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Introduction 
In 1953, at the age of nine, Leilani Muir was admitted to the Provincial Training 
School for Mental Defectives in Red Deer, Alberta, which provided care and 
training for persons thought to be “mentally deficient.” There was no medical 
examination upon admittance to the training school, and no evidence was pro-
vided by the physicians that Muir was in fact “mentally deficient.”1 Following an 
inaccurate IQ test, the training school psychiatrist recommended Muir for ster-
ilization, under Alberta’s Sexual Sterilization Act. At the age of fourteen, Leilani 
Muir was sterilized without her consent.2

Alberta’s eugenics program (operationalized via the Sexual Sterilization 
Act), administered by the provincial Department of Public Health, was in oper-
ation from 1928 until 1972 (see also Chapter 4), and it disproportionately af-
fected marginalized individuals like Leilani Muir, a working class, Irish-Polish, 
Catholic girl.3 Sociologists Jana Grekul, Harvey Krahn, and Dave Odynak have 
demonstrated that the primary targets of the program were certain populations 
deemed to be “vulnerable,” including women, youth, and Indigenous Peoples 
who often came from lower socio-economic backgrounds.4 This raises the ques-
tion of what “public” in public health meant. Was it aimed at certain individuals 
and not others? Who was it intended to protect? Who was — advertently or in-
advertently — included and excluded?

Muir’s case provides one of many illustrations that the answers to these ques-
tions are complex and that who and what constitutes the public is a construct de-
fined by shifting socio-political tides. For early twentieth-century public health 
officials, medical professionals, social reformers, and politicians, what constitut-
ed the public, was an ideal community shaped by British imperialist notions of 
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race and racial hierarchies. Their ideal community was a white, Anglo-Protestant 
Canada that prospered not only economically but socially as well. Muir stood on 
the margins of this imagined community. Her religious and ethnic background 
was widely perceived as less desirable than those of Anglo-Protestant heritage. 
Her family was also poor and therefore seen as a burden on the state rather than 
a productive part of it (see also Chapter 12). As a woman, there were concerns 
about potential sexual deviances leading to illegitimate births. As a child, she 
was more a ward of the state than a citizen. Finally, Muir’s supposed condition 
of “mental deficiency” was so broad and subjective as to render it meaningless.5

Individuals like Muir were singled out because in nearly every social cat-
egory they were not what most of the elite elements in society considered “de-
sirable” or “healthy.” For them, those labelled as “mentally deficient” did not 
contribute to the betterment of Canadian society but rather detracted from it. 
Alberta’s eugenics program is a tragic and instructive example of an idealized 
social construct being used to determine the meaning of public in public health. 
Public health policies with respect to eugenics were inherently exclusionary. For 
a field that prides itself on being concerned with upstream determinants of popu-
lation well-being and health equity, questions about who is — and who is not — 
considered part of the public in public health are critical ones indeed.

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

This chapter contributes to a robust body of contemporary international 
public health scholarship concerned with defining the public and with para-
digms of inclusion and exclusion. For example, in 2007, Marcel Verweij and 
Angus Dawson wrote the influential paper, “The Meaning of ‘Public’ in ‘Public 
Health.’” Here, the authors develop the idea that the meaning of the public is not 
static, but rather a constituency defined by the objectives and aims of a particular 
health intervention. Therefore, even if the public refers to an indefinite number 
of people, any given intervention does not necessarily benefit many, or even a 
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majority, of a population.6 In his 2012 book, What Makes Health Public?, John 
Coggon considers the broad span of political, ethical and legal implications of 
public health, which in turn prompts a need to recognize the legal structures that 
are used to turn notions of public health into policy.7 This critical theorization 
undergirds the types of analyses done in the present chapter, particularly as it 
strives to show the ways in which the state constructs public health threats (and 
their responses) through institutional (including legal) and ethical lenses and 
means. 

