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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 forced sterilization 
of human beings 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.

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: 

• a family whose mental rating is low i.e., anywhere from high grade moron 
to mentally defective, 

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

• a family subject to social disease and 

• so improvident as to be a public charge”

As such, one of the solutions proposed by Mr. Douglas was:

“Sterilization of physically unfit and mental defectives”

According to Mr. Douglas, what would happen if forced sterilization of women did not occur? 

“The result is an ever increasing number of morons and imbeciles who continue to be a charge on 
society.”

Would any women object to forced sterilization?

No. To subnormal women “the parental instinct is not paramount” and that “sterilization would 
deprive them of nothing that they value highly”. 

Did Mr. Douglas say why?

Because subnormal people represent “broken earthenware from life’s garbage heaps”. 

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 Anderson’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, important public policies. 
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On a scroll given to Matt Anderson, the Government of Saskatchewan bestows recognition of 
Mr. Anderson as “Initiator of Canada’s First Health Plan”. The scroll is signed by former Premier 
Allan Blakeney. Outside of the town of Bulyea, Saskatchewan, a large, provincial, historic plaque 
is located on Highway 20. The plaque is dedicated to Matt Anderson by the Government of 
Saskatchewan and states, in part, “in 1939, Matt Anderson’s Bill was passed and health insurance 
districts, based on this plan, were established”.

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 to a municipal tax. In return, each resident would receive comprehensive 
medical attention with family doctors, specialist services, surgery, prescription medications, and 
up to 21 days of hospital accommodation. Within a few years, 107 municipalities, 59 villages and 
14 towns had adopted some form of Matt Anderson’s Bill.

From here, the book will discuss the determinants of health. Income and education are the major 
determinants of health, the major determinants of behaviours that predict health outcomes, and 
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. 

Statistics Canada released a comprehensive study on the impact of education on premature 
mortality after prospectively and longitudinally following 2.7 million adults for 16 years. After 
adjustments for age, 27 percent of premature mortality in men, and 22 percent of premature 
mortality in women, are due to lower educational status. Overall, Statistics Canada concludes 
that lower educational status predicts 50,000 premature deaths per year in Canada – or the 
mathematical equivalent of all deaths from heart disease and stroke combined (see Appendix 
at end). A second study from Statistics Canada found lower income status predicts 40,000 
premature deaths in Canada on an annual basis.

A study from the New England Journal of Medicine prospectively followed 84,129 participants 
for 14 years and found that 82% of heart disease can be prevented (or at least delayed) with 
five behaviors. Another study from the New England Journal of Medicine prospectively followed 
84,941 participants for 16 years and found that 91% of type-2 diabetes can be prevented (or at 
least delayed) with five behaviors. A study published in Nature Reviews / Cancer concluded that 
79% of all cases of cancer can be prevented (or at least delayed) with five behaviors. The five 
behaviors that prevent a majority of heart disease, type-2 diabetes and cancer include smoking 
cessation, a healthy diet, obesity reduction, regular exercise and drinking alcohol in moderation.

One of the ways that social determinants, like education, impact health outcomes is that 
education impacts behaviors. For example, education impacts smoking behavior, and smoking 
then influences disease incidence, prevalence and premature death. Using the Statistics Canada 
analysis from above, education status predicts 53 percent of smoking related deaths in men, and 
51 percent of smoking related deaths in women (see Appendix at end).

Another important discussion will focus on non-adherence to medical care and behavioral 
modification. A majority of patients do not adhere to medical or behavioural interventions – even if the 
interventions save lives. This complexity must be understood, and addressed, in any health and health 
care treatment system.
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For example, a study from the Healthy Quality Council of Saskatchewan reviewed patients 
who suffered a heart attack and were subsequently hospitalized. Only 23% of patients filled 
prescriptions for cholesterol lowering medications after leaving the hospital (primary non 
adherence). Of those who did fill their prescription, 36% were still taking their medications at 
one year (secondary non adherence). Overall, only 8.3% of patients were adhering to evidence 
based medications at one year after a heart attack (36% of 23%).

A study from Saskatchewan, published in the Canadian Journal of Cardiology, also reviewed 
primary medication adherence after hospitalization. After a heart attack, the mean duration 
of time Saskatchewan patients took to fill their first evidence based prescription was 649 
days. After heart failure, the average duration was 764 days. Once patients eventually initiated 
therapy, 40% of heart attack and 49% of heart failure patients quit taking their medications 
within one year. Among those who quit, approximately one-third stopped within the first month 
of therapy.

As such, the World Health Organization systematically reviewed the literature on non-adherence 
to medications and concluded the following: a) medications do not work if patients do not take 
them, b) medication non adherence is a worldwide problem that crosses all jurisdictions, 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.

Like most jurisdictions, the Saskatoon Health Region offers a free, evidence-based cardiac 
rehabilitation program after a patient is hospitalized for ischemic heart disease, percutaneous 
transluminal coronary angioplasty, or a coronary artery bypass graft procedure. A review 
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. Disappointingly, 66.7 per 
cent quit the program and, as such, only 4.2 per cent of eligible patients overall complete the 
program. The main predictor is socioeconomic status as those with lower incomes were 76 per 
cent more likely to quit the program in comparison to higher income residents.

