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The objective of this book is to suggest a new way of thinking about health and 
health care. 

This is done by first discussing Tommy Douglas, or as he is otherwise known, the Father 
of Medicare, and The Greatest Canadian (according to a 2004 CBC poll). What Douglas 
did for Saskatchewan and Canada is laudable, but few are aware of Douglas’ strong 
support for Eugenics (the sterilization of human beings deemed inferior in order to 
promote a superior race). This is discussed not to denigrate Mr. Douglas, but rather to 
say that if Tommy can change, we can all change.

Next, the book discusses Matt Anderson, the true “Initiator of Medicare”. Anderson’s 
role is discussed not to alter the legacy of Tommy Douglas, but rather to discuss An-
derson’s extensive community consultation process to initiate universal Medicare from 
rural community to rural community. This real-life example of building community 
support, based on trust and results, is helpful to understand how to initiate new, im-
portant public policies. 

From here, the book will discuss the determinants of health. Income and education are 
the major determinants of health, income and education are the major determinants 
of behaviours that predict health outcomes, and income and education are the major 
determinants of adherence to medical intervention. Important to this topic is the fact 
that cultural status does not predict health outcomes or risk behaviors after statistically 
controlling for socioeconomic differences. 

Another important discussion will focus on non-adherence to medical care and behav-
ioral modification. A majority of patients do not adhere to medical or behavioural in-
terventions – even if the interventions save lives. This complexity must be understood, 
and addressed, in any health and health care system.   

A new health model (not just health care model) was actually attempted by the former 
Saskatoon Health Region in 2008 to address the determinants of health. Many things 
went right. There was an extensive review of the evidence-based literature. Hundreds 
of community consultations were conducted, 5,000 local residents were polled, and 
all regional public figures endorsed the recommendations. In response, many new 
interventions were announced at the regional level. However, in the end, the most 
ambitious intervention proposed, a Child Poverty Protection Plan (modelled after the 
Canada Pension Plan for seniors), was never initiated. Although it almost succeeded, 
the vast community consultation process advocated by Matt Anderson obviously did 
not reach everyone. 

A B S T R A C T 
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Finally, a new idea – Equal Opportunity Until 18 – is proposed. 

Equal Opportunity Until 18 is an extension of work previously performed by Alliance 
Health for the Healthy Weights Initiative and the Healthy Kids Initiative. Theses initia-
tives included the vast community consultation process, and subsequent expansion 
from community to community, envisioned by Matt Anderson. These comprehensive 
programs, offered at no cost, were successful in promoting adherence to behavioral 
intervention and, as such, accomplished numerous positive health outcomes. The pro-
posal is for Alliance Health, and other primary care health clinics, to expand the Healthy 
Kids Initiative to new communities, with new services, with even more social support 
mechanisms. 

As well, Equal Opportunity Until 18 will propose a brand new idea whereby teachers 
are asked to write referrals for students in their classroom to gain access, at no cost, to 
equipment and instruction for fitness, sport, music, arts, academics and information 
technology. An innovative funding and delivery model is proposed. The proposed pro-
gram is similar to the concept of doctors writing prescriptions to patients who are in 
need of care. 

Alliance Health can play a role in A New Way Forward. 
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According to the former Premier of Saskatchewan, the Honorable Tommy Douglas:
“The subnormal family presents the most appalling of all family 
problems. By subnormal, we mean: 
1. a family whose mental rating is low i.e., anywhere from high grade 

moron to mentally defective, 
2. a family whose moral standards are below normal, and who are 

delinquent, 
3.  a family subject to social disease and 
4. so improvident as to be a public charge.”1

As such, one of the solutions proposed by Mr. Douglas was:
“Sterilization of physically unfit and mental defectives.”1

These are the words written by the Honorable Tommy Douglas as part of his Masters 
degree thesis from McMaster University in Hamilton, Ontario. The title of his thesis was: 
The Problems of the Subnormal Family. Mr. Douglas’ thesis cover and title page lists the 
author as: Rev. T.C. Douglas, B.A. As such, Mr. Douglas wrote his Masters thesis when he 
was both educated (he already had a Bachelors degree from Brandon University) and 
prominent within his community (he was working as a Reverend at a Baptist church in 
Weyburn, Saskatchewan). In fact, within two years of publishing his thesis, Mr. Douglas 
was elected to the federal House of Commons as a Member of Parliament. 

Mr. Douglas’ ideas that he put forth in writing are difficult to fathom. The overall con-
cept that he was advocating was within the field of Eugenics. In the book, War Against 
the Weak, author Edwin Black describes the Eugenics movement as “Social and biologi-
cal cleansing determined to obliterate individuals and families deemed inferior”.2 Black 
explains that this movement was “Implemented by the wealthiest, most powerful and 
most learned men against the nation’s most vulnerable and helpless”.2 Through mass 
and often involuntary sterilization (a procedure to prevent pregnancy), the goal was to 
“play God” and “Destroy those seemed inferior”.2  

Problems of the Subnormal Family – 
Tommy Douglas

C H A P T E R  1 

*Author’s note: Given the polarizing nature of the wording 
within Tommy Douglas’ thesis, direct quotations are used 
often in chapter 1 in order to convey the direct and literal 
wording to the reader, so that the reader can interpret the 
meaning of the words for himself/herself.
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Mr. Douglas begins his thesis by explaining that the City of Weyburn, Saskatchewan has 
a “Growing number of indigents who are entirely dependent upon charity for support” 
and “Not of normal intelligence”.1 In fact, he uses parentheses to emphatically label his 
fellow citizens as “Unmentionables”.1 As part of his thesis, Mr. Douglas completed de-
tailed tables and genealogies (a list of descent traced from a family member) on twelve 
“immoral or non moral” women, and then followed up with their children, and their 
children (the grandchildren of the initial twelve women), for a total of 175 family mem-
bers that were alive. Although he neither describes his methods for data collection 
nor discusses whether he had informed consent, Mr. Douglas claims that he obtained 
detailed knowledge on individual members’ intelligence, moral standards, education 
levels (highest grade obtained), physical health records (i.e., sexually transmitted infec-
tions), mental health records (i.e., hospitalization for mental health), criminal records, 
death certificates, marriage licenses, abortion records, birth rates and levels of sexual 
promiscuity. The reason for following children and subsequent grandchildren is that 
“The second and third generations are nearly always worse that the first” and “The re-
sult is an ever increasing number of morons and imbeciles who continue to be a charge 
on society”.1 

Regrettably, in his twelve tables, Mr. Douglas lists the names of the initial 12 women, 
the names of their children, and the names of their grandchildren, along with all of their 
purported confidential information. As such, for this book, the participants will be cod-
ed as participant 1 or participant 2 and so on. Due to reasons of privacy, and respect for 
human rights, individual names will be intentionally omitted. For example, Mr. Doug-
las reports that participant 4 died of a motor vehicle accident after a “Drunken orgy”.1 
There is no benefit, and only harm, in listing the names of the individual participants 
that Mr. Douglas observed. 

The thesis is broken down into four main 
sections: a) the problem; b) the effects of 
the subnormal family on community and 
society; c) the underlying causes of the 
subnormal family; and d) remedies for 
solving the problems of the subnormal 
family.1   

For the problem, Mr. Douglas starts with 
the initial 12 women whom he describes 
as immoral or non-moral. For clarity, Mr. 
Douglas defines immorality as those 
“Who are mental defectives, and have no 
knowledge of right versus wrong”.1 One 
of his definitions of right versus wrong is 
having too many children. For example, 
he determined that the initial 12 wom-
en in his study had a birth rate of 7.9, in 
comparison to the birth rate in Weyburn, 
which he reported was only 3.1 (no ref-
erence provided). Paradoxically, he pro-
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vides specific details of a subnormal youth attending school of whom the school nurse 
found out was pregnant. Mr. Douglas reports that the nurse took the youth home to 
participant 3, of which the mother stated “Come on in dearie… Mother will fix you up 
right”.1 He reports that without the “Threat of exposure… an abortion would have tak-
en place”.1 Mr. Douglas reports that he followed up with the youth. She had been in the 
hospital a number of times over the next few years for miscarriages, and that she “Had 
to be sterilized for the protection of the community”.1  

Mr. Douglas explains that the 12 women had 34 children or grandchildren who were 
moral delinquents. Part of his definition of moral delinquency was being unable to 
progress in school or having a criminal record. He believes his numbers were under rep-
resentations of moral delinquency because he only had access to the number of crimi-
nal convictions, not the actual crimes committed. After talking with medical health offi-
cers, he concluded that ten out of the initial 12 women had a venereal disease (sexually 
transmitted infection) and that “This group tends to infect one another”.1  

To all of this, Mr. Douglas had a harsh summary assessment: 
“Surely the continued policy of allowing the subnormal family to bring 
into the world large numbers of individuals to fill our jails and mental 
institutions, and to live upon charity, is one of consummate folly.”1

For the effects of the subnormal family, Mr. Douglas begins by stating that if “20% are 
moral delinquents, and an even larger percentage are morons”, there must be a detri-
mental impact on the community.1

His first example is curious. Mr. Douglas starts off by stating that many of the subnormal 
participants are diseased (with sexually transmitted infections). He concludes that the 
participants are not only infecting each other, but more importantly, “Men from fairly 
good homes, who are working in the city, are accosted by these women and, in due 
course, infected”.1 Mr. Douglas is implying that men who test positive for sexually trans-
mitted infections do so due to the temptations from immoral women – not because of 
the decisions and actions of the men themselves. 

The second example is the impact of subnormal children on other children. Mr. Doug-
las suggests that these children are not advanced in school (moving up a grade) be-
cause they can do the actual academic work, but because they become “obstinate and 
unmanageable” and “ring leaders” among the other younger children.1 As such, “The 
least promising child sets the pace for the room and, in this case, the pace is that of a 
proverbial snail”.1 The result is that an entire school that accepts subnormal children is 
“Outclassed in matters of study, sports or decorum”.1

The subnormal youth not only impact the academic progress of other youth in school, 
but they also influence criminal activity in other children. The subnormal youth do so 
by “Stimulating one another to law breaking” by “Influencing other boys who were nei-
ther delinquent nor subnormal”.1 Again, Mr. Douglas suggests that “normal” boys who 
engage in criminal actions do so due to the temptations of subnormal youth – not due 
to their own decisions and actions. As well, Mr. Douglas also estimates that roughly 80 
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per cent of subnormal youth are guilty of illegal parentage (his definition), or abortion. 
Again, the insinuation of influence is important. In his example, “Sexually immoral girls 
are bound to lower moral standards” due to the fact that “The stigma seemed to be 
removed” and boys begin ignoring “Potentially fine girls” and, in response, “Become 
contaminated”.1 Although not defined, it is likely Mr. Douglas in this specific instance 
means that the boys are contaminated with moral deprivation, not with a sexually 
transmitted infection. 

Lastly, Mr. Douglas goes into a long description of the economic impact of subnormal 
families on communities. Without stating specific numbers, he believes almost all of 
the 175 individuals that he is following are receiving some sort of welfare money from 
either the province or the city. Again, without stating his reference, he claims that the 
City of Weyburn is paying $3,900 per month on various forms of welfare for the 175 
individuals in his sample. With an average of 3.46% interest per year from the time of 
his thesis to 2020 (cumulative increase of 1,821%), this equates to $71,019 per month for 
the total sample (or $406 per month per individual) in today’s dollars.    

Perhaps surprisingly, Mr. Douglas is concerned about the cost of medical care for these 
subnormal families. He feels most of the cost is born by charitable organizations, the 
city and the kindness of local medical professionals (like Mr. Douglas benefited from 
– see chapter 3). He concludes that the “Cost of bringing most of their children into 
the world is borne by the city,” which includes the cost of “Bringing illegitimate and 
imbecile children… into the world”.1 He provides a specific example of participant 5 
who spent time in a mental hospital as a mentally defective, and who was let out two 
times, only to work as a prostitute with the consent of her husband. How Mr. Douglas 
would know this specific information (a husband consented to his wife working as a 
prostitute) is difficult to imagine. 

Equally surprising is Mr. Douglas’ views on the “Expense of educating them”.1 He states 
that the School Board estimates that it costs $70 per year to educate a child ($12,747 per 
child per year in 2020 dollars). He also states that there are over 100 children in his sam-
ple, and as such, it costs about $7,000 per year to educate the subnormal children in his 
sample. The surprise might be in his conclusion that “Only a small percentage of whom 
can ever be expected to give to the state any adequate returns for the money expend-
ed” and that “It is doubtful if any one member… has derived any material benefit from 
attendance at school”.1 It is surprising indeed to hear any public policy leader, let alone 
a future Premier of a province, minimize the potential positive impact of public educa-
tion for children, including those from lower socioeconomic backgrounds.  

Once more, Mr. Douglas opines that it is not just the expense of the initial 12 women in 
his sample, but the total of 175 family members. More specifically, he concluded that 
“Instead of having the upkeep of twelve women, the city now has the cost of 175 indi-
viduals on its hands”.1 These thoughts will lead to future discussion of sterilizing local 
residents. 
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Again, to all of this, Mr. Douglas has a very harsh summary assessment: 
“It would be difficult to predict the cost to society of these 175 
individuals, but taking into account the money spent on direct relief, 
the cost of education and medical care, and the expense of maintaining 
institutions for the mentally and morally defective, it must run into 
thousands of dollars, and this without any visible satisfactory returns 
for the money invested.”1

Moving to the underlying causes of the subnormal family, Mr. Douglas discusses hered-
ity, environmental causes (home and social environments) and economic causes. For 
heredity, Mr. Douglas starts by saying there was a time that heredity was “Blamed al-
most entirely for the subnormal family”.1 However, he postulates that acquired charac-
teristics, like moral delinquency and laziness, are not hereditary. His stated position on 
the impact of genetics is in the area of mental defectiveness. He notes that four out of 
his initial 12 women had been hospitalized in a mental institution and were “Low grade 
morons”.1 Without stating how he made the following conclusion, he found that 34 of 
the children and grandchildren were normal, and therefore, 129 (175 less 12 parents less 
34) were mentally defective, with 
six out of the 129 children hav-
ing been committed to a mental 
hospital. He concludes that men-
tal defectiveness is “Transmitted 
from parents to children,” which 
plays a large role in explaining 
why subnormal parents have sub-
normal children.1

Mr. Douglas discusses the com-
plexity of causation concerning 
the impact of environmental 
causes. For example, he questions 
if the environment causes the 
problem or if the problem causes 
the environment. For the home, 
he discusses that participant 8 is 
a prostitute, and as such, “As soon 
as the girls grow old enough, they 
[her children] will follow in her 
footsteps”.1 At this point, he con-
tradicts himself by stating the son 
of the mother (who he believes is 
a prostitute) is bright and shows indications of rising above his environment. However, 
Mr. Douglas concludes that the boy shows “Ominous signs that unsocial traits are being 
developed”.1 No other negative traits are noted in the young boy. 

The social environment as a cause is discussed next. Here, Mr. Douglas discusses the 
problem that subnormal family members associate almost entirely with other sub-
normal families. He proposes that they then develop morals for their own subnormal 
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group, instead of following the moral standards set by society. More specifically, he 
states that subnormal people “Have no feeling of shame and, on the contrary, feel 
that society has dealt with them harshely”.1 As an example, he explains “Girls that have 
given birth to illegitimate [unmarried] offspring have in the main refused to part with 
them [their children], and seem to feel no compunction about the censure of society”.1 
He concludes that it is unsettling that the girls do not feel the “Ostracism of society” 
and do not voluntarily part with their children.1

For economic causes of the subnormal family, Mr. Douglas concludes that there is work 
available for the subnormal family members, but the members of his sample do not 
want to work. He suggests that when an economic depression comes, they are the first 
to become unemployed and the last to obtain employment.1 He describes the workers 
as unskilled, uncertain, irregular, dirty, careless, and most importantly, more likely to 
steal from their employer. At this point, Mr. Douglas offers his one and only personal 
story where he himself hired a boy who was a member of the subnormal family. Mr. 
Douglas reports that the youth stole from him, and as such, it would be “Almost im-
possible to secure this boy a position [job] in town at any future date”.1 The insinuation 
is that Mr. Douglas will personally ensure that the child will never work in the City of 
Weyburn again.  

Even if we were to finally help the indigent, Mr. Douglas states they do not posses the 
“Foresight nor shrewdness in the spending of the little money they do earn”.1 In plain 
language, they do not possess the skills to spend their own money. At this instance, 
he offers a peculiar example whereby he wonders if prostitutes work in their field for 
monetary reasons or to fulfill their sensuality.  

It is important to note that Mr. Douglas completed 12 geneology tables for his initial 
participants. These 12 tables appear in an appendix at the end of his thesis. As men-
tioned previously, he regrettably lists the names of the participants, their children and 
their grandchildren. He lists very specific information for each member of the subnor-
mal family. Some of these reports are objective like whether or not the member went to 
jail, did they have children before they were married, did they have an abortion, and so 
on. However, many of the reports appear to be very subjective and difficult to quantify. 
Examples include descriptions like “seems subnormal”, “seems defective”, “imbecile”, 
“backward”, “temper tantrums”, “cruel”, “very lazy”, “hard to handle”, and so on.1

In the fourth and last section of his thesis, Mr. Douglas discusses the remedies for solv-
ing the problems of the subnormal family to which he now describes as an “Ever in-
creasing menace”.1 The first is a new requirement to demand a medical certificate prior 
to marriage. The medical certificate should state mental and physical fitness, including 
if the adult was diseased or not. This information would help “Know that one or both 
are unfit to become procreators of human beings”.1 As well, the medical certificate 
would “At least make it impossible for those who are diseased from marrying a total-
ling unsuspecting and innocent partner”.1 Throughout this section, the use of the word 
diseased is used frequently, but it is not defined. The only suggestion of a definition is 
the example he provides of subnormal women marrying men of normal intelligence, 
with disastrous results. Later in his thesis, Mr. Douglas clarifies that the word diseased 
means those with an incurable disease. 
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Mr. Douglas also advocates for social segregation. His justification is that society does 
not hesitate to separate lepers or anyone else that threatens society. His specific sug-
gestion is to take subnormal families away from their chosen communities and place 
them “On a state farm, or colony, where decisions could be made for them by a com-
petent supervisor”.1 On the state farms or colonies, “The sexes should be separated, in 
order to prevent the reproduction of mentally and physically unfit children”.1 Although 
Mr. Douglas never discusses Indigenous Canadians specifically, his proposal sounds ee-
rily similar to the disastrous Residential School system. 

His most detailed suggestion is the sterilization of women. Mr. Douglas writes:
“Sterilization of the mentally and physically defective has long been 
advocated, but only recently has it seeped into public consciousness. 
From the day when Plato wrote his Republic to the present, Eugenists 
have advanced various solutions to the problem of the defective, but 
sterilization seems to meet the requirements of the situation most 
aptly. For while it gives protection to society, it deprives the defective 
of nothing except the privilege of bringing into the world children 
who would only be a care to themselves, and a charge to society”.1

Although Mr. Douglas states that some have “Objected to sterilization on the grounds 
that it is depriving human beings of an inalienable right”, he suggests that within sub-
normal humans, “The parental instinct is not paramount” and that “Sterilization wold 
deprive them of nothing that they value very highly”.1 In fact, sterilization “Would make 
it impossible for them to reproduce those whose presence could contribute little to 
the general well being of society”.1 More specifically, if sterilization had been in effect, 
Mr. Douglass reports the children in his sample “Would not now be in existence”.1 The 
implication of this statement is profound. Taken literally, Mr. Douglas is perhaps sug-
gesting that it would have been better for society if the 113 children and grandchildren 
in his sample were not alive.  

Mr. Douglas does admit that sterilization may be abused, but that “There are possibil-
ities of abuse in any forward step”.1 As such, “Only those mentally defective and those 
incurably diseased should be sterilized”.1 He does not provide specific examples, but 
the use of the word incurable disease could apply to many common causes of death 
(including cancers without overly effective treatments, such as lung cancer) and genet-
ic diseases. However, he does clarify that sterilization should only apply to those who 
are mentally defective or incurably diseased. He specifically clarifies that sterilization 
should not be used for other subnormal family members. That said, Mr. Douglas also 
suggests that if sterilization is not used for other subnormal residents, knowledge of 
contraception should be widely disseminated to these citizens in order to prevent large 
family sizes.

Finally, Mr. Douglas reports on the role of the church. He concludes that when: 
“Education and legislation has failed, there is still One [God] who can 
take the broken earthenware from life’s garbage heaps, and make 
them vessels of honor is His temple of love. If the Church would play 
its part in the salvage of these social outcasts… the expulsive force of 
a new affection” can begin.1
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The use of the word “garbage heaps” to describe human beings is very regrettable.1 
Mr. Douglas ends his thesis with a dire warning that “Upon the degree to which we 
respond to this problem will depend the permanence of our civilization”.1   

Conclusion from Chapter 1
• Eugenics is a devastating and brutal ideology. It is hard to imagine that Mr. 

Douglas supported the concepts. 
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W ho knew the words written by the Honorable Tommy Douglas, former Premier 
of Saskatchewan, as part of his Masters degree thesis? It is certainly not com-

mon knowledge among the general population, but there are examples.

Perhaps the most definitive (certainly the most externally praised) book on Mr. Doug-
las was written by Walter Stewart with the title, The Life and Political Times of Tommy     
Douglas. Stewart was a veteran writer, editor and journalist working for the Toronto Star, 
MacLean’s magazine and the Canadian Broadcasting Corporation. In his book, there is 
a short section titled, Tommy Embraces Eugenics. He concluded that “If the academic 
world accepted eugenics… then [Mr. Douglas] swallowed this tosh whole”.3 Stewart 
stated that Mr. Douglas’ thesis “Not only embraced the notion of sterilizing mental-
ly handicapped people, he wanted to extend the courtesy to the morally deficient”.3 
Stewart concluded that when Mr. Douglas became Premier of Saskatchewan in 1944, 
“The whole subject of Eugenics, and breeding for a master race, had been given a taint-
ed reputation by the Nazis”.3 As such, Mr. Douglas did not legislate Eugenic policies 
once he became Premier. 

There is one example of a peer review publication in an academic medical journal 
discussing Mr. Douglas’ views on Eugenics. Written by the Paediatrician-in-Chief from 
McGill University in Montreal, Dr. (and Professor) Michael Shevell titled his article, “A Ca-
nadian Paradox: Tommy Douglas and Eugenics”.4 Dr. Shevell describes how Mr. Douglas 
is “The Father of Canadian Medicare”, a “Giant of 20th century Canadian history”, the 
winner of The Greatest Canadian survey by the Canadian Broadcasting Corporation in 
2004, and someone with “Mythic status within the Canadian historical landscape”.4   

Dr. Shevell concluded that: 
“A paradox reflects an apparent contradiction. The broad principles 
of universal access to Medicare contradict those that can be utilized 
to justify the practice of Eugenics. It would be paradoxical for an 
individual to support both. Yet Tommy Douglas did so with moral 
persuasion.”4

Dr. Shevell correctly noted that only two Canadian provinces, Alberta and British Co-
lumbia, actually enacted legislation to promote sexual sterilization (along with 24 
American states that enacted legislation). Both Canadian provinces enacted a Sexual 
Sterilization Act with a Eugenics Board to compel sterilization. The review boards had a 
99% sterilization approval rate after case review. The justification stated for sterilization 
was the social hardship and threat to society posed by those with mental abnormalities 

Who Knew About Tommy Douglas’ 
Ideas On Eugenics?