There are several examples of how these phenomena play out in the Canadian 
context. Notably, Social Determinants of Health, an edited collection by Dennis 
Raphael, contains an array of important works, including one by Grace-Edward 
Galabuzi that delineates and comprehensively deals with the forces that cause 
social exclusion — and thus poorer health — of various social groups.8 Ronald 
Labonté builds on Galabuzi’s thesis by cautioning against efforts to correct so-
cial exclusion by centering social inclusion and placing blame for exclusion on 
individuals.9 Finally, Janet Smylie addresses the ways in which social exclusion 
affects Indigenous Peoples in particular, focusing on living conditions.10 In terms 
of research by Alberta-based scholars, Melanie Rock has considered whether ani-
mals, in particular pets, should be included in definitions of the public using data 
from the City of Calgary. On the discussion of inclusion-exclusion paradigms, 
Rebecca Haines-Saah demonstrates the phenomenon of “privileged normaliz-
ation” in marijuana use, whereby media narratives surrounding marijuana use 
convey greater acceptability of the practice among those with power and status 
than among those without.11

Bringing these various strands together is the concept of intersectionality, 
which is increasingly incorporated in public health scholarship in Canada and 
internationally.12 The lens of intersectionality draws attention to the impacts 
that structures and processes that create exclusion and marginalization based 
on intersecting identities like gender, race, Indigeneity, ability, and age have on 
well-being and health equity. This chapter builds on these ideas by showing how 
conceptualizations of the public have informed the deployment of public health, 
particularly through paradigms of inclusion-exclusion, through Alberta’s public 
health history. 

Immigration, Public Health, and Exclusion
Ethnicity/race, ability, and class were central to Canada’s immigration policy 
from the late nineteenth century into the early decades of the twentieth century. 
Although the Immigration Act of 1869 contained very few restrictions regard-
ing entry into Canada, over time federal immigration policy became much more 
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restrictive and excluded immigrants on the basis of their ethnicity, race, and na-
tional origin.13 The federal government sought to attract “desirable” immigrants, 
primarily those from the British Isles and the United States, and it sought to cur-
tail immigration from “less desirable” areas such as central and eastern Europe 
and Asia.14 Yet, the federal colonial campaign to attract farmers to settle the West 
allowed for approximately three million newcomers to enter Canada by 1914, 
with the majority arriving from non-Anglo-Saxon countries, including Ukraine, 
Poland, Germany, and Hungary.15 

While the influx of immigrants from central and eastern Europe into west-
ern Canada brought out nativism and xenophobia among Anglo-Canadians, and 
led to hostility toward newcomers in general, there was a hierarchy in the desir-
ability of new immigrants.16 While central and eastern Europeans were viewed 
relatively favourably in terms of their likelihood of assimilating into Canadian 
society, the debate over Asian immigration focused on implementing measures 
to exclude them from entering Canada altogether.17 Immigration restrictions, 
particularly the Chinese Immigration Act of 1885 and subsequent amendments, 
over time reduced the number of Chinese newcomers in Canada.18

The discourse over Chinese immigration to Alberta intersected with public 
health even before Alberta had officially become a province. In 1892, open hos-
tility toward Chinese immigrants resulted in a mass city riot in Calgary, sparked 
by an outbreak of smallpox that was initially observed in a Chinese man.19 For 
the authorities, the case was proof that white Calgarians needed to “remain vigi-
lant against the potential deleterious effects of Asian men on the community.”20 
Racial animus on the grounds of health was promulgated through newspapers 
and state action. For example, the Chinese men who were afflicted with smallpox 
were treated as deceptive and malevolent in local newspapers, while white pa-
tients were treated sympathetically.21 The Calgarian experience fed into, and was 
influenced by, national rhetoric that claimed that in “moral, social, and sanitary 
status, Chinese were below the most inferior standard of Western life.”22 This 
nativist rhetoric explicitly constructed a threat to public health as being Chinese, 
and the public as white Anglo-Saxon Calgarians.23 The demarcation between who 
was part of the public and who was not extended to conceptualizations of space: 
as historian Nayan Shah has pointed out, North American conceptualizations 
of the condition of Chinese homes were that of filth and decay, in sharp contrast 
to the supposed hygiene and cleanliness of white, Christian homes.24 The homes 
and workplaces of Chinese immigrants were sites that were inherently linked 
with ill health, and their presence needed to be treated, as one would a disease.

