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INTRODUCTION

What Is Public Health, and Why
Does It Matter?

Lindsay McLaren, Donald W.M. Juzwishin and Frank W.
Stahnisch

Public Health: “The science and art of preventing disease,
prolonging life, and promoting physical health and efficiency
through organized community efforts.”

— Charles-Edward Winslow,
“The Untilled Fields of Public Health,” 1920.!

Introduction

The immediate impetus for this book, which considers a century of public
health in the province of Alberta, is an opportunity to recognize the centenary
of the 1919 provincial act that established Alberta’s first department of public
health.? However, that impetus belies several other complex and contested as-
pects of public health that we seek to explore. First, lying beneath the seemingly
straightforward definition with which we open this chapter is our recognition
that, while public health is often celebrated for its achievements in improving
health status and conditions of populations,® those achievements are accompan-
ied, and sometimes undermined, by significant challenges and tensions. For ex-
ample, the oftentimes blunt and colonial nature of public health measures, which



underlies their leverage for population-wide impact, can also — in interaction
with socio-political context — create and perpetuate conditions of inequity and
exclusion (see for example chapters 1, 3, 7, and 9).*

Second, and as described in more detail in this introduction and throughout
the book, public health today faces important challenges: it is widely misunder-
stood (e.g., it is frequently conflated with publicly funded medical care), and there
are tensions within the field, including between scholarly communities with a
critical orientation and practitioner communities who may be more aligned with
a biomedical perspective.” These challenges limit the field’s ability to mobilize
as a collective toward creating conditions for population well-being and health
equity, and they provide a strong rationale indeed for reflecting on public health’s
scope, developments, achievements, and failures in the province’s past.

To signal our concern with these challenges and our commitment to advan-
cing a coherent vision for the future, we conceptualize public health as a field
of applied practice and scholarly inquiry that brings unique elements to under-
standing and improving health and well-being. Distinct from the individualized
and often reductive orientation of biomedicine and other aspect of health care,
public health is characterized by a focus on populations as collectives. Also, rath-
er than focusing on treatment or management of people’s illnesses when they are
sick, public health emphasizes keeping people healthy in the first place through
prevention, health promotion, and thinking about “upstream” or root causes of
poor health and health inequity.® Moreover, in line with its intersections with
social sciences,” public health activities are — or should be — conceptually an-
chored in critical perspectives that are concerned with collective and structural
processes that shape well-being and health equity and aim to “speak truth to
power.”® This includes — but is not limited to — illuminating and demonstrat-
ing leadership around the pernicious effects on population well-being and health
equity of medicalization (i.e., the processes by which problems that result from
large-scale social forces and political decisions are reductively treated as indi-
vidual-level problems amenable to technical or individualized solutions) and
neoliberal capitalism (i.e., the dominant global political economic system since
the early 1980s, characterized by aggressive pursuit of the capitalist vision of pro-
tecting and accumulating private wealth through policies such as deregulation of
industry and labour markets, austerity and privatization of public services, and
trade liberalization).’

We are fortunate, in this project, to draw and build on many existing con-
tributions. However, a consolidated history from a contemporary vantage point
that takes a broad vision of public health is scarce, and our aim with this book
is to begin to address that gap. Perhaps the most wide-ranging history of public
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health in Alberta is the 1982 publication by Adelaide Schartner titled Health
Units of Alberta,'"® which was a celebratory effort by the Health Unit Association
of Alberta on the fiftieth anniversary of the creation of health units in the prov-
ince. That work analyzed local health boards, district nursing, and the activities
of health units since the 1930s. However, it did not expand on efforts outside
of health unit administration and structure. In 1984, public health physician
Gerald Predy wrote a brief history of public health in Alberta, published in the
Canadian Journal of Public Health as part of a historical issue commemorating
the journal’s seventy-fifth anniversary."" Predy’s overview includes health con-
cerns, demographic and economic circumstances, legislative changes and other
public health efforts, and the professional public health workforce, in Alberta;
the main limitation is its brevity of two pages.

Other important published historical accounts include, but are not lim-
ited to, publications by former Deputy Minister of Health of Alberta, Malcolm
Bow, and indeed many papers published in what is now called the Canadian
Journal of Public Health (see Appendix A). Bow’s papers, including “The History
of the Department of Public Health of Alberta” from 1935; and “Public Health
Yesterday, To-Day, and To-Morrow” from 1937; coupled with later publications
such as 1959’s “The Alberta Department of Public Health” by A. Somerville,
Alberta’s then deputy minister of health, provide insights into major health prob-
lems at the time and the nature and extent of Alberta’s societal response, as well
as public health’s origins in a largely medical practice.!* As one example of early
provincial attention to some forms of health inequality, intersecting with eco-
nomic development in a province in its early stages of governance, Bow pointed
out in 1935 that unequal access to preventive services had resulted from some
areas of the province developing rapidly, while “pioneer conditions [were] still to
be found in many others.”"

More recent works include 1994’s Public Health: People Caring for People
by Edmonton writer Bill Carney, prepared for the Health Unit Association
of Alberta," which acknowledges Schartner’s Health Units of Alberta as a key
source; 2007’s A Century of Public Health Services in Alberta written by Alberta
social worker and historian Baldwin Reichwein for the Alberta Public Health
Association, which gives an overview of public health services in the province
organized into social and economic epochs;'® and our own project, 2017’s Public
Health Advocacy: Lessons Learned from the History of the Alberta Public Health
Association, which served as a starting point for this project.’ In addition to these
provincial works are historical overviews of local public health authorities and
activities within Alberta’s cities — especially Edmonton and Calgary'” — and re-
cent work with a national scope, such as 2010s This is Public Health: A Canadian
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History by Christopher Rutty and Sue C. Sullivan, which commemorates the cen-
tenary of the Canadian Public Health Association.®

We have opportunity, through this project, to update these important works
and to consider them from a contemporary perspective characterized by, among
other things, increasing attention — in theory if not in practice — to significant
and entrenched forms of social inequities in health;'” emergent public health con-
cerns such as intensification of climate change and ecological degradation (see
Chapter 8),” the opioid crisis (see Chapter 7 where we share the Kainai Nation’s
community response to this issue),! and the COVID-19 pandemic (see Chapter
14);** a broad and diverse public health community that includes scholars, activ-
ists, practitioners, and members of publics; and a socio-political environment
that, as described in this introduction and throughout the book, is increasingly
unfriendly to the public’s health.

What Is Public Health?

The overall objective of this volume is to commemorate, critique, and learn from
Alberta’s public health history. By doing so, we aspire to articulate the contours
of a public health that, as a discipline and field of practice, is positioned to address
contemporary health concerns and their determinants.”® A historical approach
is well suited to this task, because it theoretically allows for the identification
of core, enduring features of public health. Being able to identify and articulate
those core features is critical if public health is to remain a relevant societal in-
stitution through significant demographic, social, political, economic, epidemi-
ologic, and technological trends that characterize its past, present, and future.*

What are public health’s core features? Writing in 1920, American bacteri-
ologist and public health expert Charles-Edward Winslow offered “a tentative,
if necessarily imperfect, formulation of the scope and tendencies of the mod-
ern public health campaign,” from which one can begin to glean core features.”
In addition to a focus on communities or populations, rather than individuals
(which he aligned with “private medicine”), Winslow viewed public health as
concerned with prevention, arguing that: “medical knowledge has generally
been applied only when disease has gone so far that the damage is irremediable.
Medical knowledge will be highly effective only when applied in the incipient
stages of disease.”

Additionally, Winslow recognized the importance of social and econom-
ic determinants of health: “we come sooner or later to a realization of the fact
that education and medical and nursing service, while they can accomplish
much, cannot cope successfully with the evil effects of standards of living too
low to permit the maintenance of normal physical health.”” Acknowledging the

4 A HISTORY OF PUBLIC HEALTH IN ALBERTA, 1919-2019



implications of that knowledge, he further stated: “If an initially normal family
cannot gain a livelihood adequate for its minimum physical needs, there is evi-
dently a problem of social readjustments which our nation must face” [empha-
sis added], thus speaking to the need for societal solutions to population health
problems.

Nearly 100 years later, the Canadian Public Health Association identified
similar core elements for public health, including concern with maintaining and
improving (e.g., through promotion, protection, and prevention) the health of
populations, key principles of social justice and equity, and attention to address-
ing underlying social, economic, political, ecological, and colonial determinants
of health, along with evidence-informed policy and practice.”® A newer empha-
sis on maintaining and improving health, as distinct from preventing illness
as articulated by Winslow, reflects historically significant interim occurrences
such as the 1946 Constitution of the World Health Organization,” the Health
Field concept contained in the 1974 report, A New Perspective on the Health of
Canadians, and the 1986 Ottawa Charter for Health Promotion (see Chapter
10).*! These documents, and others, signal a shift, at least in theory, toward a
more holistic conceptualization of health that includes not only illness or its
absence, but also well-being (social, emotional, spiritual), and recognition that
medicine and health care are only partial options for maintaining and improving
the health of populations.

Public health’s emphasis on improving health and well-being among popu-
lations via attention to upstream social determinants of health introduces an
additional core feature of the field and of this book — namely, power and pol-
itics. In the introduction to her important, and still highly relevant, 1988 book,
Hidden Arguments: Political Ideology and Disease Prevention Policy, University
of Arizona professor Sylvia Noble Tesh argues that “behind debates about such
questions as the toxicity of environmental pollutants, the hazards of smoking,
and the health effects of cholesterol lie other, hidden arguments. These arguments
are more fundamental: What is the legitimate source of knowledge? What is the
nature of human beings? And what is the ideal structure of society?”** American
historian of public health, Dorothy Porter, speaks to the enduring importance
of these considerations in her 1999 volume where she said, “the concern with
collective social action involves an analysis of the structural operation of power,
which makes the political implications of population health in different periods
and in different societies a persistent theme.”*® That is, although the details of
power and politics may take different forms depending on time and place, their
importance to our field persists. Finally, American author Deborah Stone in her
book Policy Paradox: The Art of Political Decision Making emphasizes that how
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problems are identified and defined is determined by those in power, those who
have the authority to make decisions and policy, thus prompting the importance
of asking questions such as: “Who is given the right to make decisions about
the problem? Whose voice counts, both for choosing leaders and for choosing
policies? Who is subordinated to whom? What kind of internal hierarchy is cre-
ated? Who is allied to whom? How does the authority structure create loyalties
and antagonisms among members of the community?”** One of our goals in the
succeeding chapters is to keep a critical eye on structures and relationships and
their intersections with public health priorities and activities.

Despite this identification of core features and principles that have endured
over time, public health is a term that is frequently misunderstood. It is often
conflated with publicly funded medical care, which dilutes its unique emphasis
on root causes of population-level health problems and health inequities. Public
health is moreover often reduced in scope and substance to singular elements
such as immunization, the opioid crisis, or communicable disease outbreaks.*
The COVID-19 pandemic is a case in point: although the pandemic has thrust
public health into the spotlight, it has perpetuated a narrow, technical, and indi-
vidualized version of public health, focused on physical illness and characterized
by communicable disease control, and led by medical practitioners in the health
care system.*

Furthermore, even within the public health community, including practi-
tioners, academics, and activists, there are different perspectives on public health
that differ importantly in structure and scope.” A narrower perspective focuses
on the formal public health system and its institutional parameters, including
delivery of public health services by health authorities; while another, broader,
perspective embraces root causes of poor health and health inequities embodied
in systems and structures that extend far beyond the formal health sector. Taking
a narrower view of public health has the advantages of making the term more
readily definable and having existing institutional (e.g., legal and governance)
structures.® Its primary disadvantage — and this is a significant criticism — is its
limited scope and usually uncritical nature.*® As scholars in critical public health
and health promotion traditions have long recognized, foundations of popula-
tion health are social and political in nature and demand an intersectoral and
interdisciplinary approach coupled with deep reflexivity and humility, including
epistemic humility, to tackle entrenched forms of power that underpin social and
health inequities.*® These considerations demand a broader conceptualization of
public health. Yet, any concept — including public health — that is too broad
risks being useless. Although different perspectives on public health can be a
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strength for the field, it can also create fracture and lack of unity, especially if —
as described in this introduction — public health is “weakening.™

This question of “how broad the mandate” should be for public health, which
has been described as “timeless,™? presents important challenges for this book
and for the field more broadly. For example, on a practical level, a narrower ver-
sus broader conceptualization of public health has implications for identifying
which government departments are relevant to public health, or for deciding
what should be included or excluded in public health spending.** Beyond these
practical decisions, the question of the scope of public health has deeper impli-
cations. With the future well-being of all populations in mind, do we want to
continue to focus on current public health programs and services and their in-
stitutional parameters (a narrower version of public health)? Or do we want to
focus on the ultimate aims of public health — population well-being and health
equity — and use that broader aim to shape what we do as a society, including the
messiness of boundaries that comes with it?

Why Do This Now?

The year 2019 marked the centenary of the 1919 act thatled to the establishment of
Alberta’s first provincial Department of Public Health.** Alberta was the second
province in Canada to establish such a department, following New Brunswick in
1918. The federal government also introduced a Department of Health in 1919.%
Anniversaries provide an opportunity to reflect and learn from our past, toward
strengthening our future.

The mere year of 1919 is of course not the beginning of public health in
Alberta. As discussed elsewhere in this book (e.g., Chapter 4), public health ac-
tivities in the area predated the formal creation of the province.*® As with many
foundational dates in the wider history of social movements, we could have
chosen to commemorate various earlier occurrences or pieces of legislation; for
example, Alberta’s first Public Health Act or its Vital Statistics Act, which were
passed in 1907,* or the signing of Treaties 6, 7, or 8 in the late nineteenth century;,
which brought devastating implications for the well-being of Indigenous com-
munities that persist to this day (see also Chapter 7).*8

We singled out the 1919 act because it has features that make it interesting
and relevant as a starting point for historical study. First, prior to 1919 — in the
first fourteen years of the province* — formal public health activities in Alberta
were housed under various departments and ministries, including the Attorney
General, Agriculture, and Municipal Affairs.”® The year 1919 marked the estab-
lishment of a provincial department devoted specifically to public health, signi-
fying public health’s importance to at least some in Alberta at that time. Second,
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the wording of the 1919 act communicates a consolidation of public health under
one umbrella; for example, “All that part of the administration of the government
of the province, which relates to public health.”' This provides an opportunity
for insights around why this centralization occurred and to what end, including
from a contemporary vantage point anchored in a broad vision of public health.>

The Current State of Public Health in Canada and Alberta

While the centenary of the 1919 Public Health Act provides a convenient oppor-
tunity for historical reflection, the substantive impetus for our project concerns
the state of public health in Canada and Alberta. First, contemporary national
discourse suggests that public health is weakening. Quite recent scholarly and
review commentaries by public health professors and practitioners Louise Potvin
(Université de Montréal), Ak’ingabe Guyon (Université de Montréal), and Trevor
Hancock (Prof. Emer., University of Victoria) for instance have identified im-
portant trends across Canada.”® Within the formal public health sector, empha-
sized in the narrower version of public health, these include a downgrading of
the status of public health activities within health authorities, eroding the in-
dependence of medical officers of health (for example, the arbitrary dismissal
of medical officers of health who “speak truth to power” on matters of public
health concern),** decreasing funding, and limiting or diluting the scope of pub-
lic health. This latter trend includes instances where public health departments
or activities are combined with primary or community care in such a way that,
problematically, community and population-level public health responsibilities
are displaced by individually-focused clinical tasks.

Moreover, there are indications of resistance to a broader version of public
health that is concerned with upstream determinants of well-being and health
equity. As reported by Potvin in her editorial, “Canadian Public Health Under
Siege,” a 2014 Globe and Mail column asserted that, “it is not the job of pub-
lic health to have an opinion on taxes, economic policy, free trade or corporate
control,” arguing instead that public health should limit itself to a narrow focus
on communicable disease prevention and control.”® The important role of the
popular press in shaping (i.e., limiting) the contours of public health is supported
by scholarly work demonstrating that mainstream media coverage of “health”
in Canada is dominated by topics related to medical care (e.g., service provision,
service delivery, management, regulation) and only very infrequently considers
social determinants of health.*® This is a significant challenge that must be over-
come to realize a broad public health vision.

In terms of whether public health has been weakened by inadequate fund-
ing, this is another dimension that is complicated by the existence of different
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definitions of public health. On the one hand, it is clear from available data that
although spending on medical care in Canada is significant, spending on formal
public health activities, as a component of medical care spending, constitutes only
a very small proportion of those costs. For example, according to the Canadian
Institute for Health Information, total health care expenditure in Canada in 2019
was estimated at $264.4 billion, or $7,068 per Canadian, corresponding to 11.6
percent of Canada’s gross domestic product (GDP), up from 7 percent of GDP in
1975.%7 Public health, defined by the Canadian Institute for Health Information
as “expenditures for items such as food and drug safety, health inspections,
health promotion activities, community mental health programs, public health
nursing, measures to prevent the spread of communicable disease and occupa-
tional health to promote and enhance the safety at the workplace in public sector
agencies,” constituted 5.4 percent of those expenditures.*®

Focusing on Alberta in particular, Figure 0.1 presents annual provincial
government per capita health expenditure from 1975 to 2019, for two spending
categories as defined by the Canadian Institute for Health Information : 1) public
health and — as a contrast — 2) hospitals, which is the largest health spending
category:®
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Fig. 0.1: Annual provincial government per capita health expenditure in current dollars for 1)
public health (black bars) and 2) hospitals (grey bars), Alberta, 1975 to 2019.

Source: Canadian Institute for Health Information, Open data on health spending (modifiable data set that can be freely used).
Available at: https://www.cihi.ca/en/national-health-expenditure-trends-1975-to-2019 (scroll down to “Health spending data

tables”; Table D4: Provincial/territorial government expenditures; Table D.4.9.3 Provincial government per capita health
expenditure by use of funds in current dollars, Alberta, 1975 to 2019).
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The figure illustrates that per capita spending on both public health (as
defined above) and hospitals in Alberta has increased over time; however, the
amount spent on hospitals is consistently much higher than that spent on public
health. Figure 0.2 shows relative spending on public health in Alberta, that is, the
annual provincial government spending on public health, as a percent of total
health expenditure, 1975 to 2019.
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Fig. 0.2: Annual percentage of provincial government health expenditure on public health for
Alberta, 1975 to 2019.

Source: Canadian Institute for Health Information, Open data on health spending (modifiable data set that can be freely used).
Available at: https://www.cihi.ca/en/national-health-expenditure-trends-1975-t0-2019 (scroll down to “Health spending data
tables”; Table D4: Provincial/territorial government expenditures; Table D.4.9.2 Percentage distribution of provincial government
health expenditure by use of funds, Alberta, 1975 to 2019).

The figure shows that, during the 1975 to 2019 period, the relative spending on
public health in Alberta ranged from approximately 5 percent (early 1990s) to
almost 12 percent (2007) of total health spending. Some variation is evident,
including that which coincides with significant changes to health care system
governance in the 1990s (health care regionalization) and early 2000s (transition
from regional health authorities to Alberta Health Services).® Overall, however,
the modest trend over time in terms of percent of health spending on public
health has been upward, not downward, in Alberta.

The story told by these spending data, however, is incomplete. From a social
determinants of health point of view (embraced by a broad definition of public
health), the primary determinants of health and well-being are economic and
social conditions, which reflect public policy decisions including spending out-
side of health care. Yet, spending in ministries outside of health is not typically
included in estimates of public health spending. This is an important omission.*
For example, based on an analysis of provincial spending data from 1981 to 2011,

10 A HISTORY OF PUBLIC HEALTH IN ALBERTA, 1919-2019



professor Daniel Dutton and colleagues demonstrated a positive association be-
tween social spending (i.e., spending in social service sectors) and population
health outcomes; in fact, social spending was more important to population
health outcomes than health care spending.®® Yet, social spending across prov-
inces in Canada remained at a low and in some cases declining level during this
time period, while health care spending increased significantly.

Thus, although public health spending as defined by the Canadian Institute
for Health Information has not shown a decreasing trend in Alberta for the per-
iod for which data are readily available, government spending on activities that
would improve population health and well-being — that is, spending in the social
and other public sectors — is low and is declining — especially relative to health
care spending — over time. A broader definition of spending that includes social
spending better aligns with Winslow’s definition of public health with which we
opened this chapter: “The science and art of preventing disease, prolonging life,
and promoting health and efficiency through organized community efforts,”*
which necessarily extends beyond the formal health sector. Taking a broad pub-
lic health perspective, public sector investment in health in Alberta and across
Canada is low and has indeed declined over time.

Although a one hundred-year analysis of public health spending in Alberta
was not feasible, we have an early glimpse of this issue from the 1939 annual
report of the Department of Public Health, in which Deputy Minister of Public
Health, Malcolm Bow, made the following comments, with reference to the state-
ment of revenue and expenditure for the 1939-1940 fiscal year [emphasis added]:

An analysis of this statement shows that the total expenditure for
all activities of this Department was $2,600,711.25. The expenditure
for the Child Welfare and Mothers” Allowance Branch amounted to
$710,811.63. . . . Of the [remainder] [$1,889,959.62], $1,677,366.16
was expended for the maintenance and operation of the various in-
stitutions which are under the administration of the Department,
for grants to hospitals and homes, and for other forms of what might
be termed treatment services; $212,593.46 representing 11.2% of the
total budget of the Department, excluding the amounts expended
for Child Welfare and Mothers” Allowances, was expended for all
other activities, including clinic services, vital statistics, communi-
cable disease control, public health units, general administration
and all preventive services. Thus, out of every dollar expended by the
Department, 11.2 [cents] were spent for preventive health activities.
The need for the extension of preventive health service, particularly
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in our rural and smaller urban centres is great. No expenditure will
pay larger dividends in ensuring a sound structure of health in this
Province.”