C H A P T E R  2 
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and immorality.4 As stated earlier, when Mr. Douglas became Premier of Saskatchewan, 
he did not pursue Eugenic measures. Somewhat similar to the hypothesis from Walter 
Stewart above, Dr. Shevell theorized that this was because Mr. Douglas attended a rally 
in Germany to symbolize Nazi power in 1936, and he came away frightened of Adolf 
Hitler and Hermann Goering.4 

Dr. Shevell summarized that:
“A final paradox concerns our collective national amnesia regarding 
Douglas’ initial endorsement of Eugenics. When we choose to recall 
his life and many contributions, this chapter of Eugenic endorsements 
is either omitted, or only briefly and tangentially mentioned.”4

There also appears to be two newspaper articles discussing Mr. Douglas’ thoughts on 
Eugenics. In an article published in the National Post, Tom Blackwell wrote an article 
titled: “Canadians Airbrush the Truth about Tommy Douglas’ Enthusiasm for Eugenics”.5 
The second is an article published in the Vancouver Sun by Pete McMartin under the 
title: “Before Greatest Canadian Vote, Tommy Douglas Had Darker Past”.6 Both newspa-
per articles reference the earlier work from Dr. Shevell along with other citations.      

Aside from a biography on Mr. Douglas that briefly mentions this topic, a peer review 
publication, and two newspaper articles, it appears the Saskatchewan and Canadian 
public are mostly unaware of Tommy Douglas’ written support for Eugenics. 

As one example, the Government of Saskatchewan and the Government of Canada 
(Department of Canadian Heritage and the Celebrate Canada! Committee) sponsored 
a book titled Saskatchewan: A New History on the province’s 100th anniversary (1905 to 
2005). The author was Saskatchewan’s leading historian Bill Waiser, a Professor of His-
tory at the University of Saskatchewan. It is perhaps the most extensive and important 
document on the history of Saskatchewan. The Premier of Saskatchewan at the time of 
the book’s publication, the Honorable Lorne Calvert, wrote the Foreword to the book. 
Premier Calvert congratulates the respected author for his efforts “To document that 
rich history and place it within the context of the provincial events and issues of the 
day… that we make known our pride of place and tell the world that everyone needs 
a little more Saskatchewan”.7 All of that stated by former Mr. Calvert is true. However, it 
is equally true that not a single word of the significant book is devoted to Mr. Douglas’ 
initial support for Eugenics.7 

Conclusions from Chapter 2
• Tommy Douglas’ initial support for Eugenics is a paradox for his later support 

for universal coverage of hospital care. It is not known why he changed his 
views or if he simply hid his views later on. Mr. Douglas’ initial support for 
Eugenics may have been dampened after his attendance of a Nazi rally 4, or 
it may have been diminished after hearing some of the stories coming out 
of Nazi Germany prior to and during the Second World War3. No one really 
knows.   
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• A significant disservice is done by hiding Mr. Douglas’ initial views because it 
confounds the narrative of Canada’s Greatest Canadian. Instead, we should 
celebrate that Mr. Douglas eventually adapted his views and developed em-
pathy over time. 
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As mentioned earlier, Dr. Shevell concluded that: 
“The broad principles of universal access to Medicare contradict those 
that can be utilized to justify the practice of Eugenics. It would be 
paradoxical for an individual to support both. Yet Tommy Douglas did 
so with moral persuasion.”4

A third potential explanation exists (other than attending a Nazi rally or hearing sto-
ries about the horrors of Nazi Germany). Saskatchewan’s leading historian Professor Bill 
Waiser also wrote a book titled Tommy Douglas. On the back of the book, there are two 
subtitles: The Father of Medicare and The Greatest Canadian! In this short, well-written 
biography, the introduction is titled “The Most Unhappy Period of My Life”. Professor 
Waiser discusses the well-known story that Tommy Douglas was a very sick boy, but 
concludes that he was a “Charity case”.8  

As a young boy in Scotland, Tommy fell and cut his knee. The wound failed to heal, 
and he developed osteomyelitis. Osteomyelitis is an infection of a bone. The infection 
can travel through the bloodstream, spread from nearby tissue, or begin in the bone 
itself if an injury exposes the bone to germs. In Scotland, a local doctor was regretfully 
scraping Tommy’s femur bone on the family’s kitchen table, and this is the likely source 
of the infection.8 

When Mr. Douglas emigrated from Scotland to Canada in 1911, he had an additional 
three operations on his leg. He spent most of his time in hospital, or when not in hos-
pital, he walked around on crutches or was pulled around in a sled. After careful con-
sideration, Mr. Douglas’ doctors eventually decided that the leg had to be amputated.8   

By good luck, an orthopedic surgeon was visiting the hospital ward when Mr. Douglas 
was a patient. The surgeon offered to perform the complicated and expensive proce-
dure at no charge, provided that the surgeon’s residents could participate in the pro-
cedure and learn from the experience. Tommy and his parents agreed. The operation 
was a success.8 Mr. Douglas would later recount that this life changing experience influ-
enced his ideology that hospital and surgical services should not come at a cost, and it 
should certainly not bankrupt families. 

This is the potential third explanation of the paradox. Mr. Douglas personally needed 
a surgery that his family could not afford. He had a personal experience that impacted 
him and his family vastly. Mr. Douglas greatly benefited from the “charity” of others, 
and he would have suffered significantly if not for that charity.8 If not for the kindness of 

So Why the Paradox? 
A Third Possible Explanation.

C H A P T E R  3 
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others, Mr. Douglas most certainly would have lost his leg, and his future personal, em-
ployment and political trajectories likely would have been altered (perhaps negatively). 

However, while Tommy Douglas was beginning to understand the human benefit of 
universal access to hospital care, he later wrote a Eugenics thesis on the detriment of 
subnormal humans with either low mental ratings, low moral standards, social disease 
or anyone who required a public charge.1 Mr. Douglas did not have low mental ratings 
(having a bachelors degree and a masters degree), but he arguably did have a form 
of low moral standards (believing in Eugenics and sexual sterilization), he did have a 
chronic disease (albeit not a social disease) and he did require a public charge. While 
the surgeon volunteered his time, Mr. Douglas’ family did not pay for the hospital, sur-
gical time or surgical support staff costs. As such, there is no doubt that Mr. Douglas 
was a charge to the public.  

Further, Mr. Douglas was specifically concerned about the cost of medical care for sub-
normal families in his thesis. He did not see the paradox that it was bad for subnormal 
families (his definition) to receive benefit from charitable organizations and local med-
ical professionals, but it was okay for him to receive charity from others.1

In a very broad application, Attribution Theory helps explain this mindset. When a per-
son does well, that person believes their success is due to their own individual effort. 
However, when the same person does not do well, the person attributes the lack of 
success to society or social structure. As well, when one group of people does well, it 
is due to the hard work of that group. Whenever another group of people does not do 
well, it is due to a lack of effort of that group (and not due to society or social structure).9            

Conclusions from Chapter 3
• On one hand, Mr. Douglas initially did not have empathy for those that need-

ed medical care like he did. On the other hand, he later adapted his views 
and concluded that no family should have to go bankrupt in order to access 
hospital care. This is a paradox within a paradox. His initial position, within his 
thesis, suggests that other groups, including subnormal families, should not 
have access to medical care. However, he himself, and presumably anyone 
who is not part of a subnormal family, should have access to medical care at 
no direct charge. 

• The question is: Do we all have to suffer an injustice, like the threat of having 
a leg amputated because we do not have enough money, before we have 
empathy for those suffering from the same (or other) injustice?

• For whatever reason, as Premier of Saskatchewan, Mr. Douglas advocated for 
universal access to hospital care for all citizens, and we are all better for it.   
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Tommy Douglas did not write his Masters degree thesis within an isolated bubble. 
That would neither be fair to Mr. Douglas nor would it be historically accurate. 

There is a national and international context that needs to be taken into consideration. 

In a very broad overview, the overall movement likely started in the 1850’s with English 
philosopher Herbert Spencer’s new term “survival of the fittest.” Later, in 1859, English 
naturalist Charles Darwin used the term “natural selection,” which led to a new stream 
of thought titled Social Darwinism. The term Eugenics was first coined by an English 
mathematician, Francis Galton, in 1883, who believed in selective breeding to improve 
the human race. To Galton, no amount of social progress or public policy intervention 
could help the unfit. Galton was also the first to reframe Eugenics in a religious frame-
work, with an emphasis on impacting who should be allowed to marry and who should 
not. In 1900, English naturalist William Bateson re-discovered Austrian biologist Gregor 
Mendel’s theories on heredity, and a new term genetics was born. Among many of his 
theories, Mendel determined that when wrinkled skin peas (abnormal) were crossed 
with smooth skin peas (normal), the trait for wrinkled peas dominated. In plain lan-
guage, the “good” smooth skin peapods were corrupted by the “bad” wrinkled skin 
peapods.2  

Whereas England focused on selective breeding with a background in plants, the Unit-
ed States focused on state prevention of reproduction and/or sterilization of human 
beings. As author Edwin Black describes it, “America was ready for Eugenics before 
Eugenics was ready for America. What in England was the biology of class, in America 
became the biology of racial and ethnic groups. In America, class was, in large measure, 
racial and ethnic”.2 

The movement required money and organization, and one of the richest men in the 
United States, Andrew Carnegie, became the financial protagonist. The Carnegie Foun-
dation was set up to determine how to improve mankind (in their opinion) with a focus 
on segregation, sterilization and euthanasia. Some of the most famous scientists and 
leaders in the United States joined the foundation as trustees. The unofficial leader was 
zoologist Charles Davenport who advocated race change and racial breeding in order 
to address “The grave problem of the negro”.2 The first order of business was to identify 
the most defective and undesirable Americans, whom they estimated to be at least ten 
per cent of the population. This included interviewing criminals in prisons and patients 
in mental institutions to determine causes of inferiority among these citizens and their 

In a Broader Context Outside of Saskatchewan, 
What is Eugenics? 
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families. This group was given the nickname “the submerged tenth”. Once identified, 
it was proposed to expose these millions of Americans to compulsory segregation and 
forced sterilization.2

At this point, it is important to note that that the identification of defective citizens and 
their families, the group term “submerged” or “subnormal” human beings, and the sub-
sequent public policy solution of segregation and sterilization are all extremely similar 
to what was proposed by Tommy Douglas in his Masters degree thesis.1

Author Edwin Black concluded that Eugenics “Was nothing less than an alliance be-
tween biological racism and mighty American power, position and wealth against the 
most vulnerable, the most marginal and the least empowered in the nation”.2

The second step of the Eugenics movement in the United States was to identify ten 
groups that were “socially unfit” and targeted for “elimination”.2 These ten groups in-
cluded: 1) the feebleminded, 2) the pauper class (poverty was considered to be a ge-
netic defect transmitted from generation to generation), 3) alcoholics, 4) all criminals 
including petty thieves (criminals were thought to possess the criminal gene), 5) epi-
leptics, 6) the insane, 7) the constitutionally weak, 8) those pre-disposed to certain dis-
eases, 9) the deformed, and 10) those with defective organs, including those who are 
deaf, blind and mute.2 There are no objective definitions associated with broad terms 
like constitutionally weak, disease, deformity and even deafness or blindness. 

Once again, this American list of ten submerged groups has broad similarities with 
Tommy Douglas’ list of four subnormal groups. For comparative purposes, Tommy 
Douglas’ list is described again:  

1. “A family whose mental rating is low i.e., anywhere from high grade 
moron to mentally defective, 

2. a family whose moral standards are below normal, and who are 
delinquent, 

3. a family subject to social disease and 
4. so improvident as to be a public charge.”1

There are a lot of historical data points to potentially discuss, but it is relevant to point 
out that Indiana became the first American state to legalize the forced sterilization of 
mentally impaired patients, low income residents living in poor houses, and prison-
ers in 1907. Future states that adopted similar legislation in the near future included 
Washington (1909), Connecticut (1909), California (1909), New Jersey (1911), New York 
(1912) and so on. New Jersey is perhaps interesting as the governor at the time in 1911, 
Woodrow Wilson, became President of the United States in the following year (1912). 
Mr. Wilson was soundly criticized for supporting racial segregation and white suprem-
acy while President. In short order, 24 American states enacted some form of Eugenic 
legislation. Consistent among the states, the two main priority groups being focused 
on were those with mental health conditions and prisoners, with the main public policy 
solution being forced sterilization.2 
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After beginning to sterilize those deemed unfit, Eugenic legislation was eventually 
challenged in the American courts. Perhaps surprisingly, the Supreme Court of the 
United Statues (Buck vs. Bell, 1927) supported the Commonwealth of Virginia’s legal 
request to forcibly sterilize a 17-year-old girl. The girl in question, Carrie Buck, had nor-
mal intelligence but suffered from epilepsy.3 Epilepsy was considered unfit enough to 
forcibly sterilize a child. 

Germany began its Eugenics program in 1931 with the policy of “Making reproduction 
discriminate”.3 A particularly awful quote from the time came from Dr. Joseph DeJar-
nette, superintendent of Virginia’s Western State Hospital, who stated in 1934 (a year 
after Tommy Douglas’ thesis) that “Hitler is beating us at our own game”.2 Given that 
Tommy Douglas could never have imagined how far the Nazis would extend the appli-
cation of Eugenics, numerous examples of Nazi brutality are not discussed here.  

In Canada, Alberta’s provincial government passed the Sexual Sterilization Act in 1928. 
As an example of the brutality of the law, in 1954, a twelve-year old girl in Alberta was 
forcibly sterilized for having deformed feet.2 British Columbia followed Alberta’s lead 
by also enacting their own Eugenics laws, but no other Canadian province did (includ-
ing Saskatchewan). The last sterilization law was revoked in 1972.

In 2019, a class action lawsuit was filed by 60 Indigenous Canadian women, claiming 
that they were sterilized against their will. The last accusation was from the year 2017. 
In the current context, coercive sterilization was used to discourage Indigenous wom-
en from having large families. Tubal ligation was justified under the context of family 
planning.  

As discussed, Tommy Douglas did not write his Masters thesis in an isolated vacuum. 
Most importantly, when two sets of Eugenics laws were presented to Premier Douglas 
for his consideration, both recommending the sterilization of mentally disabled citi-
zens in Saskatchewan, Mr. Douglas rightfully rejected both policy options. In fact, Mr. 
Douglas reversed course and recommended therapy and vocational training instead 
of sterilization.4 Mr. Douglas showed remarkable progression of thought from when he 
was a graduate student, to when he became Premier of Saskatchewan. 

Conclusions from Chapter 4
• If Tommy Douglas can modify his views on Eugenics based on new scientific 

information, we can all modify our views. 
• If Tommy can change, we can all change.
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There is no doubt that Premier Douglas played a significant role in the development 
of what is now known as Medicare in Saskatchewan. However, his title as the Fa-

ther of Medicare is not historically accurate.3,4 That distinction, if it absolutely must be 
bestowed on only one single person, belongs to Matt Anderson.   

On a scroll given to Matt Anderson, the Government of Saskatchewan bestows recog-
nition of him as “Initiator of Canada’s First Health Plan”.10 The scroll is signed by former 
Premier Allan Blakeney, who along with Premier Douglas, who were both members of 
the CCF/NDP political movement. 

Outside of the town of Bulyea, Saskatch-
ewan, a large, provincial, historic plaque 
is located on Highway 20. The plaque 
is dedicated to Matt Anderson by the 
Government of Saskatchewan. The un-
veiling of the plaque was attended by 
Minister Graham Taylor (NDP), the pro-
vincial Minister of Health at the time. 
The provincial plaque states, in part, “In 
1939, Matt Anderson’s Bill was passed 
and health insurance districts, based on 
this plan, were established”.10  

In 1998, the Federal Minister of Health 
(Liberal), Allan Rock, stated the follow-
ing: “The important part played by rural 
Canada in the birth of Canadian Medi-
care was demonstrated by the conduct 
of one person – a Reeve in the rural mu-
nicipality of McKillop, north of Regina, 
Saskatchewan. His name was Mathew 
Anderson”.10

On March 26, 1986, the Saskatoon Star Phoenix newspaper published an article, “Bulyea 
Pioneer Claimed Real Father of Medicare”. The article was written by journalist Vern 
Greenshields, but it was based on the provincial throne speech debate in which Mem-
bers of the Legislative Authority (MLAs) were allowed to speak. MLA Arnold Tusa (Con-

The True Initiator of Medicare – 
Matt Anderson
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Outside of the town of Bulyea, Saskatchewan, 
a government plaque is located on Highway 20.
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servative) noted that “The real Father of Medicare was the late Matt Anderson, not the 
late Tommy Douglas, or the CCF government for which he was Premier”.10 

In the Great Canadian Trivia book, the authors ask the seemingly trick question who 
was responsible for introducing Canada’s first Medicare legislation? The answer is: 

“Although Tommy Douglas usually gets most of the credit, the first 
government prepaid medical care plan in Canada, and North America, 
was introduced in the rural municipality of McKillop, about 70 
kilometers north of Regina, on June 1, 1939, by Mathew Anderson”.11

So what did Matt Anderson do?

In 1927, Matt Anderson (Liberal) made his first proposal for health insurance at the an-
nual convention of the Saskatchewan Association of Rural Municipalities (SARM). Al-
though the delegates felt the plan had merit, it was not possible due to current powers 
of taxation (municipalities were, at that time, not allowed to tax municipal residents). 
After 11 years of lobbying, Anderson eventually came to the conclusion “Why not do 
it myself, instead of asking the government to do it. If the plan worked out, I felt that 
it would spread throughout the province.”10 Anderson finally convinced the provincial 
Liberal government to submit his plan for municipal health insurance. In 1939, Premier 
William Patterson (Liberal) signed “Matt Anderson’s Plan” into provincial legislation  
under the formal title of The Saskatchewan Municipal Medical and Hospital Services Act. 
The vote had unanimous support from all provincial government MLA’s.10 

The first municipal health insurance plan was in the municipality of McKillop, which 
included the Town of Strasbourg, and the Villages of Bulyea and Silton. The plan called 
for each adult resident to give $5 annually ($93.61 annually today based on 1,772% in-
terest) to a municipal tax. In return, each resident would receive complete medical at-
tention with family doctors, specialist services, surgery, prescription medications, and 
up to 21 days of hospital accommodation. The municipality of McKillop held a vote, 
and out of 326 residents who attended the meeting, 314 voted in favor the new plan        
(96.3 per cent approval).10

Within a few years, 107 municipalities, 59 villages and and 14 towns had adopted some 
form of Matt Anderson’s Plan.3 This amounted to approximately 64 per cent of the 
province.3 As Anderson initially hoped, his municipal plan spread throughout the prov-
ince. Equally important, the municipal plan was implemented with the full cooperation 
and support of physicians. Physicians would retain the right to see their patients, with-
out government interference, and doctors would be able to submit their fee for service 
bills to the local municipal government for payment. In fact, there was so much support 
from physicians, that many doctors voluntarily reduced their schedule of payment by 
50% for the first two years of the municipal plan.3  

Premier Tommy Douglas ended the various comprehensive municipal plans and im-
plemented new legislation for universal coverage for hospital services (The Hospital 
Services Insurance Act of 1947). By the end of 1947, 93 per cent of Saskatchewan had 
universal hospital coverage. 
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A lesser known fact is that many Saskatchewan residents lost their access to physician 
services (physicians not based in hospitals like family doctors) and prescription med-
ications after the implementation of a hospital based provincial plan. Among those 
that retained their access to physicians in community based settings were those with 
venereal disease, cancer and the mentally ill.3 

A second lesser known fact is that above and beyond the $5 per capita annual tax (first 
introduced by Matt Anderson), Premier Douglas introduced a new sales tax of one per 
cent (above the existing two per cent sales tax) to help pay for the hospital program.3 
In fact, Mr. Douglas concluded that:

“I think people appreciate something if they’ve paid for it. If you give 
people a card from Santa Claus entitling them to free hospital services, 
it is not good psychology. But the amount should be sufficiently small 
that it doesn’t impose financial burden on anyone”.3 

A third lesser known fact is that Mr. Douglas resigned as Premier of Saskatchewan in 
June of 1961, without having introduced universal coverage for access to community 
based (non-hospital based) physicians (which is a majority of doctors) and universal 
drug coverage for pharmaceutical medications. This monumental task would fall to 
incoming Premier Woodrow Lloyd. The provincial government tried to rush through 
the Saskatchewan Medical Care Insurance Act with Royal Assent on November 17, 1961,  
without adequate consultation with doctors (as they promised in writing in the 1960 
election), and this upset the College of Physicians and Surgeons of Saskatchewan. 
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Medicare was officially ratified on July 1, 1962. In response, the physicians of Saskatch-
ewan went on strike for 23 days (July 1-23, 1962). Because the doctors did not withhold 
emergency services (along with the importation of British physicians), no patients died 
during the strike. Lord Robert Taylor, who previously helped implement Medicare in 
England, was hired as an arbitrator. In return, Lord Taylor made 29 recommendations as 
a compromise to both sides.3 

A fourth lesser known fact is that a key to mediation between doctors and the province 
was an agreement that physician services would be privately (not publicly) delivered, 
but publicly reimbursed. In plain language, no doctor at the time would ever agree to 
resolve the strike and give up their ownership of their private clinics to become gov-
ernment employees. Given the amount of litigation and debate among politicians and 
special interest groups today, it is odd that few discuss the original premise and com-
promise of Medicare – private delivery but public reimbursement.3  

On the topic of funding, a fifth lesser known fact was the significant tax increases to 
support Medicare within the first year of implementation. The tax increases included 
an increase of personal income tax by 22%, an increase of corporate income tax by 
22%, an increase of sales tax of two percent (increasing sales tax from three per cent 
to five per cent) and an annual premium of $12 per person, or $24 per family (this last 
clause was later dropped due to public opposition).3 

Although Medicare in Saskatchewan now included universal hospital care and univer-
sal community based physician care, pharmacare (universal coverage of prescription 
medications) was never fully implemented after Matt Anderson’s Plan. 

Extending Medicare from Saskatchewan to the rest of Canada included two other Sas-
katchewan residents. In 1962, Prime Minister John Diefenbaker (a Conservative from 
Prince Albert, Saskatchewan) appointed a Royal Commission to study how to expand 
Medicare nationally. The leader of the Commission would be Supreme Court Justice 
Emmett Hall (a Conservative from Saskatoon, Saskatchewan). Prime Minister Diefen-
baker lost his re-election bid, so adopting Justice Hall’s recommendations in 1964 
would be up to incoming Prime Minister Lester Pearson (Liberal) to try to implement 
Medicare across the nation.  