In the early decades of the twentieth century, the legacy of othering Asian, in 
particular Chinese, immigrants continued to be tied with themes of public health. 
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During the 1920s, the small Chinese population in Calgary and Edmonton was 
linked with another public health problem, drug consumption.25 Popularized 
during the 1920s by Albertan reformers such as Emily Murphy, but present since 
the beginning of Chinese immigration to Canada, depictions of Chinese immi-
grants as drug addled menaces to the Canadian way of life permeated the main-
stream. In response to the Calgary riots noted above, The Edmonton Bulletin 
published an article called simply “The Chinese,” in which the author asserted 
that Alberta had no responsibility to provide “Christian charity” to those who 
would “engage in the distribution of opium . . . and the most loathsome forms of 
vice,” character traits seen as distinct to the Chinese people.26 As also seen with 
other groups of immigrants, the othering of Chinese immigrants propped up 
public health policy that — rather than integrate and protect and promote the 
health of the Chinese immigrants themselves — sought to protect the rest of the 
public from them. The very idea of a public worth protecting was built around 
the value of the moral and ethnic character of white Anglo-Saxon Canadians, a 
definition which firmly excluded the so-called menace that were Chinese immi-
grants. (A parallel can be made with how Indigeneity in Alberta has been and 
continues to be linked to alcoholism and drug use; see Chapter 7)

During the interwar period, politicians, physicians, and social reformers in 
Alberta were concerned about the arrival of “unhealthy” and “defective” immi-
grants, primarily from central and eastern Europe, to the province. They attrib-
uted the spread of infectious diseases and the increase in the “deficiency” of the 
population to the unhygienic habits and deviant behaviours of the newcomers. 
The new immigrants were presented as a threat to the well-being of the province 
and politicians and public health officials were determined to quarantine them, 
to place them under constant surveillance, or to expel them from the country.27 
As early as 1922, Alberta Liberal MP Charles Stewart informed parliament of 
the situation in western Canada, particularly Alberta, arguing “that too large a 
percentage of people who are mentally unfitted to come to this country have been 
allowed to enter Canada. . . . I know whereof I am speaking,” Stewart continued, 
“because our mental hospital in Alberta has had too large a percentage of people 
allowed to come to Canada who were mentally unfit.”28 In other words, Stewart 
implied that Canada’s immigration policy was problematic because it allowed 
“defective” immigrants to enter, settle in Alberta, and become a public charge.

Similar sentiments were expressed by Alberta’s Department of Public Health 
where, in 1924, the Deputy Health Minister, W.C. Laidlaw, wrote to Premier 
John Brownlee objecting to the “cursory” examination of immigrants, because 
“under this system only the most obvious cases [of “defective” immigrants] 
would be detected.”29 The minister wanted more effective procedures in place 
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that would prevent immigrants with mental and physical disabilities, those with 
criminal tendencies, and those who were likely to become a public charge from 
entering Alberta. Likewise, Miss Elizabeth Clark from the Nursing Branch of 
the Department of Public Health forwarded a list of “undesirable” immigrants 
and immigrant families to Dr. Laidlaw and to the premier arguing that they had 
passed through the inspection undetected and should be deported. Clark de-
scribed one newcomer from Germany as suffering from “tubercular glands of 
the neck,” and had informed the Department of Public Health that deportation 
paperwork had been filed.30 Historian Barbara Roberts has demonstrated that, 
according to the statistics provided by the Department of Immigration, depor-
tations peaked during four periods in the first three decades of the twentieth 
century: 1908–1909, 1913–1914, 1921–1924, and 1929–1930. All these periods 
represent years of economic recession in Canada. Therefore, those immigrants 
who were hurt the most by the economic downturn and who had become a public 
charge were deported.31

