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In 1920 the Ontario Board of Health launched the rural Child 

Welfare project in an attempt to combat a high infant and 

materna1 mortality rate. Sudbury's infant w r t a l i t y  rate, at 

this tirne, was the highest  in the province; its tuberculosis rate 

was 50 percent above the provincial average; diphtheria and 

smallpox outbreaks pointed up the inadequacy of its immunization; 

the incidence of venereal disease was skyrocketing. Sudbury 

seemed fertile ground for a well-organized public health venture. 

Yet, Sudbury t o m  council refused to fund a public health 

nurse following the demonstration project in 1921. For political 

reasons, a health unit was not established until 1956, though 

areas such as Timmins had done so in 1944. 

Sources in the Archives of Ontario, and minutes of the 

Sudbury Town/City Council and the Sudbury Board of Health were 

examined to see how public health nursing developed in Sudbury 

during the 1920-1956 period. The S- S t a r  provided an 

ongoing picture of public health in Sudbury during this period. 

Public health nurses from the 1950s were intervieweci about their 

recollections of their work. 

The development of public health nursing in Sudbury followed 

a unique trajectory, influenced by the prevalence of venereal 

disease and a particular political climate, which also contrived 

to keep Sudbury in the bacteriological phase of public health 

tather than moving fonrard into the era of health education. 
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At any point in history, public health has reflected 
the interaction of three basic phenomena: first, the 
nature and severity of disease; second, the tbeories 
as to the cause of disease and the practices regarding 
control and treatment; and third, the character of the 
prevailing social ideology and circumstances.' 

The interaction of these phenonena at different times and in 

differing locales creates divergent paths in the ongoing story of 

the control of disease and the promotion of health. The growth 

of public health nursing in Sudbury followed a unique trajectory. 

It was influenced by the nature and prevalence of venereal 

disease and tuberculosis, beliefs about responsibility for 

health, and politics as played out by local boards and councils. 

This paper examines the developnent of public health nursing 

in Sudbury in the context of the public health novement 

generally, and of the development of public health nursing in 

other areas. Several major questions a r i s e  fron this 

exploration. Why did the growth of public health nursing in 

Sudbury differ substantially from what happened in other areas? 

Were the public health nurses right in believing thamselves to be 

an appropriate solution to the morbidity and mortality problems 

in Sudbury? How was gender implicated in the role that public 

health nurses adopted? 

in addition to the mass of literôture on both public health 

and public health nursing, there are some studies directed more 

specifically to the early period of public health nursing. These 
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provide a counterpoint to the development of public health 

nursing in Sudbury. 

Karen Buhler-Wilkerson studied conmunity health nursing in 

the United States from 1900 to 1930.' In her study, public 

health nursing had its origins in private visiting nursing 

associations that gave both bedside care and preventive 

education. These associations were organized and staffed by 

nurses, and were thus independent of male medical domination. 

Buhler-Wilkerson concluded that nursing lost its power when 

bedside care and preventive education were separated. This 

happened when official government agencies took over the 

preventive aspects of community health. Nurses then came under 

the control of medical officers of health and lost their 

independence. 

Similar issues are presented in Meryn Stuart's study of the 

Ontario Rural Child Welfare Pro ject, 1916 to 1930 .= Stuart found 

that the public health nurses sent out for this project were 

hindered in the care t h e y  gave to families by thair  enforced 

subsemience to physicians. According to Stuart, however, 

private visiting nurses farad no better. The Victorian Order of 

Nurses (hereafter VON), Canadars primary private visiting nurse 

association, was forced at its founding to capitulate to 

medicine. VON nurses, though their l ine  of authority was to 

nurses, worked with no greater autonomy from medicine than did 



official public health nurses. 

Cynthia Comacchio also studied the Ontario Child WeYelfare 

Project.' Comacchio focused on the role played by social class 

in morbidity and mortality. Though the leaders of the child 

welfare movement acknowledged the role of class, Comacchio shows 

that they I1operated on the preiise that ignorance and poverty 

were c~rrelated."~ They were thus able to focus on materna1 

education to relieve ignorance, rather than to advocate economic 

change. This perpetuated class divisions. It also allowed 

physicians "greater scope for their professional authority, and 

very conveniently upheld the traditional concepts of ferninine 

roles both within the family and the campaign itselLN6 Mothers 

were blamed for the ignorance causing death and disease in their 

children, nurses were the appropriate messengers to teach 

mothers. Nurses were, of course, female and thus would be 

accepted into the home to develop a bond of caring with the 

mother. Nurses were also the appropriate messengers because they 

were subsemtent to M e  physician and would increase his 

professional authority. The clinics and home visits by public 

health nurses, Comacchio claimed, Yunctioned in a \watchdog8 

capacityIg of middle class over working class.' Comacchio 

acknowledged, nonetheless, that these efforts were successful in 

saving infantsr lives, and that "the clinics filled a definite 

need in the Ontario communities that gradually established 

t h e m .  na 



The 1987 Ontario Task Force on the Implementation of 

Hidwifery, conversely, presented the work of the public health 

nurses as self-serving and unhelpful. They were self-serving 

because they rejected the possibility of midwives, who were not 

nurses, being brought into the health care systen. "About half 

of trained nurses were unemployed half of the t h e n  and they did 

not need a new worker with less training.' The nurses8 only 

opportunity for employment and advancement was to make themselves 

the sole and necessary worker with the physician. Because of her 

subservience to the physician, the nurse was severely limited in 

what she could do during home visits. For this reason, 

therefore, public health nurses tocused on health education and 

stopped giving direct care.lo The Task Force described public 

health nurses as 

tramping from house to house, talking with women who were 
pregnant, not to offer any direct care but to persuade them 
to visit their doctors or the city8s prenatal clinicsmu 

The result of these visits "was the underminhg of womenps 

confidence about childbirthpWu and ndispelling any notion that 

birth was a normal eventmW1' The Task Force argued that during 

this period "medical birth in hospital was statistically more 

dangerous than birth accomplished at home in the traditional 

rnanne~~"~ For the Task Force, nursing took the wrong direction 

in objecting to midwifery. Consequently the work that was left 

to them hindered rather than assisted pregnantwomen. 

fn Education for M o t h m ,  Katherine Amup examined the 



professional advice given to Canadian mothers. She found that, 

despite limitations, nthroughout the middle decades of this 

century, public health nurses performed a key role in the 

delivery of both services and information to the mothers and 

children in urban and rural areasDmmm Arnup, however, went 

further, and ascertained whether the mothers had found the advice 

given to them useful. Based on interviews with mothers and 

letters and diaries that they had written, she concluded that 

most women tried their best to follow the advice given. For 

isolated rural women, even books and pamphlets "represented a 

friendly, welcome voice in an othewise lonely w~rld.~~'~ 

Denyse Baillargeon sought out the opinions of clients of 

three community health agencies providing materna1 care to 

working-class mothers in Montreal in the inter-war year~.~' 

Unlike the isolated rural women in Arnup8s sample, these women 

had physicians available, but they rarely consulted then because 

of the cost. They did, however, avail themselves of the services 

offered by the community agencies, particularly the visiting 

nurses of the Metropolitan Lffe Insurance Company and Gouttes de 

lait clinics. Their evaluation of the services was mixed, but 

they appreciated most the nurses of Metropolitan L i f e  because 

they came to the client's home. This meant that the mother did 

not have the bother of travelling to the c l in ic .  It also meant 

that the advice given was more appropriate to their individual 

needs.le Unlike the work of Arnup and Baillargeon, my study of 



public health nursing in Sudbury does not include an evaluation 

of the nursing services from M e  client's point of view. 

Because nurses have been predominantly fenale and physicians 

mostly male, the politics of nursing is easily interpreted in 

terms of gender. Kathryn McPherson has gone beyond this in her 

astute analysis of the @@the sveryday lives of \ordinaryt nurses 

at work."" She explored M e  interaction of gender, class and 

ethnicity in nursing. In te- of class, nurses did not fit 

neatly within either M e  working class or the middle class.  

Their lack of autonomy would place them within the working class, 

but they "rarely demonstrated consistent working-class 

consciousness.ll" The work hierarchy was premised not only on 

class, but also on gender. According to McPherson, 

the hierarchical division of labour was as much the product 
of gender asymmetry as it vas of unequal class relations. 
The uneven relations of production, based on a division of 
labour and authority, were premised on and reinforced by 
the hierarchy of gender." 

Part of the difference between nurses and others in the working 

class, was that nurses worked with patients, not inanimate 

products. Nurses, therefore, had a different relationship to 

their work - a relationship which did not translate into class- 
consciousness. Ethnicity also played a role, in that Canadian 

nursing, on the whole, excluded non-whites and immigrants. 

Nurses were mostly either English or French Canadian. For 

nursing, therefore, #@the social relations of class, gender, and 

ethnicity combined to create a distinctive position for 



nurses. 

A broad variety of primary and secondary sources exist for 

the early period of public health nursing in Ontario, with some 

unfortunate gaps. The Archives of Ontario was a major source of 

primary documentation. Found here was the correspondence between 

A l i c e  Linton and the Division of Materna1 and Child Hygiene and 

Public Health N ~ s i n g , ~  invaluable for the crucial 1921/1922 

period in Sudbury, and also the reports of the public health 

nursing supervisors from the Division for 1932 to 1956. These 

provided a detailed annual record of public health in Sudbury. 

The Archives also had correspondence from the District Officer of 

Health for Sudbury, and materials related to the Sudbury 

environnent. Unfortunately, the file containing correspondance 

from the Sudbury Medical Officer of Health (hereafter MOH) in 

1956 is lost (or it never existed). The S u r n r v  S t a r  proved a 

good source of information about public health in Sudbury, and 

associated conflicts. Minutes of the Sudbury Town/City Council, 

the Board of Health, and the Board of Education for Public 

Schools were consulted. The Board of Health minutes for the 

early period are incomplete. 

Other than Linton0s correspondence, there are few existing 

records from the nurses, themselves, who worked in the Sudbury 

Department of Health. There are still, fortunately, some of 

these nurses, now retired, available for consultation. Public 



health nurses who worked in Sudbury during the 1950s were 

intemiewed, as well as two provincial public health nursing 

supervisors. 

Chapters One and Two of this paper review the growth of 

public health generally, and the development of public health 

nursing. This provides the background from which public health 

nursing in Sudbury arose, and from which, as far as its 

trajectory was unique, it diverged. 

Chapter Three focuses on the Sudbury context, with 

particular attention to the 1920s when the first public health 

nurses arrived. This chapter uses a modified health field 

concept to analyze the Sudbury situation. Demography, 

environment, lifestyle and health care organization were examined 

for the way in which they impinged on health and illness. The 

nature and prevalence of disease in Sudbury - especially venereal 
disease, tuberculosis, infant and materna1 mortality - created 
the challenge and the need for public health workers. The 

interaction of individuals and boards, and their beliefs about 

responsibility for health determined who those health workers 

would be. 

Chapters Four and Five present the struggle of public health 

nurses to establish themselves in Sudbury and to provide a 

generalized service that spanned the whole population. The 



controversy over hiring the first public health nurse 

demonstrated a grass-roots concern about health. A t  the same 

time, it highlighted the divergent views about who was 

responsible for health care. The controversy also showed the 

divisiveness of religion and possibly ethnicity within the 

population. Chapter Five focuses more closely on the actual work 

done by the public health nurses. The prevalence and treatment 

of venereal disease and tuberculosis have changed dramatically, 

along with the increasing sophistication of the health care 

system generally. For M i s  reason, it is important t o  have a 

record of their work. Gradually, public health nursing became 

established and provided an approximation of generalized public 

health nursing. 
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mAPTER ONE 

TEE RISE OF Pt3BLZc EEALTH 

By the 1920s the public health movement was in its third 

phase. The cleaning up of cities, based on M e  beliefs of 

sanitarians like Edwin Chadwick and Florence Nightingale, had 

been superseded by the discovery that germs and not mfasmas were 

the cause of disease. With this new understanding came the 

possibility of discoveries that would truly prevent the serious 

scourges that had afflicted populations during the nineteenth 

century. But in the twentieth century, collection of statistical 

data demonstrated the presence of another kind of epidemic - 
infant and materna1 mortality. This required a restructuring of 

the public health endeavour and ushered in the third phase. 

Public health nursing arose in response to changes within 

public health. This chapter shows how public health changed 

through the nineteenth and early twentieth cent-, and how those 

changes were brought about. The question behind Mis exploration 

of the public health movement is why, in the 1920s, did the 

Ontario goverment decide that specially-prepared nurses should 

be sent out across the province to work in public health. 

This evolution of the public health movement occurred within 

the context of scientific theories and social ideologies. 

According to Goerke and Stebbins, 

At any point in history, public health has reflected the 
interaction of thtee basic phenornena: first, the nature and 



severity of disease; second, the theories as to the cause 
of disease and the practices regarding control and 
treatment; and third, M e  character of the prevailing social 
ideology and circunstances.' 

Devastating epidemics during the nineteenth century provided the 

impetus for a beginning public health movement. But prior to the 

development of germ theory, people had to rely on other 

explanations for the devastation that surrounded t h e m .  

