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Preface

After having completed relevant coursework in health
care in Britain and while researching late 19th century
health care in Port Arthur, I became fascinated by the
surprisingly advanced level of such services in Port Arthur
during the last two decades of the nineteenth century. One
would expect such an isolated community to have lagged far
behind southern Ontario and Britain in terms of progress in
health care services. Such, however, was not the case; Port
Arthur, despite its obvious handicaps of size and relative
isolation, managed to keep pace astonishingly well.

Yet advances in Ontario health care services did emanate
from Britain. Therefore, it seemed logical to address first
the conditions which stimulated innovative changes in Britain
and the adaptation of these new ideas as they spread to
southern Ontario before examining their effects in a more
remote community.

To fully appreciate the rapid spread of ideas and
subsequent changes in services that occurred in Ontario —
and specifically, in a frontier community —one must first
consider the stages in the development of the various fields
of health care. Health care in Britain and Ontario underwent
a dramatic change during the second half of the nineteenth
century: what had been during the first half of the century
a rather primitive form of health care now developed into a

highly scientific and well-organized service. Major
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discoveries in the science of medicine; public health
awareness, with improved municipal cleanliness; clean water
supplies and sewage removal; understanding and control of
epidemics along with improved hospital facilities and nursing
care had combined to bring about this revolution.

To truly appreciate the impact of such advances and the
remarkable dissemination of knowledge from Britain, to
Ontario, and subsequently to Port Arthur, it is necessary to
establish a frame of reference: the examination of
conditions in existence during the first half of the
nineteenth century which served as a catalyst to dramatic
changes in health care. This thesis has consequently been
divided into two parts: Part I, consisting of Chapters 1 and
11, deals with the development of the various fields of
health care in Britain and Upper Canada/Ontario during the
nineteenth century. Part Il, consisting of Chapters I1I, 1V
and V, examines the development of the Ontario Board of
Health, public health in Port Arthur and St. Joseph's
hospital.

Chapter 1 traces the crisis in health care in Britain
brought about by the industrial revolution and its
demographic changes. The sanitary reform movement was a
direct response to the increase of disease in certain
segments of the urban population and to the need for reform.
The development of hospitals and nursing care is also
outlined in Chapter I, as well as the impact of the Crimean

War which served as a watershed in the improvement of medical
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services in Britain. Chapter 11 examines the conditions in
Upper Canada and the response of the colony to demographic
changes and the diseases brought by immigration. 1t also
surveys the construction of the first hospitals in Upper
Canada. Major discoveries in medical science, in the second
half of the century, are discussed in Chapter Il to emphasize
the impact they had in the colony. 1n addition to these
changes in the medical profession, improvements in hospital
facilities and nursing care are also described. Finally,
Chapter 11 outlines the advances in public health in Ontario
brought about by legislation which enabled the province of
dntario to keep pace with developments taking place in
Britain.

Part Il of the thesis moves on to illustrate the context
in which change occurred. Chapter 111l deals with the
specific problems of the Ontario Board of Health: apathy of
the municipalities; why Ontario lagged behind Britain in the
enforcement of public health legislation; what was wrong with
this system, and what had to be done to improve public
health. There was discussion of legislation throughout the
1880's, and progress was made by the turn of the century
through public education. In Chapters IV andv,case studies
of Port Arthur and its Board of Health and St. Joseph's
Hospital and its Nursing School are presented to show how
even a small, remote community responded quickly to advances

made in southern Ontario and Britain.



Although Canadian public health reformers were in
contact with the RAmerican Public Health Association,
the stronger influence was with the British experience.

As Heather McDougall states in her essay Enlightening

the Public, "Such close ties indicated clearly the

extent to which the Canadians were emulating the
British approach." (p.439.) Indeed, on looking at the
American public health movement during the 1880's it
also indicates an indebtedness to the British

experience.
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Chapter I

Britain: the sanitary reform movement, and
public health. Florence Nightingale's con-
tribution to hospital, and nursing- reform.

The industrial revolution brought about an economic
boom in Britain but along with the increase in wealth
came a proportionate decline in health.Dr T.C.Thackrah
of Leeds stated that, "[t]ake indifferently twenty
well-fed husbandmen, and compare them with twenty manu-
facturers [industrial workers] who have equal means of
support, and the superiority of the agricultural peas-
ants in health, vigour and size will be obvious.* !
Between 1801 and 1841, the populations of cities more
than doubled as country residents flocked to old cities
and filled up new ones, in search of work. Along with
the growth of cities there was a dramatic increase in
the mortality-rate as housing was inadequate, and peop-
le were forced to live in overcrowded dwellings, with
inadequate water and drainage systems, in the groﬁing
slum areas. This demographic shift challenged the ex-
isting theory of disease as thousands of people were
now affected rather than small, isolated outbreaks of

contagious diseases.

1 asa Briggs, Victorian Cities, (Harmondsworth:
Penquin Books Ltd., 1971), p.14S.



Preceding the nineteenth century a theory had de-
veloped that attributed infectious diseases to miasma
(emanations from the earth). Miasma was associated with
swamps and places where rotting vegetation and human,or
animal waste, gave rise to the smell of decay.2 The re-
lationship between filth, smell and disease was the
driving force behind the sanitary reform movement which
was led by Sir Edwin Chadwick, Lord Ashley (better
known as Lord Shaftesbury, the title he inherited in
1851) and Doctor Thomas Southwood-Smith. Even before it
was known that bacteria, viruses, protozoa and worms
played an important role in the spread of infectious
diseases, these men were convinced that something pas-
sed from the environment, or from the sick person, to
cause disease in the healthy.3 They believed that over-
crowding, poor ventilation and putrid smells played a
major role in the transmission of infectious diseases
such as the dreaded cholera and typhoid fevers.

Chadwick's interest in sanitary reform began in
the mid-1830's when he was appointed to a Royal Com-
mission to inquire into the unsatisfactory administra-
tion of the old Poor Law.!over the next few years the

2 ¢, Wilcocks, Medical Advance, Public Health
and Social Evolution. (London : Pergamon Press Ltd.,
1965), p.100.

3 1pid., p.108.
4 1pid., p.105.



Commission received reports on the living conditions of
the poor in various industrial areas. The subsequent

Blue Book, of 1842, on the Sanitary Condition of the

Labouring Population of Great Britain not only dealt

with the slums of East London but with the living con-
ditions in much smaller cities. The following account
of the sanitary conditions in the town of Stafford,
reported by Dr. Edward Knight, gives an impression of
what living conditions were like for the poor.

These parts of the town [where disease

was common] are without drainage, the
houses, which are private property, are
built without any regard to situation or
ventilation, and constructed in a manner
to ensure the greatest return at the least
possible outlay. The accommodation in them
does not extend beyond two rooms;these are
small, and, for the most part, the families
work in the day-time in the same room in
which they sleep, to save fuel. There is
not any provision made for refuse dirt,
which, as the trouble, is thrown down in
front of the houses, and there left to
putrefy.

Doctor Knight went on to compare these conditions
with those of the Stafford Asylum: "[i]n the lunatic
Asylum, which closely adjoins the town, and averages
250 patients, great attention is paid to cleanliness,

and we never have any infectious diseases." ® Another

report submitted by Doctor Bland, the Medical Officer

5 Wilcocks, op.cit., p. 102.

Ibid., pp. 102, 103



of the Macclesfield Union, illustrates the connection
that was made between sanitation and health.

In a part of the town called the Orchard,
Watercoates, there are 34 houses without

a back door, or other complete means of
ventilation; the houses are chiefly small,
damp and dark ... To these houses are

three privies uncovered; here little pools
of water, with all kinds of offal, dead
animal and vegetable matter are heaped
together, ... the fumes of contagion spreads
periodically in the neighbourhood and pro-
duces different types of fever and disorder
of the stomach and bowels. The people inha-
biting these abodes are pale the unhealthy,
and in one house in gFrticular are pale,
bloated and rickety.

Even before 1852 when the Poor Law Commission pub-

lished The Sanitary Condition of the Labouring Populat-

ion of Great Britain, attempts had been made to gain

political support for reform. Lord Shaftesbury had

been a Member of Parliament since 1826 and was already
interested in reform when, in 1841, Dr. Southwood-Smith
conducted him through slums of East London. Shaftesbury
fought for health and sanitation reforms, and became

a leading figure of the Health of Towns Association,
which issued various leaflets to increase public aware-

ness on health issues. 8

7 1bid., p. 102.

8 J.W. Bready, lord Shaftersbury and Social -
Industrial Progress (London: George Allen and Unwin
Ltd., 1933), p. 108. Dr. Southwood Smith, along with
two other doctors, had presented a report on the slums
of East London to the Royal Commission.



The report of the Poor Law Commission, followed by
a report submitted by commissioners who inquired into

the " ... [s]tate of Large Towns and Populous Districts

1844" 9 were used in several attempts to convince the
government of the need to pass legislation that would
improve sanitary conditions. It was not until 1848,how-
ever, that Britain's first Public Health Bill was pas-
sed. This set up a Board of Health of which Shaftesbury
was the head. He was fully aware of the difficulties
that he would be facing. "It will involve trouble, an-
xiety, reproach, abuse, unpopularity. I shall become a
target for private assault and the public press.“10As
it turned out his prediction was correct.

Shaftesbury and his associates on the Board of
Health, Chadwick and Smith, worked hard accumulating
and distributing information,organizing lLocal Boards of
Health and stimulating public awareness and pride in
civic welfare. However, due to a lack of scientific
proof, contamination of water and food, although a con-
cern, wvas umst stressed asad mode for the transmission
of disease until the outbreak of cholera on Broad
Street, in 1848. This outbreak led John Snow, a London

practitioner, to prove that water was, in fact, the ve-

9 1pbid., p. 109.
10 y1pid., p. 109,



hicle through which cholera had infected the inhabi-
tants of Broad Street. Similar conclusions were reached
by William Budd who maintained that cholera was caused
by living organisms that bred in the human intestine
and spread through water or food contaminated by human
feces.Budd also concluded that typhoid fever was caused
and spread in much the same manner. 7

Although the Board of Health had been very active
during the cholera epidemics of 1849 and 1853, the
Board was disbanded on July 31, 1854. This occurred
partly because of Chadwick's unpopularity; partly
because of professional resentment within the College
of Physisians, whose lethargy the three reformers had
challenged; partly due to the outraged institutions -
the Guardians of the Poor Law, municipal corporations
or local boards - whose vested interests or civic
independence were threatened; partly due to the
Englishman's ideal of personal liberty.!'2?Municipal cor-
porations would not accept a central Board of Health
which dictated that costly improvements in sanitary
conditions had to be made. Nor would the individual
accept the idea of compulsion, whereby, he had to build

and maintain houses to certain specifications. Even to

11 wilcoks, op.cit., p. 199.
12 Bready, op.cit., pp. 105, 106.



approach the poor tenants and demand that they clean up
their premises was unthinkable at this time, even
though it was this group that suffered the most with
the epidemics of cholera and typhoid that plagued the
cities.

The end of the first Board of Health, however,coin-
cided with the Crimean War, and a new interest in sani-
tary reform. During the war the entire administration
of the British army, including the care of the sick and
wounded, came under much public criticism.Public aware-
ness and concern for sanitary conditions in general
were heightened by the war. Yet, change did not come
about quickly because of the vested interest groups and
the entrenched social attitudes. It was not until 1875
that a permanent Public Health Act was passed.This Act,
accompanied by amendments which followed over the next
fifteen years, covered almost every aspect of public
health.!3 The work done by the sanitary reformers of
the mid-century had not been in vain.