The concerns over the quality of immigrants in Alberta was also evident 
in the 1921 report of Alberta’s Department of Public Health, which described 
Ukrainian immigrants as having difficulties assimilating to the Canadian way of 
life. According to the report, their language, culture, and traditions increased the 
likelihood of “feeblemindedness” in the family, and their “ignorance” of health 
and hygiene made them susceptible to the spread of diseases.32 The Department 
of Public Health furthermore singled out the living arrangements of central and 
eastern Europeans as particularly problematic, stating “the foreign element, 
called collectively Russian although including Galician, Pole and Austrian . . . 
has no concept of the meaning of the word sanitation.”33 The supposed inability 
of some immigrants to adapt to Canadian society meant that new immigrants 
were often under surveillance. For example, according to historian Erica Dyck, 
inspectors and public health nurses in Alberta conducted home visits in immi-
grant neighbourhoods to ensure proper hygiene was practised in the home, and 
sometimes they sought to force sanitary measures on immigrant families if habits 
remained unchanged.34 By employing such public health measures, public health 
officials gained significant knowledge of the living conditions and behaviours 
in immigrant quarters of the provinces. They presented these living habits as 
different and even dangerous, and thus helped construct some new immigrants 
as a threat to the province and as outsiders to the collective idea of the public.

Eugenics and Public Health
Eugenics, including forced sterilization, and public health have often crossed 
paths. In his work on the history of public health in the United States, historian 
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Martin Pernick notes that the goals, agendas, and personnel of the eugenics 
and the public health movements frequently overlapped.35 Concerns over public 
health were a key incubator in which horrific eugenic ideas could grow; for ex-
ample, some in public health turned to eugenics to find solutions to seemingly 
intractable problems, including poverty, criminality, “mental deficiency,” and 
“feeblemindedness.” 

Although eugenic theory emerged in Britain in response to the social condi-
tions and concerns over perceived degeneration of the population, eugenic ideas 
and their aims of “human improvement” gained popularity around the world.36 
The methods by which these goals were realized and implemented varied be-
tween and within countries37 and included so-called positive eugenics, which 
aimed to encourage the reproduction of individuals with desirable characteris-
tics, and negative eugenics, which discouraged (or, in fact, forcefully prevented) 
reproduction among individuals with undesirable traits.38 In Canada, negative 
eugenics found government health policy manifestations in the provinces of 
British Columbia and Alberta in the form of sexual sterilization measures. As 
noted above, Alberta’s Sexual Sterilization Act (1928), which fell under the ad-
ministration of the provincial public health department, allowed for the ster-
ilization of patients in mental institutions, particularly those diagnosed with 
“mental deficiency.”39 Social and economic changes in Canada during the first 
decades of the twentieth century provided important context for the act. Many 
social reformers and politicians were concerned that Canada was becoming less 
homogenous, and as Erika Dyck suggests, “eugenics offered an appealing solu-
tion to the growing problem of social and moral decay by promising to support 
stricter immigration policies, while focusing on the internal make-up of western 
Canadian society and even promoting invasive measures to ensure that the so-
called unfit members of society were not capable of reproduction.”40

The concerns over national degeneration, due to the supposed increase 
in “mental deficiency,” were intensified by findings from the Mental Hygiene 
Surveys conducted by psychiatrists C. K. Clarke and Clarence Hincks. Their 
survey of the province of Alberta in 1921 revealed that the provincial institu-
tions were overrun with “mental defectives,” a term used to describe individuals 
with intellectual disabilities.41 As sociologist Gerald V. O’Brien suggests, and as 
illustrated in the case of Leilani Muir described at the beginning of this chapter, 
the notion of “mental deficiency” was imprecise and broad, such that its defin-
ition could be expanded to include a vast number of behaviours perceived to be 
deviant, and was often associated with individuals whom society otherwise had 
already marginalized.42 Nonetheless, the findings of the Alberta Mental Hygiene 
survey were taken up by social reformers in the province, particularly the United 
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Farm Women of Alberta, who raised concerns about “mental deficiency” and 
lobbied the provincial government to implement measures, such as sexual ster-
ilization, to reduce the numbers of “defective” individuals.43 By 1928, the cam-
paign would prove successful, as Alberta became the first province in Canada to 
implement a eugenics program and in fact was considered a pioneer in the British 
Commonwealth in that regard.44