Theological and moral theories were prevalent in attempts to 

explain epidemics and there was an upswing in religious activity 

during the cholera epidemics in the 1830s.' People were 

encouraged to believe that demons or the devil caused illness, 

and they also believed that illness w a s  a punishment from God. 

Also, as Geoffrey Bilson noted, "because so many of the early 

victims came from among the poor it was easy for those better off 

to slide toward moral judgments," blaraing, for example, 

alcoholism or squalor.' 

The main controversy, however, pitted a miasmatic theory 

against a theory of contagion. In the miasmatic theory, 

atmospheric factors sometimes called "pestilential effluviaIt4 

were believed responsible for epidemics. A d i sease l idden  

atmosphere was cteated by sewage, garbage and dampness. 

According to the theory of contagion, disease was spread from 

person to person or from infected materials to personsas Action 

based on the miasnatic theory focused on clearing the atmosphere, 

while those believing in contagion promoted quarantine for those 

affected. According to McNeill, attempts a t  international 
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cooperation for quarantine foundered on the miasma/contagion 

controversy . 

Toward the end of the nineteenth century contingent- 

contagionisi integrated the ideas of miasmatic theory, contagion 

theory, and g e m  theory. Contingent-contagionism "claimed that 

the state of the atmosphere alone was insufficient to bring about 

disease, but that it was an important factor working in concert 

with specific or non-specific contagion in spawning the various 

infectious diseases."' Bliss describes the year 1885 in Montreal 

as "still in the foggy dam of bacteriol~gy.~~~ In that year, Dr. 

William Hales Hingston, "one of Montreal's most distinguished and 

scholerly physi cianswi9 blamed clhate and atmosphere for an 

outbreak of erysipelas following smallpox vaccinati~n.'~ 

In actual practice, most people probably accepted a mixture 

of al1 three theories - religious, miasmatic and contagion. 
Public health attempts to control epidemics seemed to be based on 

a fusion of miasmatic and contagion theories. When an epidemic 

struck, councils attempted to control it by cleaning up streets, 

stagnant ponds, and rotting garbage. Bilson describes hou, in 

the 1832 cholera epidemic in Quebec, barrels of tar were burned 

outside peoplefs homes to purify the atmosphereeu The theory of 

contagion was directly applied in the quarantines that were 

established and in the burning of materials touched by those 

afflicted. At the same tirne, church attendance improved and 
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priests proclaimed epidemics as the judgement of God. According 

to Bliss, %any Catholics believed that prayer and repentance 

were the preconditions for any lifting of the plaguemWu 

Sigerist claiaed that, in the nineteenth century, public 

health action was not simply a reflection of the status of 

medical science; it reflected both "the status of medical science 

and the prevailing political philo~ophy.~'~ The state of medical 

knowledge, as described above, was imprecise, which made it 

difficult for legislatures to act for the public good. And the 

political philosophy reinforced the lack of will to action. 

Governments only acted during epidemics when everyone felt 

threatened, but "on the whole, illness, like other forms of 

misfortune, was not considered the concern of the gr0~p.I~~' 

There was an underlying belief in individualism and commarcialism 

- I1one man was expected to bear what he must, whereas another was 
expected to take what he could get.I1" McNeill called this a 

"libertine prejudice against regulations infringing the 

individual's right to do what he chose with his own ptoperty."" 

Authoritarian states, such as Germany, saw health as the 

responsibility of the state and "medical policem ensured that 

legislative policies were carried out.17 In parliamentary 

countries such as England "liberalisn endeavoured to promote 

health without excessive intrusion upon the individual's 

liberty."'* Perhaps for th is  reason, the concept of the sanitary 
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idea in England "embodied an extremely complex process consisting 

of investigation, legislation, and administrati~n.~~~ Canada 

reflected the British experience. In Toronto in 1883, for 

example, five policemen carried out "a house-to-house survey of 

the citylw2O and the findings were presented to officials and 

public alike. Under William Howland, beginning in 1886, the 

Toronto municipal government passed by-laws to establish 

standards of sanitation and further empower the board of 

health 

Bliss described both successful and unsuccessful attempts at 

halting smallpox in Canada in the 1880s. In Montreal, citizens 

tore up the black and yellow quarantine placards "right before 

the eyes of the sanitary policewu and refused to accept 

quarantine. The epidemic continued to rage. But in Ontario, at 

the same t h e ,  Dr. Peter Bryce, sacretary of the Ontario Board of 

Health, halted a smallpox epidemic in the rural township of 

Hungerford. He sealed off a t o m  using ltconstables stationed at 

roadways," and threatened fines and imprisonmant V o r  anyone 

disobeying board orders regarding quarantineeWa Bryce had the 

advantage of dealing with a sparsely populated rural area, unlike 

the health officers in Montreal, who had to contend with the 

densely populated slums of the largest city in Canada. 

Prior to Confederation, the parliament of Upper Canada had 

passed a number of public health acts. The purpose of the acts 
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in 1833, 1835 and 1839 was to establish a method of dealing with 

epidemics in an emergency fashion. They al1 called for the 

establishment of a board of health during threats of epidemics. 

Health officers were empowered to inspect businesses and homes 

and order the occupants to clean up any material that would 

endanger the public. If the health officers found someone with a 

contagious disease, they could order that person's removal to 

another shelter, and have the building purified." 

In 1849 a new Public Health ActZb called for the 

establishment of a central board of health to direct the 

activities of local boards of health, but still only during 

epidemic emergencies. Splane states that the 1849 Municipal 

Corporations Act for Upper Canada was important because it 

allowed villages, t o m s  and cities to make by-laws for the 

public's health. During epidemics, nonetheless, the 1849 Public 

Health Act would override them." The provisions of the 1849 

legislation were instituted during M e  1854 cholera epidemic; a 

central board was established which directed the activities of 

local boards. 

Little changed in Ontario with Confederation, aven though 

the British North America Act (1867) assigned jurisdiction 

related to health to the provinces. Provincial legislation in 

Ontario continued to retlect "the crisis-response mentality.It2* 

This did not change until the Public Health Act of 1882 



established a permanent Provincial Board of Health. 

Though many public health ects were passed, they failed to 

address the real problems of public health. Throughout the 

nineteenth century human waste flowed in the streets, dead 

animals rotted in the Sun, garbage choked laneways, streets were 

knee-deep in mud and horse manure. Milk was collected and 

bottled in filthy surroundings, sick animals were slaughtered for 

human consumption, disease-infected persons served food. No 

wonder people believed that breathing in the nauseating air 

caused disease. No wonder the sanitarians believed that cleaning 

up the mess would avert pestilence and improve health. Of 

course, they were right to a great extent - but not totally. 
Gradually, their ideas of miasmas and contagion were supplanted 

by the discovery of germs. 

With the discovery of specific microorganisms as causative 

agents of speciffc diseases, a new age was born - but not without 
a struggle. McNeill described the discovery of disease-causing 

germs as Ita series of dramatic triumphsmas but the triumph 

required the defeat of old ideas. It was relatively easy for 

contagionists to incorporate germ theory since if supported their 

belief in quarantine. But those who believed in a miasmatic 

theory, as many sanitarians did, were directly challenged. 

Sanitation was not the specific solution to epidenics - 
immunization and quarantine were. 



The reversa1 in medical opinion was, in fact, less than 

abrupt. Terry Copp claims that "the isolation of specific 

disease-producing organisms and the development of therapeutic 

and prophylactic vaccines . . . must be regarded as a truly 

revolutionary change in the history of mankind.g130 He states, 

nonetheless, m a t  in 1897 the Montreal Department of Health was 

still "operathg in the tradition of the sanitary ideal."" 

MacDougall reports that at the end of the 1880s Toronto was also 

still operating finnly under the contingent-contagionist 

theory . 

Change, nonetheless, was inevitable. Public health programis 

left garbage collection, sewage systems, and water supplies to 

other agencies, though inspection and testing for microorganisms 

remained within Meir purview. The new focus for public health 

was on disease prevention and isolation when disease broke out. 

The idea of prevention was not unknown in the nineteenth 

century. For over one hundred years vaccination had been used to 

prevent smallpox. The work of the sanitarians throughout the 

nineteenth century was based on an idea of prevention, though the 

idea gained cogency most often when contagious disease 

threatened. The discovery of microorganisms, made possible by 

the development of the microscope, provided a new rationale for 

prevention. Comacchio, in fact, claimed that "what is important 

is not so much the 'great discoveriesf of the period as the 
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growing medical appreciation of the role of prevention and the 

selling of that professional understanding to the p~blic.~'~ 

This contradicts Copp*s understanding of the discoveries of 

bacteriology as "truly rev~lutionary"~~ and deprecates the idea 

of prevention in the nineteenth century. It does, however, 

underline the fact that prevention needed more acceptance. 

Comacchio saw prevention, "by its very nature, [es] more 

interventionary than curative rnedi~ine.~~~~ Legislation vas, 

therefore, required to enforce preventative action, when it vas 

not necessary for curative purposas. 

The Ontario Provincial Board of Health established a 

bacteriological laboratory in Toronto in 1890,36 followed by 

branch laboratories across the province. The structure of public 

health associations accommodated the changing foci. In 1899 the 

American Public Health Association established a Section on 

Bacteriology and Chemistry. This reflected "the widening scope 

and growing activism of the new public health based on expanding 

knowledge of disease prevention and health promotion."" 

Sutherland claimed that in Canada %ch001 pupils were the 

first group of children to reap some benefits from this new 

bacteriological etatm'* Legislation beginning in the 1880s 

required vaccination for a l 1  school children, but, as we shall 

see in the Sudbury schools, this was often not enforced. Through 

school immunization programs, the incidence of diphtheria, which 
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affected predominantly children, decreased from 76.7 par 100,000 

population in 1926 to 1.8 in 1951, in Ontario.3* Sometimes 

medical officers of health made school inspections, and in 1907, 

"Ontario passed legislation that permitted school boards . . . to 
undertake school medical  inspection^.^'^ In this way, a major 

health function in Ontario came under the control of the 

Department of Education rather than the Board of Health. By 1914 

there were fourteen communities making school  inspection^.^^ 

The work in the schools proceeded. The public and many 

physicians, however, needed to be coerced into using  vaccine^.^' 

In Ontario by 1916, to make the systern work, the governent 

provided toxoid free to everyone04' Even in the 1920s, public 

health nurses complained that private physicians did not avail 

themselves of this 

Preventing disease, however, was sometimes more difficult 

than selling the idea of prevention. Thsee diseases presented a 

particular challenge to public health and to the public - 
tuberculosis, influenza, and syphilis. 

Tuberculosis, the white plague, was rampant at the t u r n  of 

the century. Robert Koch had discovered the tubercle bacillus in 

1882, but it was many years before a toxoid was developed. It 

also was many y e n s  before the discovery was accepte&. In 1893 

John Ferguson, M.D. claimed that heredity had "much less to do 



22 

with consumption than commonly supposedn4' but still recommended 

avoiding marrying into a family w i t h  a hereditary disposition ta 

the disease. He stated also that intemperance was "one of the 

great causes of cons~mption.~~~ In 1897 the New York HealUl 

Board, well ahead of the medical profession generally, asserted 

that llconsumption is an infectious disease which can be 

communicated from the sick to the wellmn47 The American Medical 

Association retaliated by calling this a "wild, false, and 

untenable assertion.w4a The "WomenOs Spherel@ column in the 1908 

Canadian claimed that there were four deaths a day in 

Ontario from tubercul~sis.~~ Zt also announced that the National 

Council of Women and the Daughters of the -pire wanted 

tuberculosis hospitals across the country, and hoped they would 

have umasculine s~pport."~ The same year women@s groups held an 

Anti-Tuberculosis Convention in Toronto to bring their members 

the latest information about the problem." 

Isolation, fresh air and good nutrition were the main 

treatments for tuberculosis. Public health work centred on 

clinics and case-finding. Nurses, working in the clinics, 

followed up the tuberculosis contacts in the community. 

Syphilis presented another special case - good news and bad 
news. The bad news vas the stigi~a attached to venereal disease, 

making case-finding difficult. Patients hesitated to name their 

sexual partners, and partners often denied a relationship. The 
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good news was that syphilis could be treated. In 1910 a Germen 

chemist, Paul Ehrlich, developed salvarsan, the "first man-made 

anti-infection (iNgmWm The bad news was the painfulness of the 

salvarsan injections. Those who stopped after one v i s i t  to the 

clinic had to be located, by force of law if necessary, and 

persuaded to complete the course of treatment. 

The problem of influenza, with its high morbidity and low 

mortality, is still with us today. The pandenûc in 1918 to 1919 

presented a different, and very scary, picture - high morbidity 
and high mortality. In addition, I1it also manifested the curious 

feature of killing, not M e  very young and the very old - its 
usual victims - but healthy individuals in the prime of life.ttss 
One-sixth of the Canadian population was affected and between 

30,000 and 50,000 diedOs4 The year 1919 marked the end of the 

influenza pandemic and the beginning of the post-war period. 