Dr. Bow’s comments in 1939 illustrate two things: first, that there is a historical
legacy of separating social spending (at that time, child welfare and mother’s al-
lowance) from health spending, which presents a challenge to a broad version of
public health; and second, that spending on preventive health activities relative
to treatment services was limited, thus showing early concern about an issue that
continues to preoccupy the community today.

What This Book Is, and What It Is Not

This book offers “a” history of public health in Alberta. It was prompted by our
observation and concern that public health, as a field of scholarly inquiry and ap-
plied practice, is diffuse, divided, and poorly understood. This creates a problem
when it comes to mobilizing as a collective to support efforts to improve well-be-
ing and health equity in populations. It is also important for our political leaders
who are charged with the responsibility of providing conditions to protect and
support the health and well-being of all of us.

Anchored in long-standing definitions of public health (i.e., the science and
art of preventing disease and promoting health through organized efforts of so-
ciety) that have yet to be fully realized, we present a work that aims to illustrate
contours of the field historically in Alberta. Inevitably, we brought our own ex-
periences and perspectives to this project. These shaped the overall orientation
of the book, its largely narrative approach, and the topics and examples we have
chosen. Our focus on illustrating a broad version of public health, as discussed
above, at times precluded deeper analysis of the episodes covered; this is a trade-
oft for which we feel some discomfort. We enthusiastically await the efforts of
those who follow, to take those deeper and more critical dives while, we hope,
retaining a focus on strengthening a coherent vision for the field as a whole.

Consistent with our broad definition of public health, the intended audience
for this book is also broad. While we carry no illusions that everyone will agree
with our approach, we hope that our efforts to articulate and illustrate contours
of our field will resonate in some way with researchers, scholars, activists, practi-

tioners, policy actors, students, and members of publics.
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The Chapters Ahead

The book is organized as follows. The first three chapters aim to set the stage for
the remainder of the book. Chapter 1 addresses what we view as a fundamental
question, namely, who is the public in public health. In Chapter 2, we use an
innovative data source — Alberta government throne speeches since 1906 — to
shed light on how health and public health have been understood by provincial
leadership over time. Chapter 3 considers, from the perspective of historically
available statistics, the health — or more accurately, the sickness — of Albertans
over time.

In chapters 4 through 7, we consider a range of institutions, sectors, and
populations. Chapter 4 focuses on public health governance; it provides a his-
torical overview of legislative and institutional dimensions of public health in
the province, anchored in the provincial Public Health Act. Chapter 5 considers
the non-profit sector, with a particular focus on the only provincial non-profit
organization that is explicitly concerned with public health: the Alberta Public
Health Association. Chapter 6 focuses on public health education in the prov-
ince, with attention to university programs in public health. And in Chapter 7
we share stories about public health from First Nation communities in Treaties
6,7, and 8.

Chapters 8 through 12 are organized using contemporary public health
functions as described by the Public Health Agency of Canada;® these include
health protection (Chapter 8), disease and injury prevention (Chapter 9), health
promotion (Chapter 10), and emergency preparedness and response (Chapter 11),
in addition to the social determinants of health (Chapter 12). Each chapter con-
siders a small number of focal topics or examples to illustrate different types of
problems and solutions, and how those played out within their socio-historical
context.

To anchor the book, chapters were prepared while keeping two questions in
mind. The first question, informed by our concerns about the state of public health
in Alberta and Canada, asks, what happened, when, and why? Learning from our
history, the second question asks how we might work to strengthen public health
moving forward. Our final two chapters shed additional light on these questions:
Chapter 13 by showcasing a subset of individuals across Alberta’s public health
history who have publicly contended with these challenges, and Chapter 14 by
synthesizing some substantive insights from the volume as a whole. Written dur-
ing the COVID-19 pandemic, that concluding chapter considers the significant
opportunity presented by the pandemic to shape a coherent vision for the future
of public health, in Alberta and beyond.®
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Who Is the Public in Public Health?

Erna Kurbegovi¢ and Benjamin Sasges (contributed equally)

Introduction

In 1953, at the age of nine, Leilani Muir was admitted to the Provincial Training
School for Mental Defectives in Red Deer, Alberta, which provided care and
training for persons thought to be “mentally deficient.” There was no medical
examination upon admittance to the training school, and no evidence was pro-
vided by the physicians that Muir was in fact “mentally deficient.” Following an
inaccurate IQ test, the training school psychiatrist recommended Muir for ster-
ilization, under Alberta’s Sexual Sterilization Act. At the age of fourteen, Leilani
Muir was sterilized without her consent.

Alberta’s eugenics program (operationalized via the Sexual Sterilization
Act), administered by the provincial Department of Public Health, was in oper-
ation from 1928 until 1972 (see also Chapter 4), and it disproportionately af-
fected marginalized individuals like Leilani Muir, a working class, Irish-Polish,
Catholic girl.? Sociologists Jana Grekul, Harvey Krahn, and Dave Odynak have
demonstrated that the primary targets of the program were certain populations
deemed to be “vulnerable,” including women, youth, and Indigenous Peoples
who often came from lower socio-economic backgrounds.* This raises the ques-
tion of what “public” in public health meant. Was it aimed at certain individuals
and not others? Who was it intended to protect? Who was — advertently or in-
advertently — included and excluded?

Muir’s case provides one of many illustrations that the answers to these ques-
tions are complex and that who and what constitutes the public is a construct de-
fined by shifting socio-political tides. For early twentieth-century public health
officials, medical professionals, social reformers, and politicians, what constitut-
ed the public, was an ideal community shaped by British imperialist notions of
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race and racial hierarchies. Their ideal community was a white, Anglo-Protestant
Canada that prospered not only economically but socially as well. Muir stood on
the margins of this imagined community. Her religious and ethnic background
was widely perceived as less desirable than those of Anglo-Protestant heritage.
Her family was also poor and therefore seen as a burden on the state rather than
a productive part of it (see also Chapter 12). As a woman, there were concerns
about potential sexual deviances leading to illegitimate births. As a child, she
was more a ward of the state than a citizen. Finally, Muir’s supposed condition
of “mental deficiency” was so broad and subjective as to render it meaningless.’
Individuals like Muir were singled out because in nearly every social cat-
egory they were not what most of the elite elements in society considered “de-
sirable” or “healthy.” For them, those labelled as “mentally deficient” did not
contribute to the betterment of Canadian society but rather detracted from it.
Alberta’s eugenics program is a tragic and instructive example of an idealized
social construct being used to determine the meaning of public in public health.
Public health policies with respect to eugenics were inherently exclusionary. For
a field that prides itself on being concerned with upstream determinants of popu-
lation well-being and health equity, questions about who is — and who is not —
considered part of the public in public health are critical ones indeed.

Conceptualizing “the Public”

In this chapter, we explore the idea that the public is a constructed category, re-
flecting various values and ideologies, and how this has played out in Alberta’s
public health history. In a wide variety of programs and policies, the socially
constituted nature of the public has impacted public health’s objectives, imple-
mentation, and targets. We illustrate this observation using three examples: first,
through the experiences of Leilani Muir and others affected by Alberta’s eugen-
ics program; second, through immigration policy in the province; and third, by
the framing and deployment of tuberculosis control efforts in Alberta, which
marginalized (in fact, aggressively excluded) Indigenous tuberculosis patients in
particular.

This chapter contributes to a robust body of contemporary international
public health scholarship concerned with defining the public and with para-
digms of inclusion and exclusion. For example, in 2007, Marcel Verweij and
Angus Dawson wrote the influential paper, “The Meaning of ‘Public’ in ‘Public
Health.” Here, the authors develop the idea that the meaning of the public is not
static, but rather a constituency defined by the objectives and aims of a particular
health intervention. Therefore, even if the public refers to an indefinite number
of people, any given intervention does not necessarily benefit many, or even a
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majority, of a population.® In his 2012 book, What Makes Health Public?, John
Coggon considers the broad span of political, ethical and legal implications of
public health, which in turn prompts a need to recognize the legal structures that
are used to turn notions of public health into policy.” This critical theorization
undergirds the types of analyses done in the present chapter, particularly as it
strives to show the ways in which the state constructs public health threats (and
their responses) through institutional (including legal) and ethical lenses and
means.

There are several examples of how these phenomena play out in the Canadian
context. Notably, Social Determinants of Health, an edited collection by Dennis
Raphael, contains an array of important works, including one by Grace-Edward
Galabuzi that delineates and comprehensively deals with the forces that cause
social exclusion — and thus poorer health — of various social groups.® Ronald
Labonté builds on Galabuzi’s thesis by cautioning against efforts to correct so-
cial exclusion by centering social inclusion and placing blame for exclusion on
individuals.® Finally, Janet Smylie addresses the ways in which social exclusion
affects Indigenous Peoples in particular, focusing on living conditions.'’ In terms
of research by Alberta-based scholars, Melanie Rock has considered whether ani-
mals, in particular pets, should be included in definitions of the public using data
from the City of Calgary. On the discussion of inclusion-exclusion paradigms,
Rebecca Haines-Saah demonstrates the phenomenon of “privileged normaliz-
ation” in marijuana use, whereby media narratives surrounding marijuana use
convey greater acceptability of the practice among those with power and status
than among those without."

Bringing these various strands together is the concept of intersectionality,
which is increasingly incorporated in public health scholarship in Canada and
internationally.'> The lens of intersectionality draws attention to the impacts
that structures and processes that create exclusion and marginalization based
on intersecting identities like gender, race, Indigeneity, ability, and age have on
well-being and health equity. This chapter builds on these ideas by showing how
conceptualizations of the public have informed the deployment of public health,
particularly through paradigms of inclusion-exclusion, through Alberta’s public
health history.

Immigration, Public Health, and Exclusion

Ethnicity/race, ability, and class were central to Canada’s immigration policy
from the late nineteenth century into the early decades of the twentieth century.
Although the Immigration Act of 1869 contained very few restrictions regard-
ing entry into Canada, over time federal immigration policy became much more

1 | Who Is the Public in Public Health? 21



restrictive and excluded immigrants on the basis of their ethnicity, race, and na-
tional origin.” The federal government sought to attract “desirable” immigrants,
primarily those from the British Isles and the United States, and it sought to cur-
tail immigration from “less desirable” areas such as central and eastern Europe
and Asia." Yet, the federal colonial campaign to attract farmers to settle the West
allowed for approximately three million newcomers to enter Canada by 1914,
with the majority arriving from non-Anglo-Saxon countries, including Ukraine,
Poland, Germany, and Hungary."

While the influx of immigrants from central and eastern Europe into west-
ern Canada brought out nativism and xenophobia among Anglo-Canadians, and
led to hostility toward newcomers in general, there was a hierarchy in the desir-
ability of new immigrants.'® While central and eastern Europeans were viewed
relatively favourably in terms of their likelihood of assimilating into Canadian
society, the debate over Asian immigration focused on implementing measures
to exclude them from entering Canada altogether.”” Immigration restrictions,
particularly the Chinese Immigration Act of 1885 and subsequent amendments,
over time reduced the number of Chinese newcomers in Canada.'

The discourse over Chinese immigration to Alberta intersected with public
health even before Alberta had officially become a province. In 1892, open hos-
tility toward Chinese immigrants resulted in a mass city riot in Calgary, sparked
by an outbreak of smallpox that was initially observed in a Chinese man." For
the authorities, the case was proof that white Calgarians needed to “remain vigi-
lant against the potential deleterious effects of Asian men on the community.”*
Racial animus on the grounds of health was promulgated through newspapers
and state action. For example, the Chinese men who were afflicted with smallpox
were treated as deceptive and malevolent in local newspapers, while white pa-
tients were treated sympathetically.”! The Calgarian experience fed into, and was
influenced by, national rhetoric that claimed that in “moral, social, and sanitary
status, Chinese were below the most inferior standard of Western life.”** This
nativist rhetoric explicitly constructed a threat to public health as being Chinese,
and the public as white Anglo-Saxon Calgarians.” The demarcation between who
was part of the public and who was not extended to conceptualizations of space:
as historian Nayan Shah has pointed out, North American conceptualizations
of the condition of Chinese homes were that of filth and decay, in sharp contrast
to the supposed hygiene and cleanliness of white, Christian homes.?* The homes
and workplaces of Chinese immigrants were sites that were inherently linked
with ill health, and their presence needed to be treated, as one would a disease.

In the early decades of the twentieth century, the legacy of othering Asian, in
particular Chinese, immigrants continued to be tied with themes of public health.

22 A HISTORY OF PUBLIC HEALTH IN ALBERTA, 1919-2019



During the 1920s, the small Chinese population in Calgary and Edmonton was
linked with another public health problem, drug consumption.”® Popularized
during the 1920s by Albertan reformers such as Emily Murphy, but present since
the beginning of Chinese immigration to Canada, depictions of Chinese immi-
grants as drug addled menaces to the Canadian way of life permeated the main-
stream. In response to the Calgary riots noted above, The Edmonton Bulletin
published an article called simply “The Chinese,” in which the author asserted
that Alberta had no responsibility to provide “Christian charity” to those who
would “engage in the distribution of opium . .. and the most loathsome forms of
vice,” character traits seen as distinct to the Chinese people.?® As also seen with
other groups of immigrants, the othering of Chinese immigrants propped up
public health policy that — rather than integrate and protect and promote the
health of the Chinese immigrants themselves — sought to protect the rest of the
public from them. The very idea of a public worth protecting was built around
the value of the moral and ethnic character of white Anglo-Saxon Canadians, a
definition which firmly excluded the so-called menace that were Chinese immi-
grants. (A parallel can be made with how Indigeneity in Alberta has been and
continues to be linked to alcoholism and drug use; see Chapter 7)

During the interwar period, politicians, physicians, and social reformers in
Alberta were concerned about the arrival of “unhealthy” and “defective” immi-
grants, primarily from central and eastern Europe, to the province. They attrib-
uted the spread of infectious diseases and the increase in the “deficiency” of the
population to the unhygienic habits and deviant behaviours of the newcomers.
The new immigrants were presented as a threat to the well-being of the province
and politicians and public health officials were determined to quarantine them,
to place them under constant surveillance, or to expel them from the country.”
As early as 1922, Alberta Liberal MP Charles Stewart informed parliament of
the situation in western Canada, particularly Alberta, arguing “that too large a
percentage of people who are mentally unfitted to come to this country have been
allowed to enter Canada. . .. I know whereof I am speaking,” Stewart continued,
“because our mental hospital in Alberta has had too large a percentage of people
allowed to come to Canada who were mentally unfit.”? In other words, Stewart
implied that Canada’s immigration policy was problematic because it allowed
“defective” immigrants to enter, settle in Alberta, and become a public charge.

Similar sentiments were expressed by Alberta’s Department of Public Health
where, in 1924, the Deputy Health Minister, W.C. Laidlaw, wrote to Premier
John Brownlee objecting to the “cursory” examination of immigrants, because
“under this system only the most obvious cases [of “defective” immigrants]
would be detected.” The minister wanted more effective procedures in place
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that would prevent immigrants with mental and physical disabilities, those with
criminal tendencies, and those who were likely to become a public charge from
entering Alberta. Likewise, Miss Elizabeth Clark from the Nursing Branch of
the Department of Public Health forwarded a list of “undesirable” immigrants
and immigrant families to Dr. Laidlaw and to the premier arguing that they had
passed through the inspection undetected and should be deported. Clark de-
scribed one newcomer from Germany as suffering from “tubercular glands of
the neck,” and had informed the Department of Public Health that deportation
paperwork had been filed.*® Historian Barbara Roberts has demonstrated that,
according to the statistics provided by the Department of Immigration, depor-
tations peaked during four periods in the first three decades of the twentieth
century: 1908-1909, 1913-1914, 1921-1924, and 1929-1930. All these periods
represent years of economic recession in Canada. Therefore, those immigrants
who were hurt the most by the economic downturn and who had become a public
charge were deported.”

The concerns over the quality of immigrants in Alberta was also evident
in the 1921 report of Alberta’s Department of Public Health, which described
Ukrainian immigrants as having difficulties assimilating to the Canadian way of
life. According to the report, their language, culture, and traditions increased the
likelihood of “feeblemindedness” in the family, and their “ignorance” of health
and hygiene made them susceptible to the spread of diseases.’”? The Department
of Public Health furthermore singled out the living arrangements of central and
eastern Europeans as particularly problematic, stating “the foreign element,
called collectively Russian although including Galician, Pole and Austrian . . .
has no concept of the meaning of the word sanitation.”” The supposed inability
of some immigrants to adapt to Canadian society meant that new immigrants
were often under surveillance. For example, according to historian Erica Dyck,
inspectors and public health nurses in Alberta conducted home visits in immi-
grant neighbourhoods to ensure proper hygiene was practised in the home, and
sometimes they sought to force sanitary measures on immigrant families if habits
remained unchanged.** By employing such public health measures, public health
officials gained significant knowledge of the living conditions and behaviours
in immigrant quarters of the provinces. They presented these living habits as
different and even dangerous, and thus helped construct some new immigrants
as a threat to the province and as outsiders to the collective idea of the public.

Eugenics and Public Health

Eugenics, including forced sterilization, and public health have often crossed
paths. In his work on the history of public health in the United States, historian
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Martin Pernick notes that the goals, agendas, and personnel of the eugenics
and the public health movements frequently overlapped.’® Concerns over public
health were a key incubator in which horrific eugenic ideas could grow; for ex-
ample, some in public health turned to eugenics to find solutions to seemingly

>

intractable problems, including poverty, criminality, “mental deficiency,” and
“feeblemindedness.”

Although eugenic theory emerged in Britain in response to the social condi-
tions and concerns over perceived degeneration of the population, eugenic ideas
and their aims of “human improvement” gained popularity around the world.*
The methods by which these goals were realized and implemented varied be-
tween and within countries’” and included so-called positive eugenics, which
aimed to encourage the reproduction of individuals with desirable characteris-
tics, and negative eugenics, which discouraged (or, in fact, forcefully prevented)
reproduction among individuals with undesirable traits.*® In Canada, negative
eugenics found government health policy manifestations in the provinces of
British Columbia and Alberta in the form of sexual sterilization measures. As
noted above, Alberta’s Sexual Sterilization Act (1928), which fell under the ad-
ministration of the provincial public health department, allowed for the ster-
ilization of patients in mental institutions, particularly those diagnosed with
“mental deficiency.”® Social and economic changes in Canada during the first
decades of the twentieth century provided important context for the act. Many
social reformers and politicians were concerned that Canada was becoming less
homogenous, and as Erika Dyck suggests, “eugenics offered an appealing solu-
tion to the growing problem of social and moral decay by promising to support
stricter immigration policies, while focusing on the internal make-up of western
Canadian society and even promoting invasive measures to ensure that the so-
called unfit members of society were not capable of reproduction.™®

The concerns over national degeneration, due to the supposed increase
in “mental deficiency,” were intensified by findings from the Mental Hygiene
Surveys conducted by psychiatrists C. K. Clarke and Clarence Hincks. Their
survey of the province of Alberta in 1921 revealed that the provincial institu-
tions were overrun with “mental defectives,” a term used to describe individuals
with intellectual disabilities.”! As sociologist Gerald V. O’Brien suggests, and as
illustrated in the case of Leilani Muir described at the beginning of this chapter,
the notion of “mental deficiency” was imprecise and broad, such that its defin-
ition could be expanded to include a vast number of behaviours perceived to be
deviant, and was often associated with individuals whom society otherwise had
already marginalized.** Nonetheless, the findings of the Alberta Mental Hygiene
survey were taken up by social reformers in the province, particularly the United
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Farm Women of Alberta, who raised concerns about “mental deficiency” and
lobbied the provincial government to implement measures, such as sexual ster-
ilization, to reduce the numbers of “defective” individuals.” By 1928, the cam-
paign would prove successful, as Alberta became the first province in Canada to
implement a eugenics program and in fact was considered a pioneer in the British
Commonwealth in that regard.**

Several scholars studying Alberta’s eugenic past have demonstrated that the
provincial eugenics program primarily targeted vulnerable individuals includ-
ing women, young people, new immigrants, and Indigenous Peoples.” A cen-
tral aspect of the provincial eugenics program was its focus on individuals who
were constructed as “abnormal” and thus a public health menace. As was evident
in Muir’s case, socio-economic status, gender, and ethnic background singled
people out as ideal candidates for sterilization under the Sexual Sterilization Act.

Tuberculosis and Modes of Exclusion

Our final example of public health examined through the paradigms of inclu-
sion and exclusion is tuberculosis. As historian Katherine McCuaig notes, many
reformers and thinkers of the twentieth century believed that “to cure [tubercu-
losis], one had to cure society.”® Although that fundamental assumption spurred
the mobilization of social and economic resources in the fight against tubercu-
losis, the question of how to “cure society” brought answers that were explicitly
exclusionary, particularly along the lines of class and Indigeneity.”