The federal Liberal government faced significant opposition from the provincial gov-
ernments because the provinces questioned how they would be required to pay a ma-
jority of the bills, yet the federal government would impose legislative requirements 
(forgetting how Matt Anderson initiated universal health care). Again, a Saskatchewan 
resident, Al Johnson (NDP), brokered a solution between the federal and provincial 
governments. Johnson was the deputy provincial secretary when Medicare was intro-
duced in Saskatchewan, and he was the assistant deputy minister of finance when the 
federal government was considering expansion across Canada.3 Johnson’s solution 
was:

“The federal government did not need to legislate the details of a 
shared cost program; it needed only to define, clearly, the principles 
of what was meant by Medicare. Then it would contribute to any costs 
of any provincial program that satisfied these principles”.3



28

In order to promote adoption, the federal government promised to pay 50% of the costs 
of Medicare to the provinces. The federal government never kept its promise. On No-
vember 28, 2002, the former Premier of Saskatchewan, Roy Romanow (NDP) published 
his recommendations for his Royal Commission on the Future of Health Care in Canada. 
His impressive report was titled: Build-
ing on Values: The Future of Health Care in 
Canada. Former Premier Romanow found 
that the federal government paid approx-
imately 21% of the costs of Medicare, and 
as such, Mr. Romanow concluded that the 
federal government should set a federal 
cash funding floor of not less than 25% 
(nowhere near the 50% promised) of the 
cost of insured health services under the 
Canada Health Act by 2005-06 (three years 
from the time of publication).12  

All of that said, the Medical Care Act be-
came a national program in 1966, and it 
was officially ratified on July 1, 1968. Que-
bec was the last jurisdiction to ratify the 
program at the provincial level in March 
1970. In 1984, the Medical Care Act was re-
placed by the Canada Health Act. 

A lesser known fact of the Canada Health Act is that it is only 14 pages long for both 
official languages with the preamble and interpretations (definitions) taking up four 
pages. When only one language is reviewed (i.e., English), and the preamble and the in-
terpretations are removed, the Canada Health Act is remarkably brief at five pages. The 
five principles are: public administration (not public delivery), universality (all residents 
of a province must be insured), accessibility (uniform terms and conditions without any 
impediment to access care), portability (a resident in one province can receive care in 
another province) and comprehensiveness (hospitals, medical practitioners, dentists 
and other health care practitioners).13 It is rarely discussed how dentists were removed 
from public administration.

In summary, it is wrong to think of Mr. Douglas as the Father of Medicare. That distinc-
tion, if it absolutely must be bestowed on only one single person, belongs to Matt An-
derson. However, former Premier Allen Blakeney (NDP) of Saskatchewan said it better:

“Mathew Anderson deserves to be among the ranks of that small 
group of visionary pioneers (Tommy Douglas, Emmett Hall, and 
Woodrow Lloyd) who brought Medicare – comprehensive medical 
and hospital insurance – to Canada and North America.”12

BUILDING
VALUES

THE FUTURE OF HEALTH CARE
IN CANADA

ROY J. ROMANOW, Q.C.
COMMISSIONER

on

Final Report
NOVEMBER 2002
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In all reality, it would be much more accurate to say that the Fathers (not Father) of 
Medicare were a much larger group of individuals (not just Tommy Douglas) including, 
but not limited, to:

Reeve Matt Anderson (Liberal)   Saskatchewan
Premier William Patterson (Liberal)  Saskatchewan
Premier Tommy Douglas (NDP)   Saskatchewan
Premier Woodrow Lloyd (NDP)   Saskatchewan
Prime Minister John Diefenbaker (Conservative) Saskatchewan
Justice Emmett Hall (Conservative)  Saskatchewan
Prime Minister Lester Pearson (Liberal)   Ontario

Conclusions from Chapter 5
• It is wrong to think that Tommy Douglas miraculously developed Medicare all 

on his own. There is no doubt that Premier Douglas played a significant role 
in the development of universal health care. However, if new comprehensive 
public policies are envisioned, it is helpful to remember how long it took to 
develop Medicare, and how many different individuals, from differing politi-
cal parties and ideologies, helped to implement it. 

• It is helpful to remember that the grassroots development of Medicare came 
from innovative strategies from rural Saskatchewan, expanding from one 
small rural community to the next, based on significant and meaningful 
community consultations, and subsequent widespread public support. At no 
time was Medicare the individual idea of a singular provincial or federal poli-
tician who woke up in the middle of the night with a eureka type of thought. 
Like almost all advancements in science or public policy, one good idea led 
to another.  

• The major timelines of Medicare are:
1927   Matt Anderson’s first proposal for health insurance to SARM 
1939 Matt Anderson’s Plan or
 The Saskatchewan Municipal Medical and Hospital Services Act
1947 The Hospital Services Insurance Act (Saskatchewan)

 1961-62 Saskatchewan Medical Care Insurance Act (Saskatchewan)
 1966-68 Medical Care Act (Canada) 
  41 Years from beginning (Saskatchewan) to end (Canada)



30

Who knew the more limited role of Tommy Douglas in the development of Medi-
care? Who knew the significant role played by Matt Anderson? It is certainly not 

common knowledge among the general population.

Again, perhaps the most definitive book on Mr. Douglas was written by Walter Stew-
art with the title, The Life and Political Times of Tommy Douglas.3 In his thorough book, 
Stewart devotes one paragraph on one page to general municipal developments and 
Premier Patterson’s decision to allow a municipal tax. Nowhere within the book does 
the name Matt Anderson appear.3    

As well, Professor Bill Waiser’s book, Saskatchewan: A New History, is likely the most ex-
tensive review of the history of Saskatchewan. In his excellent book, Matt Anderson’s 
name does not appear a single time.7 Professor Waiser’s biography, Tommy Douglas, 
does not mention Matt Anderson once or his initiative.8 

In the most significant review of health care in Canada, former Premier Roy Romanow’s 
Royal Commission’s report, Building on Values: The Future of Health Care in Canada,12 
had an extremely interesting analysis on health care, the Canadian Constitution and 
the history of Medicare. Unfortunately, not one word was devoted to Matt Anderson, 
his policies, or his development plan to build community consensus. This proved to 
be regrettable for another reason. Former Premier Romanow made 47 important rec-
ommendations. A main obstacle was obtaining consensus and support for the policy 
changes. For example, the provincial governments of Alberta, Ontario, Quebec, and the 
federal Official Opposition, were openly hostile to the recommendations. In an analysis 
from the Toronto Star, titled: “Health Care’s Cure Has Failed,” the author Thomas Wal-
kom quoted federal Opposition Leader Stephen Harper that most of the suggestions 
were “Pie in the sky”.14 Walkom made a fair conclusion that “Most of the bold reforms 
remain unfulfilled”.14 In an interview with the Toronto Star for the story more than five 
years after his Royal Commission, Mr. Romanow concluded that “The Canada Health 
Act is almost becoming a dead letter of the law”.14 However, Mr. Romanow and Prime 
Minister Chretien could have learned something from Anderson’s approach to building 
community consensus and support. If a certain amount of time was taken to write the 
report, an equal amount of time, or even greater amount of time, should have been tak-
en for knowledge translation and community consultation with the Canadian public.   

Books specific to Medicare development even ignore Anderson’s contributions. A book 
by Dr. C Stuart Houston (a physician and former professor of medicine at the University 

Who Knew Matt Anderson 
was the True Initiator of Medicare?

C H A P T E R  6 
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of Saskatchewan) titled, Steps on the Road to Medicare: Why Saskatchewan Led the Way, 
is an interesting analysis of many small developments leading to one grand public pol-
icy.13 The book chronicles many important stories, but the closest the book comes to 
discussing Anderson, or his policies, was one statement “This made legal what Sarnia 
had already done”. In regards to this statement, Dr. Houston was reviewing a policy 
from the provincial government to allow municipalities to place a physician on salary 
by way of a municipal grant. Throughout the the book, Anderson’s name is not men-
tioned once.15    

Two esteemed authors, Houston and Waiser, teamed up to write an excellent book ti-
tled: Tommy’s Team: The People Behind the Douglas Years.16 Not one word was devot-
ed to Anderson. This is perhaps odd given that Mr. Douglas referred to Anderson as                    
“A pioneer in social medicine in Saskatchewan”.10

Another book, Medicare Facts, Myths, Problems & Promise, was written by Bruce Camp-
bell and Greg Marchidon (the latter being a Professor at the University of Regina). Not 
only is Anderson not mentioned, but chapter four is titled, “Fulfilling the Douglas/Lloyd 
Vision”.17 There is no discussion of Anderson’s vision. 

Conclusions from Chapter 6
• Not remembering Matt Anderson is one thing. Not remembering his process 

and how he became the initiator of health care of Canada’s First Health Plan 
is more problematic. Anderson built support among his community and sup-
port among doctors, and he helped build support among communities as 
his plan expanded. His methodology must be remembered and embraced if 
future comprehensive public policies are to be implemented. Complex prob-
lems require complex solutions, and community consultation and building 
public support is vital.  

• Tommy Douglas could not expand upon universal hospital coverage and ini-
tiate universal coverage for physician based care. Woodrow Lloyd did that. 
However, Mr. Lloyd could not implement universal coverage for prescription 
medications. The roll out of Medicare in Saskatchewan was also met with a 
doctor’s strike and substantial animosity. The roll out of Medicare in Canada 
was met with significant delays. Former Premier Roy Romanow wrote about 
the future of Medicare, only for few of his recommendations to be actually 
adopted. 

• Whether it be new innovation in health care, education or social policy, we 
all would benefit from remembering how Anderson initiated universal health 
coverage at the municipal level. Municipal support can lead to provincial sup-
port, which can lead to federal support. 
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Perhaps surprisingly, universal access to health care is only a small predictor of 
health. There are more than a few reasons why.  

First, there are many determinants of health. The Public Health Agency of Canada re-
ports that there are a broad range of personal, social, economic and environmental fac-
tors that determine individual and population health.18 According to the Public Health 
Agency of Canada, the main determinants of health include:

• Education      
• Income     
• Culture      
• Behaviors      
• Social status     
• Childhood experiences
• Physical environments
• Employment and working conditions
• Gender
• Biology and genetics.18

Second, if one or two main determinants of health must be singled out, these variables 
are education and income (not access to universal health care). Why? Education and 
income impact every health outcome and every health behaviour that impacts health 
outcomes. 

a) Education as a Determinant of Health

In regards to education, Statistics Canada released a comprehensive study on the im-
pact of education on premature mortality after prospectively and longitudinally fol-
lowing 2.7 million adults for 16 years. During that time, 426,979 deaths occurred in the 
follow up 16-year analysis. Because Statistics Canada had previously obtained detailed 
baseline information from the Census, it was able to determine the independent effect 
of education on premature mortality. Looking at mortality from all causes, if all males 
and females were to obtain higher education, the overall age standardized mortality 
rate would be reduced by 27 per cent and 22 per cent respectively. Statistics Canada 
then broke down the analysis by communicable diseases, chronic diseases, and injuries. 
If all males and females were to advance in education, the age standardized mortality 
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rate for communicable disease, chronic disease and injuries would reduce by 11, 27, and 
33 per cent respectively for men and 20, 22, and 26 per cent respectively for women. 

Statistics Canada also looked at 31 disease-specific mortality rates with educational 
status predicting all of them. If all men in Canada were to pursue higher education, the 
age standardized mortality rate would reduce by 29 per cent for cancer, 26 per cent 
for cardiovascular disease, 35 per cent for diabetes, 45 per cent for respiratory diseases 
and so on. For women, the numbers are 16, 27, 53, and 44 per cent respectively. The 
agency also looked at premature mortality from diseases related to behaviors includ-
ing smoking, excessive alcohol and illegal drug use. For men, premature deaths from 
these causes would reduce by 53, 53, and 37 per cent. For women, premature deaths 
from these behaviors would reduce by 51, 49, and 43 per cent.19

At this point, it is important to ask by what means does education effect health out-
comes? In general, how is it possible that education effects chronic diseases, infectious 
diseases and injuries almost equally? On that topic, how is it possible that education 
effects almost every health outcome that we monitor? 

In plain language, educational status, by itself, predicts approximately one quarter of 
all premature deaths in Canada. How? Approximately half of this explanation is that ed-
ucation predicts health behaviours, which then predict health outcomes. When adults 
die prematurely from smoking, excessive alcohol use or illegal drugs, lower education-
al status predicts approximately one half of these preventable deaths. Overall, Statistics 
Canada concludes that lower educational status predicts “50,000 deaths per year” in 
Canada, or the mathematical equivalent of all deaths from heart disease and stroke 
combined annually.19  
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Statistics Canada – Percentage of Premature Deaths in Canada Predicted 
by Lower Education Status (Men)19

Cancer overall     28.9%
  Stomach      38.6%
  Colon and rectal     22.0%
  Liver      26.9%
  Pancreatic     6.6%
  Trachea, bronchus and lung   55.4%
  Prostate     10.6%
 Diabetes      34.7%
 Cardiovascular disease    25.5%
  Ischemic heart disease   28.6%
  Cerebrovascular disease   14.5%
 Respiratory disease    45.1%
  Chronic obstructive pulmonary disease 52.5%
 Digestive disease     36.4%
  Cirrhosis of the liver   48.9%
 Injuries      33.1%
  Unintentional injuries   29.8%
  Road traffic collisions   35.3%
  Intentional injuries    39.2%
  Suicides     38.7%
 Smoking related diseases    52.5%
 Alcohol related diseases    53.0%
 Illegal drug related diseases    36.7%19

Knowing the vast health benefits of a public education system, here again is the odd-
ity whereby Tommy Douglas opposed education for subnormal children and the “Ex-
pense of educating them”.1 He concludes that “Only a small percentage of whom can 
ever be expected to give to the state any adequate returns for the money expended” 
and that “It is doubtful if any one member… has derived any material benefit from 
attendance at school”.1

Conclusions from Education as a Determinant of Health
• Educational status, by itself, predicts approximately one quarter of all prema-

ture deaths in Canada.
• Lower educational status predicts about 50,000 deaths per year in Canada, 

or the mathematical equivalent of all deaths from heart disease and stroke 
combined annually.
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b) Income as a Determinant of Health

The impact of income on health is similar to that of education. Statistics Canada also 
published a comprehensive study on the impact of income on premature mortality 
after prospectively and longitudinally following 2.7 million adults for 16 years. Com-
paring lowest income to highest income groups, lower income males and females had 
higher overall premature mortality rates of 19 and 17 per cent respectively (about one 
fifth of preventable deaths). If all men were higher income, premature deaths from 
smoking, excessive alcohol use and illegal drug use would reduce by 35, 39, and 46 per 
cent. For women, premature deaths from these three behaviors would reduce by 29, 42, 
and 37 per cent respectively.20

Overall, Statistics Canada concludes that lower income status predicts “40,000 deaths 
per year” in Canada, or the mathematical equivalent of all deaths from heart disease 
annually.20  

These national results from Statistics Canada have been replicated across Saskatche-
wan in a number of peer review publications by Mark Lemstra and his co-authors. In 
a review of 27,090 Saskatchewan adults, and after statistically controlling for 178 vari-
ables (statistically controlling for other possible explanations such as age), the authors 
found: 

Health Outcomes in Saskatchewan Adults
Heart disease was 92 per cent more common among lower socioeconomic 
adults in comparison to higher socioeconomic adults.21 
Diabetes was 63 per cent more common among lower socioeconomic adults in 
comparison to higher socioeconomic adults.22

Stroke was 149 per cent more common among lower socioeconomic adults in 
comparison to higher socioeconomic adults.23

High blood pressure was 63 per cent more common among lower socioeco-
nomic adults in comparison to higher socioeconomic adults.22
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Behavioural Outcomes in Saskatchewan Adults
Smoking was 29 per cent more common among lower socioeconomic adults in 
comparison to higher socioeconomic adults.21

Obesity was 90 per cent more common among lower socioeconomic adults in 
comparison to higher socioeconomic adults.22 
Physical inactivity was 25 per cent more common among lower socioeconomic 
adults in comparison to higher socioeconomic adults.21 

These results are lower after statistical adjustment for other possible explanations. For 
example, prior to statistical adjustment, stroke was 700 per cent more prevalent among 
lower socioeconomic adults in comparison to higher socioeconomic adults. After sta-
tistical adjustment, and adjusting for more explanation from other variables, stroke 
was 149 per cent more prevalent among lower socioeconomic adults in comparison to 
higher socioeconomic adults.23

These provincial results in Saskatchewan have been replicated in regional centers, such 
as Saskatoon, in a number of peer review publications by Mark Lemstra and his co-au-
thors. In a review of 5,948 Saskatoon adults, and after statistically controlling for 178 
variables (statistically controlling for other possible explanations for outcomes such as 
age), the authors found:

Health Outcomes in Saskatoon Adults
Heart disease was 118 per cent more common among lower socioeconomic 
adults.24

Diabetes was 196 per cent more common among lower socioeconomic adults.24

High blood pressure was 214 per cent more common among lower socioeco-
nomic adults.24

Suicidal thoughts were 367 per cent more common among lower socioeconom-
ic adults.25

Behavioural Outcomes in Saskatoon Adults 
Obesity was 167 per cent more common among lower socioeconomic adults.24

Daily smoking was 130 per cent more common among lower socioeconomic 
adults.26

The above studies include somewhat advanced use of epidemiology and biostatis-
tics.21-26 

For example, the above studies use logistic regression models, hierarchal well formu-
lated front wise modelling approaches and stepwise modelling (epidemiology), while 
also considering -2 log likelihood, Wald tests, confounding, interaction, R2, goodness-
of-fit, and Hosmer Lemeshow statistical tests (biostatistics).21-26  

It is perhaps easier to conceptualize the impact of socioeconomic status on health out-
comes by simply comparing the health outcomes of residents by which neighborhood 
they live in. The benefit of such an analysis is that it correctly describes the prevalence 
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of disease by neighbourhood (in order to help a health region decide resource allo-
cation). The concern with this approach is that it does not describe causation, and it 
does not address the independent effect of one variable on an outcome while con-
trolling for other potential explanations. Regardless, the Saskatoon Health Region, in a 
peer review study led by Lemstra, compared the health outcomes of residents living in 
Saskatoon’s six lowest income neighbourhoods (all neighborhoods were touching) to 
Saskatoon’s five highest income neighborhoods (all neighborhoods were touching).27

The following describes the age standardized prevalence of disease/disorder in Saska-
toon’s six low income neighborhoods (defined by Statistics Canada as Low Income Cut 
Off or L.I.C.O.) in comparison to Saskatoon’s five high income neighbourhoods:27

Health Outcomes in Saskatoon Adults (Low Income to High Income)
Suicide attempts    1,458% higher
Mental disorders    327% higher  
Injuries and poisonings   146% higher
Diabetes     1,186% higher
Chronic obstructive pulmonary disorder  53% higher
Coronary heart disease   70% higher
Stroke     82% higher
Chlamydia     1,389% higher
Gonorrhea     676% higher
Hepatitis C     3,360% higher
Infant mortality    448% higher
All cause premature mortality    149% higher27  

Again, the differences in prevalence rates seem higher than adjusted rates because 
there are no statistical adjustments for other potential causes (other than adjusting for 
age).  

The differences in health outcomes and behavioral outcomes by socioeconomic status, 
can also be found among youth. Over a five-year period, youth in grades 5-8 in Saska-
toon schools were asked to complete the Saskatoon School Health Survey on an annual 
basis. Led by the Saskatoon Health Region, Saskatoon Public Schools and the Greater 
Saskatoon Catholic School Board, with lead author Lemstra, over 4,000 youth were in-
terviewed annually. After statistically controlling for 112 variables and publishing the 
results in peer review publications, the authors found:

Health Outcomes in Saskatoon Youth
Depressed mood was 81 per cent more common among lower socioeconomic 
youth.28

Suicidal thoughts were 190 per cent more common among lower socioeconom-
ic youth.24

Alcohol abuse was 418 per cent more common among lower socioeconomic 
youth.29
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Marijuana use was 839 per cent more common among lower socioeconomic 
youth.29

Daily smoking was 1,140 per cent more common among lower socioeconomic 
youth.24

Not meeting the physical activity standard was 129 per cent more common 
among lower socioeconomic youth.30

Being physically bullied was 41 per cent more common among lower socioeco-
nomic youth.31

Similar results were found for anxiety, low self-report health, low self-esteem 
and so on.24

The results from Saskatoon are consistent with the peer review literature. 

The Saskatoon Health Region, with lead author Lemstra, completed a systematic liter-
ature review of all publications looking at depressed mood and anxiety by socioeco-
nomic status in adolescents across jurisdictions. The authors found that lower socio-
economic youth were 149 per cent more likely to have depressed mood or anxiety in 
comparison to higher socioeconomic youth. The authors conclude that higher rates 
of depressed mood and anxiety among lower socioeconomic status youth may im-
pact emotional development and limit future educational and occupational achieve-
ments.32

The Saskatoon Health Region, with lead author Lemstra, also completed a systematic 
literature review of all publications looking at marijuana use and alcohol abuse by so-
cioeconomic status in adolescents across jurisdictions. The authors found that lower 
socioeconomic youth were 22 per cent more likely to use marijuana or abuse alcohol 
in comparison to higher socioeconomic youth. The authors concluded that higher 
rates of marijuana and alcohol risk behavior among lower SES adolescents may impact 
emotional development, limit future educational and occupational achievement, and 
increase the likelihood for adult marijuana and alcohol addiction.33

Conclusions from Income as a Determinant of Health
• Income status, by itself, predicts approximately one fifth of all premature 

deaths in Canada (while education predicts about one quarter).
• Lower income status predicts about 40,000 deaths per year in Canada, or the 

mathematical equivalent of all deaths from heart disease annually.

c) Culture as a Determinant of Health (or Not) 

Moving back to the field of Eugenics, some would advocate that the large disparities 
found in health outcomes between groups are due to racial or cultural differences. 
In the United States, vast disparities in health outcomes have been well documented 
between African Americans and Caucasian Americans. In Canada, vast inequalities in 
health outcomes have been observed between Indigenous Canadians and non-Indig-
enous Canadians. It is not helpful, and likely hurtful, to repeat all of the statistics here. 
Instead, it is more important to discuss if cultural status is indeed a true predictor of 
health outcomes, or if it is a confounder for another predictor. It is equally well docu-
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mented that Indigenous Canadians have lower socioeconomic status that non-Indig-
enous Canadians. What if socioeconomic disparity was a major predictor of health dis-
parity among minority populations? This would imply that appropriate public policy, 
after adequate consultation and informed consent, could improve health outcomes. 