McGimis suggests the possibility that the influenza 

epidemic shortened World War One." Certainly, both M e  war and 

the epidemic created a climate for change in the canadian health 

care system. The lack of fitness of Canadian recniits called for 

a focus on health; the lack of an organized system to respond to 

the epideiic required action. "No one wanted to be caught so 

short again."" The United F m  Women's Association called for 

"a system of medical and nursing aid to provide adequate health 

care, especially in rural areas, and a federal department of 



health.1157 The Canadian Medical Association had also been 

agitating for a federal department of health, and by the fa11 of 

1919 a federal department was staffed and functioning. 

Courses in public health nursing burgeoned. McGinnis 

attributed the course at Dalhousie University to the aftermath of 

the influenza epidemicsa but courses were also established in 

1920 at the University of British Columbia, the University of 

Toronto, McGill University, and Western University (now the 

University of Western Ontario), and in 1921 at the University of 

Alberta and the University of New Brunswi~k.~~ 

The bacteriological ara began in the laboratory and moved 

into schools and clinics and into the community for case-finding. 

It was in many ways a hopeful period because it pointed to the 

possibility of disease eradication. In the end, the influenza 

epidemic pointed to M e  need, not just for continued laboratory 

work, but for conscious development of a health care system. 

As with most historical stages, the three phases of public 

health are n o t  discrete but overlapping. The sanitarian phase 

continued its work into the bacteriological'phase; the 

bacteriological phase and the campaign against infant mortality 

were complementary. But each case saw the blossoming of a n e w  

approach. Concern about infant mortality in the third phase 

changed the face of public health in Ontario* 



25 

In 1911, the Ontario government hired Dr. Helen MacMurchy, 

an Ontario physician who was already studying infant mortality, 

to investigate infant mortality in the provincemm M t e r  two 

years of study she reported that of the 52,629 births in Ontario 

in 1909, 6,932 children had died before reaching one year of 

ageD61 Clearly, something needed to be done. 

Complicating concern about infant mortality was a commonly- 

held belief in eugenics, based on the Darwinian idea of survival 

of the fittest. Dr. MacMurchy was, in fact, "probably the most 

outspoken medical e~genicist,"~ but while the idea of eugenics 

was applied to the treatment (segregation and isolation) of the 

Yeeblemindedfr it seems not to have been used to explain the 

high rate of infant mortality. Comacchio reports that though 

"Canadian doctors supported the eugenic approach in varying 

degrees, . . . they consistently warned against a strictly 
eugenic understanding of the problem of infant m~rtality.~" Dr. 

Alan Brown, "Canada% foremost paediatrician and Ontario's 

leading child welfare campaigner, argued that a high infant 

mortality resulted in \a sacrifice of the unfortunate not the 

~nfit.~*'~ To him and his colleague, Dr, George Campbell, the 

task was "'to see that every baby is made f i t . ' I n Q  While the 

wording of the task reflected eugenics, the approach was 

environmentalist, 

It is important to note the contradiction between the 



problem and the solution for Brown and Campbell. The problem wae 

il1 fortune, but the solution was not to change the fortunes of 

the children but instead to make them fit despite their bad 

fortune. This is Cornacchiots driving conplaint - that though the 
connection between povetty and il1 health had been demonstrated 

many times, health professionals consistently chose to uphold the 

system causing poverty. Brown and Campbell, she wrote, 

admitted that infant mortality was appropriately termed *a 
class mortality for it is excessive among the poor and the 
low.' But poverty placed third in their list of causative 
factors, behind neglect and ignorance and so closely 
correlated to these two as to appear both Meir cause and 
effect? 

It seemed impossible for the fortunate to blame themselves 

or the system for problems among the poor. 

Health care workers were always cognizant of the role of 

poverty in il1 health, and the more closely they worked with 

families the more they blamed financial circumstances rather than 

neglect for the problems. Comacchio agreed that "the lengthy 

catalogue of contributory socio-economic factors vas never 

dismissed entirely. But the focus became materna1 ignorance, the 

key solution, education by health professionals, and the 

principal instrument, the statemWs7 It was much easier to blame 

the individual than the system, especially since that individual 

was a woman. 

Visiting nurses had a long history of working with poor 

families. Nurses, as women, were seen as \naturals8 for working 
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with mothers. They could appeal to motherst ferninine instincts 

to teach them the proper care of their infants and families. The 

effectiveness of visiting nurses on infant mortality was Ming 

demonstrated by the Metroplitan Life Insurance Company. During 

a seven-year study, 1911to 1918, Metropolitan Life Vound that 

the mortality rate of its policyholders [visited by thair nurses] 

had dropped by 18%11 despite the influenza epidemi~.~' Pre- and 

post-natal visits had "resulted in a &op in infant mortality of 

46.5% among the company's policyholders compared to a &op of 

only 10.8% in the general population.w6g 

Women8s groups, such as Womenrs Institutes and the United 

F a m  Woments Association, urged the goverment, both federally 

and provincially, to organize to improve the health of Canadians, 

especially rural Canadiana. In 1917 the Ontario Department of 

Labour set up a Bureau of Materna1 and Child Welfare to deal with 

the concern about infant mortality. Universities responded by 

developing courses to prepare nurses for a role in the community. 

In Ontario, the Conservative Party had been in power since 

1905. The rural population felt ill-served by the Consematives 

and formed the United Farmers of Ontario. They hoped to pressure 

governments for a better deal for farmers, and as part of their 

strategy they ran candidates in the 1919 election. To their 

great surprise they won the election. Obviously, the citizens of 

Ontario wanted change. Premier E. C. Drury formed a coalition 
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with the newly-formed Independent Labour Party and attempted to 

enact reforms. As we have seen, the Consematives under William 

Hearst had already begun work on infant mortality by establishing 

the Bureau of Materna1 and Child Welfare. Drury carried that 

work Eurther. 

In 1920 the Ontario Board of Health established a Division 

of Materna1 and Child Hygiene and Public Health nursing. The 

Board hired eight nurses and the Red Cross contributed another 

eight nurses to spearhead a public health nursing project for the 

hinterlands of Ontario. The 16 nurses were given a 3-month 

course at the University of Toronto. Their final preparation 

took place one afternoon in High Park. The medical officer of 

healthts batman taught them to drive a car. Then Mey were 

paired off, given a Mode1 T Ford and a wooden trunk with teaching 

supplies and sent out to a rural district to demonstrate public 

health nursing. This was the begiming of a continuing effort by 

public health nurses to work with families for the betterment of 

their health. 'O 

These first Ontario public health nurses conducted surveys 

of community health facilities, visited schools and compiled 

information about the health of children. They held baby c l i n i c s  

and visited homes, which added to their information about the 

health of the population. Statistics became so important that 

the 1921 and 1922 --th Nurse journal carried a fairly 



sophisticated series of seven articles to help public health 

nurses understand and use statistics. 

Infant mortality was found to be highest among bottle-fed 

infants and llparental ignorance was the primary cause.w71 This, 

then, provided the focus for the campaign to Save babies. Women 

were encouraged to breast-feed their babies. For those who could 

not breast-feed, milk depots were developed to ensure a supply of 

safe milk for the poor. But the situation also fed into growing 

professionalization of medicine. Doctors, by naking themselves 

the authorities on infant feeding, and requiring nurses to follow 

their orders, brought about the medicalization of motherhood. 

By 1920, there was a federal department of health, a 

permanent board of health in Ontario, and full-the district 

health officers in each of Ontario's 10 health  district^.'^ The 

Board of Health, which had originally been under the Department 

of the Provincial Secretary, transferred to the Department of 

Labour in 1919, and in 1924 it became a department on its ~wn.~' 

Before the Board of Health became a department, it had already 

developed a system of divisions. The earliest divisions, 

reflecting the development of public health, were Sanitary 

Engineering, Laboratories, Venereal Diseases and Epidemi~logy.~~ 

In 1920 the Division of Materna1 and Child Welfare and Public 

Heiaalth Nursing, the Division of Public Health Education, and the 

Division of Industrial Hygiene were added." Within a period of 
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approximately 40 years public health had developed from an on- 

again, off-again temporary activity to a permanent well-developeb 

organization. 
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TBE DmmLoPPtENT OF PUBLIC iiEALimr NURSING 

Nursing the il1 in their homes preceded hospital nursing and 

continued, though to a lesser extent, as hospitals developed and 

g r e w  in acceptance. As the focus of public health changed from 

sanitation to fmmunization and to child and materna1 health, new 

workers were needed to fulfil new expectations. Physicians were 

already in place as medical officers of health but they could no+ 

carry out the task singlehandedly. Nurses, already experienced 

with patients and already in the community, were available to 

exploit these new opportunities and also to be exploited for 

them. In so doing they created a new force for health in Canada 

- that of public health nursing. Organizational structures 

within the government evolved to foster its growth. B o t h  M e  

vision of nursing leaders and the restraints within the 

environment shaped the evolving role of public health nurse. 

The terms public health nursing and community health nursing 

are often used interchangeably. In general, they refer to al1 

those nursing roles that take place outside the hospital, such as 

industrial nursing, district nursing, school nursing, clinics, 

visiting nursing. Buhler-Wilkerson credited Lillian Wald as the 

author of the term public heelth nursing during the 1890s.' 

Lavinia Dock, on the other hand, claimed that the National 

Organization for Public Health Nursing (NOPIIN), when if was 

established in the United States in 1912, expanded Nightingale's 



tenn health nursing to publ ic  health nursing.' The NOPHN, at its 

founding, decided to use the term 'public health nursing* to 

cover al1 aspects of nursing in the community. The NOPHN defined 

public health nursing as 

an organiaed commtuzity service rendered by graduate nurses 
t o  the i n d i v i d u a l ,  fandly, and conrmnity. This service 
includes the i n t e r p r e t a t i o n  and applicat ion of medical, 
sanitary and social procedures for the correction of 
defects, prevention of disease  and the promotion of health, 
and May include skilled care of the sick in the f r  horesm3 

In 1912, of course, almost al1 nursing in the community was under 

private auspices. It was only later that the government 

sponsored public health nursing. Today, community health nursing 

is usually used as the broad tern encompassing all non hospital 

nursing that focuses on prevention. Public health nursing refers 

only to those nursing activities carried out under an official 

government agency. Public health nursing is defined narrowly in 

this way because the government agency is responsible for the 

health of the public. Voluntary agencies provide nursing in the 

community but are not responsible for the public at large. 

Therefore, a distinction is made between community health nursing 

and public health nursing. 

Compassionate women (and sometimes men) have commonly nursed 

the sick in their homes. By the mid-nineteenth century there 

were many visiting nursing organizations. Elizabeth Fry, for 

example, founded a Protestant order of visiting nurses in London 

in 1840.' The beginning of comaunity nursing in the western 

world, however, is usually attributed to that British triumvirate 



Rathbone/Nightinqale/Lees. 

Unitarian, is credited with 

1860s, he divided Liverpool 
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William Rathbone, a wealthy Liverpool 

the idea of district nursing. In the 

into districts and hired nurses to 

work within them. By this tirne, Nightingale had already cornered 

the market for nursing publicity and reform. It was natural, 

therefore, for RatMone to enlist Nightingale in his nursing 

project. Rathbone and Nightingale carried on a lengthy 

correspondence, and when Rathbone became a Liberal member of 

Parliament they met frequentlya6 

Like Nightingale, Florence Lees was a wealthy educated woman 

able to travel the world to learn and practice nursing. She 

studied nursing in Canada and the United States as well as in 

Europe. She nursed in France and organized a military hospital 

in Prussia during the Franco-Prussian war. In 1874 Rathbone and 

Nightingale hired her to do a study of nursing needs in London. 

Baly reported, in her inimical way, that Lee's study "with the 

usual Nightingale precision [had] a printed q~estionnaire."~ 

Leesf 119-page report criticised most of the nursing systems 

investigated. The twelve appendices of statistics Baly called 

flsuspectn though Waluable source materiaLn7 The conclusion 

drawn front Leesr study was @@the preconceived notion that thexe 

was a need for a district Nurse Training scheme in L~ndon."~ 

Lees wanted to "make nursing a profession in which a lady would 

not feel she was sacrificing h e r ~ e l f . ~ ~  Miss Lees became 

superintendent of the district visiting nurse association fonned 



as a result of the Rathboneflightingale collaboration. According 

to Baly, ncontumacious though she may have beentN" 

Florence Lees must be seen as the tnie originator, not of 
district nursing, but of professional district nursing with 
a special and higher training where the nurse was 
accountable, not to a lady superintendent, but to a highly 
trained nurse. 

The common practice had been for nurses to be accountable to 

ltladies.ll Lees developed the concept of a nurse being 

accountable to a nurse, and further, %he converted both Miss 

Nightingale and Mr RathboneI1 to her idea.l2 

Nightingalefs specific contribution to community health 

nursing became clear during the development of the Queen8s 

Nursing Institute. This institute of visiting nurses was formed 

in honour of Queen Victoriafs jubilee in 1887. Sir Henry 

Ponsonby developed a scheme in which nurses would be "accountable 

to a chaplain and rewardled] ... not with pay but with 
dec~rations.~~l' Nightingale fought for the idea that "nursing 

was a secular profession that required a specific training and 

should be rewarded with an appropriate ~alary.~~' Despite 

Nightingale's spirituality, she despised the proselytizing that 

so frequently accompanied nursing. She attempted to make nursing 

a secular profession. 

