Hepburn’s Liberals in 1934 effectively removed that option, since Hepburn turned the responsibility for administering medical relief over to the OMA. This non-governmental organization directed the program until the late1960s, when it became part of the Ontario Medical Services Insurance Plan.

Pioneering Prepaid Care: The Hospitals Respond

The doctors were not the only health care providers who failed to get paid during the 1930s. Canadian hospitals found that, as the number of paying patients declined, their revenues fell, but their costs increased as they continued to serve the indigent. In 1934, the Hotel Dieu and Kingston General hospitals in Ontario and the four Edmonton hospitals led by the Royal Alexandra and University of Alberta hospitals pioneered prepaid hospital insurance plans similar to the Blue Cross programs that had originated in the United States. These plans provided a 15-day credit in private or semi-private rooms at $2.50 per day, or 20 days in the public ward at $1.75 per day. Male heads of households were charged $5 a year, $2 for their wives and $1 for each dependant. Although this was an investment that middle- and upper-class professionals could make, it was usually beyond the reach of most working-class citizens unless their unions acquired it as part of a benefits package. For employed professionals, Dr. Jason Hannah, an Ontario government pathologist, created Associated Medical Services Inc. in 1937. Using start-up funding from the OMA, Hannah created a prepaid medical services insurance plan that quickly attracted civil servants and other professionals, as well as the self-employed. Associated Medical Services continued to provide this service until 1972.

Corporate Health Care

Ontario and Nova Scotia also provided examples of company-sponsored health care plans. Hollinger Gold Mines in Timmins displayed enlightened self-interest by funding health insurance for its miners and their families because gold was one of the few commodities that commanded a strong market share during the 1930s. In the Nova Scotia coal industry, a “check-off” system had been in place since the 1880s. Mandatory deductions from wages ensured that miners and their families would receive basic medical and hospital assistance even during economic downturns. In Windsor, Ontario, local doctors won Rockefeller Foundation funding to create the Windsor Medical Services Plan, which combined preventive and curative services for automotive workers. This was a pilot project to see if full-spectrum care was more efficient and economical than separate hospital and medical services plans.

The Medical Profession’s Response

Building on its previous discussions at the Medical Services Conferences in the 1920s, in 1931 the Canadian Medical Association (CMA) created a Committee on Economics to examine the concept of health insurance. Chaired by Dr. Harvey Smith of Winnipeg, the immediate past president of the British and Canadian medical associations, the committee represented concerned doctors from across Canada. Dr. A. Grant Fleming of McGill University and the Montréal Anti-Tuberculosis League served as the secretary and prepared the report, which used the models developed in British Columbia and Alberta as the basis for a federal–provincial shared-cost health insurance system that was presented to CMA members at their annual meeting in Calgary in 1934. Although the CMA approved the plan in principle, it had to be reviewed by all the provincial medical associations prior to being sanctioned at the joint meeting of the American Medical Association and the CMA in Atlantic City in 1935. With some minor changes, the principles outlined in 1934 would remain the foundation of the CMA’s position on health insurance until 1949.

British Columbia’s Bold Actions

In the meantime, Dr. Fleming was working with Dr. George Weir, British Columbia’s Provincial Secretary, and his staff to prepare health insurance legislation. This law was passed in April 1936, but aroused considerable opposition from both the medical profession and the insurance industry. British Columbia doctors objected because it did not provide full coverage of the population, excluded the indigent, the unemployed and the elderly poor, and was to be administered by a commission that included lay people and bureaucrats as well as doctors. They were also upset by the low fees and the emphasis on capitation (a set per-person fee) rather than fee-for-service payment. The insurance companies opposed the measure because it threatened their business. These objections sank the proposal when the Liberal Premier, T. Dufferin Pattullo, failed to get additional funding from William Lyon Mackenzie King, who had been re-elected Prime Minister in 1935. Pattullo’s legislation, like that of his Alberta counterpart, never went into effect.

The Federal Response

In January 1935, Prime Minister Bennett shocked his colleagues and the Canadian public by announcing the end of capitalism and calling for a Canadian version of Franklin D. Roosevelt’s “New Deal.” As part of the legislative reform package, his government passed an Employment and Social Security Act, which included a provision for research into the creation of a national health insurance plan. When Mackenzie King and the Liberals returned to power, this legislation was sent to the Supreme Court of Canada, where it was declared ultra vires, or beyond the legal powers of the federal government. Faced with growing public demand for either federal action or federal funding in social security fields, Mackenzie King appointed a Royal Commission on Dominion–Provincial Relations in 1937. He named judges Newton Wesley Rowell of Ontario and Joseph Sirois of Quebec as co-chairs and, with the other members of the commission, they began to travel across Canada to hear briefs on all aspects of the issue.