In the early 1900s, various political bodies argued that Alberta was receiving
more than its fair share of tubercular patients.*®* Many members of the growing
ranks of public health practitioners expressed a sentiment that the Canadian re-
sponse should be a nationally coordinated and locally deployed system of public
health, accompanied by measures to mitigate immigration. The loss of economic
productivity was central in the justification of these mobilizing efforts, thus pla-
cing tuberculosis at the intersection of public health, public finance, immigra-
tion, and race. In this context, it did not take long for narratives to emerge that
positioned racialized groups as detrimental to the public’s finances as well as to
public health. As an illustration concerning tuberculosis, a 1910 editorial in the
Western Canada Medical Journal stated that not merely immigrants, but those
who came to the western provinces hiding their illness, and indeed, hiding the
fact that they were poor, cost the country millions of dollars and were a serious
concern.” In these types of narratives, individuals with tuberculosis were seen
as insidious threats to the province, leeching off its finances and infecting its
citizens with disease. These concerns were paired with eugenic thought, as in this
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paradigm an influx of sickly, lower-class citizens would prove detrimental to the
racial hygiene of the province.

Inequities within the constructed public are acutely seen when examining
the experiences of Indigenous Peoples in Alberta, for whom tuberculosis was yet
another reminder of the reality of their existence outside the constructed public.
Social exclusion of Indigenous Peoples is the result of a variety of factors, dealt
with at length in, for example, the Truth and Reconciliation Commission’s re-
ports, but which can be summarized as the workings of colonial apparatuses,
including federal and provincial policy arrangements whose goal was coercive
assimilation. This often took the form of colonial governments dispossessing
Indigenous Peoples of their lands, placing restrictions on their livelihoods, for-
cing their children into residential schools, and suppressing their cultures (see
also Chapter 7).*° Across levels of government, racialized conceptualizations of
Indigenous Peoples as sickly were prominent. Historian Mary Ellen Kelm has
demonstrated that from the 1930s onward the perspectives in public health lit-
erature shifted from viewing Indigenous Peoples suffering from tuberculosis
as “victims of an imported disease to being infectious agents to white popula-
tions.””" In Alberta, for example, the racialized belief that Indigenous Peoples had
a genetic predisposition to tuberculosis was commonly accepted among western
Canadian medical professionals in the early twentieth century.® This charac-
terization was maintained despite long-standing efforts by Indigenous persons
themselves to show that economic inequality, poor nutrition, and overcrowded
living conditions, all imposed by colonial systems and structures rather than
genetics, significantly contributed to ill health.>

The misconception that Indigenous Peoples were genetically predisposed
to tuberculosis, and were thus a threat to larger society, had significant rami-
fications in the subsequent years. For example, Indigenous patients were rarely
admitted for treatment at provincial sanatoriums.** Physician Anne Fanning,
director of Tuberculosis Services for Alberta from 1987 to 1995, recalls how at
one time during the history of Alberta, there was no place where Indigenous
Peoples could receive tuberculosis treatment, although some of the children in
the residential schools were cared for in local health units (see Chapter 13).*® The
perceived threats to the (white) public’s health led to the establishment of Indian
hospitals by the federal government from the 1940s onward.* These hospitals
were presented as tuberculosis sanatoriums by the federal government but they
admitted Indigenous patients suffering from various diseases, ensuring their
segregation from the white population.” For example, when establishing an
Indian Hospital in Edmonton, the Department of Health and Welfare re-assured
the mayor of the city that the “the patients would be confined to the institution
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and it would be better than having . . . tuberculous Indians wandering about the
streets of Edmonton . . . and spreading the disease.”®

A racialized conceptualization of tuberculosis manifested in significant
disparities in disease incidence and outcomes. In 1939, Alberta’s Department of
Public Health recognized that there was “still much to be desired in the Indian
tuberculosis problem . . . it appears that no great reduction can be expected in the
present Provincial tuberculosis death rate until competent . . . measures are made
available to the Indian population.” Nonetheless, six years later, in early 1945,
the Advisory Committee for the Control and Prevention of Tuberculosis Among
the Indians, of which Alberta’s deputy health minister was a member, stated that
the non-Indigenous death rate from tuberculosis had declined by 39 percent in
the fifteen years prior, while the Indigenous death rate had changed very little.*
In the context of myriad social and colonial determinants of health, this was like-
ly due in part to poor conditions in the Indian hospitals including understaffing
and inadequate medical treatment.® Indigenous inequities in tuberculosis treat-
ment continued throughout the 1940s;%* even as Alberta’s Department of Public
Health was celebrating five years of falling death rates from tuberculosis, the dis-
proportionate burden of deaths in Indigenous Peoples persisted. In 1952, out of
125 deaths from tuberculosis, fifty-two (or approximately 42 percent) were from
Indigenous Peoples,® even though they only made up approximately 2.3 percent
of the Alberta population at the time.** In 1956, while the overall death rate from
tuberculosis continued to decline, Indigenous Peoples in Alberta still made up
nearly a third of all deaths,* which in part reflected that they were “in the hands
of harried, if not unqualified staff, in crowded and dismal institutions.”® Recent
estimates show that tuberculosis rates among the Indigenous population in
Alberta remained very high until the 1960s, at which point they began to decline
— first rapidly (until the 1980s), and then more slowly. Despite the decline from
the 1960s to the early 2000s, tuberculosis rates among Indigenous populations in
Alberta remain higher than in the non-Indigenous population.®’

Tuberculosis thus provides another illustration of power, resources, oppor-
tunities and thus health outcomes being tied to social identity, including racial
identity. The constructed nature of the public, which excluded or segmented
Indigenous Peoples on colonial, jurisdictional and racist grounds, fostered sys-
temic inequities including differential approaches to prevention and control.
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Conclusion

This chapter has illustrated ways in which the public in public health has been
constructed throughout Alberta’s history. The public has consistently been, im-
plicitly, or explicitly, defined through processes of compartmentalizing, struc-
turing, and conceptualizing a group in ways that contribute to paradigms of
inclusion and exclusion. As the consideration of the eugenics program shows,
concepts of “mental deficiency” were intimately tied to racial purity, which in
turn interacted with socio-economic status to disenfranchise various groups and
categorize them as part of the threat. An analysis of immigration further illus-
trates racialized assumptions about causes of ill health and how the ensuing dis-
course of social exclusion influenced public policy. And with tuberculosis, some
individuals were seen, on the basis of their intersecting social locations of class,
race, gender, etc., to be contagions of disease, and therefore morally bankrupt
and excluded from particular public services and resources. More extensively,
Indigenous Peoples” health concerns were dictated in a unilateral colonial fash-
ion that placed them outside of a broader public, with frailties assigned to them
due to their ethnicity that underscored unacceptably paternalistic treatment. In
each case, the public was conceived in a distinct way that led to diversions from
the idealized norm being treated differently and almost always unfairly.

As acknowledged at the outset of this chapter, considerable work is being
done to theorize more equitable ways in which public health can be conceptual-
ized and practised, which necessitates taking into consideration the structures
and processes that advantage or disadvantage individuals and groups on the
basis of multiple factors (e.g., race, gender, age, Indigenous status, ability), and
directing public policy efforts toward redressing the systemic factors that create
and perpetuate those inequities. To provide structure to these inquiries within
applied public health, the Canadian Public Health Association reminds us of the
foundational role of equity in our field.*® To a certain extent, the very nature of
public health — which is concerned with the conditions of the health of a popu-
lation — carries the risk of being “equal but not equitable.” However, this is a
challenge to which we must rise if we wish to retain a robust and relevant vision
of public health that embraces the social determinants of health in a meaningful
and critical way.

1 | Who Is the Public in Public Health? 29



NOTES

30

21
22

23

Doug Whalsten, “Leilani Muir versus the Philosopher King: Eugenics on trial in Alberta,” Genetica 99
(1997).

Whalsten, “Leilani Muir,” 194-195.

Amy Samson, “Eugenics in the Community: The United Farm Women of Alberta, Public Health
Nursing, Teaching, Social Work, and Sexual Sterilization in Alberta, 1928-1972” (PhD diss., University
of Saskatchewan, 2014), 2, Harvest database, http://hdl.handle.net/10388/ETD-2014-12-1975.

Jana Grekul, Harvey Krahn, and Dave Odynak, “Sterilizing the “Feeble-minded™ Eugenics in Alberta,
Canada, 1929-1972,” Journal of Historical Sociology 17, no. 4 (2004).

The Sexual Sterilization Act (1928) did not explain how “mental deficiency” was conceptualized.
Patients were usually deemed to be mentally deficient if they scored below 70 on an IQ test, but
sociologist Jana Grekul has demonstrated that “the ‘mentally defective’ status of people passed by

the [Eugenics] Board for sterilization is questionable.” This is primarily because some patients were
labelled mentally defective despite scoring 70 or higher on the IQ test. Jana Grekul, “The Social
Construction of the Feebleminded Threat: Implementation of the Sexual Sterilization Act in Alberta,
1929-1972” (PhD diss., University of Alberta, 2002), 123, ERA [education & research archive] database,
https://doi.org/10.7939/r3-5s4e-ez69.

See Marcel Verweij and Angus Dawson, “The Meaning of ‘Public’ in ‘Public Health,” in Ethics,
Prevention, and Public Health, eds. Angus Dawson and Marcel Verweij (Oxford: Oxford University
Press, 2007).

See John Coggon, What Makes Health Public? A Critical Evaluation of Moral, Legal, and Political
Claims in Public Health (Cambridge: Cambridge University Press, 2012).

Grace-Edward Galabuzi, “Social Exclusion,” in Social Determinants of Health: Canadian Perspectives,
ed. Dennis Raphael (Toronto: Canadian Scholars Press, 2009).

Ronald Labonté, “Social Inclusion/Exclusion and Health: Dancing the Dialect,” in Social Determinants
of Health: Canadian Perspectives, ed. Dennis Raphael (Toronto: Canadian Scholars Press, 2009).

Janet Smylie, “The Health of Aboriginal Peoples,” in Social Determinants of Health: Canadian
Perspectives, ed. Dennis Raphael (Toronto: Canadian Scholars Press, 2009).

Melanie Rock, “Who or What Is ‘the Public’ in Critical Public Health? Reflections on Posthumanism
and Anthropological Engagements with One Health,” Critical Public Health 27, no. 3 (2017); Rebecca
J. Haines-Saah, et al., “The Privileged Normalization of Marijuana Use — An Analysis of Canadian
Newspaper Reporting, 1997-2007,” Critical Public Health 24, no. 1 (2014).

See for example: G.R. Bauer, “Incorporating Intersectionality Theory into Population Health Research
Methodology: Challenges and the Potential to Advance Health Equity,” Social Science & Medicine 110
(2004); Mary Susan Thomson, et al., “Improving Immigrant Populations” Access to Mental Health
Services in Canada: A Review of Barriers and Recommendations,” Journal of Immigrant and Minority
Health 17, no. 6 (2015); Olena Hankivsky, Health Inequities in Canada: Intersectional Frameworks and
Practices (Vancouver: University of British Columbia Press, 2011); Josée Lapalme, Rebecca Haines-
Saah, and Katherine L. Frohlich, “More than a Buzzword: How Intersectionality Can Advance Social
Inequalities in Health Research,” Critical Public Health 30, no. 4 (2020).

See for example, Ninette Kelley and Michael Trebilcock, The Making of the Mosaic: A History of
Canadian Immigration Policy (Toronto: University of Toronto Press, 1998).

Kelley and Trebilcock, Making of the Mosaic.

Donald H. Avery, Reluctant Host: Canada’s Response to Immigrant Workers, 1896-1994 (Toronto:
McClelland & Stewart, Inc., 1995), 20.

See for example, Howard Palmer, Patterns of Prejudice: History of Nativism in Alberta (Toronto:
McClelland and Stewart Ltd., 1982).

Palmer, Patterns of Prejudice, 31-32.

Valerie Knowles, Strangers at Our Gates: Canadian Immigration and Immigration Policy, 1540-1990
(Toronto: Dundurn Press, 1992), 136.

Palmer, Patterns of Prejudice, 21.

Kristin Burnett, “Race, Disease, and Public Violence: Smallpox and the (Un)Making of Calgary’s
Chinatown, 1892,” Social History of Medicine 25, no. 2 (May 2012), 370.

Burnett, “Race, Disease, and Public Violence,” 368.

Ban Seng Hoe, “Structural Changes of Two Chinese Communities in Alberta, Canada,” Canadian
Centre for Folk Culture Studies 19 (1976): 45.

Burnett, “Race, Disease, and Public Violence,” 366.

A HISTORY OF PUBLIC HEALTH IN ALBERTA, 1919-2019



24

25

26

27

28

29

30

31

32
33
34
35
36

37
38

39
40
41

42

43

44

45

46

47

48
49
50

Nyan Shah, Contagious Divides: Epidemics and Race in San Francisco’s Chinatown (London: University
of California Press, 2001), 115.

Palmer, Patterns of Prejudice, 82.

“The Chinese,” The Edmonton Bulletin, 15 August 1892, 4.

Erika Dyck, Facing Eugenics: Reproduction, Sterilization and the Politics of Choice (Toronto: University
of Toronto Press, 2013), 34.

Canada. House of Commons Debates, 23 May 1922. 14th Parliament, 1st Session: Volume 3, 2145-2146,
https://parl.canadiana.ca/view/oop.debates_ HOC1401_03/2.

Provincial Archives of Alberta, Premier’s Office Files, 69.289, roll 433, memorandum from Dr. Laidlaw
to Premier Brownlee, 6 November 1924.

Letter from Miss E. Clark to Dr. Laidlaw and Premier Brownlee, 10 September 1924, PAA, 69.289, roll
433, premier’s office files.

Barbara Roberts, Whence They Came: Deportation from Canada, 1900-1935 (Ottawa: University of
Ottawa Press, 1988), 47-48.

Dyck, Facing Eugenics, 44.

Cited in Dyck, Facing Eugenics, 45.

Dyck, Facing Eugenics, 45.

Martin Pernick, “Eugenics and Public Health in American History,” American Journal of Public Health
87, no. 11 (1997): 1767-1768.

Eugenics was a term coined by British statistician, Francis Galton (1882-1911) in 1883. See Francis
Galton, Inquiries into Human Faculty and its Development (London: Macmillan, 1883), 17.

Marius Turda, Modernism and Eugenics (London: Palgrave Macmillan, 2010), 7.

Dorothy Porter, Health, Civilization, and the State: A History of Public Health from Ancient to Modern
Times (London: Routledge, 1999), 168.

The Sexual Sterilization Act, Statutes of the Province of Alberta 1928, c. 37, 117-18.

Dyck, Facing Eugenics, 9.

Clarence Hincks. Mental Hygiene Survey of the Province of Alberta 1921. [n.p.]: Canadian National
Committee for Mental Hygiene, 1921.

Gerald V. O’Brien, Framing the Moron: The Social Construction of Feeble-mindedness in the American
Eugenics Era (Manchester.: Manchester University Press, 2013), 6.

For more information about the United Farm Women of Alberta and their eugenics campaign see, A.
Naomi Nind, “Solving an ‘Appalling’ Problem: Social Reformers and the Campaign for the Alberta
Sexual Sterilization Act, 1928,” Alberta Law Review 38, no. 2 (2000); Sheila Gibbons, ““The True
[Political] Mothers of Today Farm Women and the Organization of Eugenics Feminism in Alberta.”
(Master’s thesis, University of Saskatchewan, HARVEST database, 2012), https://harvest.usask.ca/
items/f47f616¢-7f0a-4c00-82d1-38786f2af%eb.

Erna Kurbegovi¢, “Eugenics in Comparative Perspective: Explaining Manitoba and Alberta’s
Divergence on Eugenics Policy, 1910s to the 1930s” (PhD diss., University of Calgary, 2019), 211, Prism
database, http://hdl.handle.net/1880/109868; Amy Samson, “Eugenics in the Community.”

See for example, Christian, “The Mentally Ill and Human Rights in Alberta;” Jana Grekul,
“Sterilization in Alberta, 1928-1972: Gender Matters,” Canadian Review of Sociology 45, no. 3 (2008);
Karen Stote, An Act of Genocide: Colonialism and the Sterilization of Aboriginal Women (Winnipeg:
Fernwood Publishing, 2015); Erika Dyck, Facing Eugenics.

Katherine McCuaig, The Weariness, the Fever, and the Fret (Montreal: McGill-Queen’s University
Press, 1999), 8.

While including several different examples of social exclusion in this chapter, we are cognizant of

Eve Tuck and K. Wayne Yang’s powerful reminder that decolonization is not a metaphor: Indigenous
inequities are different from other forms of inequities, and decolonization is not just another social
justice project. Eve Tuck and K. Wayne Yang, “Decolonization is Not a Metaphor,” Decolonization:
Indigeneity, Education & Society 1, no. 1 (2012).

McCuaig, The Weariness, 17.

Editorial. “The Question of Immigration,” Western Canada Medical Journal 4, no. 7 (July, 1910), 328.
Alberta Department of Public Health, Annual Report 1939 (Edmonton: printed by A. Shnitka,

King’s Printer, 1941), 21; Maureen Lux, “Beyond Biology: Disease and its Impact on the Canadian
Plains Native People, 1880-1930” (PhD diss., Simon Fraser University, 1996), 343, Summit Research
Repository, https://summit.sfu.ca/item/7012; see, for instance: Truth and Reconciliation Commission
of Canada, Honouring the Truth, Reconciling for the Future, Summary of the Final Report of the Truth

1 | Who Is the Public in Public Health? 31



32

51

52

53

54

55
56
57
58
59
60
61
62

63

64

65

66
67

68

and Reconciliation Commission of Canada (Winnipeg, MB: Truth and Reconciliation Commission of
Canada, 2015), www.trc.ca.

Mary Ellen Kelm, “Diagnosing the Discursive Indian: Medicine, Gender, and the ‘Dying Race,”
Ethnohistory 52, no. 2 (Spring 2005), 381.

R. C. Ferguson and R. G. Ferguson, “Activities in a Province-Wide Programme for the Control of
Tuberculosis,” Canadian Public Health Journal 26, no. 3 (March 1935), 134.

Maureen Lux, “Care for the ‘Racially Careless Indian Hospitals in the Canadian West, 1920-1950s,”
Canadian Historical Review 91, no. 3 (September 2010), 273, 344; Lux, “Beyond Biology,” 344.
Maureen Lux, Separate Beds: A History of Indian Hospitals in Canada, 1920s-1980s (Toronto:
University of Toronto Press, 2016), 11; Lux, “Care for the ‘Racially Careless,” 420.

Anne Fanning, interview by Don Juzwishin and Rogelio Velez Mendoza, 30 August 2018.

Lux, Separate Beds, 9-10.

Lux, Separate Beds, 10.

Lux, “Beyond Biology,” 382.

Lux, “Care for the ‘Racially Careless.”

Lux, “Beyond Biology,” 379.

Lux, Separate Beds, 103.

Alberta Department of Public Health, Annual Report 1947 (Edmonton: printed by A. Shnitka, King’s
Printer, 1949), 25.

Alberta Department of Public Health, Annual Report 1952 (Edmonton: printed by A. Shnitka, King’s
Printer, 1954).

This approximation comes from the 1951 Statistics Canada long-form census. According to the 1951
Census Table 34: “Population by origin and sex, for counties and census divisions,” Alberta had a total
population of 939,501, of which 21,210 (approx. 2.3%) responded to the census question as having
“Indian and Eskimo” origin. It is important to emphasize that estimates of the Indigenous population
in Canada depend on the source, and different data collection methods impact the estimates. For
example, the numbers reported by Statistics Canada from the long-form census “comprise all

persons who self-identify as having Aboriginal ancestry and/or Aboriginal identity.” This is different
from the estimates from the Indian Register administered by Indigenous and Northern Affairs
Canada (INAC). Prior to the 1985 enactment of Bill C-31, An Act to Amend the Indian Act, many
people were disqualified from receiving their Indian Status and any related rights through forcible
enfranchisement. For the census figures see Canada. Dominion Bureau of Statistics, Ninth Census

of Canada (Ottawa: King’s Printer, 1951), Vol. 1, Table 34. For the difficulties in assessing population
see, Frank Trovato, and Laura Aylsworth, “Demography of Indigenous Peoples in Canada,” in The
Canadian Encyclopedia, last edited 17 January 2018, https://www.thecanadianencyclopedia.ca/en/
article/aboriginal-people-demography.

Alberta Department of Public Health, Annual Report 1956 (Edmonton: printed by A. Shnitka, King’s
Printer, 1958), Alberta Department of Public Health, Annual Report of the Bureau of Vital Statistics, 3.
Lux, Separate Beds, 129.

Kianoush Dehghani, et al., “Determinants of Tuberculosis Trends in Six Indigenous Populations of the
USA, Canada, and Greenland from 1960 to 2014: A Population-Based Study,” Lancet Public Health 3,
issue 3 (6 February 2018), https://doi.org/10.1016/S2468-2667(18)30002-1; Thomas Kovesi, “Respiratory
Disease in Canadian First Nations and Inuit Children,” Pediatric Child Health 17, no. 7 (August-
September 2012), 377.

See Canadian Public Health Association (CPHA), Public Health: A Conceptual Framework, Canadian
Public Health Association Working Paper, 2nd ed. (Ottawa: CPHA, 2017).

A HISTORY OF PUBLIC HEALTH IN ALBERTA, 1919-2019



Priorities and Concerns of
Provincial Governments: A
Historical Public Health Landscape

Lindsay McLaren, Rogelio Velez Mendoza, and Jack Lucas

Introduction

In this chapter, we aim to provide a bird’s eye view of the historical landscape of
public health in Alberta, from the perspective of successive provincial govern-
ments. By “landscape,” we mean two things: 1) overall attention to public health,
and 2) the ways in which health and public health have been understood, over
time, from the government perspective.

