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“Think Tank on the Future of
Public Health in Canada”
Calgary, May 10, 2003

John Frank, MD,CCFP, MSc, FRCPC1
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These proceedings document discussions at a national Think Tank on the Future of
Public Health in Canada that was held in Calgary on May 10, 2003 just prior to
the 94th annual conference of the Canadian Public Health Association. The Think

Tank was a historic gathering of public health experts and health system stakeholders who
were brought together to discuss the necessary steps to improve Canada’s public health sys-
tem. The meeting was prompted by the increasing concern for the state of Canada’s public
health system infrastructure. The system’s ability to prevent, detect, and respond to public
health emergencies, as well as the ongoing public health challenges facing Canadians have
been questioned.1,2 A federal/provincial/territorial assessment of public health system
capacity reported in 2001 that the system had experienced a loss of resources resulting in
widespread concern for the resiliency of the system infrastructure to respond consistently
and proactively to the demands placed upon it.3 The recent experience with SARS has fur-
ther intensified such concerns.

The Think Tank was sponsored by the CIHR Institute of Population and Public Health
(referred to hereafter as the “Institute”), whose mandate is to strengthen Canada’s ability to
use scientific evidence to inform public health policy and practice.4 The potential impact
of the Institute’s work is dependent on the extent to which the public health system has
the capacity to fulfill its functions and integrate new and existing knowledge.

In the latter half of 2002, the Institute struck an ad hoc Steering Committee on the
Future of Public Health in Canada composed of two dozen public health leaders from
across Canada.5 This group oversaw the investigation of alternative “best practices” for
funding and organizing public health services in other countries as well as in Quebec
(which has developed a unique provincial public health system). The key themes from this
work were integrated with current knowledge of public health challenges and public health
system capacity in Canada, and summarized in a background paper6 distributed prior to
the Think Tank meeting.

Attendance at the Think Tank was by invitation and included members of the project’s
Steering Committee with the addition of selected public health experts, representatives
from national professional associations, non-governmental organizations, politicians, and
other health system stakeholders. A list of attendees is provided in Appendix 1.

Public Health Challenges, System Capacity and Findings from Other Countries
Initial presentations at the Think Tank highlighted key findings summarized in the back-
ground paper.6

Public Health Challenges in Canada
Dr. John Frank, Scientific Director of the
Institute, provided an overview of public
health challenges in Canada. As a whole,
Canadians are healthier than ever before,
but there continue to be major inequali-
ties/disparities in health status between pop-
ulation groups. Inequalities have their roots
in the social, economic, cultural, and envi-
ronmental determinants of health. For
example, mortality rates vary considerably
among provinces and territories, across
socio-economic groups, and substantial dif-
ferences are observed between Aboriginal
populations and the rest of Canadians. The
public health challenges facing Canada
include new and emerging communicable
disease threats such as SARS and West Nile
Virus, while at the same time, old foes have
not disappeared (e.g., HIV, tuberculosis,
community water-borne disease outbreaks).
Communicable diseases are currently receiv-
ing substantial attention, but chronic dis-
eases and injuries are the leading causes of
death and disability for all age groups and
today’s public health challenges include epi-
demic numbers of obese adults and chil-
dren, continued high smoking rates – espe-
cially in particular regions and among cer-
tain segments of the population – and
increasing rates of asthma in children.

Canadian Public Health System
Capacity
Dr. David Butler-Jones, immediate past
president of the Canadian Public Health
Association (CPHA), and Vice-Chair of
the Public Health Capacity Sub-
Committee of the Federal/Provincial/
Territorial Advisory Committee on
Population Health, summarized key find-
ings from the capacity report.3 Based on a lit-
erature review and a survey of key informants
within and outside the public health system,
the report’s key findings included reported
reductions in province- and territory-
wide programming as a result of transfer of
funding and responsibility to regional
structures. Smaller provinces were more
likely than larger ones to have discontinued
or reduced health surveillance, health pro-
motion, disease and injury prevention, and
health protection programs. The vast
majority (36 of 37) of key informants from
outside the public health system* stated
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that Canada did not have a very integrated
and effective public health system.
Resources in many areas had been cur-
tailed, diverted or not replenished in line
with ongoing and emerging requirements.
There was widespread concern expressed
about the resiliency of the public health
infrastructure and the ability of the system
to respond consistently and proactively to
the demands placed upon it. There were
significant disparities between “have” and
“have not” provinces and regions in their
capacity to address public health problems.
In addition, the resources to deliver com-
prehensive, high quality public health pro-
grams and services do not appear to be
evenly distributed across Canada. The
capacity report’s findings were consistent
with previous assessments of the public
health system by the Krever Commission7