Medical experts in Alberta and British Columbia urged the commission to consider their health insurance plans as blueprints for a national system. In recognition of the importance of this topic, the commission asked a University of Toronto social scientist, A. E. Grauer, to prepare a report on public health services in Canada. After circulating a draft version to provincial health departments, Grauer submitted the final report to the commission in 1939. His report highlighted the range of health problems facing Canadians and the limited financial and human resources of the provinces and municipalities, while acknowledging the restrictions imposed by the British North America Act. But, as he also observed:

The functions of the Dominion Health Service are, in the main, three. First, to take care of the health functions specifically assigned to the Dominion Parliament; second, to co-ordinate health policy throughout the country as much as possible, to promote uniform standards of health practice and to give leadership through research, education and publicity; third, to deal with interprovincial health problems beyond the control of individual provinces. (A. E. Grauer, Public Health: A Study Prepared for the Royal Commission on Dominion–Provincial Relations [Ottawa: King’s Printer, 1939], pp. 60–61)

His solution to the existing problems was the creation of conditional grants that would enable provinces to meet national standards, since constitutional amendment seemed unlikely.

Conclusion

When the Royal Commission on Dominion–Provincial Relations submitted its report in 1940, Canada was at war. The ravages of the Great Depression were beginning to fade, but the memories of unnecessary suffering, lack of medical and hospital care, and the shortcomings of federal responses to these problems remained. Would the leadership that had been so sorely lacking in the 1930s appear in the 1940s? Would it be able to overcome the limitations of the British North America Act and the traditional mindset of the long-serving generation of politicians?

1939-1948

Introduction

On September 1, 1939, when German panzer divisions rolled into Poland, few Canadians would have guessed that the Second World War would last until May 8, 1945 in Europe and August 15 in the Japanese theatre. Even fewer would have expected the Liberal government of William Lyon Mackenzie King to embark on a program of social welfare policies that became the foundation of modern Canadian life. But, as the Canadian economy recovered from the devastation of the 1930s and full employment developed through the creation of war industries, federal civil servants began to plan for the future. Health insurance was once more on the political agenda. But was this a project that would be supported by the public? By politicians? By doctors and other health care professionals? As we will see, each group had its own reasons for supporting or opposing the development of a national health insurance system.

Defining the Problem

When war was declared, Canadians focused on recruiting and training soldiers, making munitions, organizing convoys and training aircrew for the new type of war that was anticipated. The Canadian Army Medical Corps also began active recruiting of health care personnel, because it was responsible for assessing future soldiers, sailors and airmen and for caring for them once they had become members of the armed services. Not surprisingly, a significant amount of ill health and a large number of physical defects were found in the initial groups of recruits because of the privations that many had experienced during the 1930s. Indeed, 56 per cent of the volunteers failed to pass the initial physical examination. This prompted questions regarding the role of the federal government in maintaining the health of Canadians. Likewise, further declines in the limited number of medical, dental and nursing personnel available in rural areas and in less affluent provinces as these people joined the armed forces aroused concern. By 1942–1943, the Medical Procurement and Assignment Board was producing statistics that provided a firm foundation for the development of post-war plans to address personnel shortages and to enhance the health of all Canadians.

Health Insurance and Its Champions

In September 1939, Mackenzie King had reorganized his Cabinet to ensure maximum efficiency in fighting the war. Ian A. Mackenzie, the popular but bibulous British Columbia member who had been Minister of National Defence, was demoted to Minister of Pensions and National Health. In spite of this loss of status, Mackenzie quickly became interested in expanding the reach of his portfolio. Aided by Dr. John J. Heagerty, the department’s Director of Public Health Services, he began to push the Cabinet to support the development of a national health insurance program. Mackenzie justified his request on the grounds that Canadians needed positive benefits in return for their support of the war effort. He also pointed out that other political parties were offering similar social welfare programs in their platforms and that the Co-operative Commonwealth Federation (CCF), in particular, was gaining ground in public opinion. What did the public want? Security from poverty, the high costs of health care and the threat of unemployment.