The Rathbone/Nightingale/Lees legacy merits the credit it is 

given for establishing comnunity health nursing. Rathbone, 

Nightingale and Lees promoted an educated seculair profession. 
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They used research and statistical analysis to define areas of 

need, rather than a vague humanitarianism. They developed an 

organized system of districts and professional accountability. 

Nightingale, an ardent sanitarian, advocated cleanliness of 

the environment as a major focus for district nur~ing.'~ From a 

study of Nightingale's writings between 1861 and 1897, Monteiro 

ascribed to Nightingale the early development of the principles 

of public health nursing. For Nightingale, one major theme of 

"'health nursingr in contrast to 'sick nursingrm l . l [was] the 

importance of preventing disease especially by teaching 

cleanliness and sanitati~n~~~ Despite Nightingale's idea of the 

health visitor, visiting nursing remained largely a matter of 

caring for the sick poor. 

Community nursing evolved in Canada and the United States 

much as it had in England. Because Canada did not have large 

industrial cities and slums as England had, community nursing 

developed somewhat later. Destitute immigrants, however, in 

Canada as in the United States, needed home nursing care. For 

example, in Toronto in 1851 the Sisters of St. Joseph arrived 

from Philadelphia to help the parish priest with the care of 

Irish  immigrant^.'^ Stewazd and Austin point to 1886 as the year 

in which visiting nurse societies were established in New York, 

Boston, Philadelphia, Buffalo, and Chicago. Their nurses carried 

out the traditional nursing role of caring for the sick in their 



homes. la 

According to American historian Buhler-Wilkerson, Lillian 

Wald "invented public health nursingn in New York City in 1893 

when she and her colleague, Mary Brewster, established the Henry 

Street Nurses* Settlement.lS It was their vision about the cause 

of illness among the poor that raised this project above other 

visiting nurses' organizations and made it public health. Wald 

and Brewster believed that the health problems they encountered 

in the slums of New York nresulted most often from causes beyond 

individual control or escape.112o These problems related to the 

social and economic fabric of society. Because of this belief, 

nursing practice at the Henry Street Nurses' Settlement was based 

on an llorganic relationship to the neighborho~d~~ and 

wencompass[ed] an agenda of reform in health, industry, 

education, recreation, and ho~sing.~" 

The Henry Street Settlement seems a perfect example of the 

Social Gospel in action. Richard Allen described the Social 

Gospel as 

that movement of Christian social thought and action 
which arose in the last decades of the nineteenth 
century in the conte* of a society becoming increasingly 
collectivized under the impulses of industrialism and 
urbanism . a 

Problems were seen as definitely socid not individual. Whether 

Wald and Brewster consciously based the Henry Street Settlement 

on Christian thought or not, they identified both the problem and 



the solution as social. In contrast, the VON, as we shall see, 

was based on an earlier ideology laying responsibility on the 

individual rather than society. 

In Canada, the VON was established in 1897. Lady 

Aberdeen, the wife of the governor-general, was concerned about 

the lack of nursing care in homes and isolated villages. To 

commemorate Queen Victoria's 1897 Jubilee, therefore, she founded 

and organized the VON. Unlike most visiting nursing 

organizations that nursed only the poor, the VON also nursed 

people who could afford to pay toward the cost of their care. 

The VON aimed 

(1) To supply nurses thoroughly trained in hospital and 
district nursing and subject to one central authority, to 
care for the sick in their own homes, in t o m  and country 
districts. 

(2) To bring local associations into affiliation with the 
Order and to afford pecuniary and other assistance to such 
local associations. 

(3) To maintain a high standard for al1 district nursing. 

(4) To assist in the building of small cottage hospitals and 
homes. a 

The VON nurses provided care of the sick at home and they were 

also involved in many preventive, educational activities. 

Baumgart and Larsen claimed, moreover, that by the 1930s 

"prenatal classes, school health programs, imnunization, milk 

banks, . . . postnatal care, and well baby clinics were a larger 

component of the VON nurses' work than was the care of the 

sick."'* Baumgart and Larsen also reported that "while the 
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overall Canadian materna1 death rate in the  1920s was between 

five and six per thousand, where VON nurses provided care, the 

death rate ranged from 2.5 in 1927 to 1.2 in 1930.n" By the 

19308, however, official public health nursing programs were 

providing much of the preventive, educative work. In the light 

of these developments, the VON decided to focus its energies on 

home nursing care of M e  sick. 

Meanwhile, another far-reaching community nursing innovation 

was developing. In 1909, Lillian Wald convinced the Metropolitan 

Life Insurance Company that home nursing care of their poorer 

policyholders would reduce their payment of death benefits. After 

that, Metropolitan Life either hired its own nurses or contracted 

for nursing services from agencies such as the Henry Street 

Settlement or the VON to visit their policy holders. The program 

was immediately successful, so much so that, by 1914, 

Metropolitan Life claimed a 12.8% decrease in the mortality rates 

of policyholders due to the nursing services. By 1916 

Metropolitan nurses provided service to 2000 cities in the United 

States and Canada." There were 200,000 industrial policyholders 

in Canada, a10ne.~ Even small, relatively remote toms, such as 

Sturgeon Falls and Sudbury, had home nursing services provided by 

Metropolitan Lif e 

The Metropolitan Life nursing project was significant, not 

just because nurses were working for a commercial Company to 



decrease mortality. For nursing it was significant because, 

besides giving home nursing care, Metropolitan nurses were 

expected "to collect and record data that offered the company a 

demographic picture of policyholders8 social conditions."" 

Hamilton described the "torrentsw of data collected by 

Metropolitan nurses: 

Nurses documented the source of each patient referral; 
the time of medical attendance; the number, ïength, and 
duration of the home visits; the disease treated; and 
the referrals, nursing actions, health teaching, and the 
outcome of each case. [And also] the minutes of travel, 
miles between patients, and the environmental factors such 
as density of the neighborhood, attitudes of the patients 
and physicians, characteristics of housing, and the nature 
of the surrounding industry . ' O  

In 1914, on the basis of the kind of data the nurses collected, 

Metropolitan Life launched the Framingham Tuberculosis Project to 

prove Vhat illness prevention lengthened life."" Nurses proved 

so effective on the research teams that Metropolitan Life 

required theit participation on health projects funded by the 

company. The Thetford Mines Infant Mortality StuBy in 1921, for 

example, was threatened with the loss of Metropolitan Life 

funding until nurses were included on the research team.'' 

According t o  Hamilton, "nurses, as pilgrims of research, entered 

the world of science as able observers of human needs and found a 

f ocus for their humanitarian impulses. 

Public health nursing in Canada was now at the brink of its 

formal inception. As hospitals developed, nursing care of the 

sick mved to that venue. Home nursing without reference to 



prevention, in any case, was not really public health nursing. 

It vas only when prevention became a goal that home nursing 

became public health nursing. In Ontario as in most of Canada, 

in fact, it was not home care of the sick but tuberculosis 

nursing and school nursing that ushered in public health nursing. 

Lavinia Dock claimed, in fact, that the leaders of the anti- 

tuberculosis cmsade "were the first to recognize the value of 

the nurse as a teacher of hygiene and ~anitation."~~ 

Toronto led the way in the development of public health 

nursing in Ontario. Though tuberculosis organizations and 

hospital clinics already had visiting nurses, the Toronto Board 

of Health hired the first official public health nurse in the 

province in 1907. Dr. Charles John Oliver Hastings was the go- 

getting Toronto medical officer of health during this period. He 

organized publicity-catching campaigns, such as the V w a t  the Fly 

Campaignf in 1912, in which children competed to kill the most 

flies (measured by quantity in a b~ttle).'~ Small wonder that he 

also envisaged a plan of using nurses to visit tuberculosis 

patients. In 1911, Eunice Dyke was hired to spearhead public 

health nursing in Toronto. Shortly after that the Toronto Board 

of HealUl nurses began working in baby and chfld welfare a s  well 

as with tuberculosis. By 1914, besides the main downtown office, 

there were three district offices with supervisory nurses in 

charge. At this point, a Division of hiblic Health Nurses was 

formed under the Toronto Board of Health with, of course, Eunice 



Dyke continuing as the chief ~uperintendent.'~ 

By this tirne there were also public health nurses in the 

Province of Ontario outside Toronto. As noted in Chapter One, by 

a quirk of history, these first nurses worked under boards of 

education rather than boards of health. It was medical officers 

of health who had responded to the concern for the health of 

school children early in the century. They made medical 

inspections of school premises and school children. In 1907, 

however, the government of Ontario passed legislation giving 

local school boards the authority to carry out school medical 

inspections." That same year, the Hamilton School Board 

appointed Canada's first school nurse. Obviously, this move to 

remove their authority over school health rankled nedical 

officers of health. The result, as we shall see in Sudbury, was 

friction between the school board and the medical officer of 

health . 

According to Sutherland, the Ontario systen of school nurses 

was modelled on the New York systen. There, school physicians 

examined the children periodically, and nurses followed up both 

in the class room and with home visits. In 1910, Dr. Peter H. 

Bryce, former secretary of the Ontario Board of Health, argued 

for this mode1 for Canada? Also in Toronto, John Ross 

Robertson, publisher of the Toronto m, investigated the 
New York system of managing child health. He offered the Toronto 



School Board funds to carry out a one year school nursing 

experinent. The Board refused his money but subsequently put 

such a plan into operationm3* 

A national s w e y  undertaken by the 891jc -1- in 

1914 identified fourteen Ontario communities as having school 

medical inspections. In Toronto alone the School Board had 37 

full-tirne school nurses and one nurse ~uperintendent.~~ 

Initially, school nurses focused their work on prevention of 

contagious disease but soon they included identification of 

physical defects for rehabilitation. The role of the school 

nurse, however, differed from locality to locality as did the 

role boundaries between nurse and school physician. Sutherland 

reports, however, that by 1914 

the school nurse was clearly moving into the central 
position in school medical programs. As she eoved 
between school and home she found of necessity that 
she had to add preventative medicine, teaching, and 
even social welfare to her primary task of preventing 
the spread of communicable disease:= 

It seems M a t  learning ta nurse within a hospital setting 

had never been considered adequate preparation for community 

nursing. Wherever community nursing developed, nurses took extra 

training to prepare themselves For the special focus of the 

community. Nightingale, for example, in a letter to Rathbone, 

wrote, "that the only satisfactory solution was to train nurses 
t 

speciallyw for his district nursing pr~ject.~~ Dock, writing in 

1912, reported that the Toronto School Board offered a one-month 
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course for school nurses from outside Toronto, as well as for its 

own nurses.4f When the VON was established it immediately 

provided special training for its nurses. Then, after World W a r  

1, the Canadian Red Cross Society motivated universities to 

provide education for public health nurses.'' In the 1920s, when 

Canadian universities offered public health nursing programs, the 

VON supported the university projects and no longer provided 

their own training. 

By 1920, thetefore, there were community health nurses and 

specific public health nurses across Ontario. The VON and 

Metropolitan Life nurses provided home nursing for the sick 

combined with education for prevention. They provided pre end 

post natal care and well-baby clinics. School boards in towns 

and municipalities had nurses on their staffs to supervise the 

health of the children, to assist school physicians w i t h  

immunizations, and to visit  homes based on the observations at 

school. Local boards of health hired nurses to help their 

physicians in various clinics (tuberculosis, inmunization, 

venereal disease) and to carry the work from the c l in ic  into 

homes. But there were gaps in the health service. fsolated 

areas might have none of these public health nursing services. 

m e n  in towns the services were unevenly spread and many 

individuals fell through the gaps. 

From the vantage point of the 19909, it is hard t o  imagine 



that health and education could be of minor interest to a 

provincial govenment. Yet, until 1919, the provincial board of 

health was under the Department of the Provincial Secretary when 

it was transferred to the Department of Labour.46 Not until 1924 

did health become a department of its own." It was the 

Department of Agriculture that employed medical and nursing staff 

for school inspections until 1919 when that function was taken 

over by the Department of Education. In 1925 school health was 

transferred to the Department of Healthm4. 

Despite these organizational conditions, provincial boards 

of health and boards of education managed some coordination and 

standardization of services. As these government bodies evolved, 

they developed stnictures around particular interests. The Board 

of Education, for example, established a Division of School 

Hygiene. The Ontario Board of Health, in 1916, established the 

Division of Child Welfare (also called the Child WelLfare Bureau) 

to investigate and deal with the causes of infant mortality. 

Bureau staff consisted of Miss Mary A. Powers (with a bachelor of 

arts degree), director; nurse Lavenia Beryl Knox, associate 

director; Dr. W. J. Bell, staff pediatrician; 17 staff nursesm4* 

They travelled the province conducting baby clinics and holding 

information sessions. In 1920 the Child Welfare Bureau became 

the Division of Materna1 and Child Hygiene and Public Health 

Nursing . 