Several scholars studying Alberta’s eugenic past have demonstrated that the 
provincial eugenics program primarily targeted vulnerable individuals includ-
ing women, young people, new immigrants, and Indigenous Peoples.45 A cen-
tral aspect of the provincial eugenics program was its focus on individuals who 
were constructed as “abnormal” and thus a public health menace. As was evident 
in Muir’s case, socio-economic status, gender, and ethnic background singled 
people out as ideal candidates for sterilization under the Sexual Sterilization Act.

Tuberculosis and Modes of Exclusion
Our final example of public health examined through the paradigms of inclu-
sion and exclusion is tuberculosis. As historian Katherine McCuaig notes, many 
reformers and thinkers of the twentieth century believed that “to cure [tubercu-
losis], one had to cure society.”46 Although that fundamental assumption spurred 
the mobilization of social and economic resources in the fight against tubercu-
losis, the question of how to “cure society” brought answers that were explicitly 
exclusionary, particularly along the lines of class and Indigeneity.47

In the early 1900s, various political bodies argued that Alberta was receiving 
more than its fair share of tubercular patients.48 Many members of the growing 
ranks of public health practitioners expressed a sentiment that the Canadian re-
sponse should be a nationally coordinated and locally deployed system of public 
health, accompanied by measures to mitigate immigration. The loss of economic 
productivity was central in the justification of these mobilizing efforts, thus pla-
cing tuberculosis at the intersection of public health, public finance, immigra-
tion, and race. In this context, it did not take long for narratives to emerge that 
positioned racialized groups as detrimental to the public’s finances as well as to 
public health. As an illustration concerning tuberculosis, a 1910 editorial in the 
Western Canada Medical Journal stated that not merely immigrants, but those 
who came to the western provinces hiding their illness, and indeed, hiding the 
fact that they were poor, cost the country millions of dollars and were a serious 
concern.49 In these types of narratives, individuals with tuberculosis were seen 
as insidious threats to the province, leeching off its finances and infecting its 
citizens with disease. These concerns were paired with eugenic thought, as in this 
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paradigm an influx of sickly, lower-class citizens would prove detrimental to the 
racial hygiene of the province.

Inequities within the constructed public are acutely seen when examining 
the experiences of Indigenous Peoples in Alberta, for whom tuberculosis was yet 
another reminder of the reality of their existence outside the constructed public. 
Social exclusion of Indigenous Peoples is the result of a variety of factors, dealt 
with at length in, for example, the Truth and Reconciliation Commission’s re-
ports, but which can be summarized as the workings of colonial apparatuses, 
including federal and provincial policy arrangements whose goal was coercive 
assimilation. This often took the form of colonial governments dispossessing 
Indigenous Peoples of their lands, placing restrictions on their livelihoods, for-
cing their children into residential schools, and suppressing their cultures (see 
also Chapter 7).50 Across levels of government, racialized conceptualizations of 
Indigenous Peoples as sickly were prominent. Historian Mary Ellen Kelm has 
demonstrated that from the 1930s onward the perspectives in public health lit-
erature shifted from viewing Indigenous Peoples suffering from tuberculosis 
as “victims of an imported disease to being infectious agents to white popula-
tions.”51 In Alberta, for example, the racialized belief that Indigenous Peoples had 
a genetic predisposition to tuberculosis was commonly accepted among western 
Canadian medical professionals in the early twentieth century.52 This charac-
terization was maintained despite long-standing efforts by Indigenous persons 
themselves to show that economic inequality, poor nutrition, and overcrowded 
living conditions, all imposed by colonial systems and structures rather than 
genetics, significantly contributed to ill health.53 