The Political Options

In January 1940, the final report of the Royal Commission on Dominion–Provincial Relations had recognized the financial strength of the federal government and the constitutional responsibilities of the provinces and had recommended that, rather than conditional grants, constitutional amendments be considered for projects of national importance. This prompted great opposition from large provinces such as Ontario and Quebec, but there was unanimous agreement to ask the British Parliament to approve a constitutional amendment creating a national unemployment system. For Mackenzie and his staff, this development suggested a model for the creation of a national health insurance plan. But would similar conditions prevail in the area of health?

The War and New Opportunities

In fact, the Mackenzie King government was in an unusual position from 1939 to 1945. All Canadians wanted to see a full-scale effort to defeat the Axis Powers and so, with the implementation of the War Measures Act, they were willing to suspend their civil liberties and freedom of movement. Provincial governments even surrendered their tax-raising powers in return for annual subsidies to run their governments. But most importantly, the Department of Finance agreed to implement Keynesian economic theory and to use deficit financing to cover the cost of the war. In its simplest form, this theory postulates that governments prime the economy by purchasing goods and services during economic downturns or national emergencies and then repay the debt by raising taxes during boom periods. The Second World War thus became a testing ground for national economic planning. But one key question was the role that the government would play in developing and funding social policies. How did they contribute to or detract from full employment, the ultimate goal of economic planning? Was it the government’s duty to provide “security” for its citizens?

External Influences

In August 1941, U.S. President Franklin D. Roosevelt and British Prime Minister Winston Churchill announced the Atlantic Charter, a document that called for the creation of a better post-war world — one that was free from hunger, disease, unemployment and war. The Canadian government signed this document on January 1, 1942, and on February 5 that year Mackenzie received Cabinet approval to create an Advisory Committee on Health Insurance. Headed by Heagerty, this group was expected to develop a plan for a national system of health insurance that would respond to growing public demand for a federal plan that would protect citizens from the high costs of illness and disease and ensure access to medical and nursing services when needed. Finally, the Director of Public Health Services would have an opportunity to use his many years of study as the foundation for legislation.

Competing Options

But the Canadian and British governments appointed other committees and task forces to create reports that provided a blueprint for the future. In Great Britain in 1942, Sir William Beveridge published his famous report, which advocated a national healthservice, revised approaches to unemployment relief and slum clearance. The Canadian Cabinet Sub-Committee on Reconstruction hired a British-trained, McGill-based sociologist, Leonard Marsh, to review Canada’s existing social programs and assess its future needs. On March 16, 1943, his Report on Social Security for Canada was leaked to the press. Like Sir William Beveridge, who came to Ottawa in June to testify before the House of Commons Special Committee on Social Security, Marsh strongly advocated central government direction of housing, health care and job creation, along with the maintenance of full employment. Since he was a member of Heagerty’s Advisory Committee, he had been privy to that group’s research and deliberations. But, like many Canadian government reports, the Marsh report failed to attract support, largely because its comprehensive approach to social welfare program planning did not fit with the Department of Finance’s focus on economic growth.

Alternative Vision

Within the Department of Pensions and National Health, however, Mackenzie and Heagerty were concentrating on creating a made-in-Canada health insurance program that would not suffer from the problems that had plagued the British Columbia plan, which had failed so disastrously in the 1930s. Both the Minister and his health insurance studies expert believed that lack of consultation with the medical profession and the absence of widespread public support had doomed the B.C. plan. To ensure that they did not repeat this failure, Heagerty was instructed to contact the Canadian Medical Association (CMA) for assistance and to meet with the leaders of various labour, farmers’ and women’s groups. In response, the CMAset up a Committee of Seven to liaise with Heagerty and his team. Working on the premise that Canadians would want to contribute directly to the cost of their health services through paying a premium, and recognizing that the provinces had primary jurisdiction, the preliminaryhealth insurance plan that was unveiled in March 1943 consisted of draft federal and provincial statutes and a schedule of health grants. Heagerty and his team argued that this proposal was intended to help all the provinces create “a satisfactory practical measure of health insurance,” but they also made it clear that the federal government was not infringing on provincial jurisdiction, it was not calling for a constitutional amendment, and it was providing a significant grant-in-aid in order to ensure national standards.