As such, a major predictor of adherence to medical intervention, and behavioral modification, 
is income and education status. Even if a healthcare treatment model is preferred over a health 
model, socioeconomic status still needs to be addressed in order to improve adherence.

A new health model (not just health care model) was actually attempted by the 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 writing. 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 at the time.

In the survey of 5,000 Saskatoon adults conducted by the Saskatoon Health Region, and 
published in the Canadian Journal of Public Health, strengthening early intervention programs 
for youth had 83.8% support and providing more health prevention programs had 82.0% 
support within the community. This community support forms the basis for Equal Opportunity 
Until 18.
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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. These initiatives 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 proposal 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 services.

For the Healthy Weights Initiative (adults), and the Healthy Kids Initiative (youth), 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 cognitive behavior therapy 
session per week (12 in total) led by a registered psychologist or social worker. The program 
also included a “buddy system”, three signed social support contracts with family members or 
friends, and access to an app called The Daily Difference. All of the services were offered at no 
cost to participants.

Before starting, 153 community consultations occurred. The programs started in one community 
(Moose Jaw), and then progressed to a second community after another 100 community 
consultations (Regina), and then progressed to a third community after another 51 community 
consultations (Saskatoon). The community consultation process, and expanding from one 
community to the next, is the same process used by Matt Anderson to initiate Canada’s First 
Health Plan. 

Due to vast social support services, the Healthy Weights Initiative had a program adherence 
rate of 92.3% and the Healthy Kids Initiative had a program adherence rate of 89.7%. Positive 
outcomes included reducing the prevalence of very depressed mood in youth from 60.4% to 
23.6%.

The proposal is to expand Healthy Kids Inititive programming to eight more cities in 
Saskatchewan, expand the services (ex. add smoking cessation and vaping cessation strategies), 
include more social support services, and expand the functions of The Daily Difference app.

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 program is similar to the concept of doctors writing prescriptions to 
pharmacists, on behalf of patients who are in need of care.

What would happen if there was a general fund available for teachers to write referrals for 
physical activity equipment (e.g., swim suit) and instruction (e.g., swim team coach and 
swimming fees), music equipment (e.g., guitar) and instruction (e.g., guitar lessons), arts 
equipment (e.g., painting supplies) and instruction (e.g., painting lessons), academic equipment 
(e.g., books) and instruction (e.g., tutoring), information technology equipment (e.g. laptop) 
and instruction (e.g., IT instruction and support) and so on. Whatever passion a youth has, their 
teacher could write a referral for that youth to obtain equipment, instruction and transportation 
at no cost in order to fully participate in life’s opportunities. 
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Like doctors and pharmacies, the teachers could write referrals to a wide range of pre-approved 
providers (e.g., pre-approved sports teams, fitness facilities, musical equipment stores, book 
stores, tutoring facilities, computer stores and so on). In that instance, youth could obtain the 
equipment or instruction they need without any out-of-pocket expenses.

In order for this program to work, we would have to be able 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. It is 
likely that the vast, vast majority of society trust teachers – and would trust teachers to write out 
referrals based on their specific knowledge of their own students in their own class.

The money for teachers to write referrals 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 with additional 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 provincial workforce of approximately 570,000 adults, and 
191,000 seniors, for a total of 761,000 adults able to contribute, a payment of $20 per month 
would raise $15,220,000 per month. 

If education impacts health outcomes, behaviors, and adherence to medical intervention, 
every effort must be made to ensure educational opportunities in youth. If income impacts 
the ability of youth to participate in educational opportunities; then equipment, instruction 
and transportation need to be provided at no cost. In order to facilitate participation, more 
health care services are required for children at either their local school or their local medical 
clinic. Equal Opportunity Until 18, under the guidance of our respected teachers in our own 
communities, will allow all youth a chance to fully participate and thrive.  

Remember, if Tommy Douglas can change, we can all change.

About the Author

From the University of Saskatchewan, Dr. Lemstra has a Bachelor of Science, a Master of Science in 
Physical Medicine and Rehabilitation and a PhD in psychiatry. From Erasmus Medical School in the 
Netherlands, Lemstra has a Master of Public Health, a Doctor of Public Health, a Master of Science in 
Epidemiology, a Doctor of Science in Epidemiology and a PhD in Epidemiology. From the University of 
Liverpool, Lemstra has a Master of Business Administration. 

Lemstra is the owner of Alliance Health which has multi disciplinary clinics in Moose Jaw, Regina, 
Saskatoon, Yorkton and Warman. The hope is to expand the clinics to other communities in order to 
offer new services, new programs, and new social support services.
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Statistics Canada -
Percentage of Premature Deaths in Canada Predicted by Lower Education Status (Men)

Cancer overall (malignant neoplasms) 28.9%
Stomach  38.6%
Colon and rectal  22.0%
Liver  26.9%
Trachea, bronchus and lung 55.4%
Prostate 10.6%

Diabetes mellitus 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 diseases 36.4%
Cirrhosis of the liver 48.9%

Injuries 33.1%
Unintentional injuries 29.8%
Road traffi  c collisions 35.3%
Intentional injuries 39.2%
Suicides 38.7%

Smoking related diseases 52.5%
Alcohol related diseases 53.0%
Alcohol use disorders 50.9%
Illegal drug related diseases 36.7%
Infectious or communicable diseases 10.5%

All causes of death 26.5%



CAD $9.99

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.