and the Auditor General of Canada.8

Key Findings from Other Countries
Dr. Brent Moloughney, the project consul-
tant, provided an overview of key findings
from the investigation of other countries’
public health systems. Background docu-
ments and key informant interviews were
conducted for England, Australia, New
Zealand, and the United States (US).
Concern for public health systems was pre-
sent in all of the four countries that were
assessed. The impact of health system
restructuring, chronic system underfund-
ing and inattention, a shift in focus from
communicable to chronic diseases, as well
as the need to address emerging threats
such as bioterrorism, had prompted coun-
tries to take steps to improve their public
health system’s infrastructure.

Many countries have taken action to
define the essential functions of their pub-
lic health systems and developed mecha-
nisms to assess their implementation.
National level leadership has been critical
to support the articulation of the key
issues and challenges facing public health
and implement comprehensive strategies
to address the deficiencies in the system’s
infrastructure. In all of the countries
reviewed, the national level of government
funds a substantial portion of the public
health system infrastructure. A robust cen-
tral public health institute to support the
essential public health functions was
observed in the US and England, as well
as other European nations (e.g., Norway,

Netherlands). Many of the countries
reviewed have developed specific plans to
address a multitude of public health infra-
structure elements (e.g., workforce devel-
opment, information management, per-
formance and accountability standards,
public health research and development,
etc.).

Recommendations for Improving
Canada’s Public Health System
Based on the collective experience of the
Steering Committee’s members, the results
of the previous Canadian key informant
capacity survey, the findings from the
review of other countries’ efforts to
improve their public health systems, as well
as a review of Quebec’s Public Health sys-
tem, the background paper identified the
following key infrastructure elements of a
national public health system:
• Clearly defined essential functions of

public health;
• Defined roles and responsibilities at each

level of the system (national,
provincial/territorial, regional/local);

• Consistent, modern legislation within
each jurisdiction across the country to
support those functions, roles and
responsibilities;

• Appropriate delivery structures to
accomplish functions, roles, and respon-
sibilities within each jurisdiction;

• Appropriate funding levels and mecha-
nisms that ensure equitable availability
of public health services to all
Canadians;

• Appropriate numbers of well-trained
staff;

• Appropriate information systems to sup-
port assessment and surveillance;

• Access to expertise and support to devel-
op a prospective vision, carry out these
responsibilities expertly and efficiently,
and support innovation and evaluation;

• Accountability mechanisms at each level
of the system.
Several items were identified by the

Steering Committee as potential prelimi-
nary steps to improve the public health sys-
tem infrastructure including:

• Define the Public Health System:
– Reach consensus on essential func-

tions of the public health system;
– Implement system performance assess-

ment;

– Establish standards for minimum
public health programs and services;

– Strengthen public health legislation.
• Strengthen Public Health System

Structures:
– Establish a national public health

leadership position;
– Develop a strong, national network

for public health expertise;
– Improve funding levels and mecha-

nisms.
• Strengthen Supporting Elements for

Effective Service Delivery:
– Develop the public health workforce;
– Develop and disseminate a compre-

hensive review of the scientific evi-
dence base for public health.

• Collaboration
– Target common health goals;
– Encourage broad partnerships.

Preliminary Response of Think Tank
Participants
The overview provided in the morning of
the Think Tank was followed by a panel dis-
cussion and an opportunity for attendees to
make comments and suggestions. There was
overall consensus among participants on the
direction required to improve Canada’s pub-
lic health system. Several themes emerged
from participants’ comments:

• Need to have a broader vision of the
future challenges for public health:
– Environmental health issues;
– Aging population;
– More emerging communicable dis-

eases.
• Concern for the breadth of public health

actions:
– Some attendees were concerned that

suggested public health actions (e.g.,
advocating for healthy public policies
to address the fundamental determi-
nants of health) should not be consid-
ered as core services;

– On the other hand, some attendees
felt that there had been insufficient
attention given to the broader deter-
minants of health and the need for
public health action in this regard.

• The interface between primary care and
public health needs to be further consid-
ered, especially in the current context of
primary care reform;

• Potential for other countries (i.e.,
Scandinavian countries, France) to pro-
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vide further models of public health sys-
tems;

• Canada’s constitution and F/P/T rela-
tionships may be barriers to addressing
some of the infrastructure recommenda-
tions (e.g., national public health legisla-
tion, creation of a national public health
leadership position);

• Need for public health policy analysis:
– To better understand why public

health has not received attention from
decision-makers;

– To avoid doing the same things that
have been tried unsuccessfully in the
past;

– To better understand the context for
decision-making.