It was at this point that the Ontario Board of Health 

launched the Rural Child Welfare project w i t h  assistance from the 

Canadian Red Cross Society. Sixteen nurses took a course in 

public health nursing at the University of Toronto and then w e r e  

sent out across the province to demonstrate public health 

nursing. The nurses net with local boards of health and woments 

groups: they set up well-baby clinics; they visited 

neighbourhoods house-to-house. The word demnstration w a s  used 

explicitly and frequently to describe the work they did because 

it was expected that local boards of health would hire public 

health nurses to continue the workem Stuart states that 

generally that expectation "did not materialka. . . . [and] only 
8 nurses were ever appointed as a direct result of the over 100 

demonstrations between 1920 and 1923.1181 

In 1924 the Division of Materna1 and Child Hygiene and 

Public Health Nursing came under the newly-formed Departmant of 

Health. In addition, the following year, the work of the 

Division of School Hygiene (Department of Education) was 

transferred to the Department of H e a l t h .  Dr. John T. Phair, the 

medical officer under the Department of Education, transferred to 

the Department of Health and became the Directot of the Division 

of Materna1 and Child Hygiene and Public Health Nursing." 

A new phase of public health nursing began when Edna L. 

Moore became the Director of Public Health Nursing, 1 December 
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1931. There seems to have been an immediate concern about her 

title Director because Dr. Phair was the director of the 

Division. A note dated 11 Dec 1931 reporteci a conference with 

Dr .  W. S.  Bell, Deputy Minister of HealM, regarding an Order-in- 

Council to Moore stating, "Dr. Bell explained a difficulty in 

using the word \Director@. . . . E.L.H. [sic] will use t it le - 
chief Public Health Nurse, Division of Child Hygiene and Public 

Health Nursing."" Clearly, Moore would have to work hard to 

promote public health nursing. Records indicate that she worked 

amicably with Phair. H e r  long-time colleague and successor, 

Isabel Black, does not recall Moore ever discussing the 

incidenLu The 1931 note i n  the archives, nonetheless, was 

probably sent there by Moore. Under her leadership public health 

nursing blossomed. So much so that, in 1944, it became a 

division of its own with Moore as its Director. 

Though Moore was not the first leader of public health 

nursing in Ontario, she came on the scene before the role of the 

public health nurse had been established and stayed for 26 years. 

During this time she founded the culture of public health nursing 

in Ontario. Edgar Schein has described the task of founders: 

[They] not only choose the basic mission and the 
environmental context in which the new group will 
operate, but they choose the group menbars and bias 
the original responses that the qroup makes in its 
efforts to succeed in its environment and to 
integrate itself." 

In many ways the basic mission was set before Moore vas hired. 

Materials in the archives, however, suggest that defining public 
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health nursing and getting her definition understood and accepted 

by the Department of Public Health was an ongoing mission for 

Moore. " 

Moore's activities provincially, nationally and 

internationally helped to form an environmental context that 

would foster the development of public health nursing. Over the 

years she was president of the Ontario hiblic Health Association, 

vice-president of the Canadian hiblic Health Association, vice- 

president of the Registered Nurses Association of Ontario, chair 

of the Public Health Committee of the International Council of 

Nurses, a fellow of the American Public Health Association, 

member of the editorial board of the Cangdian Journal- 

-. She vas on boards and cornmittees with the Ontario 

Society for Crippled Children, the Canadian Cancer Society, the 

Canadian Red Cross, the Ontario Welfare Council." Through al1 

these involvements, Moore ensured that the public health field, 

and related organizations, understood the meaning and value of 

public health nursing. 

Moore chose her staff carefully and worked closely and 

democratically with them. She wrote that "the quality of service 

given camot rise about the levei of native ability, motivation, 

integrity, professional preparation and ski11 of the workers 

functioning with democratic leadership."" Minutes of staff 



meetings and letters that she wrote to staff indicate how she 

encouraged and challenged their development as professionals and 

models within a relatively new field. Even today, staff members 

recall her belief that they were public servants and that they 

must use taxpayers mney w i ~ e l y . ~ ~  

The major belief, which Moore espoused and which shaped 

public health nursing for years, was that public health nursing 

practice should be generalized not specialized. When Moore 

became chief public health nurse, public health nursing was 

fragmented and specialized. There were school nurses and nurses 

for disease clinics and well-baby nurses. Moore described a 

generalized service as: 

Service to al1 age groups in the community for every health 
need with bedside nursing care limited t o  demonstrations 
and emergency cases." [ft] implies teaching and each 
activity includes the education of the individual and the 
community in addition to the specific service rendered.61 

The development of health units within communities was pivota1 to 

the establishment of generalized public health nursing. It was 

within a health unit that the nursing service could be 

coordinated and integrated. 

In 1935, with funding from the Rockefeller Foundation, the 

Eastern Ontario HealM Unit opened "as a trial projectw with a 

staff of 8 nurses and one physicianeq This unit, covering the 

counties of Stormont, Prescott, Glengarry and Russell, 



represented an area of desperate need during the Great 

Depression. A l 1  doctors and dentists working within those 

counties became part of the public health program and worked 

under the direction of the Director of the Division of Materna1 

and Child Welfare and hiblic Health Nursing (Edna L. Moore) and 

the Director of the Dental Services Bran~h.~' Comacchio reports 

that this area of Ontario had a higher tuberculosis death rate 

than anywhere else in the province. In addition, its infant 

mortality rate was 104 per 1,000 live births compared to the 

provincial rate of 78.9.'' The effect of the health unit on the 

infant mortality rate was dramatic. Between the years of 1935 

and 1939 the rate dropped to 74 per 1,000 live birthsm6' An 

analysis of the results county by county proved yet again that 

economic status was a determinant of health.66 

With such demonstrated effectiveness, health nits were 

eventually developed throughout the province. The advent of 

World War Two deflected energy from this activity. In the mid- 

1940s, however, when the war was over, many health units were 

established. Each health unit had a nurse as director of public 

health nursing which allowed for a coordinated program of 

generalized public health nursing. Each director of nursing, 

however, had limited autonomy because she was under the authority 

of the medical officer of health. The effectiveness of the 

public health nursing program depended, at least partly, on the 

amicability of the relationship between director of nursing and 
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medical officer of health. The medical officer of health, in 

turn, was hired by and reported to the local board of health. 

These public health services, paid for by the local 

municipality, nonetheless, were al1 also under the provincial 

Departnent of Health. In toms that did not have a health unit a 

nursing supervisor from the Toronto office made thorough annual 

visits. For Sudbury, which did not have a health unit until 

1956, the nursing supervisor visited annually for a week. She 

spent tirne with each of the public health nurses and made 

recomendations to improve their nursing practice. Her 

interviews included the director of the VON, school principals, 

and the medical officer of health. If she felt that a school 

board was not supporting the school nurse as it should, she 

arranged a meeting with that group. Though the supervisor was 

not in authority over these individuals, she was able to 

influence their activities. 

Through the 19209, 30s, and 40s public health nursing g r e w  

enormously. By 1943 there were 480 public health nurses in 

municipal services in Ontario." Public health nursing leaders 

envisioned a coordinated and unified nursing service that they 

called generalized nursing. They also had to decide if public 

health nursing was only preventive or whether it included care of 

the ill. They were faced with a service that had developed 

piecemeal along specialist lines. Parallel to the official public 
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health nursing service, and predating it, was the VON offering 

both home nursing care and biome prevention. The nwsing leaders 

were also faced with the limita to their autonomy and power 

within a developing, male-dominated health care system. Within 

these restraints they managed to came out a relatively 

generalized role for the public health nurse and change the face 

of public health by astute use of their influence. 

Because of the patchwork way that public health nursing 

developed in Ontario, the fitst public health nurses were 

specialists - school nurses, tuberculosis nurses, nurses 
specializing in materna1 and child care. Yet, almost everyone 

who thought about M e  organization of public health nursing 

believed that a generalized practice had advantages. A 

generalized scheme was based on the same idea as district 

nursing. One nurse concerned herself with al1 the nursing needs 

within a specific area. She visited the schools, conducted 

clinics, and did home visiting within M a t  area. This plan had 

many obvious advantages. It eliminated travel tirne and overlap 

of services. There was less possibility that health needs would 

go unrecognized and unmet when one nurse was responsible for al1 

the needs within the area. It was also possible that one nurse 

working in a limited area could be of greater influence than 

several nurses crisscrossing a large expanse? 

Widespread rural areas presented a special challenge. The 
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president of the National Organization of Public Health Nurses 

(NOPHN), addressing the biennial conference in 1922, expressed 

concern that the rural public health nurse alone in a big county 

would have time for nothing but school nursing. She challenged 

the organization to %eize every opportunity to develop a general 

service.w6s Lavinia Dock, writing in 1922, believed that the 

trend was towards a generalized service Ivadequately supported by 

highly trained and experienced experts as consultants or 

super~isors.~~~~ On the other hand, Dock also claimed "mat when 

left free to develop their work, nurses themselves have 

experienced a practical compulsion to specializationP7' It 

seems that, though the nurse could see the advantages of the 

generalized system, she personally experienced less satisfaction 

in dealing with many conditions, than in being a specialist - "a 

leader, or tor~h-bearer.~~~ 

Throughout the 1930s in Ontario, Edna L. Moore promoted the 

idea of a generalized service. Without some coordinating body, 

someone to hire nurses and organize the sentice along geographic 

lines, this would not be possible. As long as medical officers 

of health hired nurses for specific tasks, the work would remain 

fragmentad and specialized. Little wonder that Moore worked 

exhaustively throughout the province promoting the idea of health 

units to nunicipalities. Eventually, as health units with 

directors of nursing were developed, generalized public health 

nursing service was possible. 
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Enmeshed in the specializationjgeneralization issue was a 

disagreement about curative care within the preventive role. In 

the 1920s in Ontario, the role of public health nurse still 

included some care of the ill. Moorets early descriptions of 

generalized public health nursing included bedside nursing care 

with the proviso that it was nlimited to demonstrations and 

emergency cases.n1n It was hard for nurses, trained first for 

the care of the sick, to focus totally on health education and 

prevention. It was also hard for nurses involved in giving 

physical care to the il1 to teach prevention a t  the same tirne. 

Some argued that "nurses who spent any significant part of their 

time providing bedside care should not be classified as public 

health nurses.w74 The Weir Report (1932) described carefully 

both sides of the curative/preventive issue, and predicted that, 

on the basis of public health trends in Canada, public health 

nurses would focus on prevention not curative care." 

A survey in 1946 in Ontario, attempted to discover the 

amount of bedside care being given by public health nurses. 

Health units were required to complete a form titled nSurvey of 

Bedside Nursing Care Visits in Health  unit^,^^^ This survey 

requested information on the numbar of bedside visits made per 

month, the time spent in bedside care, the percentage of the 

total working t h e  spent on bedside nursing, and the percentage 

of total visiting t h e  spent on bedside nursing. This suggests 

that public health nurses were still giving bedside care. 
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However, a memo to medical officers of health, dated 3 September 

1942, describing a generalized program, does not list bedside 

nursing care." Since the VON was beginning to limit its 

function to bedside care, it is likely that Moore was attempting 

to eliminate it from public health nursing. She obviously never 

saw it as integral to the role of public health nurse. 

Some writers presented the specialization/generalization 

issue and the curative/preventive issue as one and the same 

controversy. A medical authority quoted in the Weir Report used 

the term generalization to refer to public health care that 

included bedside nursing." Florence Emory, in the first 

Canadian public health nursing tee, described the %ompletely 

generalized plann as one including both illness care and 

prevention. Public health nursing that involved only al1 aspects 

of prevention she called simply wgeneralization.tm79 

Buhler-Wilkerson also defined generalized nursing as including 

al1 types of care, preventive and curative; specialized nursing 

was either preventive or curative. She blamed the split that 

occurred between preventive and curative care for the denise of 

public health nur~ing.~ For Moore, however, who provided the 

vision for public health nursing in Ontario, generalization meant 

al1 types of preventive care within a geographic area. 

Wherever nurses worked, they worked within a system ruled by 

the medical profession. Buhler-Wilkerson clahed mat, for a 
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short while in the United States when nurses established visiting 

nurse associations, they worked with autonomy. As, however, 

roles developed within government agencies and prevention was 

separated from care for M e  fll, public health nursing lost its 

auton~my.~~ Stuart, on the other hand, shows that, for the VON 

in Canada, visiting nurses were never auto nom ou^.^^ When 

Canadian physicians were not willing to accept VON nurses, Lady 

Aberdeen brought an American physician to Canada to support her 

plan. He informed the physiciens that Canadian nurses were 

"trained to know their own proper spheremUga3 To some extent, 

nonetheless, the VON was run by nurses, and nurses reported to 

nurses. They were also run by local governance boards. In 

Sudbury, the first VON Board had 10 women and 10 men, one of whom 

was the MOH. Neither doctars nor their wives were allowed on the 

executive of the boardOa4 This rule suggests a concern about 

power; what happened when nurses and the Board disagreed requires 

study on its own. 