Another reform of the mid-nineteenth century dealt
with the better regulation of the medical profession,
stimulated in part by the sanitary reformers.The refor-

mers had caused resentment within the College of Physi-

13A. W. Blyth, Lectures on Sanitary Law (London:
MacMillan Co., 1893), p.17.




cians, and the issue of who was qualified to deal with
public health problems would have been hotly debated.
In the 1850's, Parliament encouraged the formation of
associations for all professional groups as an indirect
method or raising and regulating the standards of work
done by them for the community. There had been a Col-
lege of Physicians in London since 1518 but, by the
nineteenth century a more extensive medical association
was required.The British Medical Association was, there-
fore, founded in 1854 and,a few years later,as a result
of a parliamentary inquiry, the Medical Act of 1858
created a General Council. This Council was in charge
of medical education and the registration of all prac-
titioners throughout Britain. The Council was to keep a
list of all qualified doctors, approve the granting of
licenses by institutions, and bring before the Privy
Council cases in which the licensing bodies were not
insisting on proper qualifying examinations.14Through
control of the educational standards and licensing of
doctors, the public could be assured of better medical
treatment.

14 gir Llewellyn Woodward, The Age of Reform
1815 - 1870. (London: Oxford University Press, Amen
House, 1962), p.619. It was not clear whether this re-
form was brought about as an indirect way of control-
ling the sanitary reformers. At this stage no doctor
was "qualified" to speak-out on public health issues,
and this could have been used against the sanitary re-
formers especially men like Chadwick and Shaftesbury
who wvere not doctors.




During the nineteenth century, of course, there was
no State financed medical care; effecti;ely, only those
who could afford medical care benefited from the impro-
ved standards of control over the medical profession.

It was the poor who suffered the most through sick-
ness, and it was this group that could not afford medi-
cal care. Although there were hospitals in Britain con-
ditions were so deplorable in the mid-century that any-
one able to afford it was treated at home; the patients
in the hospitals came from the slums. The hospital wards
were usually large, bare and gloomy; beds were crammed,
in rooms, fifty or sixty deep with less than two feet

1

separating each bed. 5 Florence Nightingale, in her

Notes on Hospitals, wrote :

[t]he floors were made of ordinary wood
which, owing to a lack of cleaning and

lack of sanitary conveniences for the
patient's use, had become saturated with
organic matter which when washed gave off
the smell of something quite other than
soap and water. Walls and ceilings were of
a common plaster also saturated with imp-
urity. Heating was supplied by a single
fire at the end of each ward, and in win-
ter windows were kept closed for warmth,
sometimes for months at a time...After

a time the smell became "sickening'", walls
steamed with moisture and a minute vegeta-
tion appeared. The remedy for this was fre-
quent lime washing and scrapping, but the

15 Cecil Woodham-Smith, Florence Nightingale
1820 - 1910 (London: Constable @ Co., Ltd., 1951),

p. 57.




workmen enga?ed on the task frequently
became ill.7?

Nightingale also noted that the sick came into hos-
pital filthy and remained so :

(tl1he nurses did not as a general rule

wash patients, they could never wash their

feet... The beds on which the patients lay

were dirty. It was common practice to put

a new patient into the same sheets used by

the last occupant of the bed, and mattresses

were generally of flock sodden and seldom,

if ever cleaned. 17

The attitude of the hospital physicians did nothing

to improve the deplorable conditions. Patients looked
upon medical attention as a luxury since the doctors,
for the most part, were not concerned with the wretches
of humanity. The attitude that necessity for caring for
the sick should transcend social status was not evident
in the mid-nineteenth century. The upper classes heard
stories about hospitals but such conditions were accep-
ted as a necessary horror.18Also, since the rest of so-
ciety was removed from the slums there was little or no
contact with the poor,so there was little fear of being
contaminated by the "sick poor".

The influence of the sanitary reform movement was

quite evident in Nightingale's Notes on Hospitals, for

it was her friend Lord Shaftesbury who sparked her in-

16 1bid., p.57.
17 1pid., pp. 57, 58.
18 1bid., p. 125.

10



terest in sanitary reform. In the 1840's, acting on
Shaftesbury's suggestions, Nightingale had studied hos-
pital and Royal Commission reports.!%Even before her
Crimean experience her interest in reform, especially
with hospitals and the quality of nursing care was
growing.

In 1845, however, it was considered socially unac-
ceptable for a respectable woman to become a hospital
nurse; indeed, Nightingale was likely one of the first
to ever have considered doing so. She wrote that, "it
was preferred that the nurses should be women who had
lost their character, i.e. should have had one child.n 20
Most nurses slept in the wards they nursed in, and it
was not unknown for nurses to sleep with male patients.
In a letter written on May 29, 1844, Nightingale de-
scribed the sleeping accommodations provided for nurses
in one of London's most famous hospitals. "The nurses
... slept in wooden cages on the landing places outside
the doors of the wards, where it was impossible for the
Night Nurse taking her rest in the day to sleep at all
owing to the noise ..." 21
The nurses had no other homes; they lived, slept

and frequently cooked their meals on the wards. Super-

19 Ibid., p.61.
20 1pid., p.S58.
21 1pid., p.S8.
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vision was almost non-existent, and many nurses were
notorious drunks. In 1851, a physician of a large Lon-
don hospital stated that, "[t]the nurses are all drunk-
ards, sisters and all, and there are but two nurses
whom the surgeons can trust to give the patients their
medicine.” 22 In 1854,the head nurse of a London hospi-
tal told Nightingale that, "in the course of her large
experience she had never known a nurse who was not
drunken and there was immoral conduct practiced in the
very wards, of which she gave awful examples."23

It is not surprising that the mortality-rate in ho-
spitals was high; sick people had a better prognosis if
they remained outside the hospital. Poor care, and the
lack of sanitary conditions, coupled with no sterile
technique meant that disease and wound infection would
pass from patient to patient.

It is also not surprising that Florence Night-
ingale's family was shocked by, and tried in every way
to quell, her interest in nursing.Nightingale described
the role of women in the upper classes of British soci-
ety: "[w]omen don't consider themselves as human beings
at all. There is absolutely no God, no country, no duty
to them at all except family ... I have known a good

22 1pid., p.58.
23 1pid., p.58.



deal of convents. And of course everyone has talked of
the petty grinding tyrannies supposed to be exercised
there. But I know nothing like the petty grinding ty-
ranny of a good English family."24 In 1852, Nightin-
gale wrote CasSandra; a description of the life of a
girl in a prosperous home, which vividly illustrates
the lifestyle of upper class women.

The morning is spent sitting round a ta-
ble in the drawing-room, looking at prints,
doing worsted work and reading little
books. Everybody reads aloud out of their
own book or newspaper and every five mi-
nutes something is said ... The afternoon
is passed taking a little drive. We can
never pursue any object for a single two
hours for we can never command any soli-
tude; and in social and domestic life one
is bound, under pain of being thought

sulky to make a remark every two minutes
... When night comes ... women suffer —
even physically ... the accumulation of
nervous enerqgy, which had had nothing to
do during the day, make them feel ... as
if they were going mad ... The vacuity and
boredom of this existence is sugared over
by false sentiment ... women have no passion. 25

Nightingale often expressed the frustration and bit-
terness felt by women who were ambitious and sought a
career of their own.Nightingale's description of nurses
further illustrated the social attitudes that were ob-
stacles she faced in her attempts to reform hospitals
and nursing care.As it turned out, it was the fact that

she was from the upper class, and socially well connec-

24 1bid., pP.93.
25 ypid., pp. 94,95.

13



ted, that enabled her to bring about change.

Nightingale realized that before any scheme of nur-
sing reform was embarked upon, a training school capa-
ble of producing a supply of reliable, qualified nurses
must be brought into existence.?® There were no schools
of nursing in the 1850's, and Nightingale, who was con-
sidered qualified to lead the nursing team in the
Crimea, had only three months training at Kaiserwerth
Hospital in Germany. Kaiserwerth was considered the
most advanced hospital of its time, but there was no
scien tific nursing being taught.Nightingale wrote that
"[t]he nursing there was nil, hygiene horrible ...
[but] there was no neglect.27 It was during the Crimean
War that the deplorable conditions and treatment of
patients in the military hospitals was brought to
public attention.

The Crimean War, in terms of management, was really
no different than previous campaigns, but there was one
new feature that set it apart — for the first time
newspaper correspondents followed the war. 28 The most
influential correspondent, of the time, was William
Howard Russell of The Times. In 1855, The Times had a
daily print of 61,000, compared to its rivals®' 3,000 -

26 Ibid., p.125.

27 1bid., p.91l.

28 Woodward, op.cit., pp. 264, 265.



6,000, and it circulated in ordinary, middle-class
homes throughout Britain.29 Russell minced no words in
his criticism of the organizational blunders, and the
suffering of the troops. The British public, therefore,
knew more about the horrors of the Crimea than they had
known about any previous war —— public opinion was
deeply stirred.

After arriving at the military hospital at Scutari,
Nightingale improved sanitary conditions, the kitchens,
food supply and the laundry; she procured linen for
dressings, and improved the supply of basic clothing
and hygienic materials. One soldier described his sen-
sations when he got off the filthy transport ship, and
was received by Nightingale and her nurses with clean
bedding and warm food: "we felt we were in heaven.® 30
Indeed, the legend of Florence Nightingale grew in En-
gland, partially as a result of The Times but, mainly
due to the survivors of the British army who told the
story of her work.Even the upper classes declared them-
selves "fanatico for the new Joan of Arc."31

Legends tend to exaggerate the importance of indi-
viduals, nevertheless, the legend of Florence Nightin-

29 Alice Anderson, A Liberal State of War (New
York : St. Martin's Press, 1967), p.71.

30 woodham - Smith, op.cit., p. 178.

31 1bid., p.234.

15



gale gave her the power and prestige that enabled her
to bring about hospital reform, and supported her push
to organize a training school for nurses. Further, the
strict discipline, much like that of the army, enforced
by training schools, coupled by the role played by nur-
ses in future wars, slowly enhanced nursing as an ac-
ceptable occupation for respectable women.

After returning from the Crimea Nightingale became
involved in hospital reform. A great deal of her work
for hospitals was connected with improved methods of
administration and organization, improved design and
construction, and improved equipment. 32 she realized
that steps had to be taken to educate the public, and
initiated a publicity campaign. In October, 1858, Lord
Shaftesbury arranged for two papers written by Nightin-
gale, on hospital construction, to be read at a Social
Science Congress. These papers were received with en-
thusiasm and were later expanded into a book, Notes on
Hospitals, which was published in 1859. This book was
so successful that a second edition had to be published
in 1860, with a third following in 1863.

It was Nightingale's prestige that gave her cred-
ibility and acceptance as an author and authority. She
convinced others that hospitals had appallingly high

death-rates because the elementary principles of sani-

32 1bid., p.232.

16



tation were being neglected. The answer to this problem
was better ventilation, a higher standard of cleanli-
ness, better drainage and better food. Floors, walls,
and bedsteads needed to be scrubbed; windows and corri-
dors needed to be positioned in such a way so as to car-
ry foul air away. Proper heating systems needed to be
installed and a larger cubic allocation of air per
patient needed to be allowed. Nightingale used her Cri-
mean experiment as an example of the effectiveness of
her suggestions.

We had in the first seven months of the

Crimean Campaign, a mortality-rate of

sixty per cent per annum from disease

alone ... We had, during the last six

months of the war, a mortality among

our sick little more than among our

healthy Guards at home and a mortality

among our troops only two-thirds what

it is among troops at home. 33

Following the success of Notes on Hospitals Night-

ingale was asked for advice on hospital construction

in England and throughout Europe.3ﬂ

33 1bid., p.295.