• Insufficient evidence-base for public
health actions that will increasingly need
to be justified (e.g., approaches to quar-
antine);

• Clear messaging:
– Simple clearly defined vision of what

is being sought to reform public
health;

– Consider use of a lobbyist who under-
stands high-level decision-making
processes in government;

– Broad partnerships beyond traditional
partners to advocate for system
change.

• Concern for local public health:
– Local public health is the delivery

point of service, and resources are cur-
rently insufficient to support capacity
at this level;

– Separate funding streams may be
required to support local capacity;

– Need to address the number of small,
unsustainable local health departments
to ensure sufficient critical mass.

• More capacity for strategic leadership
within the public health system;

• The system needs to have independent
professional integrity, and therefore to
be protected to some degree from gov-
ernment and political process;

• Need for stronger linkages between the
academic sector and the public health
system:
– Academic role for traditional research,

training and involvement in surveil-
lance, as well as investigation/surge
capacity;

– Potential creation of government/
NGO/academic consortia with con-
tractual agreements;

– Need to drop borders between
provinces when giving full consideration
to development of system infrastructure;

– Deliver evidence for sound decision-
making with better tools for knowl-
edge transfer;

– Support effective public and health
professional communication by public
health system (e.g., in outbreaks).

Break-out Groups
The initial intent of the Think Tank organiz-
ers was to use the latter half of the meeting to
work in small groups to discuss the potential
action steps outlined in the background doc-
ument. It was apparent from the discussion
of the morning that, instead, there needed to
be a discussion of three specific themes:
• Recommendations in response to SARS;
• Developing strategic partnerships to

work towards a stronger public health
system;

• Recommendations for improving the
background document and to inform
the immediate next steps.
Think Tank attendees joined the break-

out group of their choice. The key recom-
mendations from the groups (each of which
addressed one of the above issues) are pro-
vided below. The recommendations from
the two non-SARS break-out groups have
been merged given the extent of overlap.

Advice on SARS and the Public Health
System – Break-out Group
The SARS outbreak provided a concrete
test of the capacity for the current public
health system in Canada to respond to a
new pathogen. Examining the public health
response to SARS highlights the fragility in
the current system and the essential areas
that need strengthening for effective leader-
ship, infrastructure support, and rapid
response capacity. The Think Tank provid-
ed an opportunity for a wide range of pub-
lic health experts and stakeholders to devel-
op advice for the National Advisory Group
on SARS and Public Health chaired by
Dr. Naylor that had been formed to exam-
ine lessons learned from the SARS outbreak.

Recommendations
1. Build strategic capacity in public health

through a significant* annual national
investment. By significantly investing in

public health capacity, we provide the best
assurance that the system can respond
effectively to new threats (e.g., SARS),
reemerging pathogens (e.g., drug-resistant
TB), chronic disease risk factors (e.g., obe-
sity), demographic shifts (e.g., aging pop-
ulation) and global influences (e.g., cli-
matic warming; bio-terrorism). This
investment in strategic capacity must
strengthen and integrate the five essential
functions of the Canadian public health
system at all levels of the system (national,
provincial/territorial, municipal/regional):
a. Population health assessment;
b. Health surveillance;
c. Health promotion;
d. Disease and injury prevention;
e. Health protection.

2. Strengthen the health system’s rapid
response ‘surge’ capacity. Need to better
integrate public health and health care
systems for a rapid, coordinated response
to population health threats.
a. Coordinated rapid response capacity

that includes sharing of resources to
address urgent needs and regional dis-
parities in public health infrastructure;

b. Clarify governance, especially in emer-
gencies, to enable rapid, multi-level
communication and coordination of
responses spanning local health,
provincial/territorial health, Health
Canada and WHO.

3. National leadership to ensure the quali-
ty of the Canadian public health sys-
tem. Inequalities in system capacity plus
the need for high levels of technical/pro-
fessional expertise throughout the system
require greater efforts to ensure the qual-
ity of the public health system across
Canada. Elements include:
a. National Institute of Public Health to

build on our experiences (e.g., National
Centres of Excellence, Canadian Blood
Agency, BC Centre for Disease
Control) and those in other countries
(e.g., US Centers for Disease Control
and Prevention, England’s Health
Protection Agency, etc.);

b. Broadening the mandate of the pro-
posed Health Council to include
essential public health services;

c. National Leadership position (e.g.,
Public Health Commissioner) with
clout and independence.