Let’s start with Statistics Canada again. Statistics Canada used the Census to prospec-
tively follow 56,700 Registered Indian Canadians (a disappointingly out-of-date term 
from the Indian Act), 11,800 Métis Canadians and 2,624,300 non-Aboriginal adults for 
eleven years. Regrettably, as expected, Registered Indian men lived 13 years less than 
non-Aboriginal men, and Métis men lived seven years less than non-Aboriginal men. 
Registered Indian women lived 17 years less than non-Aboriginal women, and Métis 
women lived 16 years less than non-Aboriginal women.34 

To repeat all of the statistics would be hurtful, and as such, they will not be fully pre-
sented here. In general summary, Registered Indian Canadians and Métis Canadians 
were more likely to die prematurely of all causes: infectious diseases, endocrine sys-
tem diseases, diabetes, mental disorders, nervous system disorders, circulatory system 
disorders, ischaemic heart disease, stroke, health failure, other circulatory diseases, 
respiratory system diseases, pneumonia, bronchitis, emphysema, asthma, other respi-
ratory diseases, digestive system diseases, cirrhosis of the liver, other digestive diseas-
es, urinary system diseases, musculoskeletal system diseases, all external causes, falls, 
drowning, suicides, homicides, poisonings, motor vehicle accidents, other external 
causes, smoking related diseases and alcohol related diseases.34 

The much more important part of this analysis is what percentage of these premature 
deaths can be prevented. Statistics Canada found that 68 per cent of health disparity 
can be prevented in Registered Indian men if they had the same income, education 
and employment opportunities as non-Registered Indian men. Statistics Canada deter-
mined this by comparing age adjusted hazard rate ratios.34 
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The implications are significant. Income, education and employment can be influenced 
by appropriate public policy. As such, the vast majority of health disparity experienced 
by Registered Indian Canadians and Métis Canadians can be prevented.34 

These national results from Statistics Canada have been replicated across Saskatche-
wan in a number of peer review publications by the Saskatoon Health Region, Lems-
tra and his co-authors. In the review of Saskatchewan and Saskatoon adults, and after 
statistically controlling for multiple variables, the authors found a) Aboriginal cultural 
status was strongly associated with multiple poor health outcomes and behavioural 
outcomes prior to statistical adjustment; b) socioeconomic status was strongly associ-
ated with multiple poor health outcomes and behavioural outcomes; and c) after mul-
tivariate adjustment, Aboriginal cultural status was neither associated with poor health 
outcomes nor behavioural outcomes.21-26 

Instead of listing every analysis, let’s discuss one example in more detail – suicidal 
thoughts in Saskatchewan adults. Using a simple cross tabulation, the prevalence of 
suicidal thoughts is 27.9 per cent among Aboriginal adults and 9.7 per cent in non-Ab-
original adults (about a 3 to 1 ratio). Similarly, the prevalence of suicidal thoughts is 
21.1 per cent among low income adults and 7.1 per cent in high income adults (again, 
about a 3 to 1 ratio). Both cannot be true. As such, simple stratification is helpful. The 
prevalence of suicidal thoughts is 3.8 per cent in Aboriginal adults that are high income 
and 6.1 per cent in non-Aboriginal adults that are high income. In plain language, high 
income Aboriginal adults have similar prevalence rates of suicidal thoughts as high in-
come non-Aboriginal adults. Using more advanced risk hazard models, multivariate 
analysis, and the coefficient of determination R2, it was determined that 57.1 per cent 
of excess suicidal thoughts in Aboriginal adults can be explained by differences in in-
come alone (in comparison to non-Aboriginal adults). This study was published in the 
Canadian Journal of Psychiatry.25       

At this point, let’s tackle a divisive prejudice – alcohol abuse. The Saskatoon School 
Health Survey, with lead author Lemstra and co-authors, also looked at the indepen-
dent effect of Aboriginal cultural status on health outcomes and behavioural outcomes 
after adjustment for socioeconomic disparity.28-31 The results from the specific analysis 
on alcohol abuse were published in Paediatrics and Child Health.29 

Prior to statistical adjustment, 16.7 per cent of Aboriginal youth and 5.4 per cent of 
non-Aboriginal youth were abusing alcohol (about a 3 to 1 ratio). Also prior to statistical 
adjustment, 30.1 per cent of low income youth and 5.8 per cent of higher income youth 
were abusing alcohol (about a 5 to 1 ratio). Using a simple stratified analysis, 30.3 per 
cent of low income Aboriginal youth were abusing alcohol in comparison to 29.6 per 
cent of low income non-Aboriginal youth that were abusing alcohol. After using more 
advanced risk hazard models, multivariate analysis, and the coefficient of determina-
tion R2, it was determined that Aboriginal youth were actually 20 per cent less likely to 
abuse alcohol than non-Aboriginal youth (after statistically controlling for other vari-
ables). The predictors of alcohol abuse among youth were not based on cultural status, 
but rather by variables like low income, being bullied, and having low self-esteem.29     
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The Saskatoon Tribal Council, with lead author Lemstra and co-authors, replicated the 
Saskatoon School Health Survey among seven rural on-Reserve Indigenous schools. 
Detailed peer review publications were completed on suicidal thoughts, depressed 
mood, alcohol abuse, marijuana use, smoking, physical inactivity and being bullied.35-40 

These studies had two general findings. First, socioeconomic status was a major pre-
dictor of outcomes. For example, if youth had a father that did not have a professional 
occupation, the prevalence of suicide ideation was 21.1 per cent. However, if youth had 
a father with a professional occupation, the prevalence of suicide ideation was 0.0 per 
cent.36 Second, more complex family variables, like wanting to leave home and not feel-
ing loved, led to complex outcomes like suicidal thoughts, not cultural status.36 Vari-
ables included not having worked through things that happened during childhood, 
not having someone show them love and affection, having a lot of arguments with 
parents, and being physically bullied led to poor mental health outcomes.40 At no time 
for any health or behavioural outcome was cultural status independently associated 
with outcomes after statistically controlling for other variables. This makes sense. Com-
plex outcomes like suicidal thoughts and depressed mood likely have complex deter-
minants and are likely not based on cultural group.   

This idea of complexity can be extended to infectious diseases and communicable dis-
eases. Regardless of the year, the cities of Saskatoon and Regina in Saskatchewan are 
either number one or number two in Canada for highest per capita incidence rates for 
chlamydia, gonorrhea, HIV and so on (approximately three times higher than the na-
tional average). These results are the same year after year. Regrettably, these statistics 
are quickly followed with explanations that these rates disproportionately effect the 
Aboriginal population. Again, this idea is based mostly on Eugenics as it implies that 
the high prevalence rates are based on cultural status, not public policy, and there is 
nothing that can be done.     

A more careful analysis quickly reveals the complexity of the issue. In a series of reviews 
by the Saskatoon Tribal Council, led by Lemstra and his co authors, the primary cause of 
HIV rates that are three times the national average is due to disproportionately higher 
rates of injection drug use (which is a different determinant than other jurisdictions 
that are more influenced by sexual activities).41 The higher than average injection drug 
use rates are due to having lower incomes and having a parent or grandparent attend 
Residential Schools (a disastrous public policy with generational impacts). This study 
was published in AIDS Care.41 Unfortunately, prevalence rates of depression among in-
jection drug users and sex trade workers were as high as 84.6 per cent.42 The variables 
associated with depression included suffering the death of a parent before the age of 
18 and physical assault and abuse by a partner in adult life.42 Once depression set in, 
self-efficacy scores lowered, and then safe injection practices and safe sexual practices 
lowered as well. This study was published in the Canadian Journal of Psychiatry.42  
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Conclusions from the Cultural Determinants of Health
• Prior to statistical adjustment, cultural status is initially associated with poor 

health outcomes and risk behaviours. However, after statistical adjustment, 
cultural status is not independently associated with poor health outcomes 
and risk behaviours. Cultural status is confounding the true relationship be-
tween lower socioeconomic status and poor health outcomes and risk be-
haviours. Suggesting that cultural status is a risk factor for outcomes is a the-
ory based on Eugenics ideology. 

• Appropriate government polices, after extensive meaningful consultations 
and informed consent, can reduce almost all health disparities found be-
tween cultural groups (68 per cent of health disparities can be reduced by 
addressing socioeconomic disparities in income, education and employment 
alone). 

d) Behaviours as Determinants of Health

A study from the New England Journal of Medicine prospectively followed 84,129 partic-
ipants for 14 years and found that 82 per cent of heart disease can be prevented (or at 
least delayed) with five behaviors: smoking cessation, obesity reduction, a healthy diet, 
regular exercise and moderate alcohol consumption.43 

Another study from the New England Journal of Medicine prospectively followed 84,941 
participants for 16 years and found that 91 per cent of type-2 diabetes can be pre-
vented (or at least delayed) with five behaviors: obesity reduction, regular exercise, a 
healthy diet, smoking cessation and absti-
nence from alcohol.44 

A literature review published in Nature Re-
views / Cancer concluded that 79 per cent of 
all cases of cancer can be prevented (or at 
least delayed). The five behaviors that can 
prevent cancer include: smoking cessa-
tion, a healthy diet, obesity reduction, reg-
ular exercise and abstinence from alcohol. 
Breaking this down by risk factor, tobacco 
causes 30 per cent of cancer, diet 25 per 
cent, obesity 15 per cent, physical inactiv-
ity 5 per cent and alcohol 4 per cent.45 Vi-
ruses cause 3 per cent of cancer cases, but 
that will not be discussed here. 

These studies conclude that five behaviors 
can prevent between 79 to 91 per cent of 
chronic medical conditions. There are lit-
erally thousands of studies that could be 
mentioned with similar findings that show 
that the vast majority of diseases can be 
prevented. A book titled Saskatchewan 

DR. MARK LEMSTRA
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Health written by Lemstra provides a few hundred specific examples.46 Given that there 
is little scientific disagreement that behaviors cause health outcomes (i.e., smoking is a 
known cause of many cancers), there is no need to list every behavioral cause of every 
disease here.  

What is perhaps more interesting is what causes risk behaviour? In other words, if risk 
behaviours cause disease, what is the cause of the cause? Again, this discussion leads 
us back to socioeconomic status.

As mentioned previously, in Saskatoon adults, obesity was 167 per cent more common 
among lower socioeconomic adults,24 and daily smoking was 130 per cent more com-
mon among lower socioeconomic adults.26 Among Saskatoon youth, alcohol abuse 
was 418 per cent more common,29 marijuana use was 839 per cent more common,29 
daily smoking was 1,140 per cent more common,24 and not meeting the physical ac-
tivity standard was 129 per cent more common among lower socioeconomic youth.30

Conclusions from the Behavioural Determinants of Health 
• Behaviors significantly predict health outcomes (the cause of health prob-

lems)
• Socioeconomic status predicts behaviors that predict health outcomes (the 

cause of the cause)
• Socioeconomic status directly predicts health outcomes and directly predicts 

behaviors that impact health outcomes.  

e) Social Status as a Determinant of Health 

An important discussion is the role of social status in predicting health outcomes. The 
leading investigator on this topic in the world is Dr. (Sir) Michael Marmot from England. 
The very well known research that he has led is called the Whitehall studies. Dr. Marmot 
contended that most socioeconomic research focuses on comparing the very poor to 
the very rich. As such, he only reviewed full-time federal government employees. He 
followed 10,000 British civil servants for 20 years with prospective, longitudinal fol-
low-up data. He divided the government workers into four main groups: a) the most 
senior administrative leaders; b) professionals and executives; c) clerks and office work-
ers; and d) manual workers. He reviewed 11 specific causes of death over 20 years. In 
plain language, the results can be summarized as follows: a) manual workers died ear-
lier from single every cause of death in comparison to office workers; b) office workers 
died earlier from every single cause of death in comparison to professionals and execu-
tives; and c) professionals and executives died earlier from every single cause of death 
in comparison to senior administrative leaders.47   

Again, this is not a conventional analysis comparing the very lowest of socioeconomic 
groups to the very highest. The research demonstrated that there is a gradient in health 
outcomes and that this gradient also persists between high income groups in compar-
ison to very high income groups. For example, professionals and executives were 50 
per cent more likely to die prematurely from lung cancer, 20 per cent more likely to die 
prematurely from other cancers, 50 per cent more likely to die prematurely from heart 
disease, 70 per cent more likely to die prematurely from stroke, 100 per cent more likely 
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to die prematurely from an accident, 30 per cent more likely to die prematurely from 
suicide and so on in comparison to senior administrative leaders. In response, Dr. Mar-
mot concludes that social status predicts health outcomes across every socioeconomic 
gradient, including the very highest socioeconomic groups.47 

There is a practical consideration to this conclusion. If we go back to the earlier discus-
sion of Eugenics, there is a feeling of superiority from some groups in comparison to 
other groups.2 In many cases, it is the higher socioeconomic groups feeling superior to 
the lower socioeconomic groups. However, Dr. Marmot’s analysis avoided the lowest 
socioeconomic groups altogether and did not include, for example, the homeless, the 
unemployed, those on social assistance, those with a known or unknown disability, 
those with housing insecurity, those with food insecurity and so on. The analysis com-
pared those with good jobs, good pay and good benefits to those with even better 
jobs, better pay and better benefits to those with incredible jobs, pay and benefits.

Here is the implication. In Eugenics, there is a common theme to lecture those less 
fortunate to get a job, get some education, and try harder. The reason for the public 
condemnation is that those less fortunate, as Tommy Douglas suggested, are a public 
charge to society.1 Knowing the results from Dr. Marmot’s analysis, imagine the follow-
ing hypothetical situation:

Imagine higher socioeconomic groups denigrating middle socioeco-
nomic groups because middle socioeconomic groups are a charge 
to society. Imagine the outrage (correctly so) if high socioeconomic 
groups belittled middle socioeconomic groups by saying “Get a bet-
ter job, get better education, work longer hours, work harder, work 
faster, try harder. You have more health problems and consume more 
health care than the higher socioeconomic groups, and as such, you 
are a charge to society”.     

This would, of course, be unacceptable. However, the statistical results are undeniable. 

As mentioned previously, Statistics Canada prospectively and longitudinally followed 
2.7 million adults for 16 years to determine the impact of education on premature 
mortality. Statistics Canada divided adults into four educational groups: less than high 
school graduate, high school graduate, post-secondary diploma, and university de-
gree. There was a gradient in premature mortality between all four education groups, 
including comparing those with a post-secondary diploma to those with a university 
degree. This gradient persisted for every cause of death. For example, those with a 
post-secondary diploma were 19.4 per cent more likely to die prematurely from cancer 
than those with a university degree. The results also extended to behavioral related 
causes of death. Those with a post-secondary diploma were 40.3 per cent more likely 
to die prematurely from smoking related diseases than those with a university degree.19  

Statistics Canada also published a comprehensive study on the impact of income on 
premature mortality after prospectively and longitudinally following 2.7 million adults 
for 16 years. In this analysis, Statistics Canada divided adults into five income groups 
(five equal quintiles, or 20 per cent of Canadians into each quintile). There was a gradi-
ent in premature mortality between all five income groups, including comparing those 
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with the top 61 per cent to 80 per cent of incomes to those with the very top 81 per cent 
to 100 per cent of income earners.20 

These results obviously extend to Saskatchewan. The Saskatoon Health Region, in a 
peer review study led by Lemstra and his co-authors, compared the health outcomes of 
residents living in Saskatoon’s middle income neighbourhoods to Saskatoon’s highest 
income neighborhoods (as defined by Statistics Canada).27 The following describes the 
age standardized prevalence of disease/disorder in Saskatoon’s middle income neigh-
borhoods in comparison to Saskatoon’s high income neighbourhoods: 27

Health Outcomes in Saskatoon Adults (Middle Income to High Income)
Suicide attempts    315% higher
Mental disorders    132% higher  
Injuries and poisonings   60% higher
Diabetes     223% higher
Chronic obstructive pulmonary disorder  11% higher
Coronary heart disease   27% higher
Stroke     37% higher
Cancer     14% higher
Chlamydia     245% higher
Gonorrhea     3,771% higher
Hepatitis C     330% higher
All cause premature mortality    139% higher27 

The impact of middle income adults having much more disease than high income 
adults means that middle income adults need to have more physician visits, more 
medications, and use the hospital more often. In an analysis from the Saskatoon Health 
Region, led by Lemstra and his co-authors, middle income adults, in comparison to 
high income adults, required 51 per cent more physician visits for mental disorders, 43 
per cent more physician visits for injuries and poisonings, 24 per cent more physician 
visits for diabetes, 72 per cent more physician visits for chronic obstructive pulmonary 
disorder, 29 per cent more physician visits for coronary heart disease, 80 per cent more 
physician visits for stroke and 31 per cent more physician visits for cancer.27  

The Saskatoon Health Region, in a peer review study led by Lemstra and his co-authors, 
actually linked Statistics Canada Census records of adults with their Saskatoon health 
care utilization records and subsequent costs (only those who agreed in writing to data 
linkage were analyzed). In plain language, low income residents were much more likely 
to visit a physician, need a medication and visit a hospital than middle income res-
idents. As well, middle income residents were much more likely to visit a physician, 
need a medication and visit a hospital than high income residents. The total costs of 
health care utilization (physicians use, medication use, and hospital use) for low income 
residents was $7,185.89 per year; whereas, the total costs for middle income residents 
was $5,265.97 per year and the total costs for high income residents was $2,923.10 per 
year. This study was published in the Canadian Journal of Public Health.48   
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This study had a finding that is known among academics but is possibly not well known 
among the general population. The authors looked at what causes extremely high 
health care utilization (extremely high physician use, medication use, and hospital use) 
and subsequently high health care costs. After statistically controlling for disease prev-
alence, low income residents were actually less likely to use physicians, medications 
and hospitals than higher income residents. The three variables that independently 
(after statistically controlling for all other variables) influenced extremely high health 
care utilization were heart disease prevalence, low self-report health and higher age.48   

Conclusions from Social Status as a Determinant of Health
• Health outcomes occur on a socioeconomic and social status gradient. 
• Those with excellent incomes/education/jobs have higher health outcomes 

than those with above average income/education/jobs.
• Those with above average incomes/education/jobs have higher health out-

comes than those with average income/education/jobs.
• Those with average incomes/education/jobs have higher health outcomes 

than those with below average income/education/jobs.
• Those with below average incomes/education/jobs have higher health out-

comes than those with poor income/education/jobs.
• Dr. Marmot (the preeminent expert in this field of science) believes social sta-

tus impacts health outcomes on a gradient through an unequal distribution 
of access to resources, and therefore, prevents an equal ability to fully partic-
ipate in life’s opportunities. 

• This explanation (an unequal ability to fully participate in life’s opportunities) 
will be relevant at the end of this book when the concept of Equal Opportu-
nity Until 18 is presented.   

f) Childhood Experience as a Determinant of Health 

This section must be done very carefully as it is someone else’s story. Perhaps one of 
the best to tell the story of Indigenous youth and Residential Schools and its impact 
on childhood experience, is the book, A National Crime, by John S Milloy.49 The title 
comes from a quote by Dr. P.H. Bryce, Chief Medical Officer of the Indian Department 
who described Residential Schools through the article, “The Story of a National Crime,” 
in 1922.49 His justification? Dr. Bryce concluded that “Fifty percent of the children who 
passed through these schools did not benefit from the education which they had re-
ceived” (they died) with “Conditions nothing short of criminal”.49 The main infectious 
disease that killed so many youth was tuberculosis. Many of these deaths were prevent-
able with proper funding as the incidence of death in Residential Schools was much 
higher than the national average. 

Aside from infectious diseases, many Residential Schools were associated with physical 
abuse, emotional abuse, forced labor, deprivation, neglect, hunger, insufficient cloth-
ing, inadequate schools, improper teaching, attacks on language, culture and spiritual-
ity, assimilation, colonization and a “General feeling of slavery”.49 However, out of all of 
the many horrors arising out of Residential Schools, it was “The deepest secret of all – 
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the pervasive sexual abuse of the children” that finally ended the schools.49 Rix Rogers, 
Special Advisor to the Minister of National Health and Welfare on Child Sexual Abuse, 
commented that “100% of children at some schools were sexually abused”.49 The first 
Residential School opened in 1879, and the last Residential School closed in 1986.  

How do childhood experiences impact health? Previously, we discussed that the cities 
of Saskatoon and Regina in Saskatchewan are the top two cities in Canada for highest 
per capita incidence rates of chlamydia, gonorrhea, HIV and so on (about three times 
higher than the national average). In a series of reviews by the Saskatoon Tribal Council, 
led by Lemstra and his co authors, the primary cause of HIV rates are disproportionately 
higher rates of injection drug use.41 The higher than average injection drug use rates 
are due to having lower incomes and having a parent or grandparent attend Residen-
tial Schools.41 

Residential Schools were, of course, part of Eugenics and the concept of superiority of 
one group over another. Consider again some of the words of Tommy Douglas:

The “Expense of educating them”.1 
“Only a small percentage of whom can ever be expected to give to 
the state any adequate returns for the money (education) expended”.1 
“It is doubtful if any one member… has derived any material benefit 
from attendance at school”.1  
Take subnormal families away from their chosen communities and 
place them “On a state farm, or colony, where decisions could be 
made for them by a competent supervisor”.1
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“The parental instinct is not paramount”.1 
“Sterilization would deprive them of nothing [children] that they value 
very highly”.1

It is perhaps incredible to believe that the incidence of infant mortality in Saskatoon’s 
low income neighborhoods is 448 per cent higher in comparison to Saskatoon’s high-
er income neighborhoods.27 The disparity in childhood experiences begins with birth, 
and the impact on health outcomes is immediate.  

Conclusions from Childhood Experiences as a Determinant of Health
• Saskatoon and Regina have the highest rates of infectious disease in Canada 

with HIV rates triple the national average. The high rates of HIV are due to 
high rates of injection drug use. The high rates of injection drug use are due 
to childhood experiences and having a parent or grandparent attend Resi-
dential Schools. 

• Injection drug use is the primary cause of high rates of HIV in Saskatchewan. 

g) Physical Environment as a Determinant of Health 

There are obviously a number of examples to choose from: ground, water, air and so on. 
Let’s use an example of the importance of fresh air.

The Saskatoon Health Region, in a peer review study led by Lemstra and co-authors, 
led a series of community consultations to initiate Saskatchewan’s first (and Canada’s 
second) no smoking in public places bylaw in Saskatoon. Key alliances were formed 
with the Canadian Cancer Society (SK), the Lung Association of Saskatchewan, the Sas-
katchewan Heart and Stroke Foundation, Mental Health and Addiction Services, Public 
Health Services, the Office of the Chief Medical Health Officer, the City of Saskatoon 
Mayor and the City of Saskatoon Councillors. The consultations also included a tele-
phone survey of 1,255 Saskatoon adult residents, a survey of 100 restaurant and lounge 
employees, and 50 restaurant and lounge owners. The study was published in the Ca-
nadian Journal of Public Health.50 

There were a number of positive results from the new legislation. First, the age-stan-
dardized incidence rate of acute myocardial infarction (heart attack) fell from 176.1 cas-
es per 100,000 population to 152.4 cases per 100,000 population. Second, daily smok-
ing prevalence in Saskatoon fell from 24.1 per cent to 18.2 per cent, while daily smoking 
prevalence in Saskatchewan remained unchanged at 23.8 per cent. Third, 79 per cent 
of Saskatoon residents believed the smoking ban was a good idea. Fourth, a number 
of economic indicators found that the overall impact was positive. For example, 70.5 
per cent indicated that they attended restaurants and lounges the same, while 5.3 per 
cent said they did not attend restaurants or lounges. Among the others, 15.0 per cent 
said they now attended restaurants and lounges more often, 8.6 per cent attended 
less often and 0.6 per cent did not know. Among restaurant and lounge owners, 46.3 
per cent believed there was either no impact or a positive economic impact; whereas, 
43.3 per cent believed there was a negative impact. However, among the 43.3 per cent 
that believed there was a negative economic impact, 40.0 per cent believed that the 
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negative financial impact was worth the health gains for workers and patrons. Among 
restaurant and lounge employees, 92.3 per cent believed the new legislation had a 
positive impact on their health, while 7.7 per cent believed the public smoking ban had 
a negative impact on their health.50,51  

Conclusion from Physical Environment as a Determinant of Health
• The public smoking ban in Saskatoon was associated with reduced incidence 

rates of heart attacks, lower smoking prevalence, and high levels of public 
support. 