34 1bid., pp. 333,334. The plans for the Birkenhead
Hospital, the Edinburgh Infirmary, the Chorlton Infirmary,
the Coventry Hospital, the leeds Infirmary, the Royal
Hospital, at Putney, the Staffordshire Infirmary were
submitted to her. The Government of India consulted her
on the plans for a hospital in Madras. The Crown Prin-
cess of Prussia requested a personal interview at which
time she submitted plans for a new hospital in Berlin.
The Queen of Holland submitted plans and the King of
Portugal asked her to design a hospital in Lisbon.




Nightingale's scheme for a training school for nur-
ses initially met with resistance. The primary reason
for this was that some doctors anticipated interference
and clashes between medical and nursing authorities.She
was very careful to outline exactly what the nurses du-
ties were, and student nurses signed contracts stating
that they would give strict obedience to physician's
orders. Not withstanding, Mrs Wardroper, the matron of
St. Thomas's Hospital, London, and Doctor Whitefield,
the Resident Medical Officer of the same hospital,show-
ed courage, in the face of powerful opposition, in com-
mitting their institution to Nightingale's Training
School.

The object of the Training School was to recruit
two groups of nurses; those who would be "ordinary"
probationers and those who would be "lady" probationers,
Both groups were expected to be intelligent, good women
but only the latter, who came from the upper class,
could be expected to have the educational background
and experience necessary to train others, and to be
superintendents of new training schools. Nightingale's
nurses were to take posts in hospitals in order to es-
tablish a higher standard of nursing care. The nurses
had to be above suspicion, the exact opposite of the
drunken promiscuous nurse of old, for, if a scandal

wvere to ever focus upon them the opponents within the

18



medical profession would use it to discredit the en-
tire programme.

In May 1860, advertisements appeared inviting ap-
plications for admission to the school. Fifteen can-
didates were chosen on July 9, 1860. Each student had
to submit a certificate of good character before admis-
sion, and their training lasted one year. Strict dis-
cipline was enforced, and Nightingale kept in close
contact with Mrs Wardroper, who became the Superinten-
dent of the School, in order that she might supervise
the programme. 3° Her Training School for nurses was a
success, and over the next twenty years her nurses
spread throughout Britain and Canada. Although Night-
ingale was certainly not the only person concerned with
the reform of hospitals and standards of nursing care,
her prestige had placed her in a remarkable position.

The first half of the nineteenth century was a pe-
riod wherein the reformers of the various fields of
public health and medicine met with the most resistance
due to entrenched social attitudes generally, and to
opposition of vested interest groups specifically. The
latter half of the century was the period when reform
movements met with success, culminating in the passing

of appropriate legislation, and in the instituting of

35 ybid., p.346.
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appropriate reforms. The Crimean War had indeed been
the watershed. It seemed that slum conditions, and the
resultant epidemics, therein, had done little to move
public opinion but, the War conditions had touched eve-
ry strata of society. Along with the Crimean War major
scientific developments in all aspects of medicine fur-

thered the cause of improved health care in Britain.
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Chapter II

Upper Canada : advances in public
health, hospitals and nursing.

Unlike Britain, the colonial experience of Upper
Canada was different in that it was not war but epide-
mics, often triggered by waves of immigration, that
challenged the public to action on public health issues
and hospitals.Whereas, the immigrants to British cities
had merely moved in from the surrounding countryside.
Also, the relative space, and low population density
further differentiated Upper Canada from the British
experience. In 1820, the total population of Upper Ca-
nada was about 100,000, and it had only a few urban
communities with very small populations;the two largest
being Kingston which had 2,300 citizens and York with
1,250. In 1830, the population of Kingston was 3,800
and Toronto 2,907, and in 1851, 11,585 and 30,775 re-
spectively.11f was not only the size of these communi-
ties that differentiated the physical environment of
Upper Canada from Britain but the fact that the towns
wvere surrounded by farms not slums.

Canada being a British colony meant that the atti-

1 Jacob Spelt, Urban Development in South-Central
Ontario. (Toronto : McClell, and Stewart Ltd., 1955),
pPp. 45, 91.
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tudes towards hospitais were similar. As in Britain,
seriously ill patients were treated at home whenever
possible, and nursing care was provided by family, or
friends, according to the physicians orders. Hospitals
were viewed as charitable institutions organized to
treat the "sick poor" who could not afford the services
of a physician. 2

After the Napoleonic Wars Britain witnessed a period
of economic depression that resulted in mass emigration
to Canada. Some of the immigrants were of the officer
class, and brought with them the attitudes of the Brit-
ish upper class, but those ingrained social attitudes
would never be as dominant in the colony as in the
mother country. The majority of immigrants did not come
from this class, and were, generally, undernourished
upon departure, and this accompanied by overcrowded and
unsanitary conditions on the transport ships, led to
disease — the cholera plagues of the early 1830's and
1840's were brought to Canada by immigrants.3 Although
a Quarantine Station and hospital were established near

Quebec, in 1832, diagnoses and recording techniques were

2 J.M. Gibbon, Three Centuries of Canadian
Nursing (Toronto: MacMillan Co. of Canada, Ltd.,
1947), pp. 71, 72.

3 G. Bilson, "Canadian Doctors and the Cholera,"
Medicine in Canadian Society : Historical Respectives,
ed. S.E.D. shortt (Montreal : McGill - Queens Univer-

sity Press, 1981), p.171.
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questionable, and the state of medicine was such that
the incubation period for diseases was unknown. Cons-
quently, many infected people managed to arrive in
Upper Canada while the disease was still in its incuba-
tion period. As a result, a pattern developed, whereby,
variouscommunities reacted to every epidemic as a sepa-
rate crisis.

Boards of Health were instituted to organize the
opening of hospitals, and the hiring of medical offi-
cers; nursing was performed by concerned, middle-class,
female volunteers.4 After the crisis was over, the
Boards were disbanded, and the hospitals were often
utilized for purposes other than the care of the sick.
By the mid-nineteenth century, however, this pattern
had changed somewhat with the larger hospitals becoming
permanent institutions that cared for the "“sick poor."

Kingston, being the point of entry for immigrants
moving into Upper Canada, was particularly vulnerable
to disease. The Female Benevolent Society established a
House of Reception containing eighteen beds which, be-
tween 1820 and 1829, treated 513 patients, mostly from
Britain. In 1832, a larger hospital was built with the
assistance of a 43,000 grant from the government. After
the cholera epidemic of 1834, the hospital gradually

fell into disuse and, in 1839, it was used to house

4 Gibbon, op.cit., pp. 71,72.
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troops; from 1840 to 1843, the hospital was used for
meetings of parliament.5 A substantial rise in immigra-
tion during the 1840's, coupled with the subsequent
threats of epidemics necessitated the establishment of
the‘pospital as a permanent treatment facility.

York was the primary destination of immigrants
leaving Kingston and the history of the Toronto General
Hospital was similar to that of the Kingston General.
In 1813, the Loyal and Patriotic Society of Upper Cana-
da founded a military hospital at York with the inten-
tion that it would be maintained as a General Hospital
after the army had no further use for it; this was the
first hospital in Upper Canada. For several years after
1817 the hospital was enlarged; between 1824 and 1829,
however, it was occupied by the parliament of Upper
Canada. One can hardly imagine a hospital building in
Britain being considered suitable as a parliament.After
1829, the hospital was used for medical treatment sole-
ly,and was equipped to accommodate one hundred patients, 6

The mass immigration of Irish during the 1840's ad-
ded a large Roman Catholic population to Upper Canada.
In response to this situation Roman Catholic nursing
orders became active in the founding of hospitals in

the province: the Grey Nuns established the Hotel Dieu

5 1bid., p.76.
6 1bid., p.77.
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in Kingston in 1845, and, in the same year, accepted a
call to establish a hospital at Bytown which, upon com-
pletion, was named the Grey Nuns Hospital.7 This reli-
gious connection ensured a degree of respectability for
nursing that was not present in pre-Nightingale Britain,

Also, in response to the increased Roman Catholic
population, Monseigneur Charbonnel, the Bishop of To-
ronto, introduced the Sisters of St. Joseph's to Toro-
nto in 1851. In 1852, the Sisters expanded to Hamilton
initially to provide care for orphans although,by 1854,
they had become involved in hospital work during the
cholera epidemic which was followed by an outbreak of
typhoid fever. In 1861, nursing sisters were sent from
Hamilton to the Hospital of St. Joseph's which they had
established at Guelph. 8

In 1850, Hamilton received a grant from the govern-
ment of Upper Canada to construct a general hospital
and, in 1852, the Protestants in Bytowns supported the
establishment of the Country Carleton General Protes-
tant Hospital. In 1859, the Galt General Hospital was
opened and, in 1865, the St. Catherine's General and

Marine Hospital was opened. ?

7 1bid., p. 80.
8 1pbid., p. 134.
Ibid., pp. 133,134.
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The first cases of cholera arrived in the St. Law-
rence on April 28th, 1832, and were landed at Grosse

Isle from the ship Constantina, from Limerick. The

Grosse Isle Quarantine Station had opened in the spring
of that year but there were no proper quarantine pre-
cautions. Anyone who seemed well was allowed to pass:;
disinfection was unknown, and all the soiled clothing
of the immigrants went unwashed. Infected people there-
fore carried the disease with them as they made their
way to Upper Canada. 10

The first boats carrying cholera victims arrived at
Prescott on June 16th. The inhabitants of Prescott and
Kingston were unprepared but responded immediately to
the crisis. A public meeting was held at Kingston, and
a Committee of Management was appointed to deal with
the emergency. The committee in turn sent two letters
to the Lieutenant Governor, dated June 14th and June
16th, 1832, asking for financial aid and for someone to

be sent with the necessary authority to enforce rules

10 p. Montizambert, “A Hundred Years of Sanitation
in Ontario”, Tenth Annual Report of the Provincial
Board of Health of Ontario, 1891 (Toronto : Warwick
and Sons, 1892), p.5. Montizambert was the Medical
Superintendent of the Quarantine Station at Grosse Isle
The Constantina carried 170 immigrants of whom 29 had
died on the voyage. On May 14th the ship Robert from
Cork arrived, and had had 10 deaths on the voyage. On
May 28th, the ship Elizabeth from Dublin arrived with
145 immigrants and 42 deaths.




and regulations. 11

The Lieutenant Governor responded with equal haste
and, on June 20th, had a circular sent to the Chairman
of the Quarter Session of the several districts, with
measures to deal with the emergency. The Chairman was
asked to convene the magistrates of the districts in-
volved, and with their aid form a Board of Health. The
Board was to assume the authority of enforcing whatever
arrangements were necessary to control the epidemic.
Further, the Board was to place at the disposal of the
magistrates in each district the sum of 2500 to provide
for hospitals, Medical Officers, and for making the
arrangements for a Medical Board to be formed in each
district at the request of the Board of Health. 12

Through these measures the cholera epidemic was
dealt with, and by October it was over. The worry was
that another outbreak of cholera could occur so on Feb-
ruary 13th, 1833, an Act was passed by the legislaturre
of Upper Canada with regard to public health; it was
entitled An Act to establish Boards of Health, and to

quard against the introduction of malignant, contagious

and infectious disease in this Province. The Act stated

that "it shall and may be lawful for the Governor,Lieu-

11 1pbid., p.6. These letters were found in the
Journals of the Legislative Assembly of 1833.

12 1pid., p.7. The total amount advanced to the
districts was £4,439.
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tenant Governor or person administering the government,
to appoint three or more persons in each and every town
in the Province, ... to act as health officers within
their respective limits." '3 It also contained among
other provisions, powers stating that :

1. The Health Officers could enter in

and upon premises and order them to be
cleaned.