Nurses were trained to bow to the doctor8s superiority. In 

their hospital nursesr training, which preceded their public 

health programs, the supremacy of the physician was never 

questionad. Nor did Meir public health training change that. 

Emory's 1945 Canadian textbook for public health nurses was very 

clear on that point. Giving prevention a new twist, she advised 

the nurse, that on comencing work in a community, she should 

apply the principle of prevention. The nurse should nDiscuss 



f u l l y  the suggested plan of work with the medical professi~n.~~ 

By so doing she might prevent any difficulty from arfsing. The 

nurse was turther advised: "Never diagnose," "Mever prescribe," 

loNever give treatment a p a r t  froa medical supervision or ivritten 

instruction sanctioned by the employing agency." The nurse must 

do what she could in lmstrengthening the bond between the 

phys ic ian  and his patient."'' 

Despite al1 this, Susan Reverby claimed that public health 

(by which she meant community health generally) 

allowed for the most independent judgment and autonomy of 
al1 M e  nursing practice fields. . . . The public-health 
nurse had to use the force of her personality to obtain 
patient compliance, her own ability to improvise 
procedures, and her own judgment as t o  what kind of 
care should be providede8' 

M e r y n  Stuart's analysis of the Rural Child Welfare Project 

illustrates graphically the dilemma for public health nurses in 

rural areas. They had to defer to local physicians aven though 

the physicians were operating on the basis of outmoded 

information. 

Just as nurses in the practice field were requfred to defer 

to the individual patient's physician and to the medical officer 

of health, so too for the directors of nursing, the supervisors 

and the director of the Division of Public Health Nursing. A 

lengthy document in the archives provides evidence that  nursing 

supervisors were galled by their lack of autonomy. Titled, 

"Material presented for Discussion on Conference of Full-tirne 



Medical Officers of Health/@ the 1949 document described the 

problem of having public health supervisors reporting to the 

medical officers of health. Preeman's public health nursing text 

was often quoted supporting the stance that nurses should report 

to nurses, and that the "definition of responsibility [of a 

public health nurse] is of particular importance in situations 

where the administrative officer is not a nurse."" This 

document is 23 legal pages in length, single-spaced. 

Literature is rife with examples of how gender diminished 

the power of women during this period. A piece  of 1945 French 

legislation, for example, declared: 

No doubt young women are suited to a large number of 
junior jobs offered by the civil service. There are 
even certain bureaucraties, notably Public Health and 
Social Security, where their presence in management 
positions appears desirable. . . . [but] M e  aptitude for 
commanding, the capacity to handle important affairs, the 
problems: these are al1 important elements to be 
considered and which are not qenerally to be found in 
women . 

There is, however, more to the story than saying, 'poor things, 

they had no power." Vicinus, in her book -endent Womm, 

discussed the "paradov of power and marginalityn that women 

repre~ented.~ Based on an examination of women in the 1850 to 

1920 period, she wrote "mat women are never passive participants 

in the larger culture but actively transform and redefine their 

externe1 constrainte,* that they are *simultaneously powerful and 

peripheral.m*t We have seen how Edna L. Moore changed the 

position of public health nursing in Ontario. Through her 
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efforts public health nursing became a division on its own. She 

brought together a staff of competent women who developed 

standards of public health practice that were followed throughout 

the province. In the 1960s, af ter  she retired, however, the 

Division of Public Health Nursing was disbanded. Isabel Black, 

the director, was moved to the Research and Planning Branch: 

other staff ntembers were moved to the new Local Health Services 

Branch and the Northem Ontario Public Health Services. In the 

19708, public health nursing functions were moved again, to the 

Community Health Division in the Health Promotion Branches2 

These nurses were powerful women, but within goverment 

departments they could be made peripheral. Their work could 

succeed if the men in the hierarchy above them approved. 

In Chapter Four we will observe the public health nursing 

supervisors' work in Sudbury, and how they were both powerful and 

peripheral. We will also see that the Sudbury women who formad 

the Child Welfare Committee could influence the direction of 

health care. These were middle-class women, not employed outside 

the home. Their status in the community derived from their 

husbands, who were lawyers, physicians and businessmen. Even 

though their status was thus derived, they used that to develop 

their own power base in the conmunity. They had power - but only 
to a point. At any t h e ,  male municipal councils end health 

boards could ovemule their decisions and marginalize their work. 
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But before examining the development of public health 

nursing in Sudbury, we will see what Sudbury was like during the 

1920%. Chapter Three attempts to paint a picture of the t o m  

and its people as a f i e ld  of endeavour for public health nursing. 
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UU@TER TBREE 

SUDBURY 1920 - 1956 

Moonscape. This was the reputation that Sudbury earned in 

the first half of the twentieth century, which it tried so hard 

to overcome in the last half. Open-pit roasting yards that 

burned for months belched forth clouds of sulphur dioxide that 

changed this once-green area to a landscape of black rock 

littered with black stumps. An atmosphere that stunted distant 

trees, that blighted farnterrs fields when the wind veered in 

their direction, and that obliterated aven the lichen clinging to 

the rocks - imagine its effect on the well-being of the 
population living and working within its embrace? 

Environnent, however, was just one factor that impinged on 

the health of Sudburians. Other factors, such as lifestyle and 

the availability and quality of health care were also involved. 

Four components formed M e  health field concept promulgated in 

1974 by Canada's federal Minister of Health, Marc Lalonde. These 

were human biology, environment, lifestyle and health care 

organization. Lalonde called this a %eu perspectiveg1 on the 

health of Canadians. It was new only because by 1974 Canadians 

equated "level of health with the quality of ~iedicine.~' 

Previously they either took for granted or ignored the quality of 

the environment and the effect of their own lifestyle decisions. 

By M i s  t i m e  also, goveniments, provincial and federal, were 

largely responsible for the organization and delivery of health 



care. It would seem that the pendulum of responsibility had 

swung too far toward government. Lalonde8s "new perspectivew was 

an attempt to broaden the concept of health and to turn the 

responsibility for health back to the individual citizen. 

But in 1920 the pendulum was way over on the side of the 

individual. Goverment eccepted very little responsibility for 

health care; health was the responsibility of the individual and 

most health care facilities were privately funded. An adaptation 

of Lalonde's health field concept provides a helpful paradigm for 

examining the Sudbury area during the 1920 to 1956 period and the 

context in which public health nurses worked. 

The purpose of this chapter is to describe the Sudbury of 

the 1920s into which the first public health nurses were 

nparachutedn and to indicate briefly some of the changes through 

the 19308, 40s and 50s. Applying Lalonde's perspective on 

health, this description of Sudbury will answer the following 

questions. What was the population like? Did the Sudbury area 

provide a safe environment? How did people live within that 

environment? And, finally, what provisions existed for care of 

the sick, preventive care and health promotion? TogeMer the 

answers to these questions will paint a picture of Sudbury as a 

field of endeavour for public health nurses. 

The population of the t o m  of Sudbury in 1921 was 8,421. 
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Approximately 50 percent of the population was under the age of 

21 and few people were elderly.= There were, overall, 225 more 

men than women, which is not unusual for a resource town. In the 

Northern Ontario goldmining t o m  of Timmins, for example, there 

were 163 males for every 100 females in 1921.' In Sudbury, thare 

were more men Man women in each age group except, curiously, in 

the 15 to 24 age group where there were 141 more women than men. 

This might be accounted for by the effects of the first world 

war. Men in the 20 to 24 age range left for the w a r  and may 

never have returned.' At the same tirne, some women in this age 

group might have moved to Sudbury to work as prostitutes. 

The ethnic composition of M e  town was just over one-third 

French-Canadian, just over one-third British, and the remainder 

other groups such as Finns, ftalians and Ukrainians. Wall over 

half M e  population was Roman Catholic.' These various groups 

were not necessarily in harmony. Public health nurse, A l i c e  

Linton, complained of a "French faction,n6 and Dr. Cook referred 

to ~religious discordgn as a stumbling block in organizing public 

health nursing service.' 

Sudbury was a working-class tom. According to Saarinen, 

the Company toms surrounding Sudbury "attracted virtually al1 of 

the professional employees of the mining industry, leaving 

Sudbury without a representative middle and upper class aside 

from a token number of doctors, lawyers and clergy.". This paper 



deals, therefore, primarily with the working class. 

Within ten years, by 1931, Sudbury's population had more 

than doubled to 18,518 and Sudbury had officially becone a ci ty .  

By 1941, the population had almost doubled again to 32,203. 

There continued to be many more men than women except for an 

unusual IgblipW in the group aged 15 to 24. In this aga group, 

there were almost 500 more women than men. Again, the war had 

taken its folle9 By the 1951 census, the gender differences were 

less pronounceci. There were more men than women in each age 

group except the 20 to 29 category which showed 71 more women 

than men. The population in 1951 was 42,410e1* 

This generalized and condensed picture of Sudbury suggests a 

population undergoing continuous and massive growth. That is 

deceptive because there were incredible fluctuations and the 

population was highly transient. For example, because of a post- 

war market slump, Inco (International Nickel Company) began 

cutting production in November 1920 and by November 1921 shut 

d o m  completely until September 192ZOU Gilbert describes Sudbury 

in the 1920s as "an extreme example of the boom and bust syndxome 

in mining . 11= 

While an expanding nickel market powered the growth of 

Sudbury, world events such as the great depression and the w a r  

created life crises over which people had little or no control. 



The health field concept defines the environmental component as 

including 

al1 those matters related to health which are external to 
the human body and over which the individual has little or 
no control. Individuals cannot, by themselves, ensure that 
foods, . . . water supply, etc. are safe and uncontaminated; 
that the health hazards of air, water and noise pollution 
are controlled; that the spread of communicable diseases is 
prevented; that effective garbage and sewage disposal is 
carried out; and that the social environment, including the 
rapid changes in it, do not have harmful affects on 
health. 

Providing an acceptable environment for this exploding population 

was an ongoing challenge for M e  T o m  Council ( la ter  City 

Council). In stable environments, councils have the lumiry of 

only peripheral involvement in housing. The nature of the 

Sudbury population, however, required the council to be directly 

involved in housing, as well as meeting the usual needs listed by 

Lalonde . 

Sudbury haà a history of government involvement in housing. 

In 1919 a housing commission had been appointed in Sudbury in 

response to federal and provincial legislation to provide homes 

for workers." By 1924 it would appear that this commission was 

no longer active, and Mayor Gill claimed that the homes built 

under the Sudbury Housing Commission had in fact benefitted the 

well-to-do rather than the working manou The S t a  

reported a housing boom in 1928 that was not able to satisfy the 

market. f6 

But it was the 1929 housing crisis that demonstrateci hou a 
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t o m  could mobilize its resources to prepare accommodation for a 

sudden major increase in population. In the spring of that year 

Inco announced that it would be taking on 2865 men temporarily 

and 3100 permanently and that the Company would not provide 

housing for these employees." To organize accommodation for the 

single men, the t o m  set up a housing office and hired "Shorty 

Greent@ as staff. He and an assistant canvassed house-to-house to 

find families willing to take in a roomer.18 An incredible 

building boom ensued, and in 1930 alone 491 homes were 

constructed.19 By a i s  the, of course, the depression was 

presenting a new crisis. Though 164 new houses were built in 

1931, house building was now being Wrged as a relief scheme.I1lo 

These were extraordinary measures carried out at the same 

time that the t o m  council was involved with its normal 

environmental concerns - provision of water, sewage, electricity, 
sidewalks and roads. These activities had been ongoing. In 1919 

Sudbury had 16 miles of water mains senring al1 but 20 dwellings; 

a pumping plant and a new raservoir: a @'most modernt1 chlorination 

plant w i t h  frequent testing of water. There were 14 miles of 

sanitary sewers and 2 miles of storm sewers. Of fourteen hundred 

dwellings, one thousand were on the sewer. The remainder, al1 in 

outlying districts had "outside privies f i tted with standard 

galvanized sanitary cans [which were] cleaned monthly by the 

Municipal scavenger. Al1 p i t  closets [had] been abolished s i n c e  

June 1917.t1U 
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In 1929, prior to the Inco announcement, the Town Council 

was already borrowing money to constnact wateworks and extend 

the electric light system; it was extending sewers and sidewalks 

and paving roads.= By 1934 there were 30 miles of water mains 

and a forced system that supplied chlorinated lake water to 

Sudbury residents. There were also 201 fire hydrants. Though 

the wateworks and the s e w a g e  s y s t e m s  w e r e  under continual 

extension, as late as 1929 a contract for garbage removal 

included removal of night soiLa Despite al1 this effort, 

Sudbury workers in the 1940s still I1lived in some of the poorest 

housing with i n f e r i o t  municipal services,I1 compared to louer-paid 

Canadians in other cities . 