• The physical environment determinants of health can be successfully ad-
dressed while maintaining high levels of community support. 

h) Employment and Working Conditions as a Determinant of Health 

In the recent past, the Workers Compensation Board of Saskatchewan (WCB) faced 
pressure from stakeholders for unusually high rates of WCB claims and unusually high 
costs, in comparison to other provinces. In response, WCB initiated a program of sec-
ondary assessments, secondary treatment, tertiary assessments and tertiary treatment. 
The theory was that primary care medical doctors were not being assertive enough 
in preventing or managing WCB claims, and in response, secondary and tertiary as-
sessment teams were formed for external evaluation (in plain language, primary care 
medical care doctors could not be trusted with assessing or managing their patients). 

Similarly, WCB believed that primary care family physicians, chiropractors and physical 
therapists were not being assertive enough with treatment and return to work plan-
ning, so secondary treatment and tertiary treatment teams were formed. The basic 
premise was that primary care physical therapists were only seeing patients two or 
three times a week for 20 minutes with minor intensity. If a patient did not return back 
to work at six weeks, the patient was ordered to perform work hardening and func-
tional rehabilitation five times a week, for two hours at a time, for another six weeks, 
at moderate intensity. If a patient did not return back to work at twelve weeks, the pa-
tient was ordered to perform work hardening and functional rehabilitation five times a 
week, for four hours at a time, for six to twelve weeks, at high intensity.52,53   

In a series of peer reviewed analyses from Lemstra and his co-author, the results of 
WCB’s program were disastrous. The number of WCB claims increased, the rehabilita-
tion costs soared (obviously), wage replacement costs increased significantly, time loss 
injury duration increased considerably, and return to work rates decreased significant-
ly. The results were a failure on every single objective outcome. The basic idea was 
that if physical rehabilitation failed, WCB would order more physical rehabilitation for 
longer durations with more intensity. If more physical rehabilitation with longer dura-
tions at higher intensity fails, WCB would order even more physical rehabilitation with 
even longer durations at an even higher intensity. These articles were published in the 
medical journal Spine.52,53 

The WCB program did not address the determinants of health, it did not address em-
ployment or working conditions, and it did not include scientific principles. 
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After reviewing the scientific literature, Lemstra initiated a number of workplace in-
terventions in an attempt to reduce work place injuries, reduce disability durations, 
and reduce work related injury costs. The initiatives had employer, union, management 
and worker support. In very broad terms, the new program, named Occupational Man-
agement, included: on-site education, ergonomic evaluations, independent advice 
for workers to stay active when sore, initiate immediate contact with workers when 
sore, enhanced communication between health care practitioners, managers and em-
ployees, proactive offers of return to work with acceptable modified duties, and inde-
pendent on-site physical therapists and occupational therapists to facilitate all of the 
above.52-54 A number of studies have found multiple benefits.52-54 In one peer review 
publication, work related injuries reduced by 58 per cent, disability duration reduced 
by 139 per cent, and work related costs from injuries reduced by 101 per cent in re-
sponse to occupational management (published in Risk Management and Healthcare 
Policy).54 

The studies were one of the first to actually ask workers about employment and work-
ing conditions before they were injured, and then prospectively follow them to injury 
and recovery. After statistically controlling for all other potential variables, risk factors 
associated with injury claim incidence included depressed mood and lower job satis-
faction. Higher disability duration was independently associated with depressed mood 
and poor recovery expectation. Higher disability costs were independently associated 
with depressed mood and pain catastrophizing. Self-reported pain, physically assessed 
injury severity, and measured ergonomic risk of workstation did not significantly pre-
dict injury claim incidence, duration or costs. In the end, depressed mood significantly 
predicted injury claim incidence, duration and costs.54 

Conclusions from Employment and Working Conditions as a Determinant of Health
• It is too simplistic to believe that workplace injuries are completely physical 

in nature, and therefore, simply need more physical treatment to facilitate 
recovery. There are multiple internal and external variables impacting em-
ployees, employers, workplaces, and society.

• Occupational management can be used to prevent workplace injury claim 
incidence, duration and costs.

• Depressed mood must be understood as a key determinant of health in the 
workplace if employers and employees want to collaborate together to suc-
cessfully prevent workplace injury claim incidence, duration and costs. 
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Non-Adherence to Medical Interventions and Behavioral Interventions 

If education, income and behaviors are the greatest predictors of health outcomes, 
universal access to health care is obviously a limited determinant of health. The book 
Saskatchewan Health explains why this is so and the multitude of reasons why.21 It is 
beyond the purview of this current book to explain all of them. However, the concept 
of medical non-adherence and behavioral non-adherence should be discussed in or-
der to more fully understand the potential impact of universal health care on health 
outcomes.

a) Non-Adherence to Medical Intervention 

The World Health Organization systematically reviewed the literature on non-adher-
ence to medications and concluded the following: a) medications do not work if pa-
tients do not take them; b) medication non-adherence is a worldwide problem that 
crosses all jurisdictions and popula-
tions; c) the prevalence of medication 
non-adherence is of striking magnitude; 
and d) this complex issue should be an 
urgent priority for policy makers and 
health care providers.55 

A study from the Health Quality Council 
of Saskatchewan reviewed the quality 
of care received by patients who suf-
fered an acute myocardial infarction 
(heart attack) and were subsequently 
hospitalized. Only 23 per cent of pa-
tients filled prescriptions for statin (cho-
lesterol lowering) medications within 
90 days of leaving the hospital (primary 
non-adherence). Of those who did, 36 
per cent were adherent at one year (sec-
ondary non-adherence).56 Overall, only 
8.3 per cent of patients were adhering 
to evidence-based medications at one 
year (36 per cent of 23 per cent).

A New Way of Thinking About 
Health Care Delivery 

C H A P T E R  8

A D H E R E N C E  TO  LO N G - T E R M  T H E R A P I E S

Evidence for action

World Health Organization 2003
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Similarly, a study by Lemstra et al., published in the Canadian Journal of Cardiology, also 
reviewed primary medication adherence after hospitalization. After an acute myocar-
dial infarction (heart attack) that resulted in hospitalization, the mean duration of time 
Saskatchewan patients took to fill their first evidence-based prescription for a choles-
terol lowering medication was 649 days. After hospitalization for heart failure, the av-
erage duration was 764 days. Once patients eventually initiated therapy, 40 per cent of 
acute myocardial infarction and 49 per cent of heart failure patients quit taking their 
cholesterol lowering medications within one year. Among those who quit, approxi-
mately one-third stopped within the first month of therapy.57

Imagine the implications of this study. After a heart attack that result-
ed in a hospitalization, it took 649 days on average for patients to fill 
an evidence-based prescription. After heart failure that resulted in a in 
a hospitalization, it took an average of 764 days for patients to fill an 
evidence-based prescription. 

As earlier stated by the World Health Organization, non-adherence results are found 
across jurisdictions and across populations. In a meta analysis by Lemstra et al., pub-
lished in Patient Preference and Adherence, primary non-adherence (never filling a pre-
scription) to chronic disease medications (lipid lowering agents, anti-hypertensive 
medications, hypoglycemic medications and anti depressants) averaged 14.6 per cent 
across the world. The main modifiable variable associated with non-adherence to evi-
dence-based medications was lack of social support.58

In a meta-analysis from Lemstra and co-authors, published in the Canadian Journal 
of Cardiology, 49 per cent of patients prescribed statins (cholesterol lowering medica-
tions) from developed countries were non-adherent after one year of initiating therapy. 
The association between 147 potential variables and adherence to statin medications 
was determined. After meta-analysis, only six variables were independently associated 
with non-adherence to statin medications, with lower socioeconomic status having 
the largest modifiable impact.59 

In another meta-analysis from Lemstra and co-authors, published in Patient Preference 
and Adherence, 51.5 per cent of patients prescribed anti-hypertensive medications 
from the developed world were non-adherent after one year of initiating therapy. The 
associations between 114 potential variables and non-adherence to antihypertensive 
medications were reviewed. After meta-analysis, nine variables were independently 
associated with non-adherence to antihypertensive medications, with depression and 
lower income status having the largest modifiable impact.60 

Given the recurring theme of the impact of socioeconomic status and adherence to 
chronic disease medications, a meta analysis was performed by W Alsabbah, Lemstra 
and their co-authors. The results were published in the journal, Value in Health. The   
authors found that lower socioeconomic status has a statistically significant association 
in reducing adherence to chronic disease medications of 11 per cent.61  
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Conclusions from Non-Adherence to Medical Intervention
• Medications do not work if patients do not take them.
• A study from the Health Quality Council of Saskatchewan found only 8.3 per 

cent of patients were adhering to evidence-based medications at one year 
after being hospitalized for a heart attack.

• Across jurisdictions, a significant percentage of patients never fill their pre-
scriptions after being hospitalized and/or after visiting their doctor (primary 
non-adherence). 

• Among those that do fill their prescriptions initially, a significant percentage 
of patients quit filling their prescription medications in the short- and long-
term (secondary non-adherence).  

• This complex issue should be an urgent priority for policy makers and health 
care providers.

b) Non-Adherence to Behavioural Intervention 

Statistics Canada prospectively followed 17,276 adults aged 50 or older for 12 years. All 
adults had been newly diagnosed for the first time with either heart disease, cancer, 
stroke, respiratory disease or diabetes. The patients were prospectively followed to see 
if they changed their behaviors in terms of smoking, physical inactivity, excessive alco-
hol consumption or poor diet in response to their new life changing diagnosis. Here are 
the results pre- and post-diagnosis: 62

Smoking Physical 
Activity

Excessive 
Alcohol

Five or More Fruits 
and Vegetables

Heart 
Disease

Pre 14.4% to 51.6% to 9.0% to 41.9% to

Post 10.8% 53.9% 9.2% 51.4%

Diabetes Pre 15.1% to 49.7% to 10.2% to 34.5% to

Post 11.7% 56.2% 7.0% 41.8%

Cancer Pre 17.2% to 49.8% to 9.5% to 37.9% to

Post 13.5% 51.9% 6.7% 43.2%

Stroke Pre 17.0% to 49.6% to 10.7% to unreliable to

Post 12.5% 46.2% unreliable 33.0%

Respiratory 
Disease

Pre 25.2% to 51.6% to 12.8% to 27.1% to

Post 23.9% 44.1% 7.9% 31.4% 62

In the limitations section, Statistics Canada discloses the obvious limitation that be-
havioral change was based on self-report data. Truthfulness in reporting answers is 
one concern, but the respondent’s ability to provide valid and reliable answers is an-
other (i.e., the ability to recall diet over the past 24 hours and past week). Two answers 
in the table above were coded as too unreliable to report with the prevalence never 
revealed.62 
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All of that said, it is a fair point to suggest that adults over the age of 50 with a new 
diagnosis of a life changing event made small changes to their behaviors. For example, 
after a new diagnosis of respiratory disease (i.e., chronic bronchitis, emphysema) the 
prevalence of smoking in this cohort reduced from 25.2 per cent to 23.9 per cent.62 

Like most jurisdictions, the Saskatoon Health Region offers a free, evidence-based car-
diac rehabilitation program after a patient is hospitalized for ischemic heart disease, 
percutaneous transluminal coronary angioplasty, or a coronary artery bypass graft 
procedure. A review from Lemstra and co-authors, published in the Canadian Journal 
of Cardiology, found that only 12.7 per cent of those hospitalized ever start the free, 
comprehensive cardiac rehab program. More disappointingly, 66.7 per cent quit the 
program and, as such, only 4.2 per cent of eligible patients overall complete the pro-
gram. The main predictor is socioeconomic status as those with lower incomes are 76 
per cent more likely to quit the program in comparison to higher income residents.63   

Imagine the implications of this study. Only 4.2 per cent of patients 
referred to an evidence-based, free, comprehensive cardiac rehab 
program began and completed the valuable program. This program 
literally impacts life and death.63  

There are perhaps few more important activities that health care practitioners do than 
immunize children against preventable disease and death. In a study by the Saskatoon 
Health Region, led by Lemstra and his co authors, published in Paediatrics and Child 
Health, it was found that there is significant disparity in routine vaccinations by level 
of income.64 

Low Income Middle Income High Income

Measles/Mumps/
Rubella 

43.7% 69.1% 90.6%

Diptheria/Pertussis/
Polio/Haemophilus 
Influenzae type B

42.6% 71.9% 78.6%

After multivariate adjustment for other potential explanatory factors, middle income 
parents ($50,000 to $99,999 per year) were 25 per cent more likely to not have their 
children immunized than high income parents (more than $100,000 per year). Lower 
income parents (less than $50,000 per year) were 72 per cent more likely to not have 
their children immunized than high income parents.64

In the scientific literature, the term “bad patient” is often used to describe those who do 
not adhere to evidence-based interventions (medical or behavioural). This term is not 
helpful, and it is obviously much more complicated than that. There are always multiple 
internal, external, micro, meso and macro factors that impact complex outcomes. 

Without being inflammatory or accusatory, let’s use an example of health care provid-
ers. As mentioned earlier, the Saskatoon Health Region has a disproportionately high 
incidence rate of chlamydia and gonorrhoea in comparison to other Canadian jurisdic-
tions. These high rates exist year after year. The Saskatoon Health Region, with Lemstra 
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as lead author along with co-authors, published a paper in the Canadian Journal of 
Public Health to try to understand why.65 

One finding was that only 1.3 per cent of physicians and only 9.1 per cent of public 
health nurses notified Saskatoon Public Health Services within 72 hours of a suspected 
case of chlamydia or gonorrhoea. As well, only 51.2 per cent of physicians and only 84.5 
per cent of public health nurses provided Public Health Services within 72 hours with 
sexual contact information of a suspected case of chlamydia or gonorrhoea. In both 
cases, the Public Health Act of 1992 requires full adherence from doctors and nurses to 
follow provincial law to protect an unsuspecting society from the spread of infectious 
and communicable diseases.65   

Conclusions from Non-Adherence to Behavioural Intervention
• According to Statistics Canada, the vast majority of patients do not initiate 

behavioural change even after a life changing diagnosis. For example, after 
a new diagnosis of respiratory disease (i.e., chronic bronchitis, emphysema) 
the prevalence of smoking in newly diagnosed adults reduced from 25.2 per 
cent to 23.9 per cent.

• In Saskatoon, only 4.2 per cent of patients referred to an evidence-based, 
free, comprehensive cardiac rehab program began and completed the valu-
able program.

• Only 1.3 per cent of physicians and only 9.1 per cent of public health nurses 
notified Saskatoon Public Health Services within 72 hours of a suspected case 
of chlamydia or gonorrhoea.

• These are examples of the complexity of promoting behavioural adherence 
of anyone (both patients and health care professionals). 

How to Promote Medical Adherence and Behavioral Adherence

c) How to Promote Medical Adherence 

It is exceptionally hard to promote medical adherence. As stated earlier by the World 
Health Organization, medical non-adherence is a worldwide problem that crosses all 
jurisdictions and populations, and the prevalence of medication non-adherence is of 
striking magnitude.55 

There is not a jurisdiction in the world that has successfully addressed medical non-ad-
herence. As such, some effort will be devoted to discussing new ways forward. 

A systematic literature review on medication non-adherence from the National Collab-
orating Centre for Primary Care (NCCPC) concluded that taking medications is a very 
complex human behavior. Although patient involvement and adherence to medica-
tions are central to medical practice, these areas have been less well researched than 
the medications themselves. The NCCPC defines adherence as the extent to which the 
patient’s behavior matches agreed upon recommendations from the prescriber. This 
definition shifts the balance from “bad patient” to a mutual agreement between prac-
titioner and patient about the prescriber’s recommendation for treatment. Although 
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non-adherence to medications is a big individual and public health concern, it should 
not be simply seen exclusively as the patient’s problem.66

In their extensive report on how to improve adherence to medications, the NCCPC ad-
vocated for the following seven strategies for health care professionals to help improve 
adherence to medications: 

• Adapt consultation style to the needs of individual patients so that all pa-
tients have the opportunity to be involved in decision making about their 
medications. 

• Establish the most effective way of communicating with each patient, and if 
necessary, make information more accessible and easier to understand. 

• Be aware that increasing patient involvement may mean that the patient 
makes an informed decision not to take, or to stop taking, a medicine. That 
is ok.  

• Be aware that patients’ concerns about medicines, and whether they believe 
they need them, effect how and whether they take their prescribed medi-
cines. 

• Recognize that non-adherence is very common and that practitioners should 
routinely assess adherence in a non judgmental way. 

• Realize that no specific intervention can be recommended for all patients. 
Interventions must be tailored to the specific difficulties with adherence the 
individual patient is experiencing. 

• Review patient knowledge, understanding and concerns about medicines. 
Practitioners review information with patients, especially when treating 
chronic, long-term conditions with multiple medications.66 

A meta-analysis from the Cochrane Collaboration reviewed the literature concerning 
interventions to improve adherence to chronic disease medications. The Cochrane Col-
laboration concluded that more frequent interaction between doctors and patients 
was the most effective intervention. The authors stressed the importance of recalling 
patients who miss appointments and making every effort to keep patients in regular 
care.67 

This conclusion from the Cochrane Collaboration is consistent with a study by Lemstra 
et al. that was published in the Canadian Journal of Cardiology. In this study, the only 
variable to promote adherence to chronic disease medications was more frequent in-
teraction with physicians.57 

A second meta-analysis from the Cochrane Collaboration reviewed interventions to 
specifically improve adherence to lipid lowering medications. Overall, only one of four 
patients (25 per cent adherence) continued to take medications in the long-term. In 
this review, patient reinforcement and reminding were the most promising interven-
tions. Reminder phone calls were reported to increase adherence rates by 24 per cent. 
The authors concluded that a combination of strategies, including reminding, adher-
ence reinforcement and emphasis on the patient’s perspective, may lead to the most 
effective strategies.68 
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This second conclusion from the Cochrane Collaboration is consistent with two stud-
ies by Lemstra et al. that was published in two publications in Paediatrics and Child 
Health. The first study found that parents by far believed that reminder phone calls 
would be the most effective way to increase adherence to routine childhood immuni-
zations (82.4 per cent support from parents).64 The second study tested this theory and 
found that adherence to routine immunizations in all neighborhoods can be increased 
significantly with reminder phone calls. For example, in low income neighborhoods, 
routine immunization coverage rates increased from 43.7 per cent to 60.5 per cent in 
the first year of the new reminder phone service.69 This is not a dramatic increase, but 
it is a positive development based on one simple intervention that is low cost and easy 
to implement. 

In the recent past, Lemstra was hired by Academic Family Medicine at the College of 
Medicine at the University of Saskatchewan to become the Coordinator of Behavioral 
Medicine. The purpose of the contract was to consult with all stakeholders on their ini-
tial views of behavioral medicine, review the existing program, review other programs 
at other universities, review evidence-based practices, consult with stakeholders again 
to discuss potential revisions, propose revisions, consult with stakeholders on which 
recommendations to actually implement, implement, and then evaluate the new pro-
gram of behavioral medicine. In very general terms, the recommendations were to im-
plement new academic family medicine teaching policies with a focus on:

• Patient centered medicine,
• Cognitive behavior therapy for primary care,  
• Advanced communication skills,
• Motivational interviewing skills, and 
• Understand the social determinants of health. 

Space prohibits a detailed discussion of all important points on behavioral medicine. 
Numerous books have been written on each topic. As such, general overviews will be 
provided.  

Let’s start with patient centered medicine. 

Perhaps one of the best books on this specific topic was written by Moira Stewart 
and five co-authors in a book titled Patient Centered Medicine: Transforming the Clinical  
Method. In their book, the authors advocate that there are six interactive components 
of the patient centered process.70

The first is exploring not just the disease, but the illness experience as well. Too often, 
the initial consultation focuses on lab results, diagnostics and so on. Instead, health 
care providers could give additional emphasis towards understanding their patient’s 
feelings and fears about being ill, obtain their ideas about the illness and potential 
treatments, discuss how the illness is impacting their function and quality of life, and 
then explore their expectations from their provider. Experts in family medicine use 
the acronym F.I.F.E. to remember these concepts (feelings, ideas, function and expec-
tations).70
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The second component is trying to understand the whole person, not just the patient. 
This includes proximal and distal context. For example, it makes little sense to prescribe 
treatment without understanding the patient’s social support structure, where they 
live, what their job is, their level of education and income, access to transportation and 
so on. When this information is ignored, different practitioners can review the same 
clinical information and come up with completely opposing views on diagnosis and 
treatment.70

Third, it is important to find common ground between the patient and their health 
care provider. In the past, practitioners simply prescribed treatments and patients were 
expected to follow instructions. As a result, most patients acted as expected and nei-
ther initiated nor adhered to medical therapy. In order to address this, mutual decision 
making is recommended whereby the patient helps establish the treatment and its 
goals. Common sense suggests that patients are more likely to adhere to treatment 
plans when they are included in their formulation.70

The fourth component is incorporating prevention and health promotion. It is no lon-
ger acceptable to simply treat diseases. Patients often have knowledge about their risk 
behaviors, but lack the means or social support to do anything about it. In response, 
behavioral modification is suggested not only of patients, but of the providers that 
support them as well. It is too simplistic to tell people to quit smoking or quit abusing 
alcohol and assume that they will adhere without significant social support.70

In order to accomplish this, the fifth component is enhancing the patient and provider 
relationship. In the past, the main expectation was clinical expertise. In patient cen-
tered medicine, how things are said and done are as important as what is said and 
done. As such, skills like empathy, compassion, respect, trust and willingness to share 
decision making are as important as clinical skills.70 
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Sixth, the last component is the need to be realistic. The average patient initial consul-
tation time is too short. In order to be patient centered, the initial consultation time 
needs to be increased. The good news is that this initial investment in time will actually 
reduce the consultation time required down the road. That said, not everything could 
or should be discussed in any one meeting.70

Let’s move on to cognitive behavior therapy (CBT) for primary care.  