As noted in the introduction to this book, a challenge facing public health
today is that it is frequently misunderstood. In contrast to its broad definition —
which emphasizes population-level well-being and health equity via prevention,
promotion, and upstream thinking about root causes — public health, in Canada
and elsewhere, is often conflated with publicly funded medical care, and/or re-
duced to single elements, such as immunization or health behaviour change.! A
historical analysis can shed light on how the socio-political context has shaped
dominant understandings of health and disease causation, and thus public policy
responses, such as an increasingly costly health care system that is overwhelm-
ingly focused on acute medical care and technologies. It can also shed light on
who is included and who is excluded from the public health community and its
activities (see Chapter 1).? A historical analysis can furthermore illuminate core
features of public health that have permitted the field to endure, even as specific
priorities and concerns change. An understanding of those core features is es-
sential if public health is to remain a strong and relevant public institution and
policy priority moving forward.
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Data Source

How has the public health landscape evolved in Alberta since the province was
established in 1905? To answer this question, we draw on a unique and valuable
data source that has existed through Alberta’s history as a province: government
throne speeches.

In keeping with a large international research initiative called the
Comparative Agendas Project,” we focus in this chapter on policy attention
— that is, the extent to which particular topics have been part of the govern-
ment’s policy agenda through time. To capture policy attention, scholars in the
Comparative Agendas tradition seek out data sources that allow for systematic
analysis of policy agendas over very long spans of time. Throne speeches, which
are explicit statements of the government’s legislative agenda at the beginning of
each legislative session, are ideal documents for this purpose, allowing research-
ers to understand the relative importance of particular policy topics — in this
case, public health — in a government’s legislative agenda over time.*

To allow for systematic analysis across jurisdictions and over time, research-
ers in the Comparative Agendas Project have developed a standardized coding
scheme in which sentences (or portions of sentences) in a policy document are
coded by topic.’ The data analyzed for this chapter consist of all text from all
Alberta government throne speeches from 1906 to 2017, broken down into policy
statements (i.e., sentences or sub-sentences, hereafter referred to as quasi-sen-
tences). The full data set contains 14,193 quasi-sentences, spanning 1906-2017.
Opverall, as shown in Figure 2.1, there is a trend toward longer speeches in recent
years. The number of quasi-sentences each year ranges from a low of nine in a
war time speech in 1914 to a high of 357 in 1985.
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Fig. 2.1: Number of words in Alberta government throne speeches, by year, 1906-2017. The figure
excludes years with no throne speech data (1912, 1994, and 2013) and years with more than one
speech during the year (1913, 1922, 1945, 1949, 1975, 1989, 2001, 2008, and 2014).

Each quasi-sentence in the data set is coded, according to the single predomin-
ant and substantive area, into one major topic code. For the Alberta data set,
quasi-sentences were coded using a version of the policy agendas codebook
adapted to the Canadian context.” The Canadian version contains twenty-five
major topic codes (each of which has several subtopic codes), which are shown in
Table 2.1 and which provide the broader context for our analysis below.
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TABLE 2.1: Major topic codes appearing in the Alberta throne speech data set.

Major topic code

Examples

Macroeconomics

Inflation, prices, and interest rates; Unemployment rate; Monetary
supply, federal reserve board, and the treasury

Civil Rights, Minority Issues, and
Multiculturalism*

Ethnic minority and racial group discrimination; Gender and sexual
orientation discrimination; Age discrimination

Health

Health care reform, health care costs, and availability; Health care
funding arrangements; Regulation of prescription drugs, medical
devices, and medical procedures

Agriculture & Forestry*

Agricultural trade (international); Government subsidies to farmers
and rangers, agricultural disaster insurance; Food inspection and
safety

Labour, Employment, and
Immigration

Worker safety and protection; Employment training and workforce
development; Employee benefits

Education Higher education; Elementary and secondary education; Education of
underprivileged students

Environment Drinking water safety; Waste disposal; Hazardous waste and toxic
chemical regulation, treatment, and disposal

Energy Nuclear energy and nuclear regulatory commission issues; Electricity
and hydroelectricity; Natural gas and oil

Fisheries* Fish stocks; Economic problems; Foreign fishing

Transportation Mass transportation and safety; Highway construction, maintenance

and safety; Airports, airlines, air traffic control and safety

Law, Crime, and Family Issues

Agencies dealing with law and crime; White collar crime and
organized crime; Illegal drug production, trafficking, and control

Social Welfare

Food stamps, food assistance, and nutrition monitoring programs;
Poverty and assistance for low-income families; Elderly issues and
elderly assistance programs

Community Development and
Housing Issues

Housing and community development; Urban economic development
and general urban issues; Rural housing and CMHC [Canadian
Mortgage and Housing Corporation] housing assistance programs

Banking, Finance, and Domestic
Commerce

Canadian banking system and financial institution regulation;
Securities and commodities regulation; Consumer finance, mortgages,
and credit cards

Defence

Canadian and other defense alliances; Military intelligence, CSIS,
Espionage; Military readiness, coordination of armed services air
support and sealift capabilities, and national stockpiles of strategic
materials

Space, Science, Technology and
Communications

Canadian Space Agency; Commercial use of space, satellites; Science
technology transfer, international scientific cooperation

Foreign Trade

Trade negotiations, disputes, and agreements; Export promotion and
regulation; International private business investment

International Affairs and Foreign
Aid

Foreign aid; International resources exploitation and resources
agreement; Development countries issues

Government Operations

Government efficiency and bureaucratic oversight; Postal service
issues; Government employee benefits
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Table 2.1: (continued)

Major topic code

Examples

Public Lands and Water
Management

National parks, memorials, historic sites, and recreation; Natural
resources, public lands, and forest management; Water resources
development and research

Culture and Entertainment

National culture and heritage issues; Sports

Provincial and Local Government
Administration

Provincial and municipal government administration

Intergovernmental Relations &
Trade*

Fiscal arrangements — social programs; Inter-provincial trade -
agricultural; Regional development arrangements and programs

Constitutional and National Unity
Issues*

Constitutional issues, e.g., issues relating to the division nfpowers, the
patriation of the Constitution, or various elements of the Constitution

Native Affairs* First Nations organizations; socio-economic conditions of First

Nations; cultural preservation; treaties and negotiations.

Note: Those codes that were newly developed to reflect the Canadian context are denoted with asterisks.

Findings: Policy Attention to Health, Public Health,
and Prevention in Alberta Government Throne
Speeches, 1906-2017

One of the twenty-five major topic codes assigned to the throne speech data is
health, and that was our starting point. Within the data set, we first examined
the rise and fall of health — as a broad concept, as well as specific elements — as
a topic of policy attention in the Alberta legislature. We then considered how
concepts of public health, followed by prevention (based on public health’s stat-
ed focus on prevention, rather than treatment, of health problems), appeared in
the speeches over time. As presented next, our findings shed light on subtle but
important shifts in how these terms have been used and understood by Alberta’s
provincial government, with implications for the field of public health and for the
health and well-being of Albertans.

Health

In the Alberta throne speech data set, there were 1,125 quasi-sentences coded
under health (major topic code 3), representing approximately 8 percent of the
full data set. As with all major topic codes, the health code is broad and in-
cludes anything to do with health, medicine, well-being, illnesses, and health
interventions.®

TRENDS OVER TIME IN POLICY ATTENTION TO HEALTH
Figure 2.2 illustrates trends over time in the proportion of all Alberta throne
speech quasi-sentences that were coded under the health major topic code.
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Fig. 2.2: Trends over time in the percent of all Alberta throne speech quasi-sentences coded as
health (major topic code 3), 1906-2017 (lowess plot).’

One can see from Figure 2.2 that health, broadly conceived, occupied a relative-
ly higher proportion of the throne speech entries during two periods: first, the
post-WWII decades (late 1940s), and second, the decades following health sys-
tem regionalization in Alberta (late 1990s and early 2000s). By considering the
content of the speeches, one can shed light on these trends.

First, the throne speeches indicate that the post-WWII decades, under the
Social Credit (SC) leadership of Ernest Manning, were a period of growth and
expansion for health. The Manning government’s 1946 speech opened by stating
that “the Provincial Department of [Public] Health has prepared a comprehensive
post-war program designed to improve the health conditions of our people.”*
Throughout the late 1940s and early 1950s, speeches made frequent reference to
building or expanding health-related infrastructure. Examples include efforts to
expand the public health workforce, protect health care workers, provide pre-
ventive health services in rural areas, and address particular diseases.

A training school will be opened to provide facilities for field train-
ing of physicians, public health nurses and sanitary inspectors.
(1946)"
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Services safeguarding the health of workers in industry will be ad-
vanced through a survey of the industrial hazards and a study of
diseases peculiar to the workers in various industries. (1948)"

Legislation also will be introduced providing for the establishment,
administration and services of Rural Health Units. (1951)"*

You will be asked to approve the emergent actions taken by my
Government to relieve the financial burden of those afflicted by the
severe epidemic of poliomyelitis . . . to provide adequate facilities
for the care of those afflicted. (1954)*

Second, the period of the late 1990s and early 2000s was also an active one
in terms of policy attention to health in Alberta, based on the throne speech
content (Figure 2.2). This period aligns with regionalization of health services in
Alberta (see Chapter 4). Under the Progressive Conservative leadership of Ralph
Klein, throne speech references to health during that period suggested a strong
focus on health care, with an emphasis — not surprising in the neoliberal period
— on efficiency, privacy, and individualized diagnostic and treatment-oriented
activities.

Initiatives to improve patient care and ensure an efficient system
will include a pilot project using health smart cards. (1996)

It will introduce new legislation to protect information related to
Albertans’ personal health. (1999)*

Government will increase access to essential services by . . . reduc-
ing waiting times for surgeries and diagnostic procedures. (2000)"

In addition to these broader periods, policy attention to health was especial-
ly prominent in the throne speeches in three individual years (see outlier high
points in Figure 2.2): 1919 (16.7 percent of speech quasi-sentences that year),
1963 (20.8 percent), and 2002 (18.3 percent). First, references to health in the
1919 speech, from the Liberal government of Premier Charles Stewart, focused
entirely on influenza and efforts taken to address it.

The epidemic of influenza from which the Province suffered in the
latter part of 1918 has been, I regret to say, uncommonly severe,
particularly in the more sparsely unsettled sections of the province.

2 | Priorities and Concerns of Provincial Governments 39



... This experience brings clearly to view the need of further health
and sanitation laws and regulations throughout the province."

These statements foreshadowed both the creation of the provincial Department
of Public Health in 1919, and an amendment to Alberta’s Public Health Act that
expanded the list of communicable diseases, over which the provincial board had
authority, to include influenza.?®

Second, in 1963, Premier Ernest Manning’s SC government focused on
broadening access to public health and health care services and expanding
infrastructure:

To further improve the province’s extensive public health services,
amendments will be introduced to The Health Unit Act and The
Treatment Services Act.

A 100-bed hospital-school for multiple-handicapped children will
be constructed in Edmonton.*

The context of Manning’s comments included important milestones in health
policy in Alberta, including the 1965 Report of the Special Legislative and Lay
Committee Inquiring into Preventive Health Services** and the province’s transi-
tion to national medical insurance in 1969.

The third single-year peak in Figure 2.2 is 2002, corresponding to the gov-
ernment of Premier Ralph Klein (Progressive Conservative). Klein’s government
acknowledged the broader determinants of health.

When Albertans speak about health, they don’t only mean services
provided in hospitals or prescription drugs or ambulance services.
... They know that people’s health status is affected by their life-
styles, their socioeconomic status, their education, their sense of
inner security and external security, their feeling of being part of a
larger community, their access to jobs and safe and healthy foods
and cultural experiences, and by many other factors that exceed the
scope of the conventional health system.*

Although these comments appear to align with trends at the time toward great-
er attention to the social determinants of health, with few exceptions® Klein’s
subsequent comments betray alignment with a biomedical and behavioural view
of health, characterized by emphasis on individualized lifestyle and health care,
and are thus contrary to a public health perspective. For example, intentions
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identified for the coming year included to “launch a campaign to give Albertans
reliable health information and encourage them to make healthy lifestyle
choices;” to “work with physicians and health authorities to explore new options
in physician compensation;” and to expand “the pharmaceutical information
network to improve drug therapy and reduce costs.””

POLICY ATTENTION TO SUBCONCERNS WITHIN HEALTH, OVER TIME

To get a better sense of how health was described over time in the throne speech-
es, we developed subtopic codes for the quasi-sentences coded within health as a
major topic.”® The sub-codes are described in Table 2.2. They are:

o establishment or construction of facilities or infrastructure
(treatment-oriented, e.g., hospitals);

o non-insured health services (treatment-oriented, e.g.,
pharmaceuticals);

o  prevention, protection, promotion, core public health functions;
o costs and financing;

o major or inter-jurisdictional health care reform;

o  treatment-, curative-, or management-oriented health care;

o health status assessment;

o health professionals, the health workforce;

o research; and

o general, other, or generic.
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TABLE 2.2: Subtopic coding that we developed and applied to Alberta throne
speech quasi-sentences coded as Health (major topic 3).

Sub-topic label

Sub-topic details / examples

Establishment or construction

of treatment-oriented health
facilities or health services delivery
infrastructure (sub-code 310)

Buildings (e.g., hospitals, clinics)

New technologies e.g., robotics

Could be general or issue-/population-specific. (e.g., hospital,
children’s hospital, alcohol rehabilitation facility)

Includes electronic infrastructure, e.g., electronic medical records,
software systems to ensure patient privacy

Laboratory

Non-insured health services
(treatment-oriented) (sub-code 315)

Prescription drugs/pharmaceuticals
Other services - e.g., dentistry, optometry etc.

Prevention / protection / promotion
/ core public health functions (sub-
code 320)

Preventive health services
- Major - Preventive health services reform - e.g., legislation
to establish health units; reforming the health system to be
more prevention-oriented
- More minor aspects of preventive health services
Creation of a single health unit
Prevention more generally
- Primary or secondary
Public health more generally, unless there is indication that it is
not prevention-oriented
Specific prevention initiatives e.g., immunization, ‘healthy living’,
health promotion, health education
Includes specific populations & issues, if statement is prevention/
oriented
If a statement includes “prevention and treatment” or “prevention
and control”, with no indication of which is privileged, then code
itas 320.

Costs and financing - anything
related to money and the health care
system (other than federal transfers)
(sub-code 330)

Should have an element of substance/specificity, versus e.g., “we
will make health care more efficient” which would be 300.

Cost burden of health care system / services / technologies
Premiums

Grants - to fund services

Insurance (unless statement is about change/reform, in which case
it would be 340)

Funding for workforce and research would be coded as 380 or 390
respectively

High-level / inter-jurisdictional /
major health care reform (sub-code
340)

Federal-provincial issues, including Canada Health Act
Other major reforms of similar scale, to do with coverage /
insurance

- E.g., free health care coverage for certain groups
Major periods in the evolution of health service delivery

- E.g., establishment of new Ministry or Department

signifying shift in priorities or focus

- Regionalization (shift to regional health authorities)

Federal transfers
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TABLE 2.2: (continued)

Sub-topic label

Sub-topic details / examples

Other health care (treatment/
curative or management-oriented)
(sub-code 350)

Should have an element of substance/specificity, versus e.g., “we
will improve service delivery” which would be 300.
More minor reforms, with some specificity, to improve the health
system.
Specific statements about service delivery

- E.g., tobacco, alcohol, home care, cancer
Important new strategic initiatives

- E.g., mental health, home care, cancer, addictions
Specific promises - e.g., we will create an emergency response plan
for communicable disease emergencies

Health status of the population
/ large-scale threats to health /
surveillance (sub-code 370)

E.g., # of youth drinking

E.g., substance abuse impact on families

Could be specific (above) or general - e.g., securing the health of
the population

General and specific health surveys (unless framed as research, in
which case code as 390, or unless it is a survey or study that is part
of making a specific improvement to health services, in which case
code as 350)

Health professionals / the health
workforce (sub-code 380)

Includes allocating funds to train new staff
Training programs for health professionals
- E.g., new nursing school

Research (sub-code 390)

Health research
Medical research
Includes funding for research

General / leftover / generic (sub-code
300)

« Non-substantive / vague

E.g., health care is important

Generic comments about health care — e.g., strong, accountable,
flexible health care system

Generic problems about health care - e.g., fix the inefficiencies in
our health care system

Overall, between 1906 and 2017, the three most common health sub-topics were
establishment or construction of treatment-oriented facilities or infrastructure
(18.9 percent of all health sub-topics), and treatment-, curative-, or manage-
ment-oriented health care (24.4 percent), along with the less informative general,
other, or generic (20.4 percent). In contrast, prevention, protection, promotion,

and core public health functions were less common, representing 11.7 percent of

all health quasi-sentences.

Trends over time for select sub-codes are shown in Figure 2.3.
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Fig. 2.3: Trends over time in the percent of health quasi-sentences from the Alberta throne
speeches coded under three sub-codes: Establishment or construction of treatment-oriented
facilities or infrastructure (solid line); Prevention, protection, promotion, core public health
functions (dashed line); and Treatment, curative, or management-oriented health care (dotted
line), 1906-2017 (lowess plot).

First, one can see from Figure 2.3 that reference to the sub-category establish-
ment or construction of treatment-oriented facilities or infrastructure (solid line)
shows a gradual decline over time. An early prominence of this sub-code reflects
attention to infrastructure and facilities in the context of a new and growing
province, such as an institution for “the relief of the mentally aftlicted” at Ponoka
(1911), a system of travelling clinics (1927), and hospitals for tubercular patients
(1931). During the late 1940s through the early 1960s, infrastructure-related
policy attention was focused on mental health (e.g., a mobile mental hygiene
clinic to serve the northern areas of the province, 1948), tuberculosis (e.g., the
Aberhart Memorial Sanatorium, completed in 1952), polio (e.g., addition of a
poliomyelitis unit to the University Hospital in Edmonton, 1954), and physical
disability (e.g., facilities for the treatment and education of children with physical
disabilities, 1963). Finally, the 1970s and 1980s were diverse with respect to the
sub-category establishment or construction of treatment-oriented facilities or
infrastructure, but Alberta throne speech content indicated policy attention to
building or expanding facilities for seniors, such as extended care facilities and
nursing homes; rehabilitation centres for alcohol and drug dependence; and a
variety of specialized services for patients with cancer (e.g., diagnostic radiology)
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and cardiovascular illnesses (e.g., catheterization laboratories). The rise of this
construction sub-code in the late 1970s and early 1980s illustrates the Progressive
Conservative policy, under Premier Peter Lougheed, of “modernizing the prov-
ince,” including building key infrastructure such as hospitals, during a period of
significant economic growth in Alberta.”

Second, Figure 2.3 shows that relative attention to the sub-code prevention,
protection, promotion, and core public health functions (dashed line) has grad-
ually decreased over time, while treatment-, curative-, or management-oriented
health care (dotted line) has shown a gradual increase. The greater policy atten-
tion to prevention and other core public health functions early in the period re-
flects items such as early iterations of the Public Health Act,* medical inspection
of children in schools and public health nursing,* prevention of the spread of
infectious diseases,* prevention-oriented health units,” and maternal and child
health and welfare.’* We further explore the shifting focus and meaning of refer-
ences to prevention and public health over time below.

Public Health

Another way to glean insight into how public health is understood and referenced
over time is to search within the quasi-sentences coded as health (major topic 3)
for the phrase “public health.” There was a total of just fifty-eight occurrences of
the term, and interesting trends are apparent, as shown in Figure 2.4.

Fig. 2.4: Number of times “public health” is mentioned, in Alberta throne speech quasi-sentences coded
as health (major topic code 3), by decade, 1906-2017. (It was necessary to group multiple years together
because of low numbers within individual years. The decade grouping used here is arbitrary.)
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Figure 2.4 shows that, although the overall numbers were low, there were some
periods when public health was mentioned consistently (at least once in nearly
every throne speech), such as the mid-1940s to the mid-1960s. In other periods,
public health was mentioned infrequently or not at all. Looking at the year-by-
year counts (not shown), public health was not mentioned at all in Alberta throne
speeches between 1908 and 1917 (ten years), between 1976 and 1983 (eight years),
and, for the lengthy nineteen-year period between 1988 and 2006.

REFERENCE TO PUBLIC HEALTH IN GOVERNMENT THRONE SPEECHES:
ALBERTA’S EARLY DECADES

Examining the content and context in which public health was mentioned
sheds further light on these patterns. The first instance was in 1906 by Premier
Alexander C. Rutherford’s Liberal government. From 1870, when the Northwest
Territories entered Canadian confederation, until 1905, the territory now known
as Alberta was governed as part of the Territories, and public health activities
were administered under the territorial Public Health Ordinance.”® Rutherford’s
government was lamenting the limitations of the Northwest Territories’ Public
Health Ordinance. They spoke of the need for Alberta to have its own law to
govern “every phase of public health and sanitation;” Alberta’s first Public Health
Act was passed in 1907.%

The term “public health” did not appear again in the throne speeches until
1918; not surprisingly, this was in the context of the 1918/19 influenza epidemic
and aftermath as illustrated by speech excerpts noted above from the Stewart
government. In 1920, Stewart’s government provided an update on the new
Department of Public Health, including that financial provision had been made
for “such important matters as child welfare, medical inspection of children in
schools, public health nursing . . . [and] the establishment of municipal hospi-
tals.”*” By 1922, Alberta had a new provincial government, under Premier Herbert
Greenfield of the United Farmers of Alberta, which promised “earnest considera-
tion” of public health by that government, “not only from the preventive but also
from the curative standpoint.”* Seven years later, the government of subsequent
United Farm Worker Premier John E. Brownlee spoke of an important provi-
sion to establish District Health Units that would serve “to supplement remedial
measures by preventive and safeguarding methods,”** and an amendment to the
Public Health Act to permit that initiative.*’

The depression-era conditions of the 1930s led Premier William Aberhart’s
SC government to announce that there would be “some consideration” given to
the revision and improvement of public health services and programs, “notwith-
standing the necessity for rigid economy due to falling revenues.™' Aberhart’s
government, which spoke of public health and prevention on several occasions
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throughout its tenure, later made more specific statements about strengthening
public health services, including:

[Providing] additional nursing services . . . to outlying areas remote
from medical and hospital facilities.*

[Proposing] to go forward with the organization of additional full-
time health units until all districts in the Province have been given
the advantage of modern preventive Public Health Service.*®

PUBLIC HEALTH — THE MANNING YEARS

During Premier Ernest C. Manning’s Social Credit government’s lengthy time in
office (1943 to 1968) there were many references to public health, suggesting that
this was a topic of some importance to this administration. Across Manning’s
tenure, which coincided with a recovery from the economic depression of the
1930s, throne speech statements about public health were about growth and
expansion of services, staff, and facilities. However, partly because of the sheer
length of time in office, one can see during his tenure a shift in the focus and
nature of his statements about public health.

