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Commentaire

have confidential access to all pertinent files and records
and will be able to consult others (while preserving the
anonymity of authors and reviewers). As ombudsman he
will write an annual report of his findings with regard to
complaints (again, preserving anonymity), his recommen-
dations and the resultant changes made at CMAJ. The
complete report will appear each year in CMAJ and on our
Web site.

Readers, authors, peer reviewers and indeed anyone who
feels that he or she has not been treated fairly by the jour-
nal should first correspond with the editors and outline the
nature of the complaint. We will respond. If that response
is judged unsatisfactory, the complaint (and our reply)
should be sent to the ombudsman, c/o CMAJ, 1867 Alta
Vista Dr., Ottawa ON  K1G 3Y6; fax 613 565-5471; email
ombudsman@cma.ca.

CMAJ is produced not just by editors and authors, but
also by readers, peer reviewers, letter writers, journalists

and the public. Dr. Dossetor’s help as ombudsman and eth-
ical consultant is a welcome addition to the journal’s “con-
stituent assembly.”4
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Two years ago in Walkerton, Ont., drinking water
contaminated with bacteria made more than 2300
people ill and caused 7 deaths. The full conse-

quences, from renal damage caused by Escherichia coli
O157:H7, will not be felt for many years. Canada was
shocked to find itself welcoming the 21st century with a
problem that belonged in the 19th century.

The Bruce-Grey-Owen Sound Health Unit played a
critical role in controlling the outbreak. The local medical
officer of health, Dr. Murray McQuigge, acted quickly and
decisively.1 Furthermore, he established himself as a credi-
ble independent spokesman. Indeed, public health was vir-
tually the only public service that emerged with some credit
from this tragedy.2

But the key lesson learned from the Walkerton outbreak
is that we cannot take public health for granted. The out-
break happened because institutions vital to the infrastruc-
ture of public health were neglected. The incompetence of
the operators of the local waterworks and the policy negli-
gence of the Ontario government are the most obvious and
most important proximate causes.2 The problems, however,
run much deeper than just one government in one prov-
ince. They go back many years and can be found, to a
greater or lesser degree, in every jurisdiction in the coun-
try. My commentary will focus on the public health system

in Ontario — the system I know best — but I believe that it
has application across Canada.

Ontario’s public health system is not broken. It is staffed
by dedicated professionals and does many things well. But it
is fragile, particularly in some of the small rural areas of the
province. Public health could be much better.

A strong public health system requires stable and ade-
quate funding, a sophisticated staff trained in modern
methods of surveillance and analysis of health and environ-
mental data and in risk and media communication, and,
above all, professional independence from politicians and
government bureaucracies.

The current system of funding public health in Ontario
is unsupportable. It relies on the willingness of individual
municipalities to pay their share. The resulting funding —
a little over 1% of all health care expenditures — is inade-
quate. Per capita funding rates vary almost threefold be-
tween health units.

Modern public health requires increasing specialized ex-
pertise. Small health units simply lack the resources to ac-
commodate this. They are becoming as anachronistic as the
cottage hospital. A population base of at least 200 000, and
ideally considerably more, is necessary to support a truly
up-to-date public health department.

Public health officials must always be free to speak and act
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in the interests of public health. Unfortunately, public health
in Ontario, and across Canada, is too enmeshed with politi-
cians and bureaucrats to ensure this. Although the problem
exists throughout the system, it is most acute at Ontario’s
most senior level. The chief medical officer of health and the
staff of the Public Health Branch must serve 2 masters: the
government and the public. It should surprise no one that, as
career civil servants, they all too often give priority to the
former over the latter. They follow when they should lead.

Fixing these problems will require radical restructuring.
The public health system must be given a firm funding
base, be reorganized to enhance professionalism and be dis-
entangled from politics and bureaucracy.

The Ontario legislature should create a provincial board
of health, an agency independent from government. The
provincial government would fund the agency, just as it
funds all other essential health services. The board of
health would hire the chief medical officer of health, who
would provide leadership and direction to the system.
There would be a strong central office, with the expertise
and resources to support work in the field. Local health
units would be consolidated, from the current 37 units in
Ontario to about 15 units. Every province in Canada would
benefit from some of these reforms.

Change is also required at a national level. Health
Canada employs many excellent public health scientists and
professionals. Too much of their time and efforts are con-
sumed, however, by the Byzantine politics of the federal
bureaucracy and the interminable jurisdictional squabbling
with the provinces. An arm’s-length agency, based on the
model of the US Centers for Disease Control and Preven-
tion, would be a step forward.

Public health is, to a large degree, a victim of its own
success. There are no testimonials for diseases prevented or
outbreaks averted. In normal times, public health is all but
ignored by the media and politicians alike. They assume
that nothing can go wrong. Public health is neglected until
a disaster such as Walkerton captures their attention. Then
they wring their hands in dismay and pontificate about the
need to strengthen the public health system, until of course
the disaster fades from memory and public health again
drops out of their radar screen.

In June 2001 I testified before the Walkerton inquiry
and drew specific attention to the fact that 7 Ontario health
units did not have a medical officer of health, as the law re-
quires. Huron County, immediately adjacent to Walkerton,
had not had a medical officer of health for 6 years. These
observations drew media attention and sparked questions in
the provincial legislature.3 The then, and current, Ontario
minister of health publicly reaffirmed his commitment to
filling these positions. Mr. Justice O’Connor’s first recom-
mendation in his report of the Walkerton inquiry spoke to
the need to appoint medical officers of health.2

As I write this commentary in April 2002, 10 months af-
ter my testimony at Walkerton, there are still 7 Ontario
health units without a medical officer of health, including
Huron County. Inaction speaks louder than words.
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