2. That the Governor in Council may make
rules concerning the entry and departure
of vessels, and the landing of passengers.
3. It provided a penalty of 20 shillings
for the violation of any rules or regula-
tions of the Board or obstructing officers.
4. This Act shall be and continue in force
for one year, and from thence to the end
of the next ensuing session of the Pro-
vincial Parliament and no longer. 14

This public health Act of 1833 was met with approv-
al.A Board of Health was formed in York, and an article

in the Courier of Upper Canada dated April 17, 1833,

expressed the delight at having a Board to watch over

the state of public health, and to take preventive mea-
sures. The article also pointed out several nuisances

in the Town that would prove fertile sources of disease. 15
The weakness of the Act, however, was that it was only

in force for one year.

13 1bid., p. 13.
14 1bid., pp.13,14.

15 Ibid., p.7. The Board of Health for York would
have demanded the cleaning up of nuisances but after
the year was up the Board was disbanded and the town
would revert to its former state.
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The next appearance of cholera, in serious propor-
tions, was in 1849. In October of 1848 cholera had
reached England via Hamburg. For fear that the disease
would spread to Canada theCentral Government sent
Doctors Grainger and Ayres to Hamburg to investigate
the disease.As a result of their investigations an Act,
providing for a Central Board of Health was passed by
Parliament in April 1849. This Board of Health —
situated in Montreal — notified the public of an Act
passed for the removal of nuisances, and the prevention
of disease. It also demanded the formation of Local
Boards of Health.16

In Toronto, on June 21st, 1849, a special meeting
was held for the appointment of a Board of Health. A
heated discussion ensued regarding the injustice of the
Act which forced municipalities to form Local Boards to
do the work according to the instructions of the
Central Board, and then bear the expenses. The feeling
being that the Central Board should contribute to the
costs. The general consensus, however, was that the
system of a Federal Board was a good plan, and the

Toronto Board was appointed. On June 14th the Central

16 1pid., p.8. The Act of 1849 contained provisions
that in many instances were contained in the consolida-
ted Public Health Act of 1887, which will be discussed
in Chapter 3.
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Board published its regulations. 17

Unfortunately, plans were made too late, and
cholera broke out in Toronto on July 6th and an Iso-
lation Hospital was opened on the same day. On July
25th, the Central Board required Local Boards to have
houses vacated when the inhabitants neglected to clean
them, or when overcrowding prevailed. By September the
disease was abating but in Toronto alone there had been
745 cases and 449 deaths. 18

In the autumn of 1849 cholera disappeared from the
province, and did not reappear until 1854. This time
the province was prepared as the epidemic never reached
the proportions of 1833 and 1849. A proclamation, dated
July 20, 1854, declared that the Act of 1849 was in
force. Under it, the Central Board issued regulations
that were very precise, and were contained in two

chapters. Chapter I issued general and personal direc-

17 1pid., p.8,

18 1pid., PP. 9,10. On July 6th, in Toronto the
number of cholera cases were reported as
cases deaths

On Scott Street, 1 resident, 4 emigrants 5 2
On King Street east, an emigrant 1 1
On March Street, an emigrant family 5 3
On Queen Street west, a carter 1 1
In Hospital, all emigrants 3 3
Emigrant shed 1 0

Totals 16 10

It is interesting to note that enigrants stayed in a
shed until able to find accommodation elsewvhere.
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tions to families and individuals :

1.
2.
3.
‘.
5.
6.

7.
8.

10.
11.

12.

13.

14.

15.

cleaning of premises.

keeping cellars clean and dry.

houses to be aired by chimney boards
and stoppers removed.

doors to be left open day and night.
bedding to be aired daily.

personal cleanliness by tepid bath

twvo or three times weekly.

flannel vests to be worn next to skin.
general moderation in eating and
drinking, diet light and nourishing,
mainly of animal food, while fish and
vegetables were to be used sparingly
and green vegetables ... avoided. .
those who ... objected to the use of
spiritous or fermented drinks were re-
commended to take tea or toast water at
meals, while those accustomed to use
liquors were to use them in small quanti-
ties and of the best quality.

long fasting and late suppers to be care-
fully avoided.

soda water as a summer drink was recom-
mended.

the sick should not be attended by more
persons than absolutely necessary ...
lessening the danger to the public.
wvarned the public against the indiscri-
minate use of mineral waters and especially
against the use of many kinds of patent
medicines so extensively employed.
recommended burning, baking and boiling
of clothes in 1 to 14 parts of chloride
of lime.

advised against unnecessary alarm. 19

Additional sections advised Local Boards to pay

special attention to tainted meat, cellars, cesspools,

privies, stagnant pools, pig-pens, slaughter houses,

butcher stalls, hides and tanneries. No patient under

treatment or at an Isolation Hospital was to be permit-

ted in a church or within city 1limits; crowding of

191pid., p.11,
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graveyards was forbidden; undertakers, hotels, and
boarding-houses were strictly requlated and all
burials were to be private and within 24 hours. All
ship captains had to report deaths on board and Local
Boards were requested to report weekly. 20

The influence of the sanitary reformers in Britain
was evident in the stress on good ventilation and
cleanliness of property and person. Cholera is spread
through the ingestion of water contaminated with feces
and vomitus of patients; to a lesser extent the feces
of carriers or through food contaminated by water,
hands or flies. Its spread from person to person by
direct contact is of relatively minor importance.?lcare
was taken against possible sources of contaminated
water; mineral waters; many kinds of patent medicines;
use of only good quality liquors; drink tea (boiled
water). Care was taken in the recommendations of what
to eat vhen really, in the case of green vegetables, it
vas the handling of food that was the problem; hand
washing, and proper cleaning of vegetables would have
been sufficient. The role of flies in the transmission
of cholera was not likely appreciated but the sections
dealing wvith the inspection of pig-pens, slaughter

20 ypia., p. 11.

21 pbram Benenson, Control of Communicable Diseases
in Man (Washington D.C. : The American Public Health
Association, 1970), p. 53.
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houses and butcherstalls would have reduced the chance
of the spread of disease through contaminated meat.

Although specific knowledge of cholera was lacking,
restricting the m;mber of people attending the patient,
restricted the number of people coming into contact
with contaminated feces and vomit. There were regula-
tions dealing with stagnant water and privies but there
was no mention of the care of water supplies. This
epidemic of 1854 was practically the last outbreak of
cholera in Ontario, primarily due to such precautionary
measures.

on studying Appendix I, the statistics from the
Quarantine Station at Grosse 1Isle, it is remarkable
that cholera, after 1834, although the word was enough
to cause a scare in Upper Canada, fell off sharply:;
"fever" was far more prevalent. "Fever" referred to
typhus primarily but also to enteric fever, which was a
synonymn for typhoid fever. It could have been expected
that typhoid fever would have been more prevalent since
it is spread like cholera. The fact that there vere few
cholera cases registered at the Quarantine Station
meant that a lot of infected people passed the Quaran-
tine before the disease broke out, assuming the various
diseases were diagnosed properly, which might have been
the case. In 1849, there were 1,854 deaths as far vest
as Sault Ste. Marie, and reportedly a few in 1866,
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apparently not detected at Grosse Isle. However, there
might also have been other factors involved.

Before 1833, the province of Upper Canada was free
of cholera, after 1834, if immigrants were involved
what groups were being referred to? The report from
Toronto on July 6, 1849, (see footnote 17) stated that
there were 16 reported cases of cholera but only 1 case
was from the immigrant shed; of the 3 cases in hospital
there was no mention of where they were from. The rest
of the cases, although registered as immigrants, were
all living in Toronto, and could have been for some
time. The population of Toronto,although small compared
to urban centres in Britain, had grown quite rapidly.
Cholera was usually confined to the lowest socioeco-
nomic group, and housing was inadequate in Toronto
vhich led to overcrowding, sewage and nuisance
problems; conditions, wherein, disease flourishes. If
indeed cholera was introduced from outside the
province it surely had a fertile environment in which
to spread.

Although cholera was not the only contagious dis-
ase introduced to the province during the period, it
stimulated the most fear and subsequent action,in terms
of public health legislation. Also, the hospitals,
founded as a result of epidemics were, if not the only

hospitals, at least the major medical institutions



established in the pre-Confederation period. As in
Britain, the hospitals of Upper Canada in the mid-
nineteenth century had terrible reputations for being
places of death, and this fear was only enhanced con-
sidering their original function as isolation centres.
Fear was also exacerbated by the fact that doctors did
not understand cholera, and the treatment they exacted
was often brutal. 22

The medical profession was unscientific in its
approach, and the treatments for most diseases were
aimed at relieving symptoms without any understanding
of the causes, or the transmission of, the diseases. It
must be noted that most Canadian doctors had been
educated in either London or Edinburgh, and many did
keep abreast of the latest innovations in Britain.23
Indeed, in Upper Canada at this time the medical
profession was in an unusually advanced state, there
existing, from 1815, a Medical Board with the authority
to examine new-comers into the province, and grant
licenses to practice. In 1832, the only persons en-
titled to practice without examination were physicians
educated at the Royal College of Surgeons of London;

22 g, Bilson, A Darkened House : Cholera in Nine-
teenth Century Canada (Toronto : University of Toronto
Press, 1980), p.128. The favoured treatment for cholera

included excessive bleeding, opium therapy and counter-
irritant therapy which involved cautery and blistering.

23 1bid., p. 174.
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much to the consternation of licensed physicians from
Dublin, Apothecaries Hall London and from Edinburgh
University.24In 1843, a faculty of medicine was estab-
blished at the University of Toronto, but was abolished
by the legislature in 1852 as it was felt that the
public should not finance the education of men entering
such a lucrative profession.23
The Sanitzry Reformers of Upper Canada . were well

informed about what the sanitary refomm
rmovemrent was doing in Britain;they realized
that nuisances caused diseases even if they did not
know how they were transmitted.Unlike Britain, however,
there was little opposition to legislation because dis-
eases like cholera were a very real threat to the whole
community not just the poor. Police Acts were passed
which gave the police the power to regulate for street
improvements, nuisance control and fire lzaz‘event:ion.z6

The germ theory of the transmission of disease was
generally accepted by the late 1860's, but the debate
over contagion had led the public to viev the medical
profession as being in a state of confusion. Many lay-
men believed that doctors were no better equipped to

24 gontizabert, op.cit., PP. 2,3.

25 pjison, op.cit., p. 122.

26 Careless, op.cit., p.73.
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comment on cholera than they were.2’ Furthermore,
since there was a lack of definitive treatment for
most diseases, the trend was to seek help from men
practicing homeopathic medicine; the most influential
of whom was Samuel Thomson.

Thomson was an American who had established
Thomsonian Medical Societies in many cities throughout
the United States. In the 1850's Thomson became known
in Upper Canada. Since his treatments were far less
brutal, and no less effective than those of regular
doctors, Thomsonian practitioners were greeted with
great success in Upper Canada, and were given the right
to practice by Parliament. 28 oOne important point that
can not be overlooked is that scientific ideas, respect
for experts and the influence of an upper class were
less significant in Upper Canada than a Britain; the
upper class was not as firmly entrenched or as opinion-
ated. Since there was a high degree of illiteracy, the
distrust of doctors could be related to frontier
notions, rejecting "book-larning®, and resisting the
authority of the educated minority.

As in Britain, however, there were factors other

27 Bjlson, op.cit., p. 132. Although typhoid fever
vas also attributed to immigration, cholera was a far
more frequent peril.

28 c.m. Godfrey, Medicine for Ontario : A Histo:
(Belleville : Mika Publishing Co., 1979), p. 22.



than cholera which contributed to the poor reputation
of both doctors and hospitals —— poor surgical tech-
niques, the unsavory environment of hospitals and poor
nursing care. Surgery, in keeping with current knowl-
edge, was confined primarily, to amputations and tumor
removal; alcohol being used as the anesthetic.29There
was no understanding of the cause of infection nor how
it was spread; therefore, post-surgical infections were
commonplace due to a lack of sterile technique. Cross-
infection from patient to patient was also common as
a result of the improper care of infected wounds and
equipment. Infection, accompanied by a lack of effec-
tive anesthesia, meant that surgery was extremely
brutal — a nightmare that one might not recover from.