In general, thoughts and images fuel emotions. The perception of the event, and not 
the event itself, results in an emotional response. If we change our perceptions of an 
event to a more accurate or objective one, we can change the emotional response. 
We can then influence behavior. Put simply, CBT helps to identify cognitive distortions 
and provide behavioral interventions.71 A book by Dr. Ditomasso, titled Handbook of 
Cognitive Behavioral Approaches in Primary Care, is one example of many books that are 
helpful for family doctors to consider.71 

Step 1. Define the Strong Emotion 
The patient thinks of a strong emotion that they are feeling, and the doctor asks 
about it.
Example: The patient is feeling depressed (emotion). 

Step 2. Define How the Patient Acted 
The patient thinks of how they acted (behavior) in response to depressed mood 
(emotion), and the doctor asks about it. 
Example: The patient is becoming withdrawn and isolated and is now abusing 
alcohol as a result of a depressed mood.
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Step 3. Discuss What Triggered the Patient’s Feelings 
The patient thinks about what triggered the unhelpful thoughts, and the doctor 
asks about it.
Example: The patient is clinically overweight (activating event). As a result, the 
patient has type 2 diabetes and high blood pressure. 

Step 4. Define the Patient’s Thoughts and Meanings (Beliefs) 
The patient describes what the activating event (being clinically overweight), 
subsequent emotion (depressed mood) and behavior (withdrawn, isolated, al-
cohol abuse) meant to them, and the doctor asks about it. 
Example: The patient incorrectly believes that it is impossible to lose weight 
and improve health outcomes. The patient has tried to lose weight and improve 
health outcomes multiple times before. They did not succeed, and as such, the 
patient believes the outcomes are impossible.   

Step 5. Consider What the Patient’s Thinking Errors May Be 
The patient and doctor identify potential thinking errors. 
Example: Is the patient jumping to the worst possible conclusion, such as they 
can never lose any weight, not even a little bit? Is the patient thinking in ex-
treme all or nothing terms that they will never be able to improve their health 
outcomes, not even a little bit? 

Step 6. Examine the Patient’s Negative Thoughts More Closely
The patient questions and examines unhelpful thoughts, and the doctor asks 
about it.
Example: Can the patient substantiate that their thoughts are correct? Does the 
patient really believe that weight loss is impossible? Are the patient’s thoughts 
completely logical? Is it likely the patient will never be able to improve health 
outcomes like depressed mood? What are the effects of thinking this way? 

Step 7. Generate Alternatives for Each of the Patient’s Unhelpful Thoughts and Beliefs
The patient and doctor identify alternatives that are less extreme, more realistic, 
and more helpful. 
Example: What is a more helpful way of looking at this situation? Is it possible to 
lose a modest amount of weight? Is it possible to improve health outcomes, like 
depressed mood, even a little? Would a different approach to weight loss work? 
If the patient failed with starvation diets over the short-term, would a diet with 
reduced calories (but not starvation), combined with modest exercise over the 
long-term work better?

Step 8. Develop a Realistic Plan to Move Forward
The patient and doctor discuss how to behave differently in specific situations. 
Example: The patient will be asked to develop some new techniques – some-
thing never tried before. For example, the patient will be asked to develop a 
social support team of family members and friends. The family members and 
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friends will be asked to sign social support contracts. Perhaps the family mem-
ber or friend will be asked to be the “workout buddy,” attend all training sessions 
and hold the patient accountable to the frequency, intensity, type and time of 
exercise (the F.I.T.T. principle). Perhaps a second family member or friend will 
be asked to look after young children during exercise sessions. Perhaps a third 
family member or friend can help with rides to the fitness center. A co-worker 
may be asked to suggest to the employment team not ask the patient to go out 
on Friday nights after work for alcohol and pizza. 

Step 9. Homework
The patient should be encouraged to repeatedly act as if they believe in alter-
native thoughts, attitudes and beliefs. If the patient wants to develop a new 
behavior, they must practice alternative thoughts, attitudes and beliefs.
Example: Mindfulness is the art of being present in the moment without passing 
unfair judgments about past experiences. The patient is asked to keep attention 
focused on the present and see new opportunities with fresh eyes. The patient 
should recognize negative thoughts and let them pass by (it is not necessary to 
suppress thoughts – just change the perception of them).71 

Let’s move on to advanced communication skills.

A key concept of advanced communication skills is shared medical decision making. 
Shared medical decision making has four key characteristics:72 

• Both the doctor and patient are involved (not just the doctor),
• Both parties shared information (not just the patient),
• Both parties agreed to take steps to build consensus about treatment, and
• An agreement is reached on treatment plan to be implemented.



62

Shared medical decision making is a core concept of primary care, but it is seldom 
translated into actual primary care practice.72 

A Cochrane Collaboration meta analysis reviewed 115 studies involving 34,444 partic-
ipants. 

The authors found that when patients were involved in shared medical decision mak-
ing the patients: a) improved their knowledge of the options available; b) felt more 
informed and aware about what matters most to them; c) had more accurate expecta-
tions of possible benefits and harms of their options; and d) participated more in their 
care.73 

A meta analysis of 127 studies reviewed the impact of when doctors receive training in 
advanced communication skills and include patients in shared medical decision mak-
ing. 

When doctors receive enhanced training in communication skills and include patients 
in decision making, patient adherence to medical treatment increases by a remarkable 
62 per cent in primary care. It takes an extra 2.7 minutes per patient to implement these 
best practices.74

Last, what are motivational interviewing (MI) skills?

One of the best books on the topic 
is Motivational Interviewing in Health 
Care written by Drs. Stephen Roll-
nick, William Miller and Christopher 
Butler.75

The spirit of MI is not to trick patients, 
but rather guide them towards ac-
tions that will improve their health. 
The three main themes are collabo-
ration, evocation and patient auton-
omy.75 

Collaboration means practitioners 
voluntarily choose to drop their 
conventional power imbalance and 
cease ordering patients what to do. 
Instead, joint decision making is pre-
ferred. Evocation suggests linking desired health behavior changes with the patient’s 
own values, perspectives and concerns. Patient autonomy recognizes that human na-
ture resists being told what to do. Instead, change is more likely to occur by respecting 
patient independence and choice.

The four guiding principles of MI are summarized with the acronym R.U.L.E. The first is 
to resist the righting reflex. Health practitioners often identify problems and want to 
fix them immediately. However, lecturing patients often has the opposite intended ef-
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fect. Instead, practitioners should encourage patients to voice their desire for change. 
Second, is to understand patient motivation. It is the patients’ reasons for changing, 
not the practitioners, that will result in behavioral change. The third principle is to        
listen to your patient. Most practitioners talk too much and listen too infrequently. 
Good listening skills are actually complex competencies to acquire. The last principle is 
to empower the patient by asking them to actively participate in consultation, decision 
making and treatment.

All of this implies communication skills. The three core communication skills are: ask-
ing, listening and informing. Asking seems simple enough, but most practitioners pose 
too many closed questions in a rapid fire format. Open questions allow more room to 
respond and show personal interest and caring. Asking a patient what they want to talk 
about is more effective than simply telling them what they should know. Two of the 
most important questions are asking about the importance of change to the patient, 
and then following-up on their confidence in actually succeeding. Patients with high 
levels of importance but low levels of confidence need encouragement. Conversely, 
patients with low levels of importance but high levels of confidence need more discus-
sion about why change is important. 

Listening skills convey the importance of a patient being heard and understood. In fact, 
there are times that this is the most important healing function that a practitioner can 
perform. Key components include eye contact, not allowing distraction and silence. 
Confirmation of listening includes reflecting back what was heard back to the patient 
in order to ensure clarity. This also expresses interest in the patient and invites them to 
elaborate even more. 

Informing is the most common communication style in health care. Practitioners tell 
patients what to do and expect them to do it. A key corrective aspect is asking per-
mission to inform. Knowledge translation is likely to go wrong when the patient is not 
ready or willing to receive it. Instead, the practitioner should ask the patient what they 
want to know about, provide the knowledge in a manageable amount, and then ask 
open questions about what they think about the information provided.75 

Conclusions from How to Promote Medical Adherence
• It is exceptionally hard to promote medical adherence. As stated earlier by 

the World Health Organization, medical non-adherence is a worldwide prob-
lem that crosses all jurisdictions and populations, and the prevalence of med-
ication non-adherence is of striking magnitude. In order to promote medical 
adherence, the following principles are important:
• More contact and follow-up with patients,
• Patient centered medicine, 
• Cognitive behavior therapy for primary care,  
• Advanced communication skills, and
• Motivational interviewing skills.

• If these new skills are not incorporated into primary care, the outcomes will 
remain the same, and the majority of patients will not adhere to medical care.
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d) How to Promote Behavioral Adherence 

As discussed, promoting adherence to medical intervention will take a lot of effort. The 
same is true with promoting behavioral adherence. 

The Healthy Weights Initiative

For an unknown reason, health regions, municipalities and provincial governments 
across Saskatchewan and Canada do not fund health programs or prevention pro-
grams. Services are available once someone becomes sick, like cardiac rehabilitation 
treatment programs, but those services are not available to keep people well and pre-
vent chronic disease. 

In 2013, Lemstra and Alliance Health led 153 community consultations in order to deter-
mine how to change this. The community consultations revealed a number of factors: 
obesity reduction was recommended as the top priority to start with, the interventions 
had to be comprehensive, there could be no direct or indirect charge, the program 
should start with adults first and then progress to youth, a non-intimidating environ-
ment must be chosen (the local YMCA was selected for the fitness component), and so 
on.75 

On top of community consultations, the International Obesity Task Force (IOTF) pub-
lished ten guidelines for community-based obesity reduction programs. These ten prin-
ciples include the following: 1) Education alone is not sufficient to change weight-re-
lated behaviors. Environmental and societal interventions are also required to promote 
and support behavior change. 2) Action must be taken to integrate physical activity 
into daily life, not just to increase leisure time. 3) Sustainability of programs is crucial to 
enable positive change in diet, activity and obesity levels over time. 4) Political support, 
intersectional collaboration, and community participation are essential for success.
5) Acting locally allows programs to be tailored to meet needs, expectations and op-
portunities. 6) All parts of the community must be reached, not just the motivated 
healthy. 7) Programs must be adequately resourced. 8) Where appropriate, programs 
should be integrated into existing initiatives and facilities. 9) Programs should build on 
existing evidence. 10) Programs should be properly monitored, evaluated and docu-
mented in order to allow for dissemination and transfer of experience to other commu-
nities. All ten principles were added to the Healthy Weights Initiative.75

Each participant received small group-based programming for 12 consecutive weeks, 
which included five group exercise sessions per week (60 in total) led by an exercise 
therapist, one group dietary session per week (12 in total) led by a dietician, and one 
group CBT session per week (12 in total) led by a registered psychologist. Upon comple-
tion of the initial 12 weeks, participants received group-based exercise therapy once 
per week for an additional 12 weeks for maintenance (24 weeks in total).75 

The exercise therapy sessions started with 20 minutes of aerobic exercise at 50 per cent 
maximal heart rate on either a treadmill or bicycle. Once the participant progressed to 
60 minutes per session (duration was the first goal), the second goal was to increase 
intensity to a maximum of 80 per cent maximal heart rate.75 
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The 12 group dietary education sessions included the following: 1) Canada’s food guide; 
2) planning your grocery trip; 3) reading labels; 4) fats; 5) eating out; 6) carbohydrates; 
7) guidelines for fluid intake; 8) fiber intake; 9) how to make your recipes healthier; 10) 
heart-healthy eating; 11) protein; and 12) review.75 

The group cognitive behavior therapy (CBT) education sessions included: 1) discussing 
family and friend social support contracts; 2) barriers; 3) motivation and connecting 
our thoughts and behaviors; 4) identifying automatic habits; 5) challenging automatic 
thoughts; 6) feelings and emotional eating/emotional hunger; 7) addressing emotion-
al eating (hunger tolerance and distraction); 8) values and beliefs; 9) preparation and 
planning for success; 11) coping with setbacks; and 12) mindsets.75 

Each participant was asked to attend with a family member or friend. This social sup-
port individual, or “buddy,” was also asked to sign a social support contract, which 
acknowledges the participant’s physical activity and dietary goals, possible barriers 
to achieving those goals, solutions to overcoming those barriers, and how the buddy 
can help implement those solutions. Three additional family members or friends also 
signed the social support contract.75 

At 12 weeks, 24 weeks, and one year, identical outcome measures were obtained. All 
outcome measures were valid and reliable. For example, general health status and 
quality of life was measured using the Short Form-36 (SF-36). Depressed mood was 
measured using the Beck Depression Inventory-II.75 Other outcomes included weight, 
body mass index, waist and hip, percentage body fat, blood pressure, blood cholester-
ol, blood glucose, aerobic fitness (Canadian Aerobic Fitness Test), musculoskeletal pain, 
self-report comorbidity, self-report health, dietary consumption, smoking prevalence, 
and health care utilization. 

The program was to start in one city (Moose Jaw), progress to a second city (Regina), 
then to a third city (Saskatoon), and so on. This was the same technique used by Ander-
son to start universal health care in Saskatchewan at the municipal level. 

Prior to implementation in Moose Jaw, every family doctor, cardiologist and internist in 
the city, along with the health region’s medical health officer, provided written letters 
of support. Letters of support were also obtained from the Mayor, the Regional Inter-
sectoral Committee (all regional government leaders like the school boards), the local 
federal Member of Parliament, both provincial Members of the Legislative Assembly, 
the chief of police and the City of Moose Jaw. Letters of support were also obtained 
from the Healthy Active Living Committee, the In-Motion Committee, the Young Men’s 
Christian Association (YMCA), the Heart and Stroke Foundation (SK), the Canadian Can-
cer Society (SK), and the Public Health Agency of Canada.75 

The program started in January 2014. Similar to Moose Jaw, another 100 community 
consultations were held in Regina and Saskatoon prior to starting. In total, 2,000 adults 
completed the program in Moose Jaw, Regina and Saskatoon. There were six peer re-
view publications to evaluate the Healthy Weights Initiative for adults.75-80 
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The first peer review publication evaluated the impact of community consultation and 
social support in promoting adherence to behavioral programs. At first, the program 
recommended an exercise buddy and signing three social support contracts with fam-
ily members and friends. Early on, it became clear as to how important social support 
was, so these recommendations later 
turned into mandatory requirements. It 
was found that those who did not have 
an exercise buddy and did not have three 
signed social support contracts with fam-
ily members and friends, were 191 per 
cent less likely to complete the program. 
Those with lower educational status were 
190 per cent less likely to complete the 
program.75  

The Healthy Weights Initiative had an em-
phasis on behavioral medicine, including 
community consultation, community 
support, family physician and medical 
specialist support (the entire medical 
community signed letters of support in 
Moose Jaw), an exercise buddy for social 
support, three social support contracts 
with family members or friends, cognitive 
behaviour therapy education sessions, 
cognitive behavior therapy ideology built 
into every other session (dietary sessions 
and exercise sessions), patient centered 
medicine, advanced communication and motivational interviewing. In response, 2,167 
participants started the program, and 2,000 participants completed the 24-week pro-
gram. This is an adherence rate of 92.3 per cent.79  

Imagine the implications of this study. In comparison, only 4.2 per 
cent of patients referred to an evidence-based, free, comprehensive 
cardiac rehab program offered by the Saskatoon Health Region began 
and completed the government run program.63  

The second, fourth and fifth peer review publications looked at the impact of the 
Healthy Weights Initiative on depressed mood. At baseline, 49.0 per cent of partici-
pants had depressed mood. At 24 weeks post program completion, 13.0 per cent had 
depressed mood. After one year, with no formal programming, 19.0 per cent of former 
participants had depressed mood.76,78,79

The third, fourth and fifth peer review publications looked at the impact of the Healthy 
Weights Initiative on health-related quality of life. Overall, 84.5 per cent of patients had 
an improvement in their quality of life, including all eight dimensions of health (physi-
cal functioning, limits due to physical health, pain, general health, vitality, social func-
tioning, limits due to emotional health, and emotional well-being).77,78,79 
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The sixth peer review publications looked at the impact of the Healthy Weights Initia-
tive on a social return on investment (SROI). There are six stages to an SROI: 1) identify 
stakeholders; 2) map intervention changes, including inputs, outputs and outcomes; 
3) give outcomes a financial proxy; 4) account for other factors that can explain the 
outcome and adjust for drop off; 5) calculate the SROI; and 6) report the results in a way 
that is accessible to a wide population. With a social value of $2,984,916, and a program 
cost of $1,000,314 (there was no direct or indirect cost to participants), the SROI was 
$2.99. For every $1 dollar invested in the Healthy Weights Initiative, a conservative so-
cial return of investment of $2.99 dollars was obtained.80 In plain language, investment 
in wellness programs has a positive return back to society.

In the end, statistically significant differences were noted at 24 weeks, and at one-year, 
for changes in weight, waist measurement, hip measurement, body mass index, per-
centage body fat, systolic blood pressure, blood cholesterol, aerobic fitness, depressed 
mood, health related quality of life, self-reported health, self-reported mental health, 
musculoskeletal pain (average pain), dietary consumption (fruit, vegetables, fast food, 
pop), smoking status and health care utilization (self-reported physician, hospital and 
medication use).79

Given the importance of adherence to behavioral interventions, a meta analysis was 
completed by Lemstra and his co-authors on weight loss adherence levels and factors 
that promote adherence. Only 27 high quality studies were found. Among those, the 
average adherence level was 60.5 per cent (the Healthy Weights Initiative adherence 
level was 92.3 per cent). When programs were supervised, adherence levels increased 
by an average of 65 per cent. When programs offered social support, adherence levels 
increased by 29 per cent.81 The Healthy Weights Initiative had both supervision and 
social support, and as such, had high levels of adherence. 

The Healthy Kids Initiative  

After accomplishing the goal of 2,000 adults completing the program, the Healthy 
Weights Initiative progressed into the Healthy Kids Initiative. The Healthy Kids Initiative 
was for youth 10-18 years of age. Similar to the Healthy Weights Initiative for adults, the 
youth program had an emphasis on behavioral medicine, including community consul-
tation, community support, family physician and pediatrician support, an exercise bud-
dy for social support, three social support contracts with family members or friends, 
cognitive behaviour therapy education sessions, cognitive behavior therapy ideology 
built into every other session (dietary sessions and exercise sessions), patient centered 
medicine, advanced communication, and motivational interviewing. In response, 1,995 
youth participants started and 1,789 participants completed the program. This is an 
adherence rate of 89.7 per cent.82 The two variables that negatively impacted program 
adherence was having a mother with a non-professional occupation and living in a low 
income neighbourhood.82 

One major difference between the Healthy Weights Initiative and the Healthy Kids Ini-
tiative was that the latter did not have any weight loss goals (due to the age of the par-
ticipants). The Healthy Kids Initiative focused exclusively on health outcomes, mental 
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health outcomes, and behavioral outcomes. For example, the prevalence of very ele-
vated depressed mood in the group dropped from 60.4 per cent at program initiation 
to 23.6 per cent at program completion.82 

The only other major difference between the Healthy Weights Initiative and the Healthy 
Kids Initiative was that the latter had access to the Daily Difference app. This app was 
initiated and developed by a youth (Kelli Lemstra) in consultation with an expert ad-
visory committee. The Daily Difference app had areas for youth to self-help in certain 
health outcomes like depressed mood and anxiety and other areas to self-improve be-
havioral outcomes such as exercise and diet.82 The following health outcomes were 
observed in the Healthy Kids Initiative:

• Depressed mood was measured using the 12 item Centre of Epidemiological 
Studies Depression scale (12 item CES-D). The percentage of youth partici-
pants with very elevated depressed mood decreased from 60.4 per cent to 
23.6 per cent.82

• Self-esteem was measured with four questions taken from the Self-Descrip-
tion Questionnaire III. Youth participants were asked to give an answer of 
false, mostly false, sometimes true/ sometimes false, mostly true, or true to 
each of four questions. The four statements asked: 1) In general, I like the way I 
am; 2) Overall, I have a lot to be proud of; 3) A lot of things about me are good; 
and 4) I like the way I look. These items were used in multiple iterations of the 
National Longitudinal Survey of Children and Youth by Statistics Canada for 
the Healthy Kids Initiative.82

Mostly True or True

Pre Post

In general, I like the way I am 4.7% 63.5%

Overall, I have a lot to be proud of 6.6% 88.9%

A lot of things about me are good 9.7% 37.6%

I like the way I look 0.2% 47.6%82

• Health-related quality of life was measured with the SF-12 – the shortened 
version of the Short-Form 36 Health Survey. Average scores across all four 
dimensions increased significantly with a 44.4 per cent increase in physical 
functioning, a 58.1 per cent increase in physical health, a 39.1 per cent in-
crease in emotional health, and a 30.9 per cent increase in mental health. 

For aerobic fitness, at baseline, the average amount of moderate physical activity that 
participants were reporting was 9.45 minutes per week and 8.13 minutes of vigorous 
physical activity per week. After 12-weeks, the average for moderate physical activity 
increased to 178.91 minutes per week. Vigorous physical activity increased to 226.13 
minutes per week. With the increased physical activity, participants also experienced 
an increase in aerobic fitness. Modified Canadian Aerobic Fitness Test scores at base-
line were 35.84 ml*kg-1*min-1 and after 12 weeks, the average score was 55.72 ml*kg-
1*min-1. In all, 76.5 per cent of participants increased their CAFT from below the na-
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tional average for their gender and age group to meet or exceed the national average 
after 12 weeks.82

As part of a funding agreement with the Public Health Agency of Canada, an external 
evaluation specialist and an external evaluator were hired. As such, a research manager 
and the director of the Canadian Hub for Applied and Social Research (CHASR) at the 
University of Saskatchewan were contracted. This unit is governed by a management 
committee that includes a chair, the vice president of Research at the University, and 
the dean or executive director from all 19 colleges on campus. At the end of each co-
hort, the director of the CHASR was asked to sign a form to independently validate the 
accuracy of the data.82  

In order to compare the Healthy Kids Initiative with other programs across jurisdictions, 
a meta analysis was completed by Lemstra and Marla Rogers. Reviewing all similar pro-
grams for youth, the adherence rate was 62.3 per cent among programs. The adher-
ence rate in the Healthy Kids Initiative was 89.7 per cent. Across jurisdictions, the two 
variables that impacted adherence in youth activity and dietary programs was low-
er socioeconomic status and depressed mental health. The results were published in  
Obesity Research & Clinical Practice.83  

Conclusions from How to Promote Behavioral Adherence
• It is exceptionally hard to promote behavioral adherence. In order to promote 

behavioral adherence, the following principles are important:
• More contact and follow-up with patients,
• Supervision,
• Social support from family members and friends, 
• Community consultation, 
• Patient centered medicine, 
• Cognitive behavior therapy,   
• Advanced communication skills, and 
• Motivational interviewing skills.