Criticism and Kudos

The Special Committee on Social Security, which had all-party representation in the House of Commons, reviewed the draft legislation. During its deliberations in 1943 and 1944, the committee heard 117 briefs from such groups as the Canadian Federation of Agriculture (CFA), the Canadian Labour Congress, the CMA, the Canadian Association of Social Workers, the Canadian Life Insurance Officers Association (CLIOA), the Canadian Hospital Association (CHA) and concerned members of the public. While most of them supported the concept, they all had criticisms of the proposals. The CFA, for example, objected to doctors dominating the administrative commissions that were to be created at both the federal and provincial levels.

Fixing Long-Standing Problems

Like the Canadian labour movement, however, the CFA had a more fundamental concern: that a national plan was essential to ensure that all Canadians had access to the same level of medical and hospital services. Through the National Farm Radio Forum discussions of 1941–1942, the lack of accessible health care in rural areas had become clear. In Quebec, for example, only 400 of the 3,000 doctors in that province practised in rural areas, yet 40 per cent of the population lived there. A similar situation existed in Ontario’s rural communities. The municipal doctor and union hospital plans in the Western provinces provided better coverage, but so many of their doctors and nurses were overseas with the armed forces that the Medical Procurement and Assignment Boardcreated zones and rationed doctors among them. The province of Manitoba had received an international grant from the Rockefeller Foundation to study the impact of municipal doctors on the health status of their patients between March 1938 and April 1940. The results of this study demonstrated conclusively that blending preventive and curative services through the work of the general practitioner improved the health of women and children in particular. Given the shortage of doctors, however, the CFA suggested serious consideration of the British approach: the use of well-trained midwives to deliver babies.

Fundamental Principles

Both the Canadian labour movement and the CFA wanted a national plan paid for through the consolidated revenue fund, not the complex contributory proposal outlined in the draft legislation. The workers and farmers called for universal coverage and argued that government should not see health services as a form of charity, but as “an integral part of the life of every Canadian. In other words, the people are thinking of health as a right of citizenship” (Canadian Federation of Agriculture, Health on the March [January 1943]: 10). This concept was clearly argued both in the presentation to the Special Committee on Social Security and in National Farm Radio Forum broadcasts in December 1943. These debates pitted representatives of workers and farmers against Dr. T. C. Routley, the Secretary of the CMA. While the CMA supported the “principle” of health insurance, it did not want to see the draft legislation implemented because it feared regimentation and centralization. The CLIOA and the CHA echoed these concerns. The CLIOA was strongly opposed to linking preventive and curative services, because one dealt with the population at large while the other dealt with individuals, some of whom were enrolled in private, prepaid medical insurance plans. The CHA was also concerned because its members were well aware of the need to expand and modernize their facilities to meet the expected post-war demand.

Values in Conflict

But underpinning all these issues were differing visions of the way in which a health insurance system should function. Doctors, dentists and hospital administrators assumed that they would be appointed to provincial and federal commissions and that their views would prevail. Workers and farmers, however, argued that the needs of health service users had to be considered as equally important. Thus, the medical domination of the proposed administrative commissions was unacceptable, as was the ongoing demand for fee-for-service payment. But there was some common ground: all the supporters were concerned about the overall cost of the program and the emerging opposition to it from Ontario and Quebec. In response, the Special Committee encouraged the Department of Pensions and National Health to confer with the various groups and to revise the legislation. This was done through 1943 and early 1944 and resulted in further Special Committee meetings, which lasted until July 1944.

The Politics of Reconstruction

Prior to the approval of the revised legislation for a health insurance plan, however, several significant political developments occurred. In January 1944, the Cabinet agreed to support family allowances as the central plank in its social welfare program and to delay health insurance until an opportunity arose to discuss the matter with the provinces at a Dominion–provincial conference. This strategy was developed by the Department of Finance, which had concluded that putting purchasing power in the hands of Canadian women would ensure a smooth transition to a peacetime economy, as pent up demand for consumer goods aided the transformation from the war economy and maintained full employment. Thus, although Minister Mackenzie presented the revised health insurance plan to his provincial counterparts in May 1944, the Prime Minister and Cabinet were more intent on countering the emerging political threat of the Co-operative Commonwealth Federation than in overseeing the full development of welfare programs. The election of Tommy Douglas and the CCF as the government of Saskatchewan on June 15, 1944 confirmed Mackenzie King’s fears that Canadian voters were shifting to the left, but he was still not prepared to infringe on provincial jurisdiction in health care.