From the mid-1940s through the mid-1950s, the Manning government’s
statements were heavily focused on the expansion of preventive programs and
services throughout the province, which was part of his vision of a “post war
public health program.” One statement proposed “a complete preventive public
health program [that would permit Alberta to] continue in its position of leader-
ship in the field of public health in Canada.™* This expansion involved the es-
tablishment or expansion of facilities and infrastructure (e.g., additional health
units* and travelling clinics*); training of health personnel (e.g., a training cen-
tre for public health nurses and sanitary inspectors* and grants to “assist and
encourage young women to enter the nursing profession™®); other facilities (e.g.,
a branch of the provincial laboratory in Central Alberta®); and other initiatives,
such as funding to purchase the polio vaccine®® and regulations to control haz-
ards associated with radiation.”

In 1958, Manning announced an “important change . . . in the field of public
health” that would be considered, namely, “the statutory and financial provisions
necessary to put into operation . . . a comprehensive hospitalization program de-
signed to fit into the national program in which the federal government proposes
to participate at a later date.”™ Although Manning’s speeches had mentioned
hospitals before, the 1958 speech, with its focal topic of subsidized hospital servi-
ces, seemed to signal a shift in what public health meant or entailed. That is, prior
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to 1958, public health as described in Alberta throne speeches included a range
of activities and services, of both a preventive and curative orientation, with pri-
mary prevention and health protection activities featuring prominently. Starting
around 1958, the meaning of “public health,” as used in the Alberta legislature,
started to drift downstream.

For instance, the Manning government’s statements about improvements
and expansion to “public health” in 1959 and 1961 include provision of hospital
care for those with chronic illness, early treatment for children with mental ill-
ness, expansion of services for people with diabetes, rheumatic fever, and other
illnesses, construction of a new provincial hospital and diagnostic and referral
centre in Calgary, and facilities for treatment and education of children with
physical disabilities.*

Subsequent announcements focused on establishing a University of Alberta
Hospital Foundation, whose funds in 1962 would be used to “augment teaching
and clinical research™* including:

[Co-operating with the medical profession] to develop and imple-
ment a program of voluntary prepaid medical services.*

Establish[ing] a comprehensive program of nursing home care. >

Extend[ing] the benefits under the Alberta hospital plan to include
out-patient service at hospitals throughout the province.”

Propos[ing] the establishment of a Western Canada Heart Institute
and a centre for neurological, renal, endocrine and sensory organ
disease, in which the most up-to-date diagnostic, research, and
treatment services will be available to our people.*®

Improv[ing] and simplify[ing] the subsidized health care insurance
under the Alberta Health Plan.>

Overall, these statements reveal a version of public health, characterized by a
focus on treatment, management, and rehabilitation for individuals experiencing
illness and on enhancing clinically oriented infrastructure (e.g., diagnosis and
treatment); as well as the insurance to support people in accessing those services
and activities. Although the Manning government’s throne speeches were not
devoid of reference to prevention, they were in the minority during the later years
of his tenure (see also the analysis of the sub-code prevention below).
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Closing out the Social Credit era was the shorter tenure of Premier Harry
Strom (1968-1971), whose throne speeches included only one explicit mention of
public health. In 1970, his government’s speech included the following statement:
“in other fields of public health, you will be asked to consider legislation for the
establishment of a commission on alcohol and drug abuse.”® The focal topic of
the proposed legislation as well as the activities envisioned — for example, an
educational film on drug misuse — may be seen in hindsight as a sign of a troub-
ling shift toward the individualized and morally infused orientation to health
ushered in by the neoliberal era.

PUBLIC HEALTH — THE POST-MANNING YEARS

Perhaps most notable about Premier Peter Lougheed’s administration, from the
point of view of public health, is how infrequently they mentioned the topic in
their throne speeches, considering the length of tenure. During Lougheed’s four-
teen years in office (1971-1985), his government’s speeches mentioned “public
health” only five times, and in fact, one of the longest gaps in Alberta’s history in
this regard, 1976 to 1983 (Figure 2.4) was during Lougheed’s tenure.

The Lougheed government’s statements about public health continued earli-
er threads regarding the need for services in rural or isolated communities, and
in 1973 he proposed three new programs to help redress this imbalance: speech
therapy services, a mobile dental program, and efforts to enable health units to
provide improved services to those with mental and physical disabilities.® That
same speech referenced initiatives related to drug benefits for seniors, the Alberta
Health Care Insurance Plan premium subsidy, and significant amendments to
The Nursing Homes Act. Finally, they made reference, in the context of public
health, to physical fitness, including their government’s “concern for the health
and fitness of Albertans . .. [and the development of] programs aimed at encour-
aging people of all ages to participate in enjoyable fitness activities.”* In the 15
March 1984 throne speech, Lougheed’s government announced a proposed new
Public Health Act, which would constitute a substantial revision from the previ-
ous versions (see Chapter 4).5

In 1987, the throne speech of the Progressive Conservative government of
Don Getty announced expansion of the province’s immunization program to in-
clude haemophilus influenza B, described as “a disease which causes meningitis
and other serious infections.”* Although Getty’s speech mentioned other activ-
ities and initiatives related to health more broadly, immunization was explicitly
connected with public health, thus illustrating the strength of public health’s
historical ties to physical (and especially communicable) illness, including the
embodiment of those ties in Alberta’s Public Health Act.
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Following Getty, during the nineteen-year period from 1988 to 2006, “public
health” was not mentioned in the throne speeches at all. Premiers during this
time were Getty (until 1992) and Ralph Klein (1992-2006). The next mention of
public health came in 2006, toward the end of Klein’s leadership, and was very
much focused on health care, when he said, “This session we will set out clear
principles to guide the health system, principles that reflect Albertans’ values.
They will provide a framework for a comprehensive public health system that
fulfills government’s commitment to provide high-quality health services to all
Albertans.” This use of “public health,” refers to publicly funded health care.
The ensuing comments focus on “flexibility and choice” in health care, and a
“major offensive in the fight against cancer.”*

The final mention of “public health” between 1906 and 2017 was by Premier
Ed Stelmach’s Progressive Conservative government (2006-2011). In their first
year in office, Stelmach’s government declared that there would be “a sustained
focus on wellness, injury reduction, and disease prevention combined with efforts
to improve productivity and accountability in health care delivery will provide
the framework to ensure a sustainable public health care system.” While that
statement could conceivably indicate a broad conceptualization of public health
as per the pre-Manning years, subsequent comments suggest otherwise. These
include a focus on primary health care and self-management of chronic diseases;
improved access to support services and treatment for people living in the com-
munity with serious mental illness, and their families; a new pharmaceutical
strategy, and intentions to expand long-term care capacity, improve standards,
and ensure that facilities and supports are available to seniors as the population
ages.®® On the other hand, the Stelmach government’s 2009 speech announced an
important amendment to the Public Health Act, which was to “lay a solid foun-
dation for improving public health by strengthening the role and authority of the
chief medical officer of health in protecting and promoting Albertans’ health.”

There were no mentions of public health after 2009, which included Premier
Allison Redford’s (PC) tenure (2011 to 2014), and the early years (2015 to 2017) of
Premier Rachel Notley’s New Democratic Party (NDP) term. With respect to the
value of hindsight and having adequate time to reflect, we decline to comment
on these very recent periods, and hope that future analysis will place them in
historical context.

Prevention

Because it is so central to public health, our final consideration in this chapter
concerns the concept of prevention, including when, how often, and with what
meaning the concept was used in the Alberta throne speech data set.
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We performed a keyword search of the entire Alberta throne speech data set
(i.e., all 14,193 quasi-sentences, from 1906 to 2017) for “prevent” (which captured
iterations, such as prevention, preventing, preventive), and found 139 instances.
Recognizing that prevention is not unique to health, we first considered how these
139 instances were distributed across the twenty-five major topic codes repre-
senting all areas of public policy. In fact, the largest proportion (n=61, 44 percent)
occurred in health (major topic code 3), followed by law, crime, and family issues
(n=21, 14 percent, major topic code 12; e.g., “implementing new initiatives to pre-
vent family violence”) and social welfare (n-16, 12 percent, major topic code
12; e.g., “preventive social programs are a high priority of my government””).
“Prevent” and its iterations occurred fewer than ten times in the other major
topic codes. Therefore, across the various policy areas, the concept of prevention
was quite strongly aligned with health (which, in itself may help to explain some
of the challenges that prompted this volume as a whole; see also Chapter 12), and
we restricted our analysis to the health major topic code.

The frequency of reference to “prevent” and its iterations in quasi-sentences
coded as health, by decade, is shown in Figure 2.5.
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Fig. 2.5: Number of times “prevent” (and iterations) is mentioned, in quasi-sentences coded as
health (major topic code 3) in the Alberta throne speech data set, by decade (black bars).
References to “public health” (grey bars, from Figure 2.4) are also shown for comparison. (It was
necessary to group multiple years together because of low numbers within individual years. The
decade grouping used here is arbitrary.)
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As seen in Figure 2.5, references to both public health and prevention were in-
frequent during the early decades; they appeared equally frequently during the
decade 1936 to 1945, and thereafter patterns diverged. While references to public
health (grey bars) in the throne speeches peaked during the post-WWII years
through the 1960s as discussed above, references to prevent (black bars) peaked
later, starting in the mid-1970s. This later peak coincided with Canadian and
international health trends, including a growing focus on risk factor epidemiol-
ogy (e.g., the quest to identify, for the purpose of intervention, individual-level
risk factors, primarily for chronic diseases); and the health promotion movement
(see Chapter 10). Within a context of growing concern about escalating costs of
health care, a strong discourse emerged that encouraged individual responsibil-
ity for health as a way to contain costs.”

OBJECTS OF PREVENTION: WHAT IS TO BE PREVENTED?

Looking at the content of throne speech quasi-sentences about prevention sheds
light on how, and with what meaning, the term was used over time. First, not
surprisingly, there were shifts in what was to be prevented, with the first half
of the twentieth century showing strong attention to preventing the spread of
communicable diseases” — in general, and specific to certain diseases such as
tuberculosis and polio™ — as well as frequent references to general preventive
health services.”

Later, a shift is apparent toward a focus on preventing chronic or non-com-
municable illness and injury. Although the first reference to preventing cancer
appeared in 1940, the focus on preventing chronic illness and injury began in
earnest in the 1960s and continued for the remainder of the data set (until 2017).7¢
In addition to references to illness prevention in general, specific attention was
given to alcoholism, mental health problems, cardiac problems, dental problems,
injuries, fetal alcohol syndrome, cancer, and risk factors for type 2 diabetes.
Among the specific objects of prevention mentioned in this later period, a com-
mon one was addictions (variously described using negative language such as “al-
coholism,” “alcohol and drug abuse,” “abuse habits,” etc.), which was mentioned
in conjunction with prevention at least once during each decade from the 1960s
through the early 2000s.

Statements about prevention in the context of communicable disease, while
not absent during the second half of the twentieth century, were limited to one
reference in 1983 by Lougheed’s government, which says, “in the important area
of preventive health, modification of the immunization program has extended
protection to Alberta children against seven serious diseases, while a program
to provide hepatitis B vaccine to patients and workers at risk of exposure to this
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potentially serious disease has also been introduced.””” There were two throne
speech references to communicable disease prevention by Getty’s government,
including one in 1987 announcing expansion of the existing public health im-
munization program, which said that “the introduction of a new vaccine to
protect our children against haemophilus influenza B, a disease which causes
meningitis and other serious infections . . . will be administered to two-year-olds
throughout the province by the 27 local health units.”” Finally, in 2000, the Klein
government announced their intention of “launching a new three-year immun-
ization plan.”

APPROACHES TO PREVENTION

An additional way to examine trends over time in illness prevention is to consid-
er what it entails or how it would be achieved. Based on the Alberta throne speech
data set, there is some indication of a shift over time in this regard.

During the first half of the twentieth century, policy attention to prevention
showed alignment with the concept of primary prevention, namely, intervening
before health problems or risk factors occur. That is, activities such as expansions
to the scope of health protection activities, via amendments to the Public Health
Act, and to preventive health service infrastructure, such as travelling clinics
in the 1920s” and health units in rural areas in the 1940s and 1950s,% repre-
sented efforts to reach all Albertans, thus preventing the occurrence of an array
of illnesses.

Later, two shifts in emphasis are apparent. First, whereas early in the twen-
tieth century, prevention was often mentioned on its own (e.g., preventing the
spread of infectious and contagious diseases or increasing the number of prevent-
ive health units), later throne speeches increasingly contained instances where
prevention and treatment were mentioned in the same sentence; for example:*'
preventive and treatment services for alcohol dependence; mental health treat-
ment and prevention; prevention, research, and treatment around addictions;
addressing the needs of children affected by fetal alcohol syndrome and finding
ways to prevent it; and prevention, detection and treatment of cancer. Although
ajoint focus on efforts to treat or manage illness in those afflicted, and to prevent
new cases, is understandable, this subtle shift in framing suggests a gradual, rela-
tive reduction in emphasis on prevention over time.

The second shift in emphasis starts in the late 1970s, with references to sec-
ondary forms of prevention. In contrast to primary prevention, which aims to
prevent occurrence of disease or injury in the population as a whole, secondary
prevention is more downstream in that it aims to “arrest the progress and reduce
the consequences of disease or injury once established.”®> Examples in the throne
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speeches include: a provincial plan for cardiac rehabilitation services geared to
primary and secondary prevention;* plans for a comprehensive service that will
emphasize early detection and prevention of mental health-related problems;
greater emphasis on preventing illness and injury through a metabolic screening
program for newborns;* prevention of illness and injury by expanding screening
programs for breast and cervical cancer;* and addressing the needs of those who
already have the disease [type 2 diabetes] to prevent and reduce serious complica-
tions.?” In these examples, the term “prevention” is used to refer to secondary pre-
vention, either explicitly, or implicitly (e.g., reference to screening or early detec-
tion), thus suggesting a shift in the term’s meaning compared to earlier periods.

Conclusions

All data sources have limitations. Throne speeches, like other government
speeches, have purposes ranging from inspiration to information to political
marketing. Nevertheless, throne speech content provides a rich source of in-
sight into legislative priorities and concerns, and it enables systematic coding
and comparison over time. The data set allows us to see, from the perspective of
successive provincial governments, priorities and concerns emerge and fade over
the historical sweep of the Province of Alberta. Thus, without denying the value
of deeper historical analysis of the episodes we have described in this chapter,
the Alberta throne speech data set provides a valuable survey of the public health
landscape in Alberta over time.

A key insight emerged from our analysis of the Manning years of the mid-
1940s through the mid-1960s. Premier Manning’s SC government was very con-
cerned with health and spoke of it frequently in throne speeches during their
lengthy time in office. However, we detected a shift in the use of the term “public
health” during that time. Prior to the late 1950s, “public health” was used, by
governments of Manning and others, to describe a range of activities and servi-
ces of both a preventive and curative orientation. Starting around 1958, the use of
“public health” by Manning’s government and others seemed to drift toward an
increasing emphasis on treatment, management, diagnostics, and rehabilitation
activities within the context of publicly funded medical care. From the current
vantage point of widespread confusion about what public health is and does, in-
cluding a tendency to conflate public health and medical care, it seems that this
contemporary confusion may date back to this mid-century shift in usage by
Alberta government leadership, which coincided with provincial and national
attention to building capacity for hospital and physician services.

Also providing contemporary insight is our analysis of the concept of pre-
vention and how it was used over time in the Alberta throne speech data set. Early
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in the hundred-year period, prevention was used in the context of efforts to halt
the spread of communicable disease and to ensure access to preventive health
services for all Albertans, thus conveying a population-wide scope and align-
ment with primary prevention. Later, we found evidence of declining relative
emphasis on prevention, based on its increasing co-occurrence with treatment
(which tends to be expensive and appealing to the public) in the same statement,
and an apparent drift toward secondary forms of prevention that focused on
identifying individuals at risk for the purpose of tailored intervention to prevent
further progression of disease.

In terms of the objects of prevention, we saw significant recent focus on cer-
tain health concerns, including addictions, especially alcohol and drug depend-
ence, as well as cancer. Although these are important concerns in the Alberta
context, it is significant to note that there are many other important health con-
cerns, such as injury and diabetes, that did not receive the same level of explicit
attention in the Alberta throne speeches. Health and illness occur in social,
economic, political, and moral contexts that shape perceptions of importance
and urgency,® including whether or the extent to which they may appear in a
government throne speech. Perceptions of importance and urgency may or may
not be proportionate to the prevalence or incidence of the problem, with certain
illnesses and populations seen as more important or deserving than others.

Collectively, the findings of this chapter shed light on contemporary dis-
course around the “weakening” of public health in Canada. We have identified
subtle shifts in how concepts of public health and prevention have been discussed
and conceptualized over time by one source — provincial government throne
speeches in Alberta. Our analysis suggests that these concepts have, over time,
changed in emphasis, and have in many ways become increasingly indistinguish-
able from downstream medical care, which is focused on treatment and manage-
ment of illness at the individual level.¥ If we wish to strengthen public health as
a policy priority, we must find ways to articulate, defend, and advance its core
features in a way that aligns with a broad vision of public health (i.e., upstream or
root causes of health equity) even if the context is unfriendly.”
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Albertans’ Health over Time: What
We Know (and Why We Don't
Know What We Don’t Know)

Lindsay McLaren and Rogelio Velez Mendoza

Introduction

Our intention with this chapter is to present an overview of the health status of
the Alberta population from 1919 to 2019. However, this is not a straightforward
task, nor one without controversy.

First, what constitutes “the population” is not always clear, consistent, or
inclusive. As seen in Chapter 1 and elsewhere in this volume, there are many
examples throughout Alberta’s public health history where “the public” or “the
population” excluded certain groups, often based on problematic assumptions
about Indigeneity, ethnicity, gender, socio-economic circumstances, or other
social dimensions. Second, what constitutes “health” can be debated, and how
health is understood and experienced, versus measured, is not always concord-
ant. In their 1946 constitution, the World Health Organization famously defined
health as “a state of complete physical, mental and social well-being and not
merely the absence of disease or infirmity.”" In contrast to this broad definition,
much of what we know about the “health” of Albertans is based more narrowly
on sickness and death. We encourage the reader to keep in mind that what we
know about population health and illness over time reflects social processes and
power dynamics pertaining to what aspects of health are counted, among whom,
to what end, and who gets to decide.

This chapter presents one version of Albertans’ health over time, which draws
on quantitative data — namely, leading causes of death as recorded in Alberta’s
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vital statistics, which were published in provincial annual reports across our
one hundred-year period of interest,> supplemented by other quantitative infor-
mation that is likewise available over a long period of time, such as historical
statistics on notifiable diseases, diseases which, by law, must be reported to gov-
ernment authorities.’ Notwithstanding the challenges noted above, we believe
that compiling information that is available over a long time period provides an
important, albeit partial, opportunity to better understand our history as it per-
tains to health and illness including societal efforts to address health problems.

The chapter proceeds as follows. First, continuing with the question of how
we know what we know, we briefly introduce some of the key sources consulted.
Then, using those sources, we present trends over time, beginning with a broad
overview of the period of interest, approximately 1919 to 2019, followed by a more
detailed analysis of discrete time periods. We contextualize the statistics with
contemporary events and discourse gleaned from debates in the Alberta legis-
lature, changes in the administrative structure of the provincial Department of
Public Health, and news media. We take the liberty of going into some depth
for topics that do not appear elsewhere in this volume, such as motor vehicle
accidents and seat belts.

How Do We Know What We Know? Disease and
Death Statistics, 1919-2019

Vital statistics, or “systematically tabulated information concerning births,
marriages, divorces, separations, and deaths based on registrations of these vital
events,” constitute the earliest and longest-standing source of formally recorded,
quantitative information about the health of the Alberta population and indeed
across Canada.’ Following the passing of census and vital statistics legislation
for Upper and Lower Canada in 1847 and then the Dominion of Canada in
1879,° provincial legislation was passed throughout the late nineteenth and early
twentieth centuries, with Alberta passing its first Vital Statistics Act (An Act re-
specting the Registration of Births, Marriages and Deaths) in 1907.° To improve
upon processes under the former Northwest Territories Ordinances, Alberta’s
1907 act provided for the appointment of postmasters throughout the province to
serve as registrars, which reportedly permitted “much fuller and more accurate
returns of births, marriages and deaths.”