...[I]t was with the greatest difficulty

[that] patients could be induced to go

into hospital. It was the popular belief

that, if they went in, they would never

come out alive. No records were kept ...

the patients had to look after themselves;

fresh air was not th.ought necessary.

Armies of rats [scavenged] about the wards.

Instruments were looked after by a man who

assisted in the operating room and at post

mortems at the dead-house. Nothing was

known of sepsis or antisepsis. Surgeons

operated with dirty instruments and

septic hands and wore coats which had been 3
for years baptized with the blood of victims. 0

29 1pid., p. 22.

30 ¢c.H. Agnew, Canadian Hospitals, 1920 to 1970,
A Dramatic Half Century (Toronto : University of

Toronto Press), p. 3.
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Admission to hospital was also resisted because of
the social stigma attached to hospitalization. Since
medicine was unscientific and there was a dearth of
definitive medical procedures for most complaints,
treatment in hospital took on a moralistic tone; it was
believed that physical illness and poverty were related
to moral failings.3'In addition nurses in Upper Canada
were untrained and often indifferent to the needs of
their patients and,although not considered as degen-
erate as British nurses, were not respected. As in
Britain, nursing as a vocation was frowned upon by
cultured women, and even more by their families.32
Finally, the fact that (eneral Hospitals were funded
partially by middle-class charity meant that they re-
presented middle-class values : values which further
stigmatized the lower-class users.

A pattern of hospital organization and funding
began during the pre-Confederation period and con-
tinued into the twentieth century. Catholic Kospi-
tals were run by the various nursing orders and
financed through government grants and donations

made by parishioners. General Hospitals were founded

31 §.B.0. Shortt, "The Canadian Hospital in the
Nineteenth Century : A Historiographical Lament",
Journal of Canadian Studies, vol. 18, no.4.
(Peterborough : Trent University Press, 19845, p.S.

32 agnew, op.cit., p. 3. In his first chapter Agnew
reviewed this early period of Canadian hospital history,



by voluntary groups which formed non-profit hospital
corporations. Members of the Board of Governors of
General Nospitals included wealthy philanthropists and
other influential community leaders interested in
charitable work. The prime function of the boards was
to raise funds for the establishment, expansion and
maintenance of the respective institutions.If the local
municipal government, or provincial government, had
given grants to a hospital,the government would appoiﬁt
a representative to the Board of Governors.33 Like the
Catholic Hospitals, donations were also received. The
Government of Ontario did build hospitals for the men-
tally ill as well as Isolation Hospitals, during the
post-Confederation period, but the pattern for Catholic
and General Hospitals continued.

The mid-nineteenth century was a bleak period in
the history of hospitals, and the medical professions
both in Britain and Canada. After 1860, however, the
situation changed. In Ontario alone 96 hospitals were
built between 1880 and 1914, 16 of them Roman Catholic;
6 were run by the Sisters of St. Joseph's; 4 by the
Grey Nuns; 4 by the Sisters of Providence, and 2 by the
St. Joseph's Hospitaliers.34 Also, during this period

there was a movement towards hospital specialization :

33 rbid., p.2.
34 Gibbon, op.cit., pp. 176, 179.
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of the 96 hospitals built, 9 were sanatoriums for the
treatment of tuberculosis; 5 were provincially run
hospitals for the mentally ill; 4 were for the treat-
ment of incurables, and 4 were women's hospitals.35 In
effect, General Hospitals began to be viewed as being
less dangerous as specific diseases became isolated,
and removed from that environment.

The pattern of hospital building in response to
epidemics, however, continued into the 1890's. For
example, 12 hospitals were built in Toronto alone in
response to a series of epidemics.36 After the epidenic
passed people realized the need for the continued use
of hospitals for short-term medical help; not only for
the poor, and as shelter for immigrants as there were
other factors which increased the need for hospitals.
Along with an increase in population, as the result of
immigration, Ontario was beginning to industrialize.
With the ensuing urbanization, although not to the
extent of the industrial cities of Britain, came urban
congestion and the creation of the population segment
particularly prone to disease —— the urban poor. The
middle-class realized that the outbreak of disease
among the urban poor would eventually affect the

35 1pbid., p. 179.
36 1pid., p. 179.



vealthier segments of the population. 37 Hence, the
continuing need for hospitals. Furthermore, with indus-
trialization and the railway boom of the mid-century,
followed by the building of the transcontinental rail-
way, there was an increase in the number of accident
victims requiring hospitalization. 38

At the same time as the need for hospitals was in-
creasing the medical profession was becoming more sci-
entific and, therefore, more credible, although reliant
on British research. Between 1873 and 1900, develop-
ments in medical science, and in medical practice were
revolutionary. Knowledge rapidly advanced in bacterio-
logy, physiology, pathology,chemistry and pharmacology.
In the field of bacteriology most of the important
bacteria were discovered, tested, grown in artificial
media and proven to be the causes of the diseases from
which they had been isolated. The bacteria identified
included those that caused cholera, typhoid fever,teta-
nous, diphtheria, dysentery, scarlet fever, pneumonia

and many others. 39 Once the causative agents were iden-

37 Bilson, "Canadian Doctors and the Cholera",
op.cit., p. 131.

38  Gibbon, op.cit., p. 181.

39 ¢. wilcocks, Medical Advance, Public Health and
Social Evolution. (London : Pergamon Press, Ltd., 1965)
p. 125.
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tified, vaccines were developed for some of the dis-
eases mentioned.

In the field of pathology physicians were now able
to link symptoms with structural pathology more accu-
rately and, therefore, became more precise in their
diagnoses, and more rational in their treatment of
disease. Aids to diagnosis were precise observation of
symptoms, chemical laboratory tests and pathological
studies of diseased organs and tissues. 40

In the surgical treatment of accidents and disease
there was the greatest impact. In 1865, as the science
of bacteriology advanced, Joseph Lister developed the
antiseptic surgical system, whereby, operating rooms
were sprayed with germicidal solutions to reduce the
risk of wound infection during surgery.i! Steam steri-
lizers were introduced into hospitals in the late
1880's which made aseptic operative procedures
possible. Also,anaesthetics were invented which meant
that surgery was painless, and since it could be
performed slowver great strides were made in surgical
procedures. Post - operative care of surgical wounds

improved as did sanitary conditions in hospitals.

40 Richard H. Shryock, Developments of Modern
Medicine. (New York : Alfred A. Knopf, 1947),
pp. 306 - 313.

41 WfllCOCkS' OE.Cit., pp. 115' 117.
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As a result of this science orientated medical profession, in

Ontario as well as in Britain, medical and surgical practice became

increasingly specialized according to diseases,body organs and
systems. To meet the demands of specialists and their
services, special hospitals for the treatment of speci-
fic diseases, and research orientated hospitals connec-
ted to universities and medical schools came into being,
Consequently, these hospitals required specialized ser-
vices and equipment including highly trained, versatile
nurses, and separate clinical areas. Here specialists
could consult each other, increase their own skills and
teach medical students, and other physicians the new
practices of the specialities.42 A non-medical factor
in specialization was the development of big and middle
sized cities with sufficient patients to allow special-
ization.

Hospitals, however, were not run solely by the
Boards of Governors and their doctors; nurses helped to
shape the internal character of hospitals as well. The
work of Florence Nightingale did much to influence the
improvements made in hospitals in post-Confederation
ontario; in terms of structure, ventilation,diet, sani-

42 ‘prwin H. Ackerknecht, A Short History of
Medicine (New York : The Ronald Press, 1955),
PP. 133, 161. This author points out that the inven-
tion of instruments, particularly the scopes, provided
further incentive for specialization.The clinical ther-
nometer and hypodermic needles had also been invented.



tation and the like. Further, Nightingale's Training
School for nurses was well established by the time
ontario was experiencing its rapid growth in hospitals.

The need for well trained nurses to staff Ontario
hospitals vas crucial and, in response to this need,
the first Training School was established, in 1874, in
affiliation with St. Catharine's General and Marine
Hospital. Doctor Theophilus Mack, who was responsible
of the founding of the school, brought two Nightingale
nurses from Britain to organize the training programme.
Standards were set, and from that time on a number of
nursing schools, associated with General Hospitals,
were established; between 1883 and 1895, fourteen such
schools were founded. Training schools associated with
Roman Catholic Hospitals came later; between 1892 and
1913, thirteen schools were opened.43

Each prospective nurse was expected to show certain
qualities before her admission to a Training School. As
a person she should be gentle, kind, self-denying,
cheerful, good-tempered and intelligent. All schools
expected good health in their candidates, and most
places preferred young women between the ages of 25 and

35 years; nursing was thought to be too strenuous for

43 Gibbon, op.cit., pp. 157, 1S58.
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younger women. 44 ontario Training Schools had accepted
Florence Nightingale's argument that trainees live in
residences. This w:s considered an important aspect of
their moral training. The ideal was that residences
should be pleasant, comfortable places where nursing
students could be "mothered™ by the nurse in charge as
vell as instructed and disciplined.45 To help finance
the residence, as a general policy, after six months of
training nurses were sent, on request, to families re-
quiring their care. Payment for the nurses services was
given to the residence. 46

The actual training received followed Nightingale's
idea that nurses training should be by apprenticeship,
that it could not be learned from any book. Morally and
technically the nurse had to be trained. Just as the
nurse's moral life and discipline had to be trained in
a vell-ordered residence, so the art of nursing the

sick had to be learned in the workshop of the nurse,

44 Margaret Allemang, Nursing Education in the
United States and Canada 1873 - 1950 : Leading Fig-
res, Forces Views on Education. University of

Washington, 1974. Thesis, p.18.
45 1gabel Hampton ed., "Sick Nursing and Health

Nursing®,by Florence Nightingale, Nursing the Sick, 1883
(New York : McGraw Hill Book Co., 1944), pp.33,34.

16 Anne Hutchinson, "Fifty Years Ago", The Canadian
Rurse, November, 1952. p. 38.
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the wards of the hospital.4”7 To gain the knowledge nec-
cessary for intelligently observing and reporting on
patients to physicians,and for executing doctors orders
responsibly, again following Nightingale's ideas,
physicians lectured and taught students on the wards.In
addition, the nurse in charge of the residence held
classes, and exams. Head nurses on the vards were ex-
pected to train nurses by instruction and supervision.
Other staff nurses and senior students were also ex-
pected to aid in a student's training. Students were
evaluated by the Head Nurses, and the Superintendent in
charge of instruction in the residence, along with
examinations in course subjects, (the doctor's lectures),
Students also wrote case studies on special patients
which further aided in evaluation. 48

Initially, physicians were expected to lecture on
subjects such as chemistry, sanitary science, physio-

logy, anatomy and hygiene, and the Superintendent of

47 Hampton, op.cit., pp. 24, 28.

48 pLucy Seymer, Florence Nightingale's Nurses.
(London : Pitman MedIcal Publishing Co., Ltd., 1960),
pPpP. 39 - 43, 66 - 79. This guide for the teaching and
training methods used at the St. Thomas's Training

School in london was used by Ontario Training Schools
up until 1969.



nurses held nursing classes and demonstrations. 49 How-
ever, in the 1890's and 1900's, course areas were ex-
panded, at Training Schools throughout Ontario, to meet
the needs of a more scientific, specialized medical
profession. In 1891, physicians were giving lectures in
anatomy, surgery, diseases of the lungs, eye, ear, nose
and throat problems, obstetrics and gynaecoloqgy, derma-
tology, medicine, and contagious diseases. The nurses
also received demonstrations in bandaging, surgical
appliances, and urinalysis, along with other nursing
procedures.so'With nursing education developing along
with medicine, the nurse gained status. This increased
status could be seen by the number of women applying
for admission to Training Schools. In 1891, the Toronto
General Hospital Training School received 600 appli-
cants; 67 were accepted on probation and 38 proved sat-
isfactory, and were admitted to the school.’1puring
their probationary period the prospective pupils spent
four hours on the wards, helping where needed, and

attended classes.>2 Their personalities, intelligence,

49 pirst Annual Report of the St. Catharines
Training School for Nurses in Connection with the
General and Marine Hospital, July 1, 1875, printed in
History of Mack Training School for Nurses, Seventy-
fifth Anniversary, 1874 - 1949, 1949. p. 13.