Creating a New Department of National Health and Welfare

On June 19, 1944, Mackenzie King introduced legislation to create a new Department of Social Welfare, but he got permission from the Commons to call the new entity the Department of National Health and Welfare, in recognition of the history of the Department of Pensions and National Health. In fact, the government had already removed veterans’ pensions from the department, because it had created a new Department of Veterans Affairs to ensure that Canada’s fighting forces were better treated than they had been after 1918. The welfare section of the new health department was charged with administering the family allowance programand other federal social programs, such as assistance for the blind. The health section was legally obligated to continue with the functions that it had previously performed, but it was also expected to provide expert advice and guidance on health insurance. The new Deputy Minister of Health was Dr. Brock Chisholm, an eminent army psychiatrist, who was committed to improving the physical and mental health of Canadians.

Planning for the Future

The first Minister of National Health and Welfare was Brooke Claxton, a Montréal businessman with a keen interest in reform. One of his first tasks was to prepare the new department for the Dominion–Provincial Conference on Reconstruction that was expected to discuss health insurance. Drawing on the work of their predecessors, Claxton and Chisholm attempted to respond to the political and ideological criticisms that were being levied against the Heagerty health insurance plan. As they both recognized, public support for the proposal was strong, as Gallup polls taken in April 1942, 1943 and 1944 indicated that 75 per cent, 69 per cent and 80 per cent of Canadians, respectively, would be willing to pay a portion of their annual income for such a plan. Nevertheless, the health insurance section in the Green Book proposals of August 1945 reflected the growing caution with which the federal government was approaching the provinces after its slim victory in the general election in June. But, in spite of the care with which the plan was described, British Columbia, Ontario and Quebec all objected to the federal requirement that they surrender their taxation power in return for partial federal funding of medical, hospital, dental, pharmaceutical and home nursing services. Saskatchewan was already well advanced in planning its hospital insurance plan, and in April 1945 Manitoba had passed a provincial health services act that combined preventive and curative services. But, although Claxton and his colleagues worked with some of their provincial counterparts to develop a more acceptable approach to federal–provincial roles and responsibilities in the post-war world, by April 1946 it was clear that no national health insurance plan was possible.

Next Steps?

The 1945 proposal had included federal funding for a series of public health grants. Heagerty had included these programs in his initial legislation because he was deeply committed to combining preventive and curative activities to improve Canadians’ health. The federal government was therefore prepared to offer each province a pro-rated amount to provide care for people suffering from tuberculosis, mental illness or venereal disease, or for children who had been disabled or adults who were blind. In recognition of the lack of public health personnel, training grants were provided. And to aid provinces in planning future health insurance programs, a grant for a health survey of existing facilities and personnel was also available.

Implementing the National Health Grants

Only in 1948, two years after Paul Martin succeeded Claxton as Minister of National Health and Welfare, did further action occur. Using his charm to convince Mackenzie King that his legacy as a social reformer required a final show of support for initiatives in health and welfare, Martin persuaded the Prime Minister and Cabinet to approve all of the 1945 health grants and one for hospital construction. The Minister justified his proposals on the grounds that the public was becoming more critical of the government’s failure to assist the provinces by funding medical research, hospitals and free clinics.

That and concerns raised by New Brunswick enabled the second federal Deputy Minister of National Health, Dr. G. Donald W. Cameron, to separate the national health grants from the fiscal requirement that provinces use them to prepare for a health insurance plan. In May 1948, Mackenzie King announced the national health grants in Parliament, and six days later his Minister of National Health and Welfare spoke to the Canadian Public Health Association and the provincial deputy ministers about the measure. He obtained Quebec’s approval through personal diplomacy with its premier, Maurice Duplessis. All this effort was a prelude to further attempts to create a national health insurance system, and in July 1948 Dr. Fred W. Jackson, Manitoba’s former Deputy Minister of Health, was appointed as head of the Directorate of Health Insurance. As we will shortly see, Jackson was the architect of the Hospital Insurance and Diagnostic Services Act.

Conclusion

When Dr. John Heagerty retired in 1945, he was a disillusioned man. All of his years of effort had failed to persuade either the provinces or the medical profession that federal leadership and direction would be effective in the design and implementation of a health insurance program. But from failure had come lessons that were used to create more effective and acceptable proposals. That is the story that the next chapter will reveal.