Speaking to long-standing administrative connections between vital sta-
tistics and public health, a new provincial Vital Statistics Act, passed in 1916,
created the positions of Registrar General of Vital Statistics, which was held by
the minister of agriculture (the government department responsible for public
health at the time), and Deputy Registrar General of Vital Statistics, which fell to
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the provincial medical officer of health.® The act remained with the Department
of Agriculture until 1919, when it was transferred to the newly established
Department of Public Health.® Vital Statistics remained under the Department
of Public Health (or the Department of Health as it was sometimes called) until
1994, when the act was transferred to the Department of Municipal Affairs and
then later, around 1998, to the Department of Government Services (called
Service Alberta at the time of writing)."

Another important and long-standing source of health (illness) statistics
in Alberta is notifiable diseases, defined as “a disease that, by statutory require-
ments, must be reported to the public health authority in the pertinent juris-
diction when the diagnosis is made [because it is] deemed of sufficient import-
ance to the public health to require that its occurrence be reported to health
authorities.” Notifiable disease reporting is part of a broader set of activities
in public health surveillance (i.e., the ongoing, systematic collection, analysis,
and interpretation of data and its timely dissemination to decision makers to
inform action)."” Retaining content from prior territorial ordinances,"” Alberta’s
inaugural Public Health Act retained legislated responsibilities for notifiable dis-
ease reporting, authorizing regulation by the Provincial Board of Health." At
the time of writing, the list of notifiable diseases is found in the Communicable
Diseases Regulation of the provincial Public Health Act."

Historical news media sheds some light on social perceptions around desig-
nating a disease as notifiable. For example, designating venereal diseases as
notifiable permitted public reporting of important trends over time, such as a
decline in syphilis in Alberta between the 1940s and 1960s (see also below).' The
practice, moreover, permitted clarification of the number of cases of food poi-
soning (salmonella; 65) versus measles (1,968) in Edmonton in 1967, when public
concern seemed disproportionately focused on the rarer problem."” Designating
a condition as notifiable can be controversial. This was the case with HIV: when
the Alberta Hospital Association passed a resolution in 1988 recommending that
HIV be reported under the notifiable diseases regulations of the Public Health
Act, Dr. John Gill, chair of the Provincial Advisory Committee on AIDS argued
that the resolution shows “a disappointing lack of understanding” in that such an
action would discourage people from getting tested.'® HIV became a notifiable
disease in Alberta in 1998."

A final example of an important and long-standing source of health (illness)
statistics in Alberta —for non-communicable disease — is the provincial cancer
registry, which began in the early 1940s amid recognition of cancer as a growing
problem in Alberta and across the country; the registry continues today.*

3 | Albertans’ Health over Time 63



The Health of the Alberta Population, 1919-2019

Some important caveats apply to the statistics presented below. First, what one
might call reporting infrastructure has changed over time, such that accuracy
and completeness of records may be imperfect in any given year, and the de-
gree of inaccuracy and incompleteness changes over time. As one illustration,
the 1921 Report of the Provincial Board of Health, prepared by Dr. W.C. Laidlaw,
stated that “in most of the infectious diseases there has been an increase over the
year 1920, and this increase can be explained by the fact that infectious diseases
are being more fully reported. It is not considered that the incidence of disease
was any higher this year than in previous years, as judging by the death-rate
the incidence must have been practically the same.” We accordingly encourage
readers to focus more on trends over time than on specific numbers.

Second, the ways in which diseases and causes of death are classified has
changed over time. This presents a particular challenge to the trends presented in
Table 3.1 and Figure 3.1, which we attempt to mitigate by extracting more or less
exactly what was presented in the provincial annual reports for the purpose of
year-to-year comparison, with details provided in Appendix B on page 430. For
the rest of the chapter, readers are directed to the endnotes in which we provide
additional details about the statistics presented.

The Health of the Alberta Population Since 1915: Broad Overview

Table 3.1 shows the three most common causes of death from 1920 to 2010 at
ten-year intervals.*
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TABLE 3.1: Leading causes of death (number of deaths), all ages, Alberta,
1920 to 2010, 10-year intervals. Ranking based on absolute number of deaths
for Selected Causes, all ages.”

Year  Rank 1 (# of deaths) Rank 2 (# of deaths) Rank 3 (# of deaths)

1920 Influenza (603) Pneumonia (all forms) (398)  Violent causes (excl. suicide) (365)
1930 Diseases of the heart (564) Malignant tumors (482) Pneumonia (all forms) (468)

1940 Diseases of the heart (1,086) Malignant tumors (759) Diseases of the arteries (517)

1950 Diseases of the heart (2,046) ~ Malignant tumors (997) Cerebral haemorrhage (693)

1960 Diseases of the heart (2,800)  Malignant tumors (1,439) Cerebral haemorrhage (934)

1970 Diseases of the heart (3,171) Malignant tumors (1,827) Violent causes (excl. suicide) (981)
1980 Diseases of the heart Malignant tumors (2,627) Cerebrovascular diseases (1,057)
1990 Diseases of the heart (3,777) Malignant tumors (3,607) Violent causes (excl. suicide) (1,066)
2000 Malignant tumors (4,775) Diseases of the heart (4,548)  Cerebrovascular diseases (1,271)
2010 Malignant tumors (5,649) Diseases of the heart (4,785)  Violent causes (excl. suicide) (1,390)

For those causes of death listed in Table 3.1, the rates of death, from 1915 to 2015,
are shown in Figure 3.1. For this and subsequent figures, rates refer to the number
of deaths per 100,000 population during a one-year period in Alberta.**
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Opverall, Table 3.1 and Figure 3.1 show that communicable diseases, and specit-
ically influenza, were the most important causes of death around 1920 but were
soon overtaken by non-communicable diseases — first heart disease, which
dominated from the 1930s to the 1980s, and then cancer, which surpassed heart
disease in the 1990s. These latter groups of diseases dwarfed influenza and other
communicable diseases in terms of their absolute (number) and relative (rate)
impacts on mortality across the Alberta population.

We structure the remainder of the chapter by presenting statistics on some-
what more specific causes of death within discrete time periods (1910-1922,
1923-1940, 1941-1959, 1960-1977, 1985-2015), defined based on the classifica-
tion system, generally the International Classification of Diseases system, used
to classify and tabulate the vital statistics in Alberta’s annual reports.* Figures
3.2a to 3.2i include the top five causes of death in the first year of the time period
in question; in some cases we included additional causes of death that other-
wise seemed important or interesting due to, for example, a major increase or
decrease. For each time period, we also consider elements of the public health
context and activities aligning with one or more of the prominent causes of mor-
bidity or mortality in more detail.

1910-1922: Communicable Diseases

Figure 3.2a presents leading causes of death for Albertans from 1910 to 1922.
During this early period in Alberta’s history, the leading causes of death were
communicable in nature. Diarrhea and enteritis, specific to Albertans under two
years of age, and typhoid fever figured prominently in 1910 but decreased fairly
rapidly thereafter in terms of both incidence and mortality, in part reflecting
early public health efforts relating to waterworks, sewerage, and immunization.

66 A HISTORY OF PUBLIC HEALTH IN ALBERTA, 1919-2019



NUMBER OF DEATHS PER 100,000 POPULATION

0
1910 1912 1914 1916 1918 1920
YEAR
= %= Diarrhoea and Enteritis (under 2 years) = =s=-<Congenital Debility, Icterus and Sclerema
—&— Pneumonia Typhoid Fever
Tuberculosis of the Lungs =—&— |nfluenza

Fig. 3.2a: Leading causes of death (individual codes), 1910 to 1920. Rate per 100,000 population.”

Although reported deaths from influenza were relatively uncommon in Alberta
early in this period, they increased significantly late in the decade reflecting the
1918/19 influenza pandemic, which was described in the inaugural provincial
Department of Public Health’s annual report in 1919.

The influenza epidemic which late in the year 1918 swept the prov-
ince with such disastrous results had by the beginning of 1919 ma-
terially declined, and while there were one or two waves, they had
not the virulence of the first wave, and declined more rapidly. 7,185
cases were reported during the year [1919], the last cases being re-
ported in the month of May. 31,051 cases were reported in 1918,
thus making a total of 38,236 for the epidemic.?®

Table 3.2 shows cases and deaths due to influenza in Alberta during those pan-
demic years and, by contrast, years on either side. During the pandemic, there
were 38,236 cases and over 4,300 deaths® in a population of just over 500,000.%
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TABLE 3.2: Reported annual number of cases of, and deaths from, influenza
in Alberta, 1916-1923.%

Year Reported cases (#) Reported deaths (#)

1916 (not reported) 97
1917 (not reported) 75
1918 31,051 3,315
1919 7,185 1,049
1920 2,753 603
1921 3 75
1923 (not reported) 272

The illnesses noted in Figure 3.2a were the biggest contributors to mortality
at the time. There were others that — while not necessarily causing large numbers
of deaths — raised concern because of rising incidence, rapid spread, and impact
on health and well-being. One example was venereal diseases which, in the con-
text of World War I, were prevalent among Canadian soldiers®* and extended to
the civilian population. Venereal disease was described in the Alberta legisla-
ture in 1917 as “the scourge [that] was increasing at a tremendous rate, through
the ignorance of the people” by Dr. George D. Stanley, MLA for High River; his
comment provides insight into views on the causes of those diseases.” In 1920
a venereal disease division was established within the provincial Department
of Public Health, which was responsible for treatment (i.e., every person with a
venereal disease must place himself under treatment by a qualified practitioner);
education (i.e., all persons attending treatment are informed about precautions
to prevent spread of infection; as well, two films on the subject were shown across
the province, and booklets were distributed); and reporting of cases.** Gonorrhea
and syphilis became notifiable diseases in Albertain 1919 and 1921, respectively.”

1923-1940: Communicable Diseases Persist, and an Epidemiological
Transition Begins, in a Context of Economic Depression

Figures 3.2b and 3.2c present, respectively, leading causes of death in Alberta
from 1923 to 1929 and from 1931 to 1939. Communicable diseases, including
pneumonia, tuberculosis, and influenza persisted as important causes of death
during the 1920s and 1930s in Alberta. The persistence of communicable disease
deaths underpinned the 1924 creation of an infectious disease branch within
the provincial Department of Public Health. Deaths from influenza continued
to show periodic spikes. In 1937, for example influenza caused 472 deaths in
Alberta, compared to 340 the year before. Based on news media coverage, there
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was concern, which did not materialize, that the 1937 outbreak might rival the
1918/19 pandemic.*
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Epidemics of polio struck the province in 1927 — with 353 cases, including
fifty-three deaths —and in 1930, when there were 150 cases and thirty-two deaths.
However, as we shall soon see, Alberta’s most significant polio outbreak was yet
to come.* The 1927 outbreak occurred mostly in and around Edmonton, while
the 1930 outbreak largely affected areas south of Red Deer, including Calgary,
suggesting that those in the Edmonton area had developed some immunity that
protected them later.** Although 1937 was a significant polio year for Canada,
Alberta was less affected than provinces such as Ontario.*! Approximately half of
Alberta’s 169 reported cases that year occurred in and around Medicine Hat; the
incidence of polio in Medicine Hat at the time was the highest ever experienced
by any Alberta municipality. As described by historian Christopher Rutty and
colleagues, polio sparked frustration and fear throughout the first half of the
twentieth century due to a lack of understanding of its cause, the unpredictability
of outbreaks, and the fact that it primarily affected middle-class children and
families,** who have relatively high political voice (see Chapter 1). In this context,
the Alberta government passed the Poliomyelitis Sufferers Act in 1938, which
provided free treatment for polio patients.*

Alongside the persistence of communicable diseases, non-communicable
diseases began to appear among the leading causes of death during the 1920s and
1930s. Deaths from diseases of the circulatory system (e.g., heart, myocardium,
coronary arteries), for example, increased during the 1920s and 1930s. In the
1930s, cancer appeared for the first time in the top five causes of death, causing
considerable public and professional concern,* including a discussion in 1931
by the Edmonton Board of Health to make cancer a notifiable disease (this did
not materialize).*® This transition from communicable to non-communicable
diseases as primary causes of death led Deputy Minister of Health, Dr. Malcolm
Bow to lament in 1937 that “we have done relatively little for those over forty
years of age [who are more likely to suffer from] [c]ancer, diabetes, diseases of the
heart and arteries, accidents.™®

Insight into other health concerns of this period may be gleaned from the
content and structure of the provincial Department of Public Health, including
dental health in the 1920s. In 1930, a division of mental health was created within
the provincial department. However, contrary to its name, the mental health div-
ision focused entirely on provincial institutions for patients with mental illness-
es, including those considered “refractory or disturbed” and “idiots, imbeciles. . .
and defectives.” It also focused on mental hygiene clinics, which dealt with “prob-
lem cases referred by schools, courts, police, physicians, health departments,
hospitals, charities, homes, parents and the Department of Neglected Children;”
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perhaps not surprisingly, the director of mental health, Dr. C. A. Baragar, worked
closely with the provincial Eugenics Board (see also Chapter 1)."

1941-1959: Cancer, Nutrition, and a Resurgence of Polio

Leading causes of death in Alberta during the 1940s and 1950s are shown in Figure
3.2d (1941-1949) and Figure 3.2e (1951-1959). The context for these statistics is
the period during and after World War II, which included wartime restrictions
such as food rationing, followed by post-war economic growth and development
of the welfare state. The 1940s represented the last period that any communic-
able disease, in particular tuberculosis (Figure 3.2d), appeared among the top five
causes of death for Albertans according to the statistics presented here.

With funding from provincial and federal governments, the Central Alberta
Sanatorium (later renamed the Baker Sanatorium) in the Calgary area opened in
1920 to serve civilians and World War I veterans.*® The provincial Tuberculosis
Act, passed in 1936, authorized free tuberculosis treatment, and allowed for
significant increases in institutional beds and diagnostic services.*” The so-
called rest cure provided in sanatoriums was the most common treatment for
tuberculosis until the 1940s, when the antibiotic streptomycin was discovered,
widespread use of which has been credited with contributing importantly to the
continued decline in deaths from tuberculosis.”® As discussed in Chapter 1, the
framing and deployment of tuberculosis control efforts in Alberta effectively ex-
cluded, on racist grounds, Indigenous patients. These dynamics moreover cast
doubt on the reliability of the estimates of the number of Indigenous tuberculosis
patients in Alberta.
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By the 1950s, despite an emerging sense of having largely combated com-
municable disease, illnesses persisted.”* A notable spike in gonorrhea incidence
in the province occurred during the 1940s (see Figure 3.4 on page 80),” once
again influenced by wartime circumstances and high rates of infection among
returning WWII soldiers. Although penicillin had been discovered in the late
1920s, it was in the 1940s that research efforts intensified to permit producing the
antibiotic on a larger scale.”* In 1945 in Alberta, penicillin was added to the list
of drugs to be distributed for free by the provincial Department of Public Health

for the treatment of gonorrhea.”

72

A HISTORY OF PUBLIC HEALTH IN ALBERTA, 1919-2019



& .. 0 ..
75T e ®
< T GUPPRPPPRTER LY
> 170
g =
8 85 -~
S === Te==o
S gy~ ——— e — = —— - -~ __
e T =
w75
o
e=
£ o3
o ——— Py
2, \‘/ -
o
x 25
@
e mmme e d———

S T T T T e e e fmmmmm————————— -+
=4

15

10

1951 1953 1955 1957 1959
YEAR
@«  Arteriosclerosis and degenerative heart disease = ®= Vascular lesions affecting central nervous system
—@— Malignant neoplasm of all other and unspecified sites Hypertension with heart disease

= === |||l-defined diseases peculiar to early infancy and immaturity unqualified

Fig. 3.2e: Leading causes of death (individual codes), 1951 to 1959. Rate per 100,000 population.®®

In the 1950s, attention shifted again to polio. Alberta’s largest polio out-
break occurred in 1952/1953, with a total of 2,232 cases and 192 deaths.” During
August and September of 1953, polio appeared in the local news almost daily,
including frequent advertisements for polio insurance (Figure 3.3). The Salk vac-
cine was the focus of a large-scale field trial in 1954 led by the U.S. National
Foundation for Infantile Paralysis with materials provided by the Toronto-based
Connaught Laboratories.”® Alberta — having been badly affected by the 1953 out-
break — was one of a few Canadian jurisdictions to participate in the trial, and
over 16,000 Alberta children were enrolled. The trial established that the Salk
vaccine was 60 to 90 percent effective depending on the type of poliovirus, and
Alberta and other provinces began widespread funding and distribution of the
vaccine to school-aged children.” Immunization has eliminated polio in Alberta
and across Canada. In Alberta, there have been only three cases of symptomatic
polio since 1968, with the last one reported in 1979.°
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I F Po LI 0 STRI KEs Fig. 3.3: Advertisement for polio
insurance. Originally published in

the Edmonton Journal, a Division of
The “Extras” are Included Postmedia Network Inc. Edmonton
in Your Journal, 8 August 1953, 34 (one of

. many examples).

Polio Insurance Y
Those “extras” in medical bills ecan
mount up to huge expenses. Our new
polio plan takes care of everything!
Check it today!

See us FIRST for Insurance of all kinds

Heart disease was the leading cause of death during the 1940s and 1950s,*'
but cancer was a growing concern. Under the 1940 Cancer Treatment and
Prevention Act, the provincial government assumed responsibility for funding
procedures related to cancer diagnosis, treatment, and prevention.®* The Alberta
Cancer Registry evolved from a need for a system to support the administration
of that new payment model under the 1940 act.®® Starting out as a file-card data
collection system, the registry expanded and evolved over time; in 1953, regis-
tration of patients with government-administered cancer clinics — at that time
in Edmonton, Calgary, and Lethbridge — became a prerequisite for physicians
to be paid for treating cancer patients. In 1968, it became mandatory for medical
laboratories in Alberta to send pathology reports concerning cancer to the regis-
try, and in 1974, physicians became legally required to register cancer patients.

In line with the shift toward non-communicable diseases as major causes of
death, the 1940s saw growing interest in nutrition on the part of the provincial
Department of Public Health.** In 1947, a nutrition division was created within
the provincial department, with Public Health Nutritionist, Elva M. Perdue BSc,
appointed as director. From the outset, the division’s efforts focused on nutrition
education, thus illustrating an assumption that lack of knowledge, rather than
lack of money and its intersection with other social identities such as ethnicity,
was at the root of poor nutrition.®® The division also participated in dietary sur-
veys to assess nutrition among the Alberta population.®
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1960-1977: A Focus on Motor Vehicle Accidents

Diseases of the circulatory system and cancer continued to be leading causes of
death during the 1960s (Figure 3.2f) and 1970s (Figure 3.2g). A new entry among
the leading causes of death starting in the 1960s was motor vehicle accidents.
This was a period of considerable provincial and national discussion around
traffic safety, including the role of seat belts.*”
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There had been a few references to seat belts in Alberta news media as early
as the 1950s. In 1954, the Farm Women’s Union of Alberta passed a resolution
recommending that all manufacturers of motor cars provide safety belts as stan-
dard equipment in cars,” one of several examples of involvement by women’s
groups in advocating for seat belts.”* In 1955 and 1956, members of the Alberta
Safety Council,”” including safety director Paul Lawrence, attended meetings of
the National Safety Council in Chicago, where seat belts were major topics of
discussion.” Awareness of the safety benefits of seat belts™* manifested in their
mandatory use in stock car racing, including in Edmonton,” and their adoption
in other limited circumstances.” In 1955, the Chrysler Corporation announced
from Detroit that seat belts would be made available as “dealer-installed optional
equipment” in its 1955 cars; the initiative would come to Canada soon after.””

Discussion about seat belts grew in frequency and intensity during the 1960s.
Alongside a growing chorus of pro-seat belt voices by medical professionals and
others,”® automobile industry standards slowly advanced, beginning with seat
belt attachments to permit their installation in vehicles.” Uptake of seat belt cer-
tification in Alberta was hastened in 1963 when the cabinet of the governing SC
party passed an order-in-council stipulating that seat belts sold in the province
must meet specific safety standards.® However, it was still up to consumers to de-
cide whether or not to purchase and install seat belts in their vehicles. Although
other jurisdictions passed legislation requiring all new cars sold to be equipped
with seatbelts, Alberta preferred to wait.* In 1962, Premier Ernest Manning stat-
ed that the provincial government had “no intention of requiring car owners to
have them installed.”®* He then predicted that seat belts would become standard
equipment in all cars, in time.® In fact, he was largely correct: by early 1964 three
major car manufacturers — American Motors (Canada), Chrysler Canada, and
General Motors — had announced that all new cars, including those purchased
in Alberta, would have seat belts pre-installed, to the delight of long-standing
Highways Minister Gordon Taylor.**

With seat belts physically in place, for the most part, the discussion in the
late 1960s shifted to use which, at the time, was low.* In Alberta, there was a
very strong sentiment, which endured well into the 1970s and 1980s, that seat
belt use should not be legislated and that education was the best approach.®® The
Alberta Safety Council, with Mr. Paul Lawrence as safety director and later gen-
eral manager, continued to be a vocal proponent for seat belts and was frequently
in the news,* publicizing the benefits of seat belt use and answering common
questions, such as whether seat belts are necessary for short trips in town at a
slower speed limit (yes; a large proportion of traffic deaths occur within 25 miles
[around 40 kilometres] of home, and at speeds of less than 40 miles per hour
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[around 65 kilometres per hour]), and whether the potential risk of being belted
in if a vehicle is burning or submerged outweighs the benefit (no; even in such cir-
cumstances, chances of remaining conscious to free oneself are increased when
wearing a seat belt).®® A 1969 survey by the council estimated that, even though
approximately three-quarters of cars had seat belts installed, fewer than one in
four individuals surveyed said that they used them on a regular basis.®

During the 1970s, in the face of persistently low seat belt use, attention
began to shift to the idea of making it compulsory to wear seat belts, building
on precedents elsewhere, including Australia.”® In Canada, Minister of National
Health and Welfare, Marc Lalonde, in the 1974 context of his newly released A
New Perspective on the Health of Canadians Report, urged provincial govern-
ments to consider compulsory seat belt legislation.® Although some Canadian
provinces advanced such legislation,”> Alberta resisted, despite efforts, including
by Mr. George Ho Lem, Social Credit MLA for Calgary McCall. In the mid-1970s
Mr. Ho Lem made two attempts to introduce legislation in the form of private
members bills to amend the provincial Highway Traffic Act to mandate seatbelt
use.” There was very little discussion and no apparent support for the proposed
amendment in the legislature, and the bill did not progress.