50

Cosbie, op.cit., p. 109.

51 1bid., p. 109.

52 Allemang, op.cit., p. 18,19.
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skill, and general suitability were assessed at the end
of this three month period.

The Nightingale system of training nurses, adopted
by oOntario hospitals, did much to improve the quality
of care received in hospitals and the status of nurses.
As a result of the advances made, by the 1900's hospi-
tals were able to offer the wealthy, those of moderate
means, and the "sick poor" the hope of cure in a clean,
pleasant and safe environment. From charitable enter-
prises dominated by middle-class values, hospitals had
become institutions geared to efficient, scientific
techniques. Many people were convinced that the tech-
niques practiced within the hospital setting offered a
quality of diagnosis and treatment unavailable else-
where. This can be seen by the fact that during the
last two decades of the century more people who paid
for their hospitalization were being admitted to hos-
pital. Indeed, by 1903, about half the revenue of hos-
pitals came from this source. Also, in many of the
never hospitals, rooms were made available for private
patients who paid extra for their own room, and as
early as 1886, the demand for private accommodations

often exceeded the space available.53

Hospitals were no
longer geared solely to the treatment of the "sick poor”,

In fact, in 1903, the Provincial Government Inspector

53 ghortt, op.cit., pp. 4 - 9.
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of Hospitals complained that some hospitals did not pay
enough attention to the poor patients, that private
patients and pay patients received better treatment. >4

In spite of all the positive developments that
occurred in hospitals it must be noted that not every-
one was willing to go to hospital when ill. Many of the
Graduate Nurses from the Training Schools went into
private-duty nursing in the homes of those who could
afford to pay for such services. This remained a common
practice well into the twentieth century: indeed, in
the 1980's there are still special agencies that
provide private-duty nursing services either in the
home or in a private room in hospital.

The colony had borrowed and adapted ideas from
Britain, and like Britain, Ontario had experienced re-
volutionary changes in public health, hospitals and
nursing care. Nonetheless, popular zeal for health
measures such as clean towns, better housing and per-
sonal hygiene soon faded after an epidemic scare had

passed.

S*Sessional Papers. Second Session of the Tenth
Legislature of the Province of Ontario, “Annual Report
of the Inspector of Prisons and Public Charities upon
Hospitals, 1903". Vol. xxxvi. - Part ix.1 (Toronto:L.K.
(Toronto : L.K. Cameron, 1904), p. 7.
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Chapter III

The Ontario Board of Health.
L3

In terms of public health legislation, the province
of Upper Canada had passed laws to protect public
health in emergencies. However, the idea that a high
standard of health required permanent care took a long
time to be fully appreciated. After 1873, diseases of
all varieties decreased substantially at the Quarantine
Station, primarily because of improved conditions on
the transport ships,and the improved physical condition
of the immigrants.The fact that cholera was no longer a
major threat did not mean that other diseases did not
prevail. Ontario was plagued by outbreaks of smallpox,
diphtheria,typhoid fever and tuberculosis. As a result,
further legislation was passed after Confederation. The

Municipal Institution Act of Ontario instituted import-

ant measures for preventing nuisances, the sale of
tainted food, for regulating public water supplies,
drainage and the disposal of sewage. Further, a Public
Health Act was passed, in 1873, which contained other
measures for sanitary purposes, and established the

authority to carry thenm out.!

1 Sessional Papers. Fourth Session of the Pourth
Legislature of the Province of ontario, 1882-83,
"Local Health Organization, Their Povers and Duies."
Vol. XV. <-Part IV. (Toronto: C.B. Robinson,p. xlix.
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Section 2 of the Act of 1873 read as follows. "The
members of the Municipal Council of any township, city,
town, and incorporated village,shall be Health officers
within their respective municipalities,... but any such
Council,may be law delegate the power of its members as
Health Officers to a committee of their own member, or
to such persons ... as the Council thinks best".2 There
was provision for the formation of active local health
committees, and the Municipal Act enabled councils to
pass very stringent health By - laws. It was intended
that public health work of a very comprehensive nature
should be initiated and efficiently carried out.3 At
first glance it appeared that Ontario kept pace with
Britain in public health legislation; however, the fact
that in most instances this legislation was not carried
into effect was evidence of neglect, and reflected a
poor attitude towards the necessity of permanent public
health measures.

It vas not until 1882 that the Government of
ontario established its own permanent Board of Health
vhich functioned independent of Dominion legislation.

It vas the recognition of the principle
that the State may, and ought to, exercise
a paternal care over the health and lives

of the people, not in any fitful or acci-
dental manner, as during epidemics of dis-

Ibid., p. xlix
Ibid., p. xlix
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eases, but in a daily supervision of

the habits and manner of living of

individuals and communities, in every-

thing that tends to affect favourably or

unfavorably the material well-being of

the people ..." 4
The Public Health Act of 1882 provided the Provincial
Board of Health with the same powers as the Central
Board of Health had had, and was fashioned after the
British and American systems of public health.?>

One of the first things the Provincial Board did

was to send out a circular to the Clerk of every mu-
nicipality requesting him to inform the Secretary of
Board whether his Council had organized a Local Board
of Health, and if it had enacted health By-laws under
the Act of 1873. The results were shocking. Of the 650
municipalities only 40 answered, and of this 40 only 33
had active boards. The circular was sent out again in
1883 this time, of the 650 municipalities, 208 answered,
and of the 208 only 22 had active boards.6 In effect,
less than one-third of the municipalities even bothered

to respond. The members of the Provincial Board of

Health vere critical of municipal organizing where "ma-

4 gessional Papers. Fourth Session of the Fourth
Legislature of the Province of Ontario, 1882-83,
"Report of the Provincial Board of Health".Vol. XvV.,
Part IV. (Toronto: C.B. Robinson, 1983) p. 1lvil.

_I_E;_d'o' po lii.

6 ybid., p. 316.
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terial well-being, intellectual well-being, and spiri-
tual well-being, are all taken in hand; but physical
well-being, that on which all the rest directly or in-
directly depend, has been left to shift for itself."7
The Provincial Board then set out to find out what

was wrong, and what could be done to stimulate interest
in, and improve upon public health. The Provincial
Board established that Ontario was behind England in
terms of activity with regards to public health.

England has some 1500 Local Boards of

Health ... and these have succeeded, in

spite of the over-crowding, wretchedness,

and poverty, in reducing the annual death-

rate to twenty in the 1,000. Ontario has a

Health Act providing for the organization of

similar boards in each of her 650 municipal-

ities; but the words "may establish", of the

Act, are too significant of the apathy which

exists ... since returns for last year give

most unsatisfactory results ...8
Indeed, the Provincial Board maintained that the major
cities of Ontario, Toronto, Hamilton, London and King-
ston, had mortality-rates close to that of London,
England. ?

The Board felt that by giving the Municipal Coun-

cils the choice of whether to form permanent boards of

health was the primary reason why so few had active

boards. Strong central control, and the idea of com-

7 Ipid., p. 316.
8 1bid., p. 388.
9

Ibid., p. 321.
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pulsion had been deemed unacceptable. Indeed,with the estab -
lishment of the Provincial Board its primary function
was that of an advisory body with no real power to en-
force legislation. The Board was to take "cognizance"
of the interests of health; they were to study vital
statistics, and make intelligent use of the data on
deaths and sickness; they were to make sanitary inves-
tigations into the causes of disease, especially epi-
demics; they were to establish the causes of mortality
and the effects of localities, employments, conditions,
habits on the health of the people; they were to make
suggestions for the prevention of infectious disease
and vwhen required advise officers of the government and
Local Boards of Health on problems associated with
drainage, water, disposal of sewage, heating and ven-
tilation of any public t:milding.10

The members of the Provincial Board analysed each
of these duties, and studied their weaknesses.'' With
regard to statistics it was found that they were not
as accurate as they might have been owing to the fact
that the public had not become educated as to their im-
portance so recording was not complete or exact enough.

With regard to the investigations of the causes of dis-

10 1pid., p. 1vii.
n Ibid., p. 1lvii.
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ease the weakness stemmed from the fact that success
hinged on whether local authorities and medical men
took the role of the Provincial Board seriously enough
to report and record diseases properly.12

With regard to the clause that. the Provincial Board
would investigate the causes of mortality, it was found
that there were "no means at the command of the Board
which would enable it to efficiently perform such work.!3
As far as making suggestions for the prevention of in-
fectious diseases the Board did much in terms of
spreading information through pamphlets, however, there
was no means through which such information could be
put into effective operation. Again, as far as its ad-
visory role was concerned the weakness lay in the fact
that there were no arrangements,whereby, this work
could be systematically carried into effect.Further,
although the secretary of the Board was empowered to
use every means to induce Municipal Councils to appoint
Local Boards it was obvious from the results of the
circular that his efforts met with little success. The
Provincial Board was well aware of the limitations of

12 1pid., pp. 198-200. The Provincial Board gave a
list of suggested By-laws for the establishing of Local
Boards of Health, complete with penalties, to give
local authorities the power to accomplish the desired
results.

13 1pid., p. 1viii.
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its power, and attempted to convince the legislature
that some degree of compulsion was m=.n::e:?.saz-y.14

The Board maintained that many lives, and a great
deal of money could have been saved annually but the
ontario Legislature was hesitant to enforce public
health laws for political reasons.'> "... the Legis-
lature being but the representative of the will of the
people, could not run too far in advance, and that the
people at large must become educated in regard to these
matters, and become convinced of the necessity of sani-
tary reform and of sanitary orgam'.zation."16 Ontario
did lag behind Britain because of lack of awareness.The
sanitary reform movement in Britain had started figh-
ting for permanent health care legislation about forty
years earlier,and in the interim the British public had
been educated. The Ontario Provincial Board of Health
analysed, in detail, the problems they faced in convin-
cing the public that sanitary reforms were necessary.
Again, such problems had been faced by the sanitary re-
formers in Britain many years earlier.

The problems the Board faced were formidable, and

Y 1pid., p. lviii.

15 Ibid., p. iv. The Board calculated that 2,807 lives
and $4,000,000 could be saved annually.

16 Ibid., p. v.
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could be grouped under four main headings : apathy and
indifference; individual rights opposed to State
control; political and commercial concerns; attitudes
toward the medical profession, and attitudes of the
medical profession. In its reports the Board cited many
instances of apathy with regard to public health. One
study compiled by the Board dealt with the County of
Middlesex,one of the largest and wealthiest in Ontario.
In Middlesex there were good houses, good barns, good
roads, and $130,791 was spent on public schools alone;
however, " ... there has not been a single instance of
an organized attempt to improve the original,crude
sanitary arrangements inherited from Britain of half a
century ago."17 Such instances of neglect were blamed
on the widespread lack of knowledge as to the cause and
transmission of infectious diseases.