The misconception that Indigenous Peoples were genetically predisposed 
to tuberculosis, and were thus a threat to larger society, had significant rami-
fications in the subsequent years. For example, Indigenous patients were rarely 
admitted for treatment at provincial sanatoriums.54 Physician Anne Fanning, 
director of Tuberculosis Services for Alberta from 1987 to 1995, recalls how at 
one time during the history of Alberta, there was no place where Indigenous 
Peoples could receive tuberculosis treatment, although some of the children in 
the residential schools were cared for in local health units (see Chapter 13).55 The 
perceived threats to the (white) public’s health led to the establishment of Indian 
hospitals by the federal government from the 1940s onward.56 These hospitals 
were presented as tuberculosis sanatoriums by the federal government but they 
admitted Indigenous patients suffering from various diseases, ensuring their 
segregation from the white population.57 For example, when establishing an 
Indian Hospital in Edmonton, the Department of Health and Welfare re-assured 
the mayor of the city that the “the patients would be confined to the institution 
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and it would be better than having ‘. . . tuberculous Indians wandering about the 
streets of Edmonton . . . and spreading the disease.’”58

A racialized conceptualization of tuberculosis manifested in significant 
disparities in disease incidence and outcomes. In 1939, Alberta’s Department of 
Public Health recognized that there was “still much to be desired in the Indian 
tuberculosis problem . . . it appears that no great reduction can be expected in the 
present Provincial tuberculosis death rate until competent . . . measures are made 
available to the Indian population.”59 Nonetheless, six years later, in early 1945, 
the Advisory Committee for the Control and Prevention of Tuberculosis Among 
the Indians, of which Alberta’s deputy health minister was a member, stated that 
the non-Indigenous death rate from tuberculosis had declined by 39 percent in 
the fifteen years prior, while the Indigenous death rate had changed very little.60 
In the context of myriad social and colonial determinants of health, this was like-
ly due in part to poor conditions in the Indian hospitals including understaffing 
and inadequate medical treatment.61 Indigenous inequities in tuberculosis treat-
ment continued throughout the 1940s;62 even as Alberta’s Department of Public 
Health was celebrating five years of falling death rates from tuberculosis, the dis-
proportionate burden of deaths in Indigenous Peoples persisted. In 1952, out of 
125 deaths from tuberculosis, fifty-two (or approximately 42 percent) were from 
Indigenous Peoples,63 even though they only made up approximately 2.3 percent 
of the Alberta population at the time.64 In 1956, while the overall death rate from 
tuberculosis continued to decline, Indigenous Peoples in Alberta still made up 
nearly a third of all deaths,65 which in part reflected that they were “in the hands 
of harried, if not unqualified staff, in crowded and dismal institutions.”66 Recent 
estimates show that tuberculosis rates among the Indigenous population in 
Alberta remained very high until the 1960s, at which point they began to decline 
— first rapidly (until the 1980s), and then more slowly. Despite the decline from 
the 1960s to the early 2000s, tuberculosis rates among Indigenous populations in 
Alberta remain higher than in the non-Indigenous population.67

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

As acknowledged at the outset of this chapter, considerable work is being 
done to theorize more equitable ways in which public health can be conceptual-
ized and practised, which necessitates taking into consideration the structures 
and processes that advantage or disadvantage individuals and groups on the 
basis of multiple factors (e.g., race, gender, age, Indigenous status, ability), and 
directing public policy efforts toward redressing the systemic factors that create 
and perpetuate those inequities. To provide structure to these inquiries within 
applied public health, the Canadian Public Health Association reminds us of the 
foundational role of equity in our field.68 To a certain extent, the very nature of 
public health — which is concerned with the conditions of the health of a popu-
lation — carries the risk of being “equal but not equitable.” However, this is a 
challenge to which we must rise if we wish to retain a robust and relevant vision 
of public health that embraces the social determinants of health in a meaningful 
and critical way. 
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