In 1975, Mr. Ho Lem was back with Bill 213, to amend the Highway Traffic
Act such that seat belt use would be required but only on public highways where
the prescribed speed limit was 50 mph (around 80 km/h) or more.” This time, the
bill underwent second reading, with Mr. Ho Lem delivering an impassioned de-
scription and rationale, including the benefits of seat belts for reducing suffering,
deaths, and hospital costs; the success of compulsory seat belt legislation else-
where; analogies with other legislation such as for helmet use on motorcycles;
and his perspective about public perceptions shifting to be more supportive of
seat belt legislation. Considerable discussion followed, nearly all of which was
opposed, and the bill timed out.”” In these and subsequent debates, the points of
opposition raised in the legislature were similar and may be summarized into
several themes, which are listed along with illustrative examples in Table 3.3.
Overall, these wide-reaching points of opposition led to strong reluctance to
embrace compulsory seat belt legislation in Alberta, even when other Canadian
jurisdictions were beginning to move in that direction.”® We continue the seat
belt story below.
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TABLE 3.3: Points of opposition to compulsory seatbelt legislation (thematic
groupings), along with illustrative examples, from the Alberta legislature,

1970s.””

Point of opposition

Illustrative examples (quotations)

Uncertainty about the benefits
of seat belts / it’s not just about
seat belts.

“...it has not been proven that wearing seat belts is a complete safety
factor [ ... ] I'would hope, before we pass legislation [ ... ] that we make
every effort to study, research, and bring back the report to the Legislature
whether the research proves that wearing seat belts is an effective way

of saving people from being injured or killed.” —Rudolph Zander (PC),
MLA for Drayton Valley, Alberta Hansard, 13 February 1975.

“I should point out, though, that the statistics on morbidity and mortality
relative to automobile accidents have been coming down across the
country without regard to whether that particular jurisdiction has
mandatory seat belt legislation.” —Hugh Horner (PC), MLA for Barrhead,
Alberta Hansard, 25 March 1977.

Harms of seat belts (“I know
someone...")

“Out of dozens of examples in my own constituency [ . .. ] There was one
incident where a man and a lady were travelling and at an intersection
they piled in with a gravel truck [ . .. ] The man, a person [of] 180 pounds,
was in a seat belt. He couldn’t loosen the seat belt [ ... ] By that time,

the car exploded and the person burned.” —John Batiuk (PC), MLA for
Lamont, Alberta Hansard, 13 February 1975.

Seat belt use can’t be enforced

“One is the problem of enforcement. How does a policeman see somebody
who’s only wearing a lap belt and not a shoulder belt? How does he obtain
a conviction if an apprehended person says he has just snapped loose his
seat belt at the moment his vehicle is stopped?” —Roy Farran (PC), MLA
for Calgary-North Hill, Alberta Hansard, 20 November 1975.

1 believe in seat belts, just not in
being forced to wear them.

“No one will deny the wearing of seat belts is of some help in reducing the
extent of injury in highway accidents [ . .. ] However, we must be aware
that encouraging people to use seat belts and making sure the car has seat
belts are very different from enforcing people to use seat belts. It is to this
latter element of coercion [ ... ] that I take exception [ ... ] By requiring
that seatbelts be used, the freedom of choice is lost.” —Clifford Doan
(PC), MLA for Innisfail, Alberta Hansard, 13 February 1975.

1985-2015: Some Key Successes, and New Challenges

Continuing among the top causes of death in the 1980s, 1990s, and early 2000s
was cancer (Figure 3.2h and 3.2i). Priorities for cancer prevention were reducing

the prevalence of cigarette smoking (see also Chapter 9), research into the in-

fluence of diet, and the development of programs for early diagnosis, especially
for colorectal, breast, and cervical cancer.”® Also in the mid-1980s, and against
the backdrop of an international wave of enthusiasm around community-based
health promotion and disease prevention activities,” was the Steve Fonyo Cancer

Prevention Program, a community-based education demonstration project fo-

cused on cancer risk reduction and early detection.

100
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A notable health trend in Alberta during this most recent period (1980s—
present) was a peak, followed by a steep decline, in the incidence of gonorrhea
(Figure 3.4). In the 1980/81 period, Alberta had the highest incidence of gon-
orrhea in Canada, which was believed to reflect a variety of factors including “a
buoyant economic climate” that resulted in a proportionally larger number of
individuals considered high risk (e.g., young, single workers, and visitors), great-
er awareness of sexually transmitted disease among members of the public and
health professionals, and improvements in reporting processes.'”® An increasing-
ly comprehensive program for the control of sexually transmitted infections was
developed, including the establishment of diagnostic and treatment clinics in
Calgary, Edmonton, and Lethbridge;'** contact tracing; consulting and referral
services to physicians; data monitoring and surveillance; free medication; coun-
selling by professional social workers; and education, including efforts to present
venereal disease as a public health problem rather than a moral one.'*® Starting
in the early 1980s, incidence in Alberta started to show a significant decline,'®
which has been attributed in part to changes in sexual practices stemming from
increased awareness of HIV-AIDS."”

Gonococcal Infections
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Fig. 3.4: Incidence of Gonococcal Infections (Gonorrhea), Alberta, 1919 to 2014. Figure reproduced
from Alberta Health, Surveillance and Assessment Branch and Office of the chief medical officer
of health, Alberta Notifiable Disease Incidence: A Historical Record, 1919-2014 (Government of
Alberta, 2015), 8.
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Returning to seat belts, government deliberations continued into the 1980s,
including repeated attempts to introduce mandatory legislation. In 1980, Mr.
Dennis L. Anderson (PC), MLA for Calgary-Currie, introduced private member
Bill 204: An Act to Amend the Highway Traffic Act, which would require “that
each individual under the age of 18 travelling in a motor vehicle wear a seat belt
or be held by a child restraint device” (italics added), with a penalty for drivers
who did not comply.'*® Following discussion at second reading, including pres-
entation of statistics from other provinces showing that seat belt use increased
following the introduction of mandatory legislation, the bill was left to die on
the Order Paper.'”” Somewhat frustratingly, some members took issue with the
arbitrariness of age eighteen as a cut-off. Mr. John B. Zaozirny QC (PC), MLA for
Calgary Forest-Lawn, for example, argued that using eighteen years as a cut-off
for mandatory seat belt use, but sixteen years as legal driving age would amount
to encouraging the seventeen-year-old to break the law.'°

Aside from occasional questions,"! the next time seat belts appeared prom-
inently in the legislature was in 1983-1984, in the context of discussions around
ways to reduce health care expenditures, including the possible implementa-
tion of hospital user fees."> Leader of the Official Opposition, W. Grant Notley
(NDP), was vehemently opposed to user fees on the basis that they are contrary
to the concept of equality in treatment."® He, along with Dr. Walter A. Buck
(Independent, MLA for Clover Bar), argued that the Lougheed government could
not introduce a user fee without first considering all other alternatives — includ-
ing preventive measures such as mandatory seat belt legislation, which could save
lives and money."*

In the context of a 1983 legislative discussion, Janet Koper (PC, MLA for
Calgary-Foothills) suggested that “seat belt” in previous bills be substituted with
“mandatory use of child restraint devices in motor vehicles for children from
birth to five years of age” (italics added)."”® Koper’s suggestion was formalized
as government Bill 83: Child Transportation Safety Act, introduced by Minister
of Transportation, Marvin E. Moore (PC) in October 1984."¢ The rationale for
the bill, presented at second reading, focused on the large number of deaths due
to automobile accidents among children and the inability of young children to
make decisions for themselves. Likely in anticipation of pushback, Moore was
explicit that the proposed legislation was “not in any way associated with seat
belts for all adults, and [he did not] intend to expand it in that way or to introduce
legislation in that regard.”"” Although some members expressed disappointment
that the bill did not go further,'® it received broad support and passed third read-
ing in November 1984.'"
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With the election of Don Getty’s Progressive Conservative government
in 1985, the door opened to revisit the issue of mandatory seat belt legislation
for everyone, with indications that the mood in the legislature was shifting.'*
During the Speech from the Throne on 5 March 1987, the Getty administration
announced that “based on extensive consultation with Albertans through their
elected representatives, my government will introduce legislation requiring the
use of seat belts in automobiles in a further effort to reduce the number of people
injured in automobile accidents.”*' Several members of the legislature expressed
enthusiastic support, while others were resigned, maintaining that although they
were personally opposed to mandatory seat belts, they were compelled to accept
the views of their constituents and Albertans more generally.'*

Bill 9, which made seat belt use compulsory for all in Alberta, passed and
took effect on 1 July 1987.!% The new legislation was accompanied by regulations
outlining exceptions to the new rules.!* Nonetheless, and notwithstanding a hia-
tus in implementation and enforcement due to a legal challenge, the benefits of
mandatory seat belt legislation in Alberta soon became apparent:'*® five months
after the legislation was introduced, it was reported that use averaged about 80

126 and the number of

percent, which was the highest of any province in Canada,
fatalities in 1990 had decreased by 16 percent from 1989. Perhaps emblematic
of Alberta’s cultural shift, Kenneth R. Kowalski (PC, MLA for Barrhead) com-
mented a year later that “I was one of those who opposed the idea of mandatory
seat belt legislation because I thought the invasion of individual rights was para-
mount and more important, but as I stand here on this particular day in May of
1991, T have to come clean on this matter and basically say without a moment of

hesitation in my mind that seat belts do save lives.”'*

Conclusions

This chapter presents an overview of the health of the Alberta population over a
hundred-year period, using statistics that were available over the full period of
interest. We are not aware of other efforts to compile and present this historical
information for Alberta. The basic storyline of this chapter, which includes shifts
over time in predominant health problems (e.g., communicable to non-com-
municable diseases and injuries); approaches (e.g., education, legislation, and
health service delivery); and tensions (e.g., urban versus rural infrastructure,
benefits and drawbacks of disease reporting, the balance between government
intervention and individual liberties) is not unique to Alberta, yet we aimed to
tell the story in a way that showcased local responses and personalities within

that common story.'*®
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We began — and now end — the chapter with the important, yet fraught,
question, “how do we know what we know?” While the answer to that question
certainly includes elements of a technical nature, such as statistical data and re-
porting infrastructure, it also embodies elements of power and privilege that de-
termine what information is gathered, by and from whom, to what end, what is to
be done about it, and who gets to decide. We encourage anyone who is interested
in the public’s health to keep these considerations in mind.

NOTES

1 World Health Organization, “Constitution of the World Health Organization: Principles,” About
WHO, accessed on 4 November 2018, http://www.who.int/about/mission/en/.

2 Vital statistics were published in the annual report of the Department of Agriculture from 1905 to
1917. In 1919, they were transferred to the newly established Department of Public Health.

3 Alberta Health, Surveillance and Assessment Branch, and Office of the Chief Medical Officer of
Health, Alberta Notifiable Disease Incidence: A Historical Record, 1919-2014 (Government of Alberta,
2015). https://open.alberta.ca/dataset/09ff0f40-1cfc-48fd-b888-4357104c3c32/resource/c5ceca04-
ccda-4811-9ed0-03a3cbe8cOfb/download/7019844-notifiable-disease-incidence-1919-2014.pdf. This
report presents a compilation of historical data from 1919 to 2014 on select notifiable communicable
diseases. The data were gathered from sources including the source files from the Government of
Alberta (1919-1924), the Annual Report of Notifiable Diseases of the Dominion of Canada (1925-1978),
the Cumulative Annual Notifiable Disease List from Alberta Health and Wellness (1979-1984), and
Alberta’s Communicable Disease Reporting System (1985-2014). For several diseases, incidence rates
are available as early as 1919, corresponding to when these diseases were designated as reportable.

4 A Dictionary of Epidemiology, 4th ed., Ed. John M. Last (Oxford: Oxford University Press, 2001), 187
“vital statistics”.

5 Statistics Canada “History of Vital Statistics” (Government of Canada, modified 8 April 2020),
https://www.statcan.gc.ca/eng/health/vital/2012001/hvs; Statistics Canada, “A 100 Years and More
of Statistics Acts” (The Daily, Government of Canada, modified 3 December 2018), https://www150.
statcan.gc.ca/nl/daily-quotidien/181203/dq181203h-eng.htm; Kelsey Lucyk, Mingshan Lu, Tolulope
Sajobi, and Hude Quan, “Administrative Health Data in Canada: Lessons from History,” BMC Medical
Informatics and Decision Making 69, no. 15 (2015). Statistics Canada, “A 100 Years and More of
Statistics Acts.

6 Statistics Canada “History of Vital Statistics™; An Act respecting the Registration of Births, Marriages
and Deaths, Statutes of the Province of Alberta (S.P.A.), 1907, c. 13.

7 “The Legislature on the Weed Question,” Edmonton Journal, 2 March 1907, 1.

An Act respecting Vital Statistics, S.P.A. 1916, c. 22.

9 An Act to amend the Vital Statistics Act, S.P.A. 1919, c. 45, assented 17 April 1919.

10 Provincial Archives of Alberta, An Administrative History of the Government of Alberta, 1905-2005
(Edmonton: The Provincial Archives of Alberta, 2006), 286; Service Alberta, “Alberta Vital Statistics
Annual Review,” Open Government Publications (Edmonton, AB: Alberta Government, 2006), https://
open.alberta.ca/publications/1485-3809.

11 Last, A Dictionary of Epidemiology, 125.

12 Alberta Health Services “Public Health Surveillance,” (Government of Alberta, accessed 18 May
2020, https://www.albertahealthservices.ca/services/Pagel3513.aspx. See also Last, A Dictionary of
Epidemiology, 174.

13 An Ordinance respecting Public Health, Ordinances of the Northwest Territories 1902, c. 4.

14 An Act respecting Public Health, 1907.

15 Communicable Diseases Regulation, 238/1985, https://open.alberta.ca/
publications/1985_238#summary

16 This is notwithstanding some of the implementation challenges to notifiable disease reporting, which
may lead to under-reporting. For example, in commenting on the 1967 Edmonton Board of Health
annual report, city Medical Officer of Health, Dr. G.H. Ball, “said that he believes there are at least
twice as many actual cases of salmonella poisoning in Edmonton as are reported.” “City Will Step Up
Food Poison Study,” Edmonton Journal, 12 September 1967, 13; “Venereal Disease Still Major Health

3 | Albertans’ Health over Time 83



84

20

21

22

23

24

25

Problem,” Edmonton Journal, 17 September 1966, 23. In her address to the Alberta Association of
Medical Record Librarians, J.D. Hanna, Division of Social Hygiene, Department of Public Health,
supervisor, reported on trends in venereal diseases including syphilis, for which the number and
incidence of cases in Alberta was quite a bit lower in 1965 (171 cases, 11.2 per 100,000) than in 1946
(246 cases, 30.6 per 100,000).

“City Will Step Up Food Poison Study,” Edmonton Journal, 12 September 1967, 13.

“AIDS Proposal Opposed,” Edmonton Journal, 27 November 1988, 27.

Alberta Health and Wellness, Public Health Notifiable Disease Management Guidelines, Human
Immunodeficiency Virus (HIV) (Government of Alberta, January 2011, superseded 2021 and 2022),
https://open.alberta.ca/dataset/78566f8e-622e-448d-b579-4a838b642689/resource/dbc68c10-71Ff-
41¢3-8063-2ec6a3872f9d/download/guidelines-human-immunodeficiency-virus-2011.pdf

In his presidential address at the Canadian Public Health Association’s 26th annual meeting in 1937,
Malcolm Bow identified cancer as one of “eight major health problems facing us to-day irrespective

of the particular section of Canada in which we live” due to the “tremendous toll of life levied by this
disease.” Malcolm R. Bow, “Public Health Yesterday, To-Day, and To-Morrow,” Canadian Journal of
Public Health 28, no. 7 (July 1937).

Alberta Department of Public Health, Annual Report of the Department of Public Health of the Province
of Alberta 1921, 11-12 (all Alberta Department of Public Health reports are printed in Edmonton, by:
J.W. Jeffery, King’s Printer, for report years 1919-1923; W.D. McLean, King’s Printer, for report years
1924-1933; A. Shnitka, King’s Printer, for report years 1934-1949; A. Shnitka, Queen’s Printer, for
report years 1950-1955; and L.S. Wall, Queen’s Printer, for report years 1956-1968).

These cause of death categories represent major headings contained within the annual vital statistics
reports. Although the categories are broad, they are perhaps the ones most amenable to comparisons
over time. They are compiled by statistics officers for the purpose of identifying leading causes of death
in the report summaries and to making comparisons over time. See for example, the summaries in

the Alberta Department of Public Health, Annual Report 1924, 77-78; Alberta Department of Public
Health, Annual Report of the Vital Statistics Branch 1937, 7-8; Alberta Department of Public Health,
Annual Report of the Vital Statistics Branch 1947, 6-7, 119; Alberta Department of Public Health,
Annual Report of the Bureau of Vital Statistics, 2-3, 63. The five- and ten-year intervals used in Table
3.1 and Figure 3.1 result in the omission of peak periods of certain causes of death, such as the 1918/19
influenza epidemic.

The number of deaths from “diseases of the heart” in 1980 is not reported because it is noted to be
“understated” in the 1980 annual report (1980 Vital Statistics Report, province of Alberta). Brief
contemporary definitions of each cause of death are as follows: Influenza: an acute respiratory
infection caused by the influenza virus; includes seasonal and other forms of influenza; pneumonia: a
form of acute respiratory infection that affects the lungs; tuberculosis: a disease caused by bacteria that
most often affects the lungs; violent causes (excluding suicide): includes transport accidents, poisoning,
self-harm, falls, homicides, war, drowning, etc.; diseases of the heart: includes rheumatic heart disease,
coronary heart disease, congenital heart disease, and heart attacks; cancer or malignant tumors: a
large group of diseases that can affect any part of the body and are characterized by the rapid creation
of abnormal cells that grow beyond their usual boundaries and can invade or spread to other parts

of the body; diseases of the arteries: generalized and localized diseases that affect arteries, including
those that result in arterial occlusion (blockage) and those that do not; cerebral haemorrage: an escape
of blood from a ruptured vessel in the brain; rupture can occur for different reasons; cerebrovascular
disease: disease of blood vessels supplying the brain. Sources: “Fact Sheets”, World Health
Organization, https://www.who.int/news-room/fact-sheets; “Cerebral hemorrhage,” Mosby’s Medical
Dictionary, https://medical-dictionary.thefreedictionary.com/Cerebral+hemhorrage; “Cardiovascular
disease,” Encyclopaedia Britannica, https://www.britannica.com/science/cardiovascular-disease/
Diseases-of-the-arteries

Sometimes the rates presented in this chapter pertain to particular age groups, and this is specified as
it occurs. In general, the rates presented were drawn directly from the annual reports of the provincial
department responsible for public health and vital statistics at the time.

Sources: Alberta Vital Statistics Reports, Alberta Vital Statistics Reviews, Statistics Canada, 1915

to 2015. Data were extracted from the Vital Statistics Reports summary sections and tables labelled
Certain Causes of Death, Selected Causes of Death, or Leading Causes of Death for the years 1915-1995
(See Appendix A for sources). Data for “Diseases of the heart” are missing in 1980 because they are
reported to be unreliable that year. Starting in 2000, data were taken from Statistics Canada. This is
because the province’s summary classification of Leading Causes changed in 2000 with the adoption
of ICD-10. Population figures were extracted from: Population from 1905 to 1970 taken from: “Table
32: Population, Birth, Marriages, Death and Rates for the years 1905 - 1970,” in Alberta Department of

A HISTORY OF PUBLIC HEALTH IN ALBERTA, 1919-2019



26

27

28
29

30

31

32

33

34

35

Health, Annual Report of the Division of Vital Statistics 1970 (Edmonton: Printed by L.S. Wall, Printer
to the Queen Most Excellent Majesty, 1972), 121. Population from 1975 to 1995 taken from: Respective
Vital Statistics Annual Reports for each corresponding year. Population from 2000 to 2015 taken from:
Statistics Canada “Population estimates on July 1st, by age and sex” Frequency: Annual Table: 17-10-
0005-01 (formerly CANSIM 051-0001).

The process to classify causes of death is complex and has changed significantly over time. The most
common system for classification of diseases internationally is the International Classification of
Diseases (ICD), which was adopted by the International Statistical Institute in 1899. In 1905, when
the Department of Agriculture first reported statistics on causes of death for the province of Alberta,
diseases were classified using a list of fourteen main categories with a total of 101 individual codes

or causes. Starting in 1910, the province seems to have adopted the ICD system, using ICD-2, and
thereafter adopted each iteration of the ICD.