In 1919 dairies were not pasteurizing milk, but they were 

inspected and milk was tested regularly. The Medical Officer of  

Health believed that there were Vew cities or towns with a 

better standard."= A provincial survey of Sudbury dairies in 

1925, however, Vound that between 60 percent and 70 percent of 

the milk-producing cows were tuberc~lar.~~'~ A stunned Town 

Council passed a bylaw enforcing pasteurizati~n.~~ 

Death-threatening communicable diseases were endemic in 

Sudbury during the 1920s and 30s, and even later. Influenza 

remained a problem, though not compared to the ravages prior to 

1920. Vaccination for smallpox and toxoid inoculation for 

diphtheria were available. As we shall see, however, a transient 



76 

population and a fledgling public health system conspired against 

effective control. The rate of tuberculosis exceeded provincial 

averages - in 1944 it was 50 percent above M e  provincial 

average. 26 

Vaccination, by 1919, was a requirement for school 

attendance. The Medical Officer of Health claimed m a t  this 

regulation was "rigidly enforced. 'ln In 1920 Dr. George, the 

district officer of health, complained of 15 smallpox outbreaks 

in his district which included Sudbury, and in 1930 the S- 

reported continuing o~tbreaks.~~ AS late as 1944, children were 

being admitted to school without vaccination. In that year the 

Eiigh School requested a vaccination clinic. Dr. Cook, the MOH, 

responded that they should just enforce the Health Act. He said 

further, "We advised the Board [School Board] 24 yeats ago it 

should insist on a vaccination certi£icateH for incoming 

students . 31 

Inoculation against diphtheria suffered the same problen. In 

the July 1st 1936 Lion8s Club baby show, of approximately 200 

babies entered, only THREE babies had received the complete three 

doses of toxoid for diphtheria. Local nurses were "amazedn 

because they thought that "most of the babies in t o m  had been 

toxoideden" Outbreaks of diphtheria continued. In 1923 there 

were 34 cases of diphtheria and seven deaths,=' and in  1944 and 

1945 there were out break^.'^ The MOH claimed that in 1945 of 
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1,179 babies b o n  in Sudbury, none had been inoc~lated.~~ In 1949 

he attempted to inaugurate a system of visiting newborns because 

many children were not being in~culated.'~ Prevention, M e  first 

line of defence against smallpox, was not protecting aven the 

children . 

Quarantine represented the second line of defensa against 

communicable disease, and it also proved difficult to enforce. 

Quarantine rules, for one thing, created confusion for 

municipalities, physicians and the public. In the 1920s Dr. 

George, the district officer of health, attempted to have 

physicians and medical officers of  health adhere to a standard 

quarantine practice for each illness but had difficulty doing 

so." Correspondence from Dr. George to Dr. Cameron in Coniston 

described vividly attempts to evade smallpox quarantine: 

Investigation has confinaed your suspicion that cases were 
running at large. A Mr. D O ~ U S ~  who runs the Hotel and Store 
there had a case in his house. When the fnspector appeared 
he slipped the child out of the way. Mter this another 
case developed in the house and he edopted similar methods 
when out Inspector appeared. However, a third case 
developed, the C.P.R. operator, who was also staying with 
Doaust; again he tried to get rid of him by ordering him out 
of the house but this time the ruse failed.'. 

Tuberculosis was also a major communicable infectious 

disease but for this there was no immunization and no specific 

treatment until the early 1950s. In 1946 Sudbury had almost 

double the provincial average of new cases of tuberculosis (14.7 

new cases par 10,000 population in Sudbury compared to 7.4 in the 



province).39 Air pollution in Sudbury generally, and for 

underground miners particularly, decreased resistance to lung 

infections and contributed to the problen of tuberculosis. 

Venereal disease, of course, was rampant. It has, however, 

always been viewed as different from other communicable diseases 

because it is assumed that the individual has a measure of 

control in avoiding the disease. ft is, therefore, treated as a 

lifestyle, rather than an environmental, problem. 

Air pollution was the overwhelming environmental hazard 

during this period. Roast-yards sent columns of fumes into the 

atm~sphere.'~ The story is told that on bad pollution days wives 

living near the roast-yards in Copper Cliff stood on their front 

stoops calling out so that their husbands could find their way 

home. Residents, of course, registered complaints about the 

sulphur fumes and attempted to receive compensation for damage 

done to crops. The problem with sulphur fumes was not constant, 

but waxed and waned with the level of production. During World 

War One when production was high, fumes were problematic. In 

order to deal with complaints, the Drury governnent in 1921 

enacted The Damage by Fumes Arbitration A c t  to be administered 

under the Department of Agriculture. But by that tirne the war 

was over, production was dom, and so were c~mplaints.~ In 1924, 

when the Conservatives were back in power, they replaced the 1921 

Act. This new Damage by Fumas Arbitration Act 1924 was 
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administered under the Department of Mines. Both the 1921 and 

the 1924 acts called for the appointment of an arbitratot. 

Following the 1924 legislation, R. Ho Murray vas appointed 

Sulphur Fumes Arbitrator by the Department of Mines, and set up 

his office at 7 Cedar Street in Sudbury. 

In 1928, Inco stopped smelting by the open-pit method. 

Sulphur fumes were still produced but, with a ta11 snoke stack, 

they were diffused over a larger area and the effects were less 

concentrated. But when production increased for the war effort, 

there were many complaints. Chelmsford farmers, through their 

association called The Association of Farmer's Grievmces, made 

frequent protestations to the Minister of Agriculture about the 

heavy sulphur fume damage to their crops. One widespread 

petition carriad almost 400 signat~res.~' The Fanner8s 

Association of Nipissing and Sudbury also laid complaints. 

Inspectors examined the fields and made various reports. They 

found sulphur damage in some fields, not others. In one Garson 

field %triking evidence of sulphur buming was tound on a l w s t  

al1 of the cr~ps.~" In the parish of Lavigne the grievance was 

verified, but the investigator stated, lgI cannot Say whether it 

is caused by insects or sulphur fumes or both. 

In the 1940s, not only farmers complained of sulphur damage 

to plants. City residents complained about damage to vegetable 

and flower plots. Murray reported to the Minister of Mines in 
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1942 that Inco believed that "it should not be called on to pay 

these claims, in view of the economic importance of the nickel- 

copper industry to the com~unity."~~ Murray himself believed that 

owners should be compensated for injury to vegetable gardens, 

which were important to their health, but not for trees, flowers, 

etc. The Minister of Mines, Robert Laurier, responded to Murray 

in April 1943. H i s  stated position was that "it would be 

inadvisable at the present moment to consider any awards. 1 feel 

that should this be done, it would open the door to many claims 

and there would ensue, . . . innumerable request [sic] for such 
compensation. In view of this 1 feel that no awards should be 

considered, at least for the pre~ent."~~ 

During M e  war, copper-nickel production was more important 

than damage to crops. With the decrease in production after the 

war, problems again abated. According to Bray two other factors 

also decreased the number of complaints registered. For one, 

Inco was able to buy smoke %asementsW from farmers - that is, 
agreements from farmers that they would not lay complaint. 

Secondly, farming becam nuch less important to the Sudbury 

area. " 

Today, trees are considered the nlungsîn of the earth. In 

the past, sulphur fumas devastated not only those lungs but also 

the delicate lung tissue of al1 the people breathing in the fumes 

day after day. But the lungs of the miners were assaulted in yet 
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another way - by silica dust. ft collected in nodes on the lungs 

and in the end the lung tissue became fibrosed and ineffective. 

Silicosis, as the disease came to be called, begins as an 

asymptomatic illness that progresses over many years, the 

severity depending on the concentration of silica dust in the 

environment.'' No wonder it was difficult for miners to obtain a 

diagnosis of silicosis and even more difficult to get 

compensation for their debilitation. If they smoked, their 

condition was attributed to that rather than work  condition^.'^ 

Silicosis was not listed as a cause of death until 1941 and that 

year there were no deaths attributed to silicosis in Sudbury or 

the surrounding area. In the 1951 census it was not a separate 

category . 

Silicosis, as a disease, was insidious, end the comipanies 

were large and powerfu1.- The power of the company was p a r t  of 

the environment and it was part of the environment that affected 

the health of the population. The power of the company was seen 

above when the minister of mines nadvisedn the arbitrator not to 

make any awards (though the inportance of the company to the war 

effort must also be acknowledged). In the case of silicosis, the 

Workmen's Compensation Board and the Division of Industrial 

Hygiene were very careful not to upset the company. Even now, 

files relating to silicosis in the provincial archives are 

restricted though they may deal with cases from 30 years aga? 

Some information is, nonetheless, available and sheds light on 
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relationships between companies and government departments. A 

1925 letter from M e  Director of Industrial Hygiene to *Dear 

Doctor* accompanied silicosis statistics for the MccIntyre, 

Hollinger and Dome mines. It explained that "no case was 

classified as having silicosis unless the findings were definite. 

Several cases were entered in the classification 'net a factor8 

that might well have been classified as %uspicious8 and some in 

the classification of \suspicious8 that 1 feel sure some 

observers would classify as '1st stage silicosis 

~ncomplicated.~~~~ In addition, individuals with silicosis who 

had not been mining for five years were excluded from the 

statistics. Gradually, large companies not withstanding, 

silicosis became acknowledged as compensatable. 

Silicosis and tuberculo-silicosis were covered by Workmen8s 

Compensation as industrial diseases in 1926." Tuberculosis, 

uncomplicated by silicosis, represented a special case. 

Tuberculosis was an infectious disease not directly attributable 

to mining work. The air pollution, however, within which miners 

worked, made them vulnerable to infection. Companies, though, 

did not accept any co~ection between tuberculosis and mining. 

Dr. Mowatt, an Inco doctor, claimed that tuberculosis was 

"entirely a municipal problem. W' 

Minets, in effect, traded the health of their lungs for 

employment. Jobs were essential to the miners and also to the 
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viability of the city and the region. The physical environment, 

and the bodies of workers paid the price to have those jobs. The 

environnent was not healthy. Even 40 years after the period of 

this paper, 40 years of inproving air quality and greening the 

landscape, Sudbury still has a 25 percent higher mortality rate 

from respiratory illness than the province average? 

Despite the ovewhelming effects of the environnent on the 

life and health of the residents, lifestyle decisions still 

played an important role in healthOm gConscious lifestyle 

decision-making for health8 is a recent concept particularly 

relevant to the middle-class who have the resources to engage in 

this activity. Inco miners in the 1920s were not into conscious 

nlifestyle" decisions. Nonetheless, it is important to examine 

what they did with their lives, and hou that affected their 

health. 

For the men, life was governed by employment. They came to 

Sudbury, not to find a healthy environment, but to tind work. 

Most of that was in mining and smelting, construction, lumbering, 

the railway - al1 dangerous to life and linb. Unbelievable as it 

may seem in retrospect, many Inco employees worked a seven day 

week until August 1935, At that point they changed to a six day 

week and wages were increased so that their take-home pay did not 

suffer." Gradually, their hours of work were reduced. Thare 

were many work-related deaths in the Sudbury area. In 1931 in 
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Sudbury and its district six men died in mines or quarries, seven 

in railway accidents; i n  1941 there were eleven deaths in mines 

and quarries and eight in railway accidents." 

In the 1920s there were no unions to fight for safer working 

conditions. It was not until the 1940s that unions became 

established. Then, of course, wage issues often took precedence. 

According to Elie Martel, Member of Ontario Legislature and 

active in the labour movement, 'lit was, and is, very difficult to 

move on health and safety issues because the rank and file really 

aren8t behind you on them.mM Jencks, on the other hand, believed 

the opposite. He claimed that workers "cared a whole lot more 

about whether they were going to corne home at al1 than whether 

they got another nickel an h ~ u r . " ~  

Throughout the 1920 t o  1950 period there were more men than 

women in Sudbury. Especially during periods of peak employment 

there were many single men who lived in various types of housing 

- lodging houses, boarding houses, bunkhouses. Some 

accommodation catered to men of particular ethnic backgrounds and 

so provided a familiar milieu. Though the sanitary inspector 

checked lodging facilities and restaurants, there were still 

complainte about some premises. For example, the Chief Officer 

of Health received a cornplaint of overcrowding of bunkhouses at 

Murray MinemQ Living conditions were often not good. 



Concern about personal health was seen traditionally as 

belonging to the womanps role, not to the man's. A wonan was the 

guardian of her childrenfs health, her husbandts health, aven her 

father's health. The link between gender and preventive health 

behaviour and also between socio-economic status and preventive 

health behaviour is confirmed by many studies.= mese studies 

suggest that single working-class men living on their own tended 

to disregard their health. As we shall see, however, Inco had a 

medical system which oversaw M e  health of its enployees. 