* The group actually recommended a $2 billion
annualized commitment.



4. Create public health performance indi-
cators and annual report (parallel to
hospital Report Cards). The public
health system exists to protect and pro-
mote the health of Canadians. There
need to be accountability mechanisms in
place to assess public health system per-
formance.

5. Strengthen linkages between the public
health system and academic institu-
tions. This would advance an evidence-
based culture of learning, stimulate
interdisciplinary research and knowledge
translation, and accelerate basic and
advanced training creating a reserve
capacity for rapid response. Core fund-
ing and structural mechanisms would
include:
a. Teaching Health Unit model of part-

nerships linking public health depart-
ments with academic health sciences
centres. These Centres could be linked
using the National Centres of
Excellence model;

b. Enhanced budget for CIHR in public
health relevant research across the four
pillars (basic science, clinical science,
health services, population health);

c. Base funding for capacity building in
public health academic disciplines.

6. Develop and implement a comprehen-
sive communications strategy in health
emergencies (e.g., SARS) to minimize
public fear and enhance adherence with
public health directives. This would
involve public health making more effec-
tive use of the media (e.g., audience
assessment, message development, mes-
sage delivery).

7. Improve public health and health care
informatics. Significant problems
occurred in Toronto in getting timely
and accurate information about SARS to
primary care and front-line hospital
staff, and vice versa. There were also sig-
nificant information transfer issues
between different levels of the public
health system.

8. Develop policy and mechanisms to
enable rapid response. There are a vari-
ety of broader issues that can influence
the overall impact of the public health
response, including economic support

for individuals/organizations in isola-
tion; ethical and legal issues related to
public reporting of cases; mechanisms to
enforce and create incentives to maintain
quarantine, etc.

9. Address occupational health and safety
issues, especially for front-line public
health and health care workers. This
involves working with relevant unions to
negotiate flexibility for rapid response, as
well as ensuring that the best available
evidence is used to protect staff (e.g.,
plan for how to detect outbreaks, how to
protect staff during high-risk medical
procedures, etc.).

Strategic Partnership and Next Steps –
Break-out Groups
The analytic and planning steps that must
be undertaken over the coming months to
move towards strengthening public health
services throughout Canada include:
• Identifying, in a more specific way, the

core functions (services and activities) of
the system. These should be based on
international best practices, Canadian
public health problems and needs, as
well as gaps unfilled by other parts of the
Canadian health system (e.g., support
for preventive aspects of primary health
care services such as immunization and
pap smear coverage, mammography);

• Specifying the consequent necessary ele-
ments – personnel, facilities and equip-
ment, information systems, financial
resources, etc. – that Canada should
have in place to carry out essential pub-
lic health functions across the country;

• Calculating the gap between these target
levels of resources/inputs, and current
levels, leading to a detailed plan and
budget for closing that gap, via equitable
and efficient funding arrangements
nationally.

Building Broad-based Support for a
Sustainable Public Health Infrastructure
There was widespread agreement that a
broad-based coalition of interested organi-
zations and individuals would be essential
to undertake these steps, which would
require working with Canadian govern-
ments at all three levels. It was suggested
that the Canadian Public Health
Association (CPHA) should play a leader-
ship/catalyst/convener role for the coali-

tion/network, which would include active
membership from:
• Professional organizations (e.g.,

Canadian Medical Association,
Canadian Nurses Association, National
Specialty Society for Community
Medicine, Canadian Association of
Teachers of Community Health, etc.);

• NGOs (Heart and Stroke Foundation of
Canada, Canadian Cancer Society,
Canadian Mental Health Association,
etc.);

• Chronic Disease Prevention Alliance of
Canada;

• Federation of Canadian Municipalities;
• Academic and research organizations

related to public health (e.g., Canadian
university and college departments in
this field, CIHR-IPPH and other inter-
ested Institutes, Canadian Population
Health Initiative at the Canadian
Institute for Health Information, etc.);

• National Aboriginal/First Nations orga-
nizations such as the National
Aboriginal Health Organization;

• Environmental and occupational health
advocacy organizations, such as the
Canadian Labour Congress;

• Conference Board of Canada.
One of the working groups also suggest-

ed that consideration be given to learning
from, and partnering with, other social
movements (e.g., environmental, women’s,
peace, and labour movements), as well as
business groups. They also suggested
including “victims” of failed public health
situations (e.g., Walkerton).