• The Healthy Weights Initiative (92.3 per cent adherence) and the Healthy Kids 
Initiative (89.7 per cent adherence) are examples of how to obtain behavioral 
adherence in order to achieve positive health outcomes.
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An effort to move towards health, and not just health care, was attempted by the 
Saskatoon Health Region in 2008. There were some successes and some failures. 

The initiative was led by Lemstra and Cory Neudorf who worked in the Office of the 
Chief Medical Health Officer.24

Health Disparity in Saskatoon: Analysis to 
Intervention 24

The program started with a number of 
research papers explaining the determi-
nants of health in the Saskatoon Health 
Region.24-29,32,33 The publications had two 
main conclusions: a) neighborhood income 
was the main determinant of health; and b) 
cultural status had a limited, if any, impact 
on health and behavioral outcomes after 
statistical adjustment for other factors. 
Once those papers were published in peer 
review medical publications, Lemstra and 
Neudorf engaged in over 200 community 
consultations.24 Over 10,000 articles were 
then reviewed on evidence-based policy 
options to address health disparity and so-
cial disparity. From this, 46 evidence-based 
policy options were suggested. The recommendations included major policy initiatives 
successfully implemented in other countries and jurisdictions for promoting income, 
education, employment, housing, health and self-efficacy.24   

Once evidence-based policies options were available, 5,000 Saskatoon adults were 
contacted by telephone to determine their knowledge of the determinants of health 
and their levels of support for new ideas.84 Unfortunately, a majority of residents be-
lieved that health outcomes and behaviors were equally likely between income groups. 
In terms of supporting new policy, three interventions obtained the highest levels of 
community support:

• Creating work earning supplements for welfare recipients (84.1 per cent),
• Strengthening early intervention programs for youth (83.8 per cent), and
• Providing more health prevention programs (82.0 per cent).84

An Attempt at a New Health Model 
(Not Just Health Care) 

C H A P T E R  9

Dr. Mark Lemstra
Senior Epidemiologist 
Saskatoon Health Region 

Dr. Cory Neudorf
Chief Medi al Health f er 
Saskatoon Health Region 

HEALTH DISPARITY
IN SAS AT N

Analysis to Intervention
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The survey results were then transferred to the public with another 100 community 
consultations. From that, community leaders were asked to consider writing letters of 
support for new programming that was both evidence-based and had high levels of 
community support. 

Letters of support were obtained from the president and CEO of the Saskatoon Health 
Region, the Tribal Chief of the Saskatoon Tribal Council, the president of the Central Ur-
ban Métis Federation, the chairman of the Board of the Saskatoon Board of Education, 
the chair of the Greater Saskatoon Catholic School Board, the mayor of Saskatoon, all 
ten city councilors for Saskatoon, the chief of police and the Regional Inter-Sectoral 
Committee.24 

Nationally, letters of support were provided by the former Minister of Health for Cana-
da, the CEO of the Canadian Public Health Agency, the director of the Canadian Popula-
tion Health Initiative and the director of the Canadian Institute for Health Information.24 

From the University of Saskatchewan, letters of support were obtained from the Uni-
versity’s president, the dean of Medicine, the director of the School of Public Health, 
the head of the Department of Pediatrics, the head of the Department of Community 
Health and Epidemiology, the head of the Department of Psychiatry, the dean of Edu-
cation, the director of Applied Research, an associate professor within the Department 
of Political Studies, the research chair for Substance Abuse, the Canada research chair 
for Public Policy and Economic History, the co-directors for the Community University 
Institute for Social Research, the director of Quality Measurement and Analysis at the 
Health Quality Council, and the president of the Student Medical Society of Saskatch-
ewan.24 

Letters of support were also obtained from the executive director of the United Way, 
the CEO of the YMCA, the executive director of the YWCA, the executive director of 
Communities for Children, the executive director of the Canadian Cancer Society in 
Saskatchewan, the CEO of the Heart and Stroke Foundation, the president and CEO 
of the Lung Association, the administrator for the Saskatoon Community Clinic, the 
coordinator of the Student Initiative Toward Community Health (SWITCH), the execu-
tive director of the National Anti-Poverty Organization, the co-chairs of the Saskatoon 
Anti-Poverty Coalition, the executive director of the Saskatoon Friendship Inn, the CEO 
of the Saskatoon Food Bank, the community association presidents from the six low 
income neighborhoods in Saskatoon, the executive director of the Saskatoon Housing 
Coalition, the executive director of Saskatoon Ideas Inc., the president of the Saskatch-
ewan Public Health Association (SPHA), the president of the Saskatchewan Union of 
Nurses (SUN), the president of the Service Employees International Union (SEIU-West), 
and the president of the Saskatchewan Federation of Labor (SFL).24 

In response to the community consultation, several positive initiatives were an-
nounced: 24 

a. The Saskatoon Health Region (SHR) transferred approximately one million 
dollars of health resources to Saskatoon’s six low income neighborhoods 
with a primary focus on six elementary schools within those neighborhoods 
(Building Health Equity); 24 
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b. SHR incorporated “Partnering to Improve Aboriginal Health” as one of its 
five strategic directions to accomplish within the next three years; 24 

c. An Elders Advisory Council was created to consult with the Senior Leader-
ship Team and Population Health Research of SHR; 24  

d. A Memorandum of Understanding was signed between Population Health 
Research of SHR and STC to formally study health disparities and Aboriginal 
health in true partnership; 24 

e. The University of Saskatchewan’s Department of Pediatrics initiated two pe-
diatric clinics at St Mary’s and W.P. Bate’s community schools; 24   

f. The United Way allocated $50,000 for inner-city after school programs. The 
Saskatoon Health Region added $30,000 to the after-school program; 24 

g. The Catholic and Public School Boards granted access to their schools for 
school health services and health research; 24   

h. The seven Chiefs and the Tribal Chief of the Saskatoon Tribal Council pub-
lished a declaration acknowledging health disparity in Saskatoon and the 
willingness to partner on research and intervention; 24   

i. The Saskatoon Tribal Council and the Saskatoon Health Region obtained 
$300,000 for a child immunization clinic for the low income neighbor-
hoods; 24  

j. The Saskatoon Tribal Council and the Saskatoon Health Region obtained 
$785,00 for an HIV and STI prevention clinic for the low income neighbor-
hoods; 24 

k. The Government of Saskatchewan allocated $40 million dollars for low in-
come subsidized housing; 24   

l. The City of Saskatoon doubled its annual financial allocation for affordable 
housing; 24  and 

m. The Government of Saskatchewan announced a new school for St. Mary’s 
community school, which will include a new day care and wellness center. 
The total project will include $8.3 million dollars from the provincial gov-
ernment with matching funds from the Greater Saskatoon Catholic School 
Board. The City of Saskatoon contributed $500,000 to a new community 
center within the school, and Cameco contributed another $500,000 for a 
school new gym.24 

There was a significant failure during the final process. The Saskatoon Health Region, 
the Saskatoon Public School Board, the Greater Saskatoon Catholic School Board, the 
City of Saskatoon and the United Way agreed, in writing, to initiate and implement one 
of the report’s key recommendations – a Child Poverty Protection Plan. The plan was to 
model the Canada Pension Plan that reduced poverty among seniors in Canada from 
58 per cent to 6 per cent, which was the most significant public health intervention 
towards extending life expectancy among seniors.24

The Child Poverty Protection Plan was never initiated. No one really knows why. It is 
possible, but not known, that taxpayers did not like the idea of additional money go-
ing directly towards lower income parents. However, one conclusion is clear. In the 
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end, not enough knowledge translation and not enough community consultation was       
enacted to see this new public policy through to the end. 

The process of Matt Anderson was not engaged well enough to transfer big ideas into          
action.10    
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Before discussing a new idea, let’s summarize some major conclusions from this 
book that are relevant.

Lessons from Tommy Douglas: 
• If Mr. Douglas can change, we can all change.

Lessons from Matt Anderson:
• New ideas take a significant amount of time to build support from the pub-

lic. During the process, massive knowledge translation efforts and significant 
community consultations must be completed. Informed consent from com-
munities and individuals is necessary. 

• New ideas need to start in one community, demonstrate that it is effective, 
build upon levels of public support, and then expand to other communities.

• This process was followed for the Healthy Weights Initiative (adults) and the 
Healthy Kids Initiative (youth). 

Lessons from the Determinants of Health: 
• Income, education, social status and behaviors are the major determinants 

of health. Any new idea must directly, or indirectly, address these important 
variables. 

• The majority of chronic diseases, infectious diseases and injuries can be pre-
vented. 

Lessons from Non-Adherence to Medical and Behavioral Intervention:
• The majority of adults and youth are non-adherent to medical intervention 

and behavioral intervention. 
• Any new ideas must address this challenge with equally complex program-

ming, including supervised activity, buddy systems, social support from fami-
ly members and friends, extensive community consultation, patient centered 
principles, cognitive behavior therapy and advanced communication skills.

Lessons from How to Promote Medical and Behavioral Intervention: 
• The Healthy Weights Initiative (92.3 per cent adherence) and the Healthy Kids 

Initiative (89.7 per cent adherence) are examples of how to obtain high adher-
ence rates while improving a vast array of health outcomes.

Equal Opportunity Until 18 
C H A P T E R  10
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• The programs did so with supervised activity, buddy systems, social support 
from family members and friends, extensive community consultation, pa-
tient centered principles, cognitive behavior therapy and advanced commu-
nication skills.

Lessons from Health Disparity – Analysis to Intervention:
In a survey of 5,000 Saskatoon adults, two ideas had high levels of community support:

• Strengthening early intervention programs for youth (83.8 per cent), and
• Providing more health prevention programs (82.0 per cent).84

Step 1 of Equal Opportunity Until 18

Alliance Health, and other primary care medical clinics across Saskatchewan, should 
expand the Healthy Kids Initiative into new cities with new programming and more 
social support services. 

First, the initial Healthy Kids Initiative was started in three large cities (Moose Jaw, Re-
gina and Saskatoon) and should expand into eight smaller Saskatchewan cities. This 
would include Prince Albert, North Battleford, Estevan, Weyburn, Humbolt, Yorkton, 
Swift Current and La Ronge. The initiative would now include a city from all 11 health 
region areas in Saskatchewan, and as such, would include every geographic location. 
This proposal is, of course, contingent upon that after meaningful community consul-
tation that these communities want these new programs and services. In total, an addi-
tional 10,000 youth should receive additional programming at no charge.

If you wish to sign up for the program please reach
out to us using the contact information outlined below, based on your nearest community.

- Being active 5 days a week while supervised by
  a Kinesiologist
- Education sessions with a Registered Dietician
- Education sessions with a behaviour expert (Psychologist or
  Social Worker) to help start and maintain behaviours that will
  improve your health
- Bringing a “buddy” (adult & youth team) so you don’t have
  to do it alone
- The Daily Difference APP to help with fitness, dietary and
  mental health
- Smoking and vaping cessation
- NO COST for any services

Regina
Email 

admin.allianceregina@sasktel.net
306-988-6029

Saskatoon
Email

admin.alliancesaskatoon@sasktel.net
306-651-7590

Moose Jaw
Email

admin.alliance@sasktel.net
306-693-6222

Yorkton
Email

admin.allianceyorkton@sasktel.net
306-782-1155

One adult is requested to attend with
one youth in school between

grades 6-12
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Second, the initial behavioral interventions focused on physical activity promotion, di-
etary modification and cognitive behavior therapy (with a targeted goal to support be-
havioral modification within physical activity promotion and dietary modification). The 
expansion should include smoking and vaping prevention and cessation. New forms 
of cognitive behavior therapy should also be available to assist with depressed mood, 
anxiety and smoking and vaping cessation. Currently, the expanded program would 
not have the capacity to address other complex substance abuses like alcohol or drug 
addiction.  

Third, the new program should continue the evidence-based practices of including 
supervised activity, buddy systems, social support from family members and friends, 
extensive community consultation, patient centered principles, cognitive behavior 
therapy and advanced communication skills.

Fourth, the Healthy Kids Initiative (for youth) was predated by the Healthy Weights Ini-
tiative (for adults). In the past, the buddy system for the exercise sessions was normally 
a peer of the same age. In the adult program, adults regularly chose adults as their 
buddy. In the youth program, youth regularly chose youth as their buddy. For the new 
Healthy Kids Initiative, parents and/or caregivers should be encouraged to take the 
program with their own children and/or dependents. This would address a number 
of key issues that impact adherence: who is purchasing food, what food is being pur-
chased, who is preparing food and snacks, how are youth obtaining transportation to 
programming, who is providing social support in the family, who is supporting long-
term adherence in the family, and so on. Having a family member as the exercise buddy 
solves a lot of social support concerns.   

Fifth, the Daily Difference app needs to be expanded. The initial app had positive as-
pects like education on how to self-help mental health concerns and how to remain 
positive with daily, random acts of kindness. The new Daily Difference app needs to 
be able to promote exercise and diet at home with virtual learning, the ability to text 
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or FaceTime questions to health care providers, the ability to track progress, a rewards 
system, challenges, alerts and so on.  The new Daily Difference app needs to be able to 
promote mental health with virtual learning and the ability to text or FaceTime ques-
tions. 

Sixth, family doctors should be encouraged to bill the Medical Services Branch (Medi-
care) more often for prevention counselling. According to Medical Services Branch, 
billing for counselling is when the physician engages with the patient on an individ-
ual basis, where the goal of the physician and patient is to become aware of the pa-
tient’s problems or situation, and for the patient to become aware of the programs 
available for prevention and/or treatment. Counselling can also include an educational 
dialogue with the patient regarding prevention, health promotion, early detection of 
health problems, and so on. Currently, billing code 040B is used to bill for 15 minutes 
of counselling, and billing code 041B is used each additional 15 minutes of counselling. 
Accepted forms of prevention counselling by Medical Services Branch include obesity, 
smoking cessation, nicotine addiction, anxiety, depression, etc. 

Step 1 of Equal Opportunity Until 18 addresses a lot of the lessons learned throughout 
the book. It addresses Eugenics by being available to all youth and recognizing the 
potential of all youth. It involves Anderson’s principle of building consensus through 
extensive community consultation and building from one community to another. The 
program addresses income by being offered at no cost. Education is enhanced while 
being provided extensively at no cost (physical activity supervision, physical activity 
sessions, dietary education, cognitive behavior therapy, and so on). Social status is in-
corporated in that all youth are now more likely to realize their potential and partici-
pate in life’s opportunities. In order to address medical and behavioral non-adherence, 
the initiative includes supervised activity, buddy systems, social support from family 
members and friends, extensive community consultation, patient centered principles, 
cognitive behavior therapy and advanced communication skills. For levels of public 
support, the Healthy Kids Initiative strengthens early intervention programs for youth 
and provides more health prevention programs. 

Step 2 of Equal Opportunity Until 18

A program like the one above will help but only so much. Primary care clinics like Alli-
ance Health can only do so much on their own. Why?

• Income, education and social status impact health outcomes; 
• Income, education and social status impact behaviors that impact health out-

comes; 
• Income, education and social status impact adherence to medical and behav-

ioral interventions; and
• As such, a much broader initiative is also required. 

Previously, it was stated that in a survey of 5,000 Saskatoon adults, strengthening early 
intervention programs for youth had 83.8 per cent support and providing more health 
prevention programs had 82.0 per cent support within the community.
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What would happen if we asked teachers to write referrals for health 
enhancing activities to prevent disease – the same way we ask doctors to 
write medical prescriptions to treat disease?   

Let’s conclude that social status impacts health outcomes and that the manner it does 
so is that social status prevents an equal ability to fully participate in life’s opportuni-
ties. 

What would happen if there was a general fund available for teachers to write referrals 
for physical activity equipment (ex. swim suit) and instruction (ex. swim team coach 
and swimming fees), music equipment (ex. guitar) and instruction (ex. guitar lessons), 
arts equipment (ex. painting supplies) and instruction (ex. painting lessons), academic 
equipment (ex. books) and instruction (ex. tutoring), information technology equip-
ment (ex. lap top) and instruction (IT support), and so on. Whatever passion a youth 
had, their teacher could write a prescription for that youth to obtain equipment and 
instruction to fully participate in life’s opportunities. 

Like pharmacies, the teachers could write referrals to a wide range of pre-approved 
providers (ex. Pre-approved sports teams, fitness facilities, musical equipment stores, 
bookstores, tutoring facilities, computer stores, and so on). In that instance, the youth 
could obtain either the equipment or instruction they need without out-of-pocket ex-
penses.

The Equal Opportunity Until 18 system would have to be able to trust teachers the 
same way that society trusts physicians to work within Medicare. Physicians are trusted 
to write the correct prescriptions to the correct people after careful examination and 
knowledge of their patient. Sometimes there are mistakes. However, it is exceedingly 
rare to find that a physician was in a direct conflict of interest or had nefarious intent. It 
is likely that the vast majority of society will trust teachers, and it would trust teachers 
to write out referrals based on the specific knowledge of their students.   

Some would contend that some equipment and services are offered at schools or at 
for profit or not-for-profit organizations. No changes would occur to those existing sys-
tems. This is a supplemental system to ensure that lower socioeconomic children can 
obtain the equipment and extra instruction they require to fully participate in recre-
ation, sports, music, arts, academics and information technology. 

This new programming would be a good start, but additional services should also 
be considered, such as a free nutritious meal at school for lunch, medical and mental 
health services at schools, dental services at schools, and so on. There are examples of 
these services at some schools, but there is not an institutional commitment to them.  

The money could come from two potential sources. In a perfect world, the money is 
simply distributed from the provincial government to a fund controlled by teachers 
and in-kind support from health authorities. If that is not possible, many employers, 
unions and workforces have demonstrated interest in such programs. Public, private 
and not-for-profit workers could be encouraged to provide a monthly amount to a 
fund controlled by teachers. Assuming a workforce of approximately 570,000 adults 
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and 191,000 seniors for a total of 761,000 adults able to contribute, a payment of $10 
every two weeks would raise $15,220,000 per month. 

With the resources being allocated by trusted teachers, and the amounts raised go-
ing towards health promoting activities, there is little chance that the program could 
be abused. This system would avoid the stereotype sometimes repeated that parents 
cannot be trusted with money intended for their children (perhaps the reason that the 
Child Poverty Protection Plan was never started). Equal Opportunity Until 18 program 
would not deal with any money, and the equipment and instruction would be provided 
directly to children. 

This new program addresses the fact that strengthening early intervention programs 
for youth had 83.8 per cent support and providing more health prevention programs 
had 82.0 per cent support within the community.

If social status impacts health, ensuring all youth have an equal ability to participate in 
life’s opportunities is a positive step forward. 

Step 3 of Equal Opportunity Until 18

The Daily Difference App
“A positive mindset, combined with your positive actions, will result in 
a happier and healthier life”.

Kelli Lemstra

At the age of 16, Kelli Lemstra (currently 
19 years of age) created the Daily Dif-
ference app. The app was designed by 
a teen for teens to have help with com-
mon mental health and health issues 
along with ideas to promote wellness.

Along with Kelli, a team of experts 
worked together to develop the app in-
cluding a paediatrician, a family doctor, 
a school social worker, a psychologist, 
a psychiatrist, an exercise therapist, a 
dietician, an RCMP police officer, a city 
police officer and a school teacher.

The app has five main sections.

One section is titled “How to Make a Dif-
ference in Myself”. This area has self help 
tips and guidance for anxiety, depressed 
mood, suicidal thoughts, bullying, self 
harm along with wellness assistance for 
exercise and diet. The progressions are 
based on cognitive behaviour therapy. 

Designed to assist teens with mental health and wellness.

Go through step by step modules, add journal entries, keep track of 
your goals, and use the calm down kit to relax and reset.

Access to a huge catalogue of 
instructional exercise videos and 
self-assessments to get you started.

Education lessons to learn the 
fundamentals of healthy eating and 
the Canadian Food Guide.

Created by teens for teens with the 
help of a pediatrician, family doctor, 
teacher, social worker, psychologist, 
psychiatrist, registered dietician, 
kinesiologists, RCMP officer, 
and city police officer.
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A second area is called “Reflect”. This is where a youth can practice what they learned in 
the previous section. An example is challenging unhelpful thoughts.

Users receive notifications and reminders to complete weekly challenges aimed at 
building mindfulness, discipline, self-efficacy, self-assessment and reflection. Activities 
include food and sleep journals, physical activity quotas, social media cleanup cam-
paigns and monitoring automatic negative thoughts. By setting small, frequent and 
achievable goals, users can foster a positive momentum of success by overcoming 
challenges. 

Third, there is a “Calm Down Section”. There is where concepts like mindful breathing, 
meditation and progressive muscle relaxation are available. There are a number of in-
teractive sections like “worry balloons” and how to “make a grey world brighter”.

A fourth area includes “Daily Difference Ideas”. This is a 30-day plan to do random acts 
of kindness to friends or even strangers with no expectation of reward or recognition. 

The last section is a text section whereby youth can text a psychiatrist, a social worker, 
a dietician or an exercise expert. 

There is no direct or indirect charge for using the app. There are no ads. The use of 
the app is completely confidential. The app was partially funded by the Public Health 
Agency of Canada. 

The app can be downloaded on Google Play or the App Store. 

Step 4 of Equal Opportunity Until 18 

More Services in Schools

As mentioned in the text, vast non adherence to medical intervention and behavioural 
intervention is very complicated. Every effort should be made to help children who 
need help to access services. This includes providing enhanced services at local schools 
or local medical clinics. The program also requires free transportation to services from 
municipalities. 

Examples of more services in schools that require help include, but are not limited to:
• Family doctors and registered nurses in schools,
• Paediatricians in schools,
• Psychiatrists, psychologists and social workers in schools,
• Dentists and dental hygienists in schools, 
• Dieticians and kinesiologists in schools, 
• Therapists (physical, occupational, respiratory and speech) in schools,
• More educational assistants and tutors in schools, 
• Ministry of Social Services case workers in schools and
• Police officers in schools
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The health services should be provided in kind from existing resources at no cost from 
the Saskatchewan Health Authority and the Ministry of Health. 
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In plain language, we have public policy that promotes the following:
• Excellent outcomes (ex. health, social, education, justice and adherence to 

intervention) for those with excellent socioeconomic status;
• Above average outcomes (ex. health, social, education, justice and adherence 

to intervention) for those with above average socioeconomic status;
• Average outcomes (ex. health, social, education, justice and adherence to in-

tervention) for those with average socioeconomic status;
• Below average outcomes (ex. health, social, education, justice and adherence 

to intervention) for those with below average socioeconomic status; and
• Poor outcomes (ex. health, social, education, justice and adherence to inter-

vention) for those with poor socioeconomic status.

It is, of course, possible to defy the odds in any direction. However, the mathematical 
odds are not in dispute.