Classification system is not named but cause numbers match ICD-2 codes. Includes deaths at all ages.
Sources: Alberta Department of Agriculture, Annual Report 1910 (Edmonton, 1911), 217-218; Alberta
Department of Agriculture, Annual Report 1912 (Edmonton, 1913), 80-81; Alberta Department of
Agriculture, Annual Report 1914 (Edmonton: Printed by J.W. Jeffrey, Government Printer, 1915),
24-25; “Deaths during the Year 1916, by ages and sexes,” Alberta Department of Agriculture, Annual
Report 1916 (Edmonton: Printed by J.W. Jeffrey, King’s Printer, 1917), 198-201; For the year 1918,

the value for “Diarrhoea and Enteritis (Under 2 years)” is not given; and “Influenza” includes the

sum of the “Influenza” and “Influenza (Epidemic)” categories. “Causes of Death during the Year

1918, by Ages and Sexes (for the Whole province),” Alberta, Annual Report of the Vital Statistics
Branch 1918 (Edmonton), 67-73; “Causes of Death during the Year 1920, by ages and sexes (for the
whole province),” Alberta Department of Public Health, Annual Report of the Vital Statistics Branch
1920 (Edmonton: Printed by ].W. Jeffery, King’s Printer, 1921), 28—43. Population source: “Table 32:
Population, Birth, Marriages, Death and Rates for the years 1905 - 1970,” in Alberta Department of
Health, Annual Report of the Division of Vital Statistics 1970 (Edmonton: Printed by L.S. Wall, Printer
to the Queen Most Excellent Majesty, 1972), 121.

Alberta Department of Public Health, Annual Report 1919, 9.

Alberta, Annual Report of the Vital Statistics Branch 1918 (Edmonton), 67; Alberta Department of
Public Health, Annual Report 1919, 45.

The population of Alberta was 495,351 in 1916; “Census of the Prairie Provinces, 1916,” Library and
Archives Canada, modified 29 November 2019, https://www.bac-lac.gc.ca/eng/census/1916/Pages/
about-census.aspx). Alberta’s population was 588,454 in 1921 (“Census of Canada, 1921,” Library

and Archives Canada, modified 21 February 2019, https://www.bac-lac.gc.ca/eng/census/1921/Pages/
introduction.aspx).

Sources: Alberta Department of Agriculture, Annual Report 1916, 178 and 196; Alberta Department
of Agriculture, Annual Report 1917 (Edmonton: Printed by J.W. Jeffery, King’s Printer, 1918), 165 and
184; Alberta, Annual Report of the Vital Statistics Branch 1918 (Edmonton), 67; Alberta Department
of Public Health, Annual Report 1919, 9 and 45; Alberta Department of Public Health, Annual Report
1920, 9 and 47; Alberta Department of Public Health, Annual Report 1921 (Edmonton: Printed by J.W.
Jeffery, King’s Printer, 1922), 12 and 101; Alberta Department of Public Health, Annual Report 1923
(Edmonton: Printed by J.W. Jeffery, King’s Printer, 1924), 7 and 92. “Not reported” (which refers to
number of cases) means that influenza was not included in the Statistical Table that often accompanied
the provincial medical officer’s report, because it did not figure amongst the most common diseases
that year. Data on the number of deaths comes from the vital statistics on causes of death.

A.F.W. Peart, “The Venereal Disease Problem in Canada,” Canadian Journal of Public Health 44, no. 5
(May 1953).

“Education and Agriculture Estimates in Legislature,” Edmonton Bulletin, 20 March 1917, Alberta
Legislature Library, Scrapbook Hansard, https://librarysearch.assembly.ab.ca/client/en_CA/search/
asset/141864/0. The Scrapbook Hansard (https://librarysearch.assembly.ab.ca/client/en_CA/
scrapbookhansard) provided insight into legislative debates prior to the establishment of the Alberta
Hansard in 1972.

“Report of the Director of the Division of Venereal Diseases,” in Alberta Department of Public Health,
Annual Report 1920, 21-2.

Alberta Health, Alberta Notifiable Disease Incidence. The idea of designating venereal diseases as
notifiable diseases was discussed at least as early as 1916: at a meeting of the Alberta congress of Social
Service, held 25 November 1916 in Calgary, a resolution was passed “asking government for legislation
to include venereal diseases in the list of notifiable diseases, and to undertake to provide Wasserman
Test and the Salverson treatment free of charge to every physician who will register a patient.” “Social
Service Congress Asks for Dower Law,” Edmonton Journal, 25 November 1916, 9.

3 | Albertans’ Health over Time 85



86

36
37

38

39

40

41

42

43
44
45
46

47

48

“1918 Type’ ‘Flu Epidemic Feared,” Edmonton Journal, 7 January 1937, 9.

Classification system is not named but cause numbers match ICD-3 codes. For the years 1923 and
1925, the causes of deaths for Indigenous (“Indian”) and non-Indigenous people were published in
two separate tables. We added the numbers from the two tables to present a total sum for the province.
This was to be consistent with other years, where a single table presents causes of death for Indigenous
and non-Indigenous peoples. Note that statistics for Indigenous peoples are incomplete at best.
Includes deaths at all ages. Sources: “Deaths during the Year 1923—by Ages and Sexes for the Whole
Province (Indians Excepted)” and “Death during the Year 1923, by ages and sexes, of Indians Living
on Reserves,” Alberta Department of Public Health, Annual Report 1923 (Edmonton: Printed by W.D.
McLean, King’s Printer, 1924), 96-107 and 164-165; “Deaths during the Year 1925—by Ages and Sexes
for the Whole Province (Indians Excepted),” and “Death during the Year 1925, by ages and sexes, of
Indians Living on Reserves,” Alberta Department of Public Health, Annual Report 1925 (Edmonton:
Printed by W.D. McLean, King’s Printer, 1926), 96-109 and 142-144; “Table 9: Causes of Death by

Sex and Ages—for the Whole Province,” Alberta Department of Public Health, Annual Report 1927
(Edmonton: Printed by W.D. McLean, King’s Printer, 1928), 70-83; “Table 13: Causes of Death by Sex
and Ages, 1929, for the Whole Province,” Alberta Department of Public Health, Annual Report 1929
(Edmonton: Printed by W.D. McLean, King’s Printer, 1931), 106-119. Population source: “Table 32:
Population, Birth, Marriages, Death and Rates for the years 1905 - 1970,” in Alberta Department of
Health, Annual Report of the Division of Vital Statistics 1970 (Edmonton: Printed by L.S. Wall, Printer
to the Queen Most Excellent Majesty, 1972), 121.

Classification system is not named but cause numbers match ICD-4 codes. Includes deaths at all

ages. Sources: “Table 17: Causes of Death by Sex and Age, for the Whole Province, 1931,” Alberta
Department of Public Health, Annual Report of the Vital Statistics Branch 1931 (Edmonton: Printed by
W.D. McLean, King’s Printer, 1932), 47-63; “Table 17: Causes of Death by Sex and Age, for the Whole
Province, 1933,” Alberta Department of Public Health, Annual Report of the Vital Statistics Branch
1933 (Edmonton: Printed by W.D. McLean, King’s Printer, 1934), 48-65; “Table 17. Causes of Death by
Sex and Age for the Whole Province, 1935,” Alberta Department of Public Health, Annual Report of the
Vital Statistics Branch 1935 (Edmonton: Printed by A. Shnitka King’s Printer, 1936), 48-65; “Table 17.
Causes of Death by Sex and Age for the Whole Province, 1937,” Alberta Department of Public Health,
Annual Report of the Vital Statistics Branch 1937 (Edmonton: Printed by A. Shnitka, King’s Printer,
1938), 48-65; “Table 17. Causes of Death by Sex and Age for the Whole Province, 1939,” Alberta
Department of Public Health, Annual Report of the Vital Statistics Branch 1939 (Edmonton: Printed by
A. Shnitka, King’s Printer, 1940), 48-65. Population source: “Table 32: Population, Birth, Marriages,
Death and Rates for the years 1905 - 1970,” in Alberta Department of Health, Annual Report of the
Division of Vital Statistics 1970 (Edmonton: Printed by L.S. Wall, Printer to the Queen Most Excellent
Majesty, 1972), 121.

Alberta Department of Public Health, Annual Report 1927; Alberta Department of Public Health,
Annual Report 1930.

R. B. Jenkins, “Some Findings in the Epidemic of Poliomyelitis in Alberta, 1927,” Canadian Public
Health Journal 20, no. 5 (May 1929); A. C. McGugan, “Anterior Poliomyelitis in Alberta in 1930,”
Canadian Public Health Journal 22, no. 12 (December 1931).

According to Rutty et al., the 1937 outbreak included almost 4,000 reported cases of polio across the
country, of which over 2,500 were in Ontario. Christopher J. Rutty, Luis Barreto, Rob Van Exan, Shawn
Gilchrist, “Conquering the Crippler: Canada and the Eradication of Polio,” Canadian Journal of Public
Health 96, no. 2 (Mar-Apr 2005): I7.

Rutty et al., “Conquering the Crippler,” I4. See also Geraldine Huynh, “University of Alberta

Hospital Acute and Convalescent Polio Care and the Reintegration of Polio Patients into Albertan
Communities, 1953--80,” Canadian Bulletin of Medical History 36, no. 1 (Spring 2019).

Alberta Department of Public Health, Annual Report 1938, 13.

“City May Start Active Campaign to Check Cancer,” Edmonton Journal, 28 March 1930, 17.

“Health Inspectors Asking Higher Pay; May Be Granted,” Edmonton Journal, 15 October 1931, 13.
Malcolm R. Bow and F. Thomas Cook, “History of the Department of Public Health of

Alberta,” Canadian Public Health Journal 28, no. 1 (1937).

C. A. Baragar, M.D., Commissioner of Mental Institutions and Director of Mental Health, “Mental
Health Division,” in Alberta Department of Public Health, Annual Report 1930, 58.

Alberta Department of Public Health, Annual Report 1920. The WWI veterans had reportedly been
transferred from the military hospital in Frank, Alberta, of which Dr. A.H. Baker was in charge. Baker
served as medical superintendent for the new Central Alberta Sanatorium and was the inaugural
director of the provincial Division of Tuberculosis Control upon its establishment in 1936. The Central
Alberta Sanatorium also reportedly treated Japanese evacuees during WWIIL. “Baker Memorial

A HISTORY OF PUBLIC HEALTH IN ALBERTA, 1919-2019



49

50

51

52

53

54

55

56

57

58

59
60
61

Sanatorium,” Asylum Projects, https://www.asylumprojects.org/index.php/Baker_Memorial _
Sanatorium.

Alberta Department of Public Health, Annual Report 1936, 7-8. Hospitalization or treatment was
provided at no charge to “persons who have been residents of the Province for twelve successive
months out of the twenty-four months immediately preceding admission.” An Act Respecting the
Prevention and Treatment of Tuberculosis, S.P.A. 1936, c. 50. See also George Jasper Wherrett, The
Miracle of the Empty Beds: A History of Tuberculosis in Canada (Toronto: University of Toronto Press,
1977), 182.

Canadian Public Health Association “History of Tuberculosis.” During the early 2000s, an important
new concern has emerged: multidrug-resistant Mycobacterium tuberculosis. Public Health Agency
of Canada, The Chief Public Health Officer’s Report on the State of Public Health in Canada 2013 -
Tuberculosis - past and present.

Classification system is labelled “Int. List No.,” which corresponds to ICD-5 codes. Includes deaths at
all ages. Sources: “Table 17. Causes of Death by Sex and Age for the Whole Province, 1941,” Alberta
Department of Public Health, Annual Report 1941 (Edmonton: Printed by A. Shnitka, King’s Printer,
1942), 48-67; “Table 17. Causes of Death by Sex and Age for the Whole Province, 1943,” Alberta
Department of Public Health, Annual Report 1943 (Edmonton: Printed by A. Shnitka, King’s Printer,
1945), 48-67; “Table 16. Causes of Death by Sex, Age and Residence for the Whole Province, 1945,”
Alberta Department of Public Health, Annual Report of the Vital Statistics Branch 1945 (Edmonton:
Printed by A. Shnitka King’s Printer, 1947), 33-53; “Table 17. Causes of Death by Sex and Age in
Alberta, by Place of Residence, 1947, Alberta Department of Public Health, Annual Report of the Vital
Statistics Branch 1947 (Edmonton: Printed by A. Shnitka King’s Printer, 1948), 35-57; “Table 17. Causes
of Death by Sex and Age in Alberta, by Place of Residence, 1949,” Alberta Department of Public Health,
Annual Report of the Vital Statistics Branch 1949 (Edmonton: Printed by A. Shnitka King’s Printer,
1951), 35-57. Population source: “Table 32: Population, Birth, Marriages, Death and Rates for the years
1905 - 1970,” in Alberta Department of Health, Annual Report of the Division of Vital Statistics 1970
(Edmonton: Printed by L.S. Wall, Printer to the Queen Most Excellent Majesty, 1972), 121.

“Alberta Has Lowest Death Rate,” Calgary Herald, 9 March 1960, Alberta Legislature Library,
Scrapbook Hansard, https:/librarysearch.assembly.ab.ca/client/en_CA/search/asset/165143/0.

See Alberta Department of Public Health annual reports for the following years on indicated pages:
1941: 763 cases ( 21), 1942: 577 cases (20), 1943: 602 cases (21), 1944: 902 cases (22), 1945: 1,039 cases
(26), 1946: 1,479 cases (22), 1947: 1,476 cases (22), 1948: 1,903 cases (23), 1949: 1,113 cases (24), 1950:
951 cases (24).

Christopher Rutty and Sue C. Sullivan, This is Public Health: A Canadian History (Ottawa: Canadian
Public Health Association, 2010).

Alberta Department of Public Health, Annual Report 1945, 94; Alberta Department of Public Health,
Annual Report 1947, 22.

Classification system is the “Intermediate List” of ICD-6 (also known as List A). Includes deaths at

all ages. Please note broken y-axis. Sources: “Table 17. Causes of Death (Intermediate List) by Sex and
Age in Alberta, by Place of Residence, 1951,” Alberta Department of Public Health, Annual Report

of the Vital Statistics Branch 1951 (Edmonton: Printed by A. Shnitka Queen’s Printer for Alberta,
1953), 30-38; “Table 8. Deaths by Cause and Sex, by Age, in Alberta, 1953,” Alberta Department of
Public Health, Annual Report of the Vital Statistics Branch 1953 (Edmonton: Printed by A. Shnitka
Queen’s Printer, 1955), 30-37; “Table 8: Deaths, by Cause and Sex, by Age, Alberta 1955,” Alberta
Department of Public Health, Annual Report of the Bureau of Vital Statistics 1955 (Edmonton: Printed
by A. Shnitka, Queen’s Printer, 1956), Part ITI, 22-29; “Table 8: Deaths, by Cause and Sex, by Age,
Alberta 1957, Alberta Department of Public Health, Annual Report 1957 (Edmonton: Printed by A.
L.S. Wall, Queen’s Printer, 1959), Part III, 21-28; “Table 8: Deaths, by Cause and Sex, by Age, Alberta
1959,” Alberta Department of Public Health, Annual Report 1959 (Edmonton: Printed by A. L.S. Wall,
Queen’s Printer, 1961), Part III, 32-40. Population source: “Table 32: Population, Birth, Marriages,
Death and Rates for the years 1905 - 1970,” in Alberta Department of Health, Annual Report of the
Division of Vital Statistics 1970 (Edmonton: Printed by L.S. Wall, Printer to the Queen Most Excellent
Majesty, 1972), 121.

Alberta Department of Public Health, Annual Report 1952, 17 (774 cases, 81 deaths); Alberta
Department of Public Health, Annual Report 1953, 20 (1458 cases, 111 deaths).

This sentence belies a much longer and more complex history, for which the reader is directed to work
by Rutty et al., “Conquering the Crippler.”

Rutty et al., “Conquering the Crippler;” Albert Department of Public Health, Annual Report 1955.
Alberta Health, Alberta Notifiable Disease Incidence, 14.

“Alberta Has Lowest Death Rate,” Scrapbook Hansard.

3 | Albertans’ Health over Time 87



88

62

63

64

65

66

67

68

69

An Act relating to the Treatment and Prevention of Cancer, S.A. 1940, 49. (“The Cancer Treatment and
Prevention Act”).

Alberta Health Services, Alberta Cancer Registry, https://www.albertahealthservices.ca/cancer/
Pagel7367.aspx

Alberta Department of Public Health, Annual Report 1947, 21 and 54-56; Alberta Department of
Public Health, Annual Report 1948, 22 and 47-48; Alberta Department of Public Health, Annual
Report 1949, 22 and 55-56; Alberta Department of Public Health, Annual Report 1950, 22 and 56-61.
Alberta Department of Public Health, Annual Report 1947, 54-6; Alberta Department of Public
Health, Annual Report 1948, 47-8; Alberta Department of Public Health, Annual Report 1949, 55-6;
Alberta Department of Public Health, Annual Report 1950, 56-61.

For example, during 1947 and 1948, a family dietary survey was carried out in the Foothills Health
Unit (specifically, in the areas of High River, Milo and Queenstown, Royalties, and Okotoks).

This survey was a collaborative effort involving the Nutrition Services division of the provincial
Department of Public Health, the Foothills Health Unit nursing staff, the nutrition specialist of

the provincial Department of Agriculture, and the Nutrition Division of the federal Department of
National Health and Welfare. Beginning in 1947, 236 families were invited by Foothills Health Unit
staff to participate in the survey, of which 122 families (450 people) agreed. August 1947 and January
1948 dietary records were completed, and for 239 of the individuals, a medical examination, including
physical and dental examinations and blood tests, was done in May 1948. Survey participants received
areport on recommended dietary changes, a pamphlet summarizing the findings was distributed more
broadly throughout the health unit, and “vitamin capsules and other medications were made available
to those requiring them.” From the point of view of the provincial Department of Public Health, this
was a positive experience — the 1948 annual report comments on the “splendid co-operation” by the
people residing in the foothills district and the staff at the health unit. Alberta Department of Public
Health, Annual Report 1947, 54-56; Alberta Department of Public Health, Annual Report 1948, 47-48.
An article about life expectancy in Canada in the Calgary Herald in 1972 identified traffic deaths as
“the biggest killer” but “also the simplest to tackle,” including via seat belt use. “Canadians May Get the
Life Expectancy They Deserve,” Calgary Herald, 11 September 1972, 18.

Classification system is the “Intermediate List” of ICD-7 (also known as List A). Includes deaths

at all ages. Please note broken y-axis. Sources: “Table 8: Deaths, by Cause and Sex, by Age, Alberta
1960,” Alberta Department of Public Health, Annual Report of the Division of Vital Statistics 1960
(Edmonton: Printed by A. L.S. Wall, Queen’s Printer, 1962), 27-35; “Table 8: Deaths, by Cause and
Sex, by Age, Alberta 1962,” Alberta Department of Public Health, Annual Report 1962 (Edmonton:
Printed by A. L.S. Wall, Printer to the Queen’s Most Excellent Majesty, 1964), Part II, 29-37; “Table

8: Deaths, by Cause and Sex, by Age, Alberta 1964,” Alberta Department of Public Health, Annual
Report 1964 (Edmonton: Printed by A. L.S. Wall, Printer to the Queen’s Most Excellent Majesty, 1966),
Part II, 29-37; “Table 6: Deaths, by Cause and Sex, by Age, Alberta, 1966,” Alberta Department of
Public Health, Annual Report 1966 (Edmonton: Printed by A. L.S. Wall, Printer to the Queen’s Most
Excellent Majesty, 1968), Part I1, 32-49; “Table 6: Deaths by Cause and Sex, by Age, Alberta, 1968,”
Alberta Department of Health, Annual Report 1968 (Edmonton: Printed by A. L.S. Wall, Printer to
the Queen’s Most Excellent Majesty, 1970), Part II, 41-45. Population source: “Table 32: Population,
Birth, Marriages, Death and Rates for the years 1905 - 1970,” in Alberta Department of Health, Annual
Report of the Division of Vital Statistics 1970 (Edmonton: Printed by L.S. Wall, Printer to the Queen
Most Excellent Majesty, 1972), 121.

Classification system is the “Intermediate List A” of ICD-8 (also known as List A). Data from 1971 and
1973 was extracted from the list of causes of death for each province contained in the Vital Statistics
Annual publication, Volume I, Deaths by Statistics Canada (Alberta Vital Statistics reports for those
years are not available). Includes deaths at all ages for residents and non-residents. Please note broken
y-axis. Sources: “Table 6: Deaths by Cause and Sex, by Age, Alberta, 1969,” Alberta Department of
Health, Annual Report 1969 (Edmonton: Printed by A. L.S. Wall, Printer to the Queen’s Most Excellent
Majesty, 1971), Part I1, 45-54; “Table 21. Deaths and Rates by Cause and Sex, Canada and Provinces,
1971,” Statistics Canada, Vital Statistics: Volume III - Deaths 1971 (Ottawa: The Minister of Industry,
Trade and Commerce, 1974), 132-151; “Table 21. Deaths and Rates (per 100,000 population) by

Cause and Sex, Canada and Provinces, 1973,” Statistics Canada, Vital Statistics: Volume III — Deaths
1973 (Ottawa: The Minister of Industry, Trade and Commerce, 1975), 132-151; “Table 11b: Deaths
Occurring in Alberta, Cause by Sex, 1975,” Alberta Social Services and Community Heath, Vital
Statistics Annual Review 1975 and 1976 (Edmonton: 1978), 37-47; “Table 11b: Deaths Occurring in
Alberta, Cause by Sex, 1977, Alberta Social Services and Community Heath, Vital Statis