The aims of this coalition/network
would be to:
• Make improving the health and well-

being of the population more central at
all levels of government decision-
making;

• Push for the strengthening of the orga-
nized efforts of civil society, to improve
the health of the population;

• Have citizens hold governments
accountable for putting the infrastruc-
ture in place to do this.
The coalition/network would use a com-

bination of public awareness, marketing,
media, public advocacy, and lobbying
strategies.

There was less agreement on whether the
core structure of the coalition/network
should explicitly include actual representa-
tives of the Federal/Provincial/Territorial
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governments responsible for most public
health services. One group felt that this
was the best way to move the final 
decision-makers towards action, while oth-
ers felt that such membership would lead
to inherent conflicts of interest, and poten-
tially lead to a “diluted product” that
would avoid truly pressing the case for
enhanced public health infrastructure
investments across the country.

As a first step, it was suggested that the
background paper be circulated to all these
organizations, preferably after a limited set
of revisions to address any glaring deficien-
cies. For example, some attendees thought
the Report was too focused on traditional
public health activities, rather than also
emphasizing the broad biopsychosocial
determinants of health and the new chal-
lenges of community-based health promo-
tion. Others present suggested that Canada
already has a surfeit of such very ambitious
multi-sectoral policy documents, and that
the background paper should indeed focus
on “strengthening essential public health
services” in order to have any chance of
success.

The group also thought that the back-
ground paper should be strengthened to
address the potential for modern, community-
based public health services to make a
major impact on the health of First
Nations and Inuit communities. This was
stressed since these communities often lack
access to the basic determinants of health,
such as adequate water, sanitation, housing
and healthy foods. NAHO will be dis-
cussing the background paper via their rep-
resentative who was in attendance at the
meeting.

Possible sources of funding for the new
coalition’s activities were discussed, includ-
ing the hiring of consultants to move for-
ward on the national consultative and fact-
finding processes outlined at the beginning
of this summary. It was felt that multiple
sources of funding would probably have to
be accessed given the initial contribution
of CIHR-IPPH to fund the background
paper and the Think Tank.

Finally, the group was split on whether
the Coalition’s Steering Committee (to be
formed) should issue a prompt press release
summarizing the workshop’s deliberations
and the historical nature of the gathering
(i.e., a broad-based set of organizations and
individuals advocating for better public
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Appendix 1 – Think Tank Attendees

Monique Bégin, Professor Emeritus, Health
Sciences and Visiting Professor, Health
Administration, University of Ottawa

Carolyn Bennett, Member of Parliament,
St Paul’s Riding Toronto

Elaine Berthelet, CPHA Board Member at
large, International Health

David Butler-Jones, Medical Health Officer,
Sun Country Health Region, Associate
Clinical Professor, University of
Saskatchewan

Larry Chambers, President and Chief
Scientist, University of Ottawa Institute on
Health of the Elderly associated with the
SCO Health Service

Carmen Connolly, Director, Canadian
Population Health Initiative, Canadian
Institute for Health Information

Stephen Corber, Manager, Disease
Prevention and Control, Pan American
Health Organization

André Corriveau, Chief Medical Officer,
GNWT Department of Health & Social
Services

Gerald H. Dafoe, Chief Executive Officer,
Canadian Public Health Association

Ron de Burger, Director, Healthy
Environments, Toronto Public Health

Erica Di Ruggiero, Assistant Director, CIHR -
Institute of Population and Public Health

Catherine Donovan, Medical Officer of
Health, Eastern Community Health Board,
Holyrood, Newfoundland

Nancy Edwards, CHSRF/CIHR Nursing Chair,
Director, Community Health Research
Unit, Director, Centre for Multiple
Interventions, Professor, School of Nursing
and Department of Epidemiology and
Community Medicine, University of
Ottawa

Ross Findlater, Chief Medical Health Officer,
Saskatchewan Health

John Frank, Scientific Director, CIHR -
Institute of Population and Public Health,
Professor, Department of Public Health
Sciences, University of Toronto; Senior
Scientist, Institute for Work and Health

Deborah Gordon-El-Bihbety, Associate Chief
Executive Officer, National Programs,
Canadian Public Health Association

John Garcia, Director, Prevention Unit,
Cancer Care Ontario

Ian Gemmill, Medical Officer of Health,
Kingston, Frontenac, Lennox-Addington
Health Unit

Paul Gully, Senior Director General,
Population and Public Health Branch,
Health Canada