Communities responded quickly to outbreaks of infe-
ctious diseases that excited feelings of horror.Cholera
had been virtually eradicated, and it was claimed that,
by 1883 smallpox had no permanent existence in Ontario.1%
Likevise, typhoid fever was controlled by isolation of

the first cases of the disease, and the use of disinf-

17 1pid., p. 321.

18 Ibid., p. XIX. In Canada, the total deaths from
smallpox, In a population of nearly two million,did
not reach a dozen.
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ectants to properly clean premises after the disease
had abated. However, after the outbreak was under
control, and the scare had subsided little attention
was paid to permanent precautionary measures such as
good sewage and water systems. The Ontario Board met
with the most resistance over other contagious diseases
such a diphtheria, scarlatina and whooping cough, among
others.

In the first place, communicable diseases like
diphteria did not appear as loathsome as,say, smallpox.
Secondly, their outward manifestations did not impress
people with the idea that they were as serious.Thirdly,
many people did not realize that most communicable dis-
eases could be prevented, and resisted the advice of
experts. The Provincial Board knew that little could be
accomplished until the Municipal Councils, and the gen-
eral public were convinced of the importance of perma-
nent public health care.!?

The second problem was ideological in nature but,
because it was mentioned several times in the 1882-83
report, was considered an important obstacle to enforc-
ing public health legislation —— that was, the preser-
vation of individual liberty.

The " ... compulsory removal of nuisances,
public or private, compulsory vaccination,

19 1pid., p. XIX.
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compulsory removal to Isolation Hospitals,
where perfect isolation can not be accom-
plished at home, compulsory hygienic
architecture, etc., etc., seriously inter-
fere with the "I" and mine, and the gen-
eral common will is too frequently made
subordinate to the individual will, and
thus early stamping of infectious disease
frustrated.® 20

Through simple arguments it was hoped that reason-

able people could be convinced that

*,... no man has the natural or acquired

right to expose his neighbours to deadly

contagious disease by concealing it in his

own house. Personal liberty to give smallpox

to somebody else had better be abridged as

soon as possible. Personal liberty to send

scarlet fever into a school with your child

is rather diabolical than beneficent. Per-

sonal liberty to infect a church with a

diphtheria corpse is tempting providence to

start an epidemic." 21
The job of the Board was to convince the public that
with regard to health "... private liberty had to be
made subordinate to the welfare of the public at large".22

Thirdly, it was not politically wise to pass laws

that forced communities to comply with strict public
health laws before public opinion was ready to accept
such controls. Further, it was understandable that even
if a Municipal Council wanted to, it would not be
politically wise to allocate money for health purposes

until the community at large could see the need for

20 Ibido' po 359'

21 Ibido' po 338'

22 Ibido. Po 369'
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such expenditures.23 However, an even greater problem
lay in the fact that disease often went unreported to
protect the commercial interests of the community. The
concern being that if a town or city was considered
unhealthy people might not want to settle or do busi-
ness there. Further, various unsanitary conditions
were not reported for the same reason, with the excuse

that “there is nothing specially bad in the health

1] 3 24
conditions of the place in question ..."

Along with commercial interests, civic pride was
also an obstacle to the work of the Provincial Board.

It is truly surprising how jealous some
places are of their reputation for health-
fulness, while they will yet refuse to
expend time or money for the preservation

of what they so much prize. A town will
allow Typhoid Fever or other diseases to be
prevalent in it for months without appearing
impressed by the fact; yet if a report, by
any chance, reaches the outside press,
indignant protestations of innocence are
immediately published and emphatic denials
at once issued. In this there is of course a
vorthy motive, viz, that of supporting the
credit of the town or city, even as one would
that of his country.25

The rivalry between communities could be fierce as
seen at Port Arthur and Fort William in northwestern
ontario. The Board was frustrated by the fact that such

23 Ibid., p. 319.

24 Ibid., p. xxvii.

3 Ibid., p. xxvi.
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communities valued their reputations for being healthy
places, sought to protect their commercial interests
from the detrimental effects caused by the fear of
disease, yet did little to prevent the outbreak of
communicable diseases.

The last problem faced by the Provincial Board was
the matter of who was qualified to deal with public
health issues. This, in turn, brought to light the at-
titudes towards the medical profession, and the atti-
tudes of the physicians. The Board recognized the fact
that there should be a trained sanitariam on the Mun-
icipal Councils; "... appointed to advise as to the
proper sanitary conditions and regulations and to see
to their being carried out and maintained.” 26 1t was
found that Municipal Councils dealt imperfectly with,
or totally neglected, sanitary questions primarily be-
cause the politicians knew very little, or nothing,
about public health. Consequently, community problems
considered more important were dealt with before any
attention was focused on health issues. -

The competency of medical men,who had never studied
or ever really considered public health, to judge prob-
lems associated with the matter came under scrutiny.The

possession of general medical qualifications did not

26 ypid., p. 279
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make a physician a sanitarian. It was argued that:

... while giving physicians their due

credit, it may justly be doubted if they

can ever be the chief, much less the sole
agents, in this work of sanitary education

and reform. Some of their number are ...

little interested in matters regarding public
health ... Many of the most talented are

worn out with professional duties, and all of
them from the very exigencies of the case have
to restrict their work, chiefly to the treating
of the sick, and leave the work of instruction
and warning the masses to other hands.27

Moreover, public confidence in medical men was far
from high. In some quarters they were viewed as being
more interested in making money than helping people.28
Also, it was said that doctors ".... have been only too
anxious to take care of us,and,indeed, we have a shrewd
suspicion that, were there not so many of them,we might
be better off."?? One doctor went as far as to say "...
in the field of preventative medicine, how shall we ac-
quit ourselves to the responsibility, whether we shall
be regarded as parasites living on the people, or the
friends and benefactors of the race.'30

The general consensus was that because municipal
councils were not qualified, and too busy to deal with

public health, Boards of Health in every community were

27

28 1pid., p. 317.
29

Ibid., p. 317.
Ibid., p. 323.

Ibid., p. 287.

30
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an absolute necessity. It was also agreed that although
medical men could not be the sole agents of sanitary
reform, it was desirable that every board should be
largely composed of physicians who had public health
qualifications.If it was not possible to find qualified
doctors, the very nature of their formal education made

interested physicians the best sanitarians.’’

A quali-
fied active Board of Health in every municipality was
the only way to achieve improvements in public health.
Deeply aware of the need for the education of

Ontario citizens on public health issues,the Provincial
Board of Health turned to the press, and interested in-
dividuals for assistance. The Board was confident that
it would have the support of the local press in its ef-
forts to educate the public. "The frequency of para-
graphs and editorial comments bearing upon sanitary
subjects is of itself an indication that this interest
of the press in sanitary science appears to be growing
...'32 The Board also recognized the importance of the
influence of the clergy, and urged thea to use this in-
fluence toward the advancement of public health, since
thereby they will powerfully advance the moral and re-

ligious good of the people."” 33 The idea that clean-

31 1pid., p. 287.
32 Ibid., p. 298.
33 ypia., p. 284.



66

liness is next to Godliness" would surely have had an
impact upon the average person.

Public awareness was also increased through a num-
ber of sanitary periodicals,started in the United
States and Canada,that had met with limited success by
1882~-83. Such periodicals were aimed at professional
men and community leaders. However,it was the tradesmen
who read sanitary periodicals more often.34 By 1882,
the Board claimed this sanitary press had "... accom-
plished the conversion of a large class of tradesmen

from ordinary plumbers into sanitary plumbers; it has

created a new profession that of sanitary

engineering;it has induced architects to change their

work from a merely artistic to a sanitary character.” 35
The board sought to build upon the bases for public

education that it already found in the province in

1882. Newspaper articles were considered one of the

best ways to reach the average citizen. Sanitary con-

ventions, held in different communities throughout the

province, were also deemed effective in the dissemi-

nation of knowledge. It was decided that the pamphlets

circulated after conventions must be geared to the

34 71pid., p. 304. The terms "sanitary press® and
'::nitary periodicals" were in common useage at the
time.

35 1pid., p. 305.
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reader:36 the average person had to be able to under-
stand what he was reading. Furthermore, circulars on
epidemic prevention had to be clear.”

The Board's first pamphlet, and one that was much in

demand, was titled, On the Disposal of Sewage. It con-

tained many practical hints for the individual house-

3 Rnother much

holder, as well as for health officials.
needed pamphlet was prepared for guiding municipal
councils in the formation of Local Boards of Health. It
gave direction regarding the organization of such
boards and the appointment of Medical Health Officers
and Sanitary Inspectors. It also contained By-laws and
regulations for the prevention of unsanitary condi-
tions, and for aiding the board and its officers in
performing their duties. Several copies were sent to
every council, and one to every medical man in the prov-
ince whose address could be obtained.®

Another pamphlet circulated, in 1882-83, illustrated
how to construct a portable Isolation Hospital. Such a

hospital could be erected in a matter of hours should

an outbreak of any contagious disease appear in mun-

% 1pid., pp. 304 - 305.

% 1pid., pp. 287 - 288

% 1pid., p. =xxxii.

#»

3 Ibid., p. xxxii.
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icipality.4° Further, a Weekly Health Bulletin would

continue to be sent to every newspaper in the province.

Besides conventions one of the most efficient and
valuable methods of imparting sanitary information were
public lectures; a number of which had already been de-
livered at the request of Associations, Institutes, Mu-
nicipal Officers and School Boards.4! Indeed,teaching
)\ygiene at schools was considered one of the most
important ways to educate the public. Also,teacherswere
considered important in the control of infectious dis-
eases by sending sick students home and reporting all
cases of infectious diseases to the Local Health
Officer.42 Co-operation was the key factor in public
health reform.First, people had to be convinced that
most contagious diseases could be prevented; that it
was to the benefit of the individual, as well as, the
community to co-operate with the Local Board of Health;
that co-operation between the Local Board and the
Provincial Board was vital.

The problem continued to be the scarcity of active

Local Boards of Health. The pamphlet on By~ laws Sug-

40 1pid., p. oxiii.

“ Ibid., p. xooxiii.

42 mid., pp. 331, 370.
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gested for the Guidance of Municipal Councils in Estab-

lishing local Boards of Health having been circulated

in July 1883, "... the Provincial Board felt after two
years experience, that if its operation vere to be of
that practical value which the interests of public
health demanded, legislation, based upon some principle
of compulsion, was urgently required."43 After much
discussion both in, and out of the Legislature, a com-
prehensive Public Health Act was passed in 1884.Under
this law the formation of Local Boards of Health became
compulsory on the part of Councils, or on their failing
to do so, on the part of the Provincial Board of
Health.44

Alsco, in 1885, the existence of cholera at Toulon
and Marseilles, in France, and fears of its appearance
in Canada,led the Provincial Board to seek an amendment
of the Act to have certain defects removed. This amend-
ment gave the Provincial Board the power to require L;-
cal Boards to appoint hedical Health Officers within
five days after request in cases wvhere there was reason

to fear the advent of a contagious disease.!> This

43 Publications of the Government of Ontario, 1867~
1900, "Ten Years of Public Health Work in Ontarjo".
(Toronto: warwick + Sons, 1893), pP. 21

i Ibid., p. 21.

5 mia., p. 22.
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amendment was quite timely in view of the fact that an
epidemic was spreading into Ontario. During the early
part of the year several cases of smallpox had been
reported; a few in Hungerford and other eastern local-
ities. The organisation of Local Boards was urged in
view of these facts but, especially on account of the
frequency of smallpox cases in Montreal; the fear
always being that infected people would make their way
westward Dbefore symptoms appeared. As a result of these
outbreaks, the Provincial Board sent out a vaccination
circular on May 16th.