• Infant mortality is based on socioeconomic status, and it is based on a socio-
economic gradient from the lowest to average to the highest status;

• All chronic diseases are based on socioeconomic status, and they are based 
on a socioeconomic gradient from the lowest to average to the highest sta-
tus;

• All infectious diseases are based on socioeconomic status, and they are based 
on a socioeconomic gradient from the lowest to average to the highest sta-
tus;

• All injuries are based on socioeconomic status, and they are based on a socio-
economic gradient from the lowest to average to the highest status;

• Premature mortality, from all causes of death, are based on socioeconomic 
status, and they are based on a socioeconomic gradient from the lowest to 
average to the highest status;

• Behaviors, which predict health outcomes, are based on socioeconomic sta-
tus, and they are based on a socioeconomic gradient from the lowest to aver-
age to the highest status;

• Adherence to evidence-based medical intervention is based on socioeco-
nomic status, and it is based on a socioeconomic gradient from the lowest to 
average to the highest status;

Alliance Health – 
A New Way Forward 

C H A P T E R  11
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• Adherence to evidence-based behavioral intervention is based on socioeco-
nomic status, and it is based on a socioeconomic gradient from the lowest to 
average to the highest status; and

• Adherence to evidence-based immunizations to protect against preventable 
diseases and death is based on socioeconomic status, and it is based on a 
socioeconomic gradient from the lowest to average to the highest status.

All of this is complicated to address. How is a doctor or health care practitioner working 
at a primary care medical clinic supposed to address complex areas like income, educa-
tion, social status, and so on. These are fair points. However, it is also fair to suggest that 
new efforts can be given. Therefore, the following principles are advocated at Alliance 
Health and other clinics to promote medical adherence and behavioral adherence to 
improve health outcomes:

• More contact and follow-up with patients;
• Supervision;
• Social support with family members and friends (buddy system and social 

support contracts);
• Community consultation; 
• Patient centered medicine;
• Cognitive behavior therapy;   
• Advanced communication skills; and
• Motivational interviewing skills.

The Healthy Weights Initiative (92.3 per cent adherence) and the Healthy Kids Initiative 
(89.7 per cent adherence) are examples of how to obtain behavioral adherence in order 
to achieve positive health outcomes.

Alliance Health and other primary care medical clinics across Saskatchewan should 
expand the Healthy Kids Initiative to new cities with new programming and services. 

The initial Healthy Kids Initiative began in three large cities (Moose Jaw, Regina and 
Saskatoon), and it should be expanded into eight smaller cities, including Prince Albert, 
North Battleford, Estevan, Weyburn, Humboldt, Yorkton, Swift Current and La Ronge. In 
total, an additional 10,000 youth should receive additional programming at no charge. 
The initial behavioral interventions focused on physical activity promotion, dietary 
modification and cognitive behavior therapy (with a targeted goal to support behav-
ioral modification within physical activity promotion and dietary modification). The 
expansion should include smoking and vaping prevention and cessation. New forms 
of cognitive behavior therapy should also be available to assist with depressed mood, 
anxiety, and smoking and vaping cessation. The Daily Difference app needs to be ex-
panded. The new Daily Difference app needs to promote exercise and diet at home 
with virtual learning, the ability to text or FaceTime questions to health care providers, 
track progress, a rewards system, challenges, alerts and so on. The new Daily Difference 
app also needs to be able to promote mental health with virtual learning and the ability 
to text or FaceTime questions. 
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Alliance Health, and others, should advocate that teachers write referrals for health 
enhancing activities to prevent disease – the same way we ask doctors to write med-
ical prescriptions to treat disease. A general fund should be available for teachers to 
write referrals for physical activity , music , arts , academic, and information technolo-
gy equipment and instruction, and so on. Whatever passion a youth has, their teacher 
should be able to write a referral for that youth to obtain equipment and instruction to 
fully participate in life’s opportunities. 

Let’s all remember, if Tommy Douglas can change, we can all change.

Let’s also remember that if Matt Anderson can initiate Medicare, and expand it from       
community to community, we can start the Equal Opportunity Until 18 system in one 
community, and expand it to other communities. The secret is extensive community 
consultation and building trust.  
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This book was written and published during the global pandemic of COVID-19 in 
2020/2021.

What is interesting during infectious disease outbreaks, and pandemics, is that certain 
phrases become common like: “the disease will hit the poor and the wealthy alike”, “we 
are all in this together”, “the disease does not discriminate” and so on.

All of this is true. However, it is equally true, that infectious diseases, and the impact of 
infectious disease outbreaks, will affect those of lower socioeconomic status dispro-
portionately. It has always been the case, and it is the case now.

Determinants of COVID-19

Public Health Ontario has been doing a fine job with surveillance of COVID-19. Com-
paring low income neighborhoods to high income neighborhoods across Canada, 
COVID-19 had a 62.5% higher incidence in low income neighborhoods. In Toronto, 
COVID-19 had a 54.8% higher incidence in low income neighborhoods. In Canada, we 
have not published mortality rates by socioeconomic status yet. However, England 
and Wales have. In England, the mortality rate was 120% higher in low income neigh-
borhoods, whereas Wales the mortality rate was 96% higher in low income neighbor-
hoods.85

A publication in the Journal of the American Medical Association reviewed data from the 
United States Center for Disease Control. At that time, there were 4,289,283 COVID-19 
cases and 147,074 COVID-19 associated deaths. The authors divided income status into 
ten groups on an index. For every change from one income group to the next income 
group (for example, changing from the 10th lowest income group to the 9th lowest 
income group), the increase in incidence of COVID-19 increased by 11 per cent and the 
increase in mortality rose by 12 per cent. As such, comparing the lowest income group 
to the highest income group, the difference in incidence in COVID-19 was 99% and the 
difference in mortality was 108%. Similar findings were observed for for lower educa-
tion, unemployment, housing and food insecurity and their impact on COVID-19.86   

The Cause of the Cause 

One explanation (among a number of explanations) is that lower socioeconomic status 
residents are more likely to be overweight or obese. Obesity is emerging as a strong risk 
factor for COVID-19 incidence and prognosis.   

A Final Thought: COVID 19, 
Determinants of Health and Obesity

C H A P T E R  12
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There have been 75 papers across the globe that have looked at the association of obe-
sity with COVID-19. A research team conducted a meta-analysis and statistically pooled 
the results together. Obesity is associated with a 46% greater chance of testing positive 
with COVID-19. Once infected with COVID-19, obesity is associated with a 113% higher 
risk of hospitalization, a 74% higher risk of intensive care unit admission and a 48% 
increased risk of death.87

There are many potential explanations attempting to suggest why COVID-19 is strongly 
associated with obesity. In general, the theories center around the impact of obesity 
on the immune system.87 There are many possibilities including greater frequency of 
anti inflammatory CD4 T cell subsets Th2 and T regulatory cells.87 Other potential sug-
gestions include increased levels of inflammatory mediators, including interlukin (IL)-1, 
IL-6, IL-17 and so on.88 A new emerging theory is the impact of obesity on natural killer 
cells and mucosal associated invariant T (MAIT) cells.88

As stated earlier, Alliance Health has invested in the Healthy Weights Initiative for adults 
and the Healthy Kids Initiative for youth. Alliance Health is now advocating for expan-
sions to the programs with new services, more social support mechanisms, to new 
communities. As well, Alliance Health is advocating for the Equal Opportunity Until 18 
program.

These programs would also have a positive impact on COVID-19. The impact would be 
now – and in the future with potential additional waves and new variants. 
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The research in this book would not have been possible without the external, peer 
review, competitive research grants provided to Lemstra and his co-investigators. 

Sincere thanks to the following groups for investing:

Public Health Agency of Canada
• $1,564,875 
• $387,000
• $387,000
• $120,000
• $155,600

Health Canada
• $715,000
• $280,000

Canadian Institutes of Health Research
• $787,000
• $282,000

Canadian Cancer Society (Saskatchewan Division)
• $32,500

Canadian Tobacco Control Research Institute (Canadian Institute of Health Research, 
The Canadian Cancer Society, The National Cancer Institute of Canada, and Health   
Canada).

• $72,000

Saskatchewan Health Authority
• $10,000

The YMCA’s of Saskatoon, Regina and Moose Jaw
• In-kind contributions

The research results, and conclusions from those results, herein do not necessarily    
represent the views of the external research grantors listed above.  
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Government of Canada partners to expand 
the Healthy Weights Initiative of Moose Jaw
Innovative program will help 1,000 residents of Moose Jaw get healthier and 
reduce their risks for chronic disease

July 23, 2015 - Moose Jaw, SK - Public Health Agency of Canada

The Honourable Rona Ambrose, Minister of Health, announces the ex-
pansion of a robust community-based program that will help residents of 
Moose Jaw, Saskatchewan, to tackle obesity, achieve healthy weights and 
get healthier.

The Healthy Weights Initiative of Moose Jaw (HWI) will provide free  
supervised physical activity, dietary education and group cognitive be-
haviour therapy to 1,000 adults in Moose Jaw. The program’s multi-faceted 
approach provides participants with tools and knowledge for long-term 
success.

Eligible participants must have a doctor’s referral and a body mass index 
greater than 30. Each participant will get 60 free group exercise sessions, 
12 dietary sessions, 12 cognitive behaviour therapy sessions and two 
fitness tests over a 12-week period, followed by one group exercise session 
per week for an additional 12 weeks. A privately-funded pilot run of this 
program was offered to residents of Moose Jaw in 2014 with positive 
results including weight loss, improved blood pressure and fitness levels.

The Public Health Agency of Canada, Alliance Wellness and Rehabilitation, 
YMCA of Moose Jaw and the University of Saskatchewan are jointly invest-
ing more than $1 million in this initiative over 3 years.

Quote

The Healthy Weights Initiative of Moose Jaw has proven its success 
in helping individuals achieve healthy weights and we are proud 
to be working with Alliance Wellness and Rehabilitation and the 
YMCA to expand this project. Solving obesity issues requires collec-
tive support and effort and we must continue to work together and 
step-up our efforts to help improve the health of all Canadians.

Rona Ambrose
Minister of Health
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to External Award Nominators and Grantors
T H A N K  Y O U

A lliance Health is honored to have been externally recognized 26 times by the 
Moose Jaw Chamber of Commerce, the Regina Chamber of Commerce, the Saska-

toon Chamber of Commerce, and the Saskatchewan Chamber of Commerce. We have 
been externally recognized for Group of the Year, Business of the Year, Community In-
volvement, Customer Service, Growth & Expansion, and Innovation. External nomina-
tors have included mayors, Members of Parliament, Members of the Legislative Assem-
bly, chiefs of police, police associations, medical health officers from health regions, 
YMCA’s, the Canadian Cancer Society (SK), the Heart and Stroke Foundation (SK), and 
the Public Health Agency of Canada.

We are also pleased to have been recognized by the Government of Saskatchewan’s 
Ministry of Labour for Work and Family Balance. This award was nominated by our em-
ployees.

We are humbled for the recognition received for our Daily Difference app for youth, 
including the YMCA’s P.E.A.C.E. medal, the YWCA’s Women of Distinction, the Police’s 
Innovation award and Chief’s Commendation, and the Lieutenant Governor of Sas-
katchewan/Prairie Action Foundation’s Youth Leadership Award.

In the first and only external review of rehabilitation centers in Saskatchewan, our clinic 
had the highest overall score in the province.

Alliance Health is honored by our external nominators and humbled by the external 
recognition.  

Outside of Alliance Health, Lemstra is honored to thank the following organizations 
for knowledge translation award nominations to the Canadian Institutes of Health Re-
search for work performed on health disparity analysis and intervention (nominations 
over a four year period):

• School of Public Health (University of Saskatchewan), Saskatoon Tribal Coun-
cil and Saskatoon Star Phoenix.

• Saskatoon Star Phoenix. 
• Saskatoon Tribal Council.
• Saskatoon Health Region, Saskatoon Tribal Council, Saskatoon Public School 

Board, Greater Saskatoon Catholic School Board, United Way and the Ministry 
of Health (Saskatchewan).               
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A B O U T  T H E  A U T H O R

M y career really began when I started writing my first Masters degree thesis look-
ing at the impact of the Government of Saskatchewan’s decision to move from 

tort insurance (litigation) to no fault insurance (scheduled benefits) for motor vehicle 
injury compensation. The primary motivation for the new legislation was that the prov-
ince of Quebec (no fault) had one tenth as many motor vehicle injury claims for whip-
lash as Saskatchewan (tort). 

In response to the new legislation, injury claims reduced by 43 per cent, injury duration 
reduced by 45 per cent, and costs reduced by $108 million per year (despite improved 
benefits).89,90 The results were published in the New England Journal of Medicine and dis-
cussed in news outlets like the New York Times, LA Times, Chicago Times and USA Today. 
It was surprising to me that legislation could have such a significant impact on injury 
claim incidence, injury claim duration, and injury claim costs. 

Academically, I have nine university de-
grees. From the University of Saskatche-
wan, I have a Bachelor of Science, a Master 
of Science in Physical Medicine and Re-
habilitation and a PhD in psychiatry. From 
Erasmus Medical School in the Netherlands, 
I have a Master of Public Health, a Doctor of 
Public Health, a Master of Science in Epide-
miology, a Doctor of Science in Epidemiol-
ogy and a PhD in Epidemiology. From the 
University of Liverpool, I have a Master of 
Business Administration. The ninth degree 
(MBA) was online whereas the first eight 
degrees were conventional in person learn-
ing. In total, I went to university for 33 years. 

Employment wise, I began my career as an 
Officer in the Canadian Armed Forces for 
three years. I worked one and a half years at 
the University of Saskatchewan’s College of 
Medicine as the Coordinator of Behavioral 
Medicine and two years in the College of 
Pharmacy as a Senior Epidemiologist, while also serving as an adjunct professor in Psy-
chiatry, and an adjunct professor in Pediatrics. I have taught ten classes for the Johnson 
Shoyama School of Public Policy, eleven classes for the School of Public Health, and 
one class for the Edwards School of Business at the University of Saskatchewan. I was 
the Director of Epidemiology for two years at the Saskatoon Tribal Council and I was 
the Manager of Population Health, Director of Teaching Health Research and Senior 
Epidemiologist at the Saskatoon Health Region for four and a half years. 
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BSTRACT

 

Background and Methods

 

The incidence and prog-
nosis of whiplash injury from motor vehicle colli-
sions may be related to eligibility for compensation
for pain and suffering. On January 1, 1995, the tort-
compensation system for traffic injuries, which includ-
ed payments for pain and suffering, in Saskatch-
ewan, Canada, was changed to a no-fault system,
which did not include such payments. To determine
whether this change was associated with a decrease
in claims and improved recovery after whiplash in-
jury, we studied a population-based cohort of per-
sons who filed insurance claims for traffic injuries be-
tween July 1, 1994, and December 31, 1995.

 

Results

 

Of 9006 potentially eligible claimants, 7462
(83 percent) met our criteria for whiplash injury. The
six-month cumulative incidence of claims was 417
per 100,000 persons in the last six months of the tort
system, as compared with 302 and 296 per 100,000,
respectively, in the first and second six-month periods
of the no-fault system. The incidence of claims was
higher for women than for men in each period; the in-
cidence decreased by 43 percent for men and by 15
percent for women between the tort period and the
two no-fault periods combined. The median time from
the date of injury to the closure of a claim decreased
from 433 days (95 percent confidence interval, 409 to
457) to 194 days (95 percent confidence interval, 182
to 206) and 203 days (95 percent confidence interval,
193 to 213), respectively. The intensity of neck pain,
the level of physical functioning, and the presence or
absence of depressive symptoms were strongly asso-
ciated with the time to claim closure in both systems.

 

Conclusions

 

The elimination of compensation for
pain and suffering is associated with a decreased in-
cidence and improved prognosis of whiplash injury.
(N Engl J Med 2000;342:1179-86.)

 

©2000, Massachusetts Medical Society.
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HIPLASH injury results from accel-
eration–deceleration forces applied to
the neck, usually in motor vehicle col-
lisions.

 

1

 

 This type of injury is a com-
mon cause of chronic neck pain in industrialized
countries. Symptoms of whiplash include pain in the
neck, shoulder, or arm; headache; jaw pain; dizzi-
ness; tinnitus; and memory and concentration diffi-
culties.

 

2

 

 The subjective nature of these symptoms and

W

 

their high prevalence have led to controversy over
the determination of their cause and appropriate finan-
cial compensation.

 

3-6

 

 An insurance system in which
financial compensation is determined by the contin-
ued presence of pain and suffering provides barriers to
recovery. In this respect, such an insurance system
may promote persistent illness and disability.

In 1995, on the basis of a systematic review of the
literature on whiplash injury, Spitzer et al. recom-
mended minimal intervention, including reassurance,
encouragement to resume normal activity, and sim-
ple exercises to be performed at home for acute in-
jury.

 

2

 

 They found little support for other treatment
approaches. The report by Spitzer et al. raised the pos-
sibility that regional variations in the incidence and
prognosis of whiplash injury might be due to differ-
ent incentives in insurance-compensation systems. The
authors strongly recommended that prognostic stud-
ies be performed to determine risk factors and the
influence of insurance incentives.

Saskatchewan Government Insurance is the only
insurer for motor vehicle injuries in Saskatchewan,
Canada, a province with approximately 1.1 million res-
idents. On January 1, 1995, the province’s tort system
for compensation was changed to a no-fault system.
This change provided an opportunity to conduct a
natural study. Under the tort system, persons injured
in motor vehicle collisions could sue for pain and suf-
fering, and the number and cost of claims were es-
calating. With the change to a no-fault system, pay-
ments for pain and suffering — and therefore most
court actions — were eliminated, and medical and
income-replacement benefits were increased. Tort ac-
tion was still possible under the no-fault system if
costs exceeded the benefits (e.g., if medical costs ex-
ceeded $500,000 or if the annual income-replacement

The New England Journal of Medicine 
Downloaded from nejm.org on July 3, 2020. For personal use only. No other uses without permission. 

 Copyright © 2000 Massachusetts Medical Society. All rights reserved. 
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I have been the owner of multi-disciplinary health clinics for 16 years. At time of writing, 
Alliance Health had six clinics in Moose Jaw, Regina, Saskatoon, Warman and Yorkton. 
As mentioned in the text, the clinics will attempt to expand to all cities in Saskatche-
wan in order to offer new services, new programs and new social support initiatives. 
The clinics offer family medicine, walk in services, medical specialists, surgeons, nurses, 
pharmacists, therapists and diagnostic technicians.  

All of that said, in order to write with conviction, sometimes personal experience is 
required. 

My mother and father grew up as children in occupied Netherlands during World War II. 
Nazi led Eugenic policies brought unspeakable horror to my parents, and their families, 
and they emigrated to Canada after the war. The war time experience brought out the 
very best in my mother, and the absolute very worst in my father. My father had a grade 
six education and my mother had a grade eight education. Both of my brothers were 
born in the Netherlands; whereas I was born and raised in Saskatchewan. 

Our family lived in poverty for the first years in Saskatchewan including living in a shack 
built by my father above the family business (a bakery). This embarrassed me consider-
ably and I never took friends to my home. Through incredible hard work of my mother, 
who worked full time at night, and full time during the day, and raised children during 
the few breaks, our family rose to middle income status and purchased a middle in-
come home. However, this incredible work pace of my mother was obviously not sus-
tainable and our family eventually returned to low income status, sold the bakery, sold 
our home, and moved. 

My father was physically and emotionally abusive. As such, my oldest brother quit 
school, left home at the age of 14, and was homeless for most of his life. He was con-
victed for a few crimes, spent time in jail, was assaulted in jail, spent most of his life on 
Social Assistance, and eventually brought two children into the world. Both children 
were born with a number of challenges due to risk behaviors of their mother during 
pregnancy. Eventually my niece and nephew were apprehended by Social Services. 
The two children had very difficult lives but that will not be discussed here. Along the 
road of much pain and suffering, my oldest brother eventually died homeless from a 
combination of untreated lung cancer (due to smoking four packs of cigarettes a day), 
extreme alcoholism, and drug abuse. 

My other brother was an academic genius and won many academic awards. He was the 
first in our family to obtain a university degree. He was my hero and will always be cher-
ished by me for his kind nature. However, the pain of watching our older brother suffer, 
and his two children suffer, led to alcoholism. The constant bad news was too much to 
take. When our family received terrible news about our niece, my second brother went 
on a drinking binge and could not stop. My second brother died from an untreated 
slow bleed in his brain and extreme alcoholism. 

My father eventually passed away – never conceding or apologizing for the impact he 
had on his wife and his three children. The mere thought of my father can bring tears 
to my eyes. 
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For many years, I had two very close friends. My best friend died in a skiing accident. My 
other close friend died prematurely and unexpectedly. The social support provided by 
my two closest friends has never been replaced. 

I have suffered from anxiety for the majority of my life. However, a few years ago, the 
accounting team that supported my business was caught stealing from my company. 
On the day the police were called, the book keeper committed suicide. The on-going 
fraud to conceal the thefts, the follow up police investigation, and civil litigation, led 
to extreme anxiety and panic attacks every day for years. On many occasions, I did not 
think I had the strength to survive. 

I have Asperger’s Syndrome. I have underdeveloped social skills, difficulty speaking 
in social situations, awkwardness with empathy on some matters, trouble expressing 
emotion, some difficulty with eye contact, limited interests, obsession with routine, 
compulsion with order, a limited ability to understand sarcasm, a complete inability to 
perform puzzles, a limited ability to embrace new technology, I speak in a monotone 
voice and I interpret everything literally. I wish so very much that I was different. I hide 
who I am from everyone because I am ashamed.

Along my path, I have witnessed many of the things I talk about in my book. I have 
witnessed premature death amongst my two brothers and two closest friends. I under-
stand the impact that poverty, and the lack of education, had on my family, my oldest 
brother, and his children. I understand mental health problems personally. I compre-
hend risk behaviors like alcoholism, and their underlying causes, and realize why it is so 
difficult for many to make changes. I have seen non adherence to medical care and be-
havioral intervention first hand and the impacts of those decisions. For example, I once 
asked my oldest brother that if he could choose, would he choose to live 30 days and 
continue with smoking, alcohol abuse and drugs, or quit his risk behaviors and live for 
a year. He said he would choose 30 days of living with risk behavior. His children were 
13 and 11 at the time. Risk behaviors were not only more important to my brother than 
his own life, but risk behaviors were more important to my brother than the health and 
security of his children. From all of this, I observed that children have limited impact on 
their outcomes due to the massive influence of their parents and caregivers. As such, I 
advocate for an Equal Opportunity Until 18 program based on science but also based 
on personal experience. 

Although I have some university education, I have learned a lot more from my front 
row seat to life and all of its complexities. I have experienced some limited success, but 
I have known much more failure. 



 

Equal 
Opportunity 
Until 18 is 
an extension 

of work 
previously 

performed by 
Alliance Health 

for the Healthy 
Weights Initiative 

and the Healthy 
Kids Initiative. These 

comprehensive programs, 
offered at no cost, promoted 

adherence to behavioral intervention  
while accomplishing positive health outcomes. The proposal is to 
include new services, more social support mechanisms, to new 
communities.

As well, Equal Opportunity Until 18 advocates a novel idea whereby 
teachers are asked to write referrals for students in their classroom to 
gain access, at no cost, to equipment and instruction for fitness, sport, 
music, arts, academics and information technology.  An innovative 
funding and delivery model is proposed.
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