Trevor Hancock, Public Health Consultant,
Ministry of Health Planning

Catherine Hankins, Associate Director,
Department Strategic Information & Chief
Scientific Advisor to UNAIDS

Bart Harvey, Assistant Professor and Director,
Community Medicine Residency Program,
Department of Public Health Sciences,
University of Toronto

Karen Hill, PIAF Research Fellow, Canadian
Public Health Association

Perry Kendall, Provincial Health Officer,
Ministry of Health Planning, Victoria

Joel Kettner, Chief Medical Officer of Health,
Manitoba

Andrew King, National Health, Safety, and
Environment Co-ordinator, United
Steelworkers of America - National Office

Dianne Kinnon, Consultant, Kinnon
Consulting

David Korn, Public Health & Addiction
Consultant, Assistant Professor,
Department of Public Health Sciences,
Faculty of Medicine, University of Toronto

Vicki Lafferty, Coordinator, Primary Health
Care Transition Fund, Integrated
Community Services, GNWT Health and
Social Services, Yellowknife, NT

Maureen Law, Former Deputy Minister,
Health Canada, Consultant to the World
Bank

Isra G. Levy, Director, Office for Public
Health, Canadian Medical Association

Joseph Losos, Director, Institute of Population
Health, University of Ottawa

Debra Lynkowski, Senior Policy Advisor,
Chronic Disease Prevention Division,
Centre for Chronic Disease Prevention and
Control

Jane MacDonald, Primary Health Care
Consultant, Canadian Nurses Association

Brian Mackay, Member, Toronto Board of
Health

Doug Manuel, Scientist, Institute for Clinical
Evaluative Sciences (ICES)

Richard Massé, Président-directeur général,
Direction des Systèmes de soins et ser-
vices, Institut national de santé publique
du Québec

John Millar, Vice-President, Research and
Population Health, Canadian Institute for
Health Information

Christina Mills, President, Canadian Public
Health Association, Visiting Scientist,
Centre for Behavioural Research and
Program Evaluation, Hallman Visiting
Professor, Faculty of Applied Health
Sciences, University of Waterloo

Brent Moloughney, Project Consultant
David Mowat, Director General, Centre for

Surveillance Co-ordination, Health Canada
Seema Nagpal, Canadian Medical

Association
Tom Noseworthy, Faculty of Medicine,

University of Calgary
Rosana Pellizzari, Community Medicine

Resident, University of Toronto
Ian Potter, Assistant Deputy Minister, First

Nations & Inuit Health Branch, Health
Canada

Gerald Predy, Medical Officer of Health,
Capital Health Authority

Michael Rachlis, Health Policy Analysis
Consultant

Elizabeth Rae, Toronto Public Health
Irving Rootman, Professor and Michael Smith

Foundation, Distinguished Scholar, Faculty
of Human and Social Development,
University of Victoria

Atulya K. Saxena, Project Coordinator,
Community Health and Epidemiology,
School of Medicine, Dalhousie University

Richard Schabas, Chief of Staff, York Central
Hospital

Chandrakant Shah, Professor Emeritus,
Department of Public Health Sciences,
University of Toronto

Judith Shamian, Executive Director, Office of
Nursing Policy, Health Canada

Eric Shirt, Member, Board of Directors,
National Aboriginal Health Organization

Harvey Skinner, Professor and Chair,
Department of Public Health Sciences,
Faculty of Medicine, University of Toronto

Bob Spasoff, Professor, Epidemiology and
Community Medicine, University of
Ottawa

David Swann, Clinical Associate Professor,
Department of Community Health
Sciences, University of Calgary

Jane Underwood, Consultant, Underwood
and Associates

Elinor Wilson, Chief Science Officer, Heart
and Stroke Foundation of Canada

Lee Zaslofski, Member, Toronto Board of
Health
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health services nationally). Some felt that
such a press release might be interpreted,
in the wake of the SARS epidemic, as criti-
cal of the very levels of government we will
be trying to convince to invest in improv-
ing the system. Others felt that issuing the
release would help accomplish the goal of
convincing the authorities to act.

Final Steps
The meeting was concluded with a brief
report from each of the break-out groups.
Representatives from CPHA agreed to lead
a process to draft a press release reporting
on the events of the day. Strong interest

was expressed by many participants to
work together following the meeting to
move forwards to improve the country’s
public health system. Dr. John Frank,
Scientific Director of CIHR-IPPH, closed
the meeting thanking everyone who had
attended for their participation and wish-
ing them well for the upcoming next steps
of this work.
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