In this circular the Provincial Board requested
that the Council of each municipality appoint a Medical
Health Officer who was to be prepared to vaccinate. 46
In June a second circular was sent out in which the
Board used its power of compulsion. "Should the Council

not have already complied with the provisions of Sec-
tion 12, Public Health Act 1884, they will ... in order

to thus avoid the disagreeable duty imposed upon this
Board of carrying out the provisions of Section 19 of
the Act.*?7 As a result of this legal pressure many
municipalies responded. Of the 650 municipalities there

46 1bia., p. 22.

‘7 Iblco ‘ P. 22.
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were novw 563 Local Boards, 283 Medical Health Officers
and 160 Sanitary Inspectors, along with numerous Vac-
cinnation Officers.Also,Medical Officers of the Provin-
cial Board inspected all trains and steamboats coming
into Ontario from the east.4®

The effect of this organization was that only 19
deaths from smallpox occurred in Ontario during the
time of the Montreal epidemic.49 This experience of
1885 indicated the need for further additions to the
Act which "... was amended by provisions for the com-
pulsory occupation of unoccupied premises for temporary
use as isolation hospit:als."s0 In addition, the Vac-
cination Act was also amended in 1886 whereby Local
Boards of Health could insist on compulsory vaccination
if after a month's notice the municipal councils had
not reacted. Further, this amendment provided for com-
compulsory vaccination of people every seven years in
case the existence of smallpox in any municipality made
it necessary in the opinion of the Provincial or local
Board of Health. Councils could also require children
to present certificates of vaccination before they
vould be admitted to school.>!

‘8 nid.‘ p. 22‘

49 Did.‘ p. 23.

50 Ibid., p. 23.
- 51

Ibid., p. 23.



73

of municipalities being practically complete in the
matter of organisation.53 It was hoped that with the
experiences of 1885, Local Boards would come to realise
that true sanitation extended to the prevention of
those diseases which were of a more domestic or endemic
character. During the year 1886 diphtheria caused more
deaths than smallpox had at any time. In the five pre-
ceding years diphtheria had caused 4,793 deaths, while
54

in 1886 alone there were 1,470 recorded deaths.

As a result of this high death-rate, Requlations re:

Diphtheria were drafted in 1887, and the Health Act
was amended so as to give the Provincial Board power to
require local Boards to exercise "any of said powers
which in the opinion of the Provincial Board, the
urgency of the case demands." 33

Indeed,in 1887, the Health Act was consolided after
further amendments. legislation was improved by enact-
ments intended to control the spread of diphtheria in
the schools. Teachers were required to report all cases

to the lLocal Board, and children were to be prevented

from returning to school until they and their homes

53 1bid., p. 23.
4 1pia., p. 23.
55

Ibid., p. 23.
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were certified as free from contagion by the Medical
Health officer.>%The regulation of ice supplies was
provided for, while inspection of slaughterhouses,
dairies, cheese-factories and creameries was legislated
upon. The Provincial Board also drew up a series of
reqgulations by which Local Boards could license dairy-
men and milk verdors, and suggested a common standard
for the quality of milk.The matter of the disposal of
town refuse was also dealt with in 1887, and drawings
of furnaces were supplied.A Factory Act wvas passed to
deal with the health of employees; prevention of
accidents, improvement of ventilation, and sanitary
precautions.57

The Public Health Act of 1884, followed by amend-
ments leading to the Consolidated Health Act of 1887,
were the basis of public health legislation. In future
years the Act was further amended to deal with specific
health problems. The primary weakness in the systenm,
however,was the reliance on voluntary adherence, as po-
liticians feared the use of compulsion.Co-operation was
sought through increased knowledge, the feeling being

that strict enforcement of the law, on the continual

56 1bid., p. 23.

7 1bid., p. 24.
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basis, would only lead to cover-ups. In fact, it was
argued that it would do more to ',h/arm the advance of
public health."... we must combat superstition, diffuse
rational knowledge, and protect the people against pe-
stilence by the simplest and most effective means at
our command, winning confidence by patient, kindly in-
struction,only using repression and the lash of the law
when we must.” 58

This attitude,of using the law only when necessary,
prevailed well into the twentieth century. After the
Public Health Act was passed, in 1884, the Provincial
Board "urged forward" the organisation of lLocal Boards,
in view of the threat of smallpox. Further,in the first
circular the Provincial Board sent out it "requested"
that within five days each municipal council appoint a
Medical Health Officer to vaccinate. In the second cir-
cular the Board threatened legal action but there was
not full compliance, in that there were only 563 Local
Boards, 283 Medical Health Officers and 160 Sanitary
Inspectors. Even by 1886 the list of lLocal Boards was
only "practically complete®, which meant that the Pro-
vincial Board never exercised its legal right to force

compliance.

58 gessional Papers, 1882-83., op.cit., p. 339
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The Public Health Act set in place the legal re-
sponsiblity of Local Boards of Health,and gave them the
power to enforce the legislation; however, it was left
up to the judgement of Local Boards when to enforce.
The regulations drawn up by the Provincial Board were
done so ".... with a view to aiding Local Boards ...mo9
When the Provincial Board exercised its authority,
forcing local Boards to comply to given regulations, it
was done so by Order-in-Council and lasted for one
year.so Likewise, Local Boards of Health were reluctant
to use the full force of the Law except when the com-
munity was threatened by an epidemic.

buring the 1880's advances were made in terms of
organization and legislation but the idea that public
health was a never ending responsibility of Local
Boards, and the individual was a long educational pro-
cess. In 1901,the Provincial Board of Health assessed
its tventy years of progress, and was happy to report
that ®*during the past twenty years there has been, on

the whole, a very remarkable change in the habits of

59 ®Ten years of Public Health work", op.cit.,p.24.

60 Sessional Papers. Third Session of the Seventh
Legislature of the Province of ontarlo, "Regulations of
the Provinclal Board of Health,approved by order of his
honor the Lieutenant-Governor 1n Council, Dated 11th
day of April 1893". Vol. XXV.-Part VII. (Toronto :
Warwick + Sons Ltd., 1893), p.1. The requlations ap-
plied to the year 1893 only.




Chapter 1V

A Case Study of Port Arthur.
The local Board of Health.

Municipal response to recommendations of the Provin-
cial Board of Health varied from one community to the
next; indeed, even when compulsion was used reactions
had often been slow. What was remarkable was the
response of a small, new community in a remote area of
Oontario —= Prince Arthur's Landing (after,1884, Port Arthur).

The history of the Landing began in the 1860's as a
result of Simon Dawson's work in establishing a land
and water route from Lake Superior to Red River. Dawson
situated the base of his operation at the Landing, on
the shores of Lake Superior, where the supply stores
for the development of this route were located. This
activity attracted the first businesses. Then in 1868,
silver was discovered on the property of the Montreal
Mining Company at Silver Islet, close to the Landing.
By 1869, mining operations had commenced not only at
the Silver Islet mine but at the Shuniah or Duncan and
Beck mines which generated considerable interest in the

area. 1 In addition,the phenomenal success of the Silver

1 Prince Arthur's Landing, or Port Arthur,Ontario
Canada. "The Siiver Gate" and her Leading Industries,
ed. unknown (Winnipeg : Steen & Boyce Publishers,
1883), p.10.
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Islet Mine, in its first three years of operation,
excited even further interest in the mineral potential
of the area.

Another factor that stimulated speculation in the
Thunder Bay area was the fact that, in 1871, the Domi-
nion Government was planning for the construction of
the transcontinental railway. All the optimism gener-
ated by the potential of the mineral resources, and the
prosperity that the railway would bring, was a great
impetus to business speculators, and further growth of
the community. As a result, by the end of 1872, hopes
that Prince Arthur's Landing would expand into a major
centre were high. 2

By 1876, Prince Arthur's Landing acquired a few
institutions which established it as the district
capital —— a new registry office, a court house and a
jail.3 The last half of the decade, however, was a
period of economic depression throughout Canada but,
local circumstances greatly exacerbated the situation
at the Landing.The success of the Silver Islet Mine had
been short lived, and "(f]rom its peak production in
1871, the mine's yield had fallen off gradually in the

next four years, as the distance from the surface in -

2 1pid., p. 11.
3 1pid., p. 23.
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creased and the value of the ore diminished."? In spite
of mounting deficits the mine laboured on until its
final closure in 1884. Although this was the only mine
in the Thunder Bay area that had been successfully
worked before 1880, it had contributed to the mining
craze in the district. "The number of patents issued
bears some relationship to the fortunes of the Silver
Islet Mine, reaching a peak in 1874, and diminishing
toward the end of the decade." °

At the same time the Landing was facing competition
from the much older fur trade community at Fort William.
The Dominion Government decided, in 1875, to use water-
transport as far west as Fort William then begin the
transcontinental railway there —" ... the people of
Prince Arthur's Landing [had) received a staggering
blow". 6 Although all the supplies for the railway
came through the Landing the fear was that it would
be by-passed; the danger was viewed in terms of local
rivalry. The population at the lLanding was larger than
that of Fort William but both communities were tiny
wvhich meant that a place as small as Fort William could

4 thunder Bay District 1821 - 1892 : A Collection
of Documents, ed. Eljzabeth Arthur (Toronto : Univer-
sity of Toronto Press, 1973), p. Ixxiv.

3 Ibid., p. Ixxv.

6  wrme silver Gate"™ and her Leading Industries,
y.cit., p. Ixvi.
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triumph if the government decision of 1875 stood. There
wvas, howvever, a far greater danger developing in that
circumstances were placing the entire project in jeop-
ardy. The astronomical costs came under such scrutiny
that the feasibility of a transcontinental railway was
questioned. 1 During the year 1878, the problems related
to the railway came to a head. British Columbia was
threatening to secede from Confederation since the
Dominion Government was not fulfilling its commitment
to build the transcontinental railway. 8 The Macdonald
administration committed itself but progress was slow
as the poor economic conditions did not change
immediately.

The problems associated with the mines, and railway
meant that the Landing was in a tenuous economic posi-
tion in the late 1870's. In spite of the downturn many
established businesses remained solvent, and waited for
conditions to change. In 1879, following the decision
of the government, there was some speculation at the

Landing as a fev new businesses were opened. % Purther-

7  arthur, op.cit., p. Ixvi.

8 w.x. Sage, "British Columbia Becomes Canadian®,
Readings in Canadian Histo ¢ Post-Confederation, eds.
R.D. Francis and D.B. Smith (Helt, Rinehart and Winston

of Canada, ILtd., 1982), p. 16.

9 eghe Silver Gate" and her Leading Industries,
@oCito, PP- 62-65.
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more, the fact that business activity was more lively
was a natural result of railway construction even
though a small contract for 113 miles, only, had been
issued.'%In 1880, the Macdonald government found suit-
able investors, and in the spring of that year, nego-
tiations were opened with a group of businessmen asso-
ciated with an American midwestern railway.In February,
1881, an Act was passed ratifying a contract and char-
tering the Canadian Pacific Railway Company. !

With this contract for a complete transcontinental
railvay there was no longer fear of being left out.
Resentment against Fort William continued, but the
Landing was the acknowledged leader of the 1880's —
ready for further institutional development. By the
sumper of 1881 there was much activity at the Landing,
and real estate prices began to rise rapidly.12 With
the discovery of gold, the Thunder Bay area entered an-
other period of mining erithusiasm. The Crown Lands
Reports of the 1880's supported an optimistic view of
the future of mining in the area. Indeed, between 1882
and 1885, a number of mines had begun operation with

10 ybid., p. 13.

11 y.e. Easterbrook and H.G. Aitken, Canadian
Economics History (Toronto: The MacMillan Company of
Canada Ltd., 1956), p. 426.

12 1sading Industries, op.cit., p. 14.
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American investors playing a major role. 13 Between
1882 - 1883 eight busi