Not only did young men disregard preventive health 

behaviour, they engaged in pursuits that were positively 

dangerous to Meir health. Smoking was very conmion among men 

during this period, but its danger to health had not been 

verified. Positive recreational activities such as movies, 

bowling alleys and miniature golf courses (as e a t l y  as 1930)'' 

existed side-by-side with high-risk activities - alcohol and 
prostitution. In purchasing the services of prostitutes the men 

risked being infected by syphilis and gonorrhoea. Syphilis and 

gonorrhoea were prevalent in Sudbury, and represented a sexually 

transmitted scourge as AfDS does now. In Canada the rate of 

syphilis rose from 24.8 pet 100,000 population in 1924 to 178.7 

in 194L6. In 1944 the incidence in Ontario of venereal disease 

(not just syphilis) was 350 par 100,000, and in Sudbury it was 

1400!6s As Dr. J. T. Phair from the provincial Department of 

Health saw it, =.one out of every 66 persons one meets on the 



streets of Sudbury has a venereal disease of some type, 

principally syphilis.Itu 

Single men living in boarding houses and with familias had a 

mobility unknown to married men with family responsibilities and 

mortgages to pay. When jobs disappeared, so did the men. 

Unfortunately they also took their diseases with them. Letters 

in the provincial archives demonstrate attempts made by nedical 

officers of health to track dom individuals requiring treatnent 

for venereal diseasea6' 

With a young population and a surplus of men over women, the 

marriage rate was high. In 1931 the provincial marriage rate was 

6.9 per 1,000 population; in the city of Sudbury it was 12.9. 

People from the surrounding area may have come in to Sudbury for 

their weddings because the total Sudbury rate (city plus 

surrounding area) was 7.9. Rates for 1941 and 1951 demonstrated 

a similar trend. 

Day-to-day living was probably bettes for married men than 

for single men. While a married man had the added responsibility 

of supporting a wife and children, he also had the physical care 

and social support that come with family life. There were not 

health risks particular to married men. The death rate among 

males in Sudbury, however, was consistently higher than among 

female~.~~ Since the environment (outside of their work) and the 
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health care systen were basically the same for men and women, 

this higher death rate must be accounted for by the men's work 

and lifestyle. 

Being married was, however, a health risk for women because 

being married meant becoming pregnant and having children. This 

was a health risk. In 1931 seven women in Sudbury died from 

diseases of pregnancy, in childbirth or as a result of 

childbirth, and then the incidence decreasedO7* Dr. J. Tm Phair, 

visiting Sudbury in 1944, still described the materna1 death rate 

as l%msatisf actory . 

Despite the risk to mothers, birth rates soared. In 1931 

the Ontario rate was 20.2 per 1,000 population; in the city of 

Sudbury it was 44.8; in the county it was 25.0.72 This suggests 

that women may have corne into Sudbury to have their deliveries. 

The birth rate continued to be higher in Sudbury than the 

provincial average fhrough 1941 and 1951. Most women in the 

1920s and 30s delivered their babies at home. By the 1950s most 

births occured in hospital. (The census, in fact, no longer 

reported this information.) Illegitimacy vas not socially 

acceptable so many pregnant women probably chose t o  m a r r y  rathex 

than give birth to an illegitimate child. Nonetheless, Mare 

were illegitimate births recorded - 20 in the city of Sudbury in 

1930 (out of 720 live births), 88 in 1941 (out of 1707 live 

births), 62 in 1951 (out of 1550 live births)." Abortion, though 



illegal, was still perf~rmed.'~ In 1944 a %other of 5" was 

charged w i t h  performing an abortion on an 18 year old girl. The 

girl was admitted to St. Joseph's Hospital and her mother 

complained to authorities." 

Married women were expected not to work outside the home, 

though of course some dide It was mostly single women, however, 

who were employed in the traditional female occupations - 
teaching, nursing, secretarial work, telephone operators, 

clerking, domestic labour. These did not carry the same health 

risks as working underground. The exception vas nursing, where 

exposure to contagious diseases was a hazard. Women also worked 

long hours. Nursing students in 1933 worked 7 days a week, 12 

hours a day except on Sunday when they worked 9 hours. They 

never had a full day off.76 For the 1930s, Wallace claims that 

Wirtually al1 women working in Sudbury were hourly workers . . . 
. [and] were the lowest paid in the countryenn During M e  war, 

though, special legislation allowed Inco to employ women in 

traditionally male occupations such as rock house conveyor 

helpers, vulcanizers, oiling gas ancl steam engines in the blast 

furnace department. They were to be "employed on the surface 

onlyw and safety provisions were spacifiedD7* 

Possibly the most hazardous work carried out by women in 

Sudbury was prostitution. The possibility of contracting 

venereal disease, and damaging one% reproductive system was 



extremely high. However, there was money tu be made and, just as 

men risked Meir bodies in the mines, prostitutes risked their 

health. In late 1944, the supervisor of epidemiology of the 

Division of Venereal Disease Control described how prostitution 

worked i n  Sudbury: 

There is a lot of promiscuity in Sudbury. They have many 
girls, of low mentality who are very promiscuous. When 
picked up as vagrants, they are not routinely examinad for 
Syphilis or Gonorrhoea. Dr. Cook says he gets very poor co- 
operation from magistrates in dealing with prostitution. 
Prostitutes are Pined, not sentenced. They have had 
prostitutes from Montreal functioning in the Sudbury area. 
The blue Lantern tea room, which has been reported in 
facilitation records, i s  the same place as Pigeons Cabine, 
which has also been reported. According to stories, M i s  
Mrs. Pigeon, who owns this establishment, has telephoned 
Montreal for girls. If they charged $5, Mrs. Pigeon 
collected $2, if they charged $3, she collected $1 from 
them, if $25 a night she collected $10. One girl was 
reported to have been at this establishment as a prostitute 
for six months and left with $1400.79 

There seems to have been very little protection for these women 

and much need of public health. 

Women were seen as the keepers of their family8s health and, 

tharefore, indirectly, keepers of the nationrs health. They did 

not fil1 positions of authority during this period but, 

nonetheless, they influenced the development of health care. 

Acting at the provincial level in the early l900s, Women*s 

Institutes instigated the Board of Education program that hired 

school nurses to supervise childrenrs health. The Sudbury 

Womenrs Canadian Club supported the work of the Child Welfare 

Bureau (forerunner of the Division of Child and Materna1 Hygiene 

and Public Health Nursing)? As we shall see, women spearheaded 



the drive to obtafn public health nursing in Sudbury. In the 

1940s, the Ladies Auxiliary of the Mine Mill Union was involved 

in community health projects as well as in social and cultural 

activities . 

The most risky lifestyle decision to be made during M i s  

time was the decision to be born! During the 1920s Sudbury*~ 

infant mortality rate was the second-highest in the provincema2 

In the 1936 to 1940 period the infant mortality rate was 61 per 

1,000 live births; in 1941 to 1945 it was 5 6 ;  in 1946 t o  1950 it 

was 45.'' During the early months of 1944, infant mortality rose 

alarmingly, with 58 infant deaths in four months. Within 12 days 

in May, of 41 live births 18 babies died." Today it is rare to 

see the death of a newborn reported in the obituary column; then 

those deaths were conmonplace. 

These statistics relate only to live births. There were 

many still births, perhaps due to poor prenatal care but also 

caused by the ineptitude of the attending physician. For 

example, Dr. Presault of Capreol, for a three-month period in 

1919, reported 7 still births out of 8 births attended. (He was 

also the part-time medical officer of health who arrived at a 

meeting "without collar or tie in a most inebriated 

conditi~n.~)~~ At St. Joseph's Hospital in 1931 thare were 292 

live births and 24 stillbirth~.~~ 



Many children, even though they survived, 

In the 1939 Lion's Club baby show, many of the 

were anemic and showed signs of rickets - both 
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were not healthy. 

200 babies entered 

indicating 

nutritional deficienc~.~~ School-aged children had appallingly 

bad teeth; they had vision defects; many of them had enlarged 

tonsils and adenoidse8' The school nurse made on-going requests 

for a clinic to examine children before they started scho01.~~ 

The increasing availability of better quality health car% 

must account largely for the reduction in infant mortality 

(though an improvement in socio-economic status must not be 

discounted). 

The 1920s seem to have been a time when life was governed 

heavily by circumstances of work, by the environment, by the lack 

of adequate health care, by economic hard tines. It alinost seems 

farcical to discuss lifestyle decision making. Of course, babies 

didn8t have a choice over their birth, neither did their mothers. 

For Catholic women, birth control was a sin. Abortion was 

illegal. Children had some health education at school, but 

family resources often did not even allow the purchase of tooth 

brushes. Men had to take work where and when they could find it. 

Given the unpleasantness and dangers of that work, in theit off 

time they took their pleasutes as they wished. Soma of those 

pleasures - alcohol, tobacco, prostitutes - further endangered 
their lives. 
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In 1920 the health care system, especially those aspects 

dealing with public health, was undeveloped and uncoordinated. 

By 1956 it was well on the way to becoming the health care system 

of which Canadians are so proud. Illness, by its nature, calls 

forth more immediate concern than prevention. mevention or 

health promotion can always be postponed for a more appropriate 

time, Illness care, as might be expected, developed early. 

Opened in 1898, St. Joseph's Hospital expanded several times 

until by 1921 it had 125 beds and a training school for nurses, 

the St. Elizabeth School of Nursing.- The reported that the 

hospital was run "along non-sectarian lines" and that it 

"possess[ed] a high ranking anong the hospitals of the 

province."9L It operated by grants fron the provincial  government 

and the Town of Sudbury, by donation and by fund-raising events 

such as tag days. Sudbury was fortunate in having a hospital. 

In the early 1900s there were feu hospitals in Northern Ontario. 

Even by 1929 i n  al1 of Canada there were fewer than 1000 

ho~pitals,~ and small communities had a hard tirne attracting 

doctors. By 1931 St. Joseph's Hospital had 170 beds plus 30 

bassinets. Its staff of 100 included 12 graduate nurses and 40 

student nurses.g3 Hospital  admissions, which increased gradually 

during the 19208, jumped during the 1930s and 1940s. In 1920 

there were 2 , 0 0 5  admissions, in 1932 thare were 2,914 admissions. 

Then in 1940 there were 6,166, and 8,319 in 19s2.*4 The Ontario 

Cancer Foundation opened a Diagnostic Clinic at St. Joseph's in 



December 1946. *' 

This phenomenal increase in patient admissions to hospital 

spurred the construction of other hospitals in the 1950s - al1 on 

the south side of the city. The Sudbury General Hospital of the 

Immaculate H e a r t  of Mary was opened on Paris Street in 1950. fts 

training school was called the Marymount School of Nursing. Then, 

off the beaten track at the foot of Ramsey Lake Road, the 

Sudbury-Algoma Sanitorium was opened in 1952 for tuberculosis 

patients. In 1956, Sudbury Mernorial Hospital opened on Regent 

Street, 

Private physicians were, of course, the backbone of illness 

care. In 1921 there were 10 medical doctors in S~db~rya'" By 1940 

61 doctors were admitting patients to St. Joseph's Hospital, and 

by 1956 this had risen to 95." As the city grew, it obviously 

became more attractive to the medical profession. The 

construction of new hospitals in the 1950s would have been a 

major impetus for doctors to locate in Sudbury. A number of 

physicians and dentists were active in the Lions Club and the 

Rotary Club and donated their services for club projects, such as 

immunization clinics and dental examinations. In their private 

practice, however, they expected to be paid. Public health 

nurse, Alice Linton, was appalled at a $25 medical bill sent to a 

widow on a $45 pension by a physician who was also a part-time 

medical officer of healtheg8 But this was an isolated incident. 
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Cost of doctors services, however, became an issue in Sudbury 

during the depression. In 1932, City Council stated that they 

would no longer pay for medical care for those on relief. When a 

pregnant girl was left at the door of St. Joseph's Hospital, 

Mayor Peter Fenton authorized them to call Dr. Torrington. 

Fenton claimed that the Hippocratic O a t h  obliged doctors to t reat  

the poor. Torrington disagreed, and the Canadian Medical 

Association that was meeting in Toronto sided with Torringtonm9* 

The S t a r  does not tell us the outcome of this situation. In 

March 1935, however, it proclaimed, "New Payments for Medicos Now 

in E f f e ~ t . ~ ~ ~ ~ ~  The provincial government planned to pay al1 

organized municipalities a 25 cent a month medical benefit for 

each person on relief. This tund would be administered by a 

local Ontario Medical Association conunittee. The newspaper 

asserted that people in the north were not as likely to call the 

doctor for minor problexns as did people in the south of the 

province. 

One of the largest providers of medical care in the Sudbury 

area was fnco. Following the path set by its predecessor the 

Canadian Copper Company, it provided a comprehensive medical 

system for its employee~.~~' In 1914 employees paid one dollar per 

month for this Company medical plan. By 1946, single men still 

paid only $1.00 par month but married men paid $2.00. This fee 

did not, however, cover obstetrical care for which a $10.00 fee 

was charged by the doct~r.'~~ Because the fee sounded small, Inco 
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was sometimes credited with providing a free service. For 

example, the public health nursing supervisor, in het December 

1936 report, stated that Inco gave *al1 medical services free of 

charge to the employees except confinements and ope ration^.^^^' 

In 1936, with 7,566 employees in the Copper Cliff work force, 

monthly fees would have amounted to more than $90,000 for the 

year. That year, hospital credits exceeded operating expenses by 

$50,130. During the war, the Copper Cliff work force jumped to 

ovet 11,000 and hospital credits continued to exceed operating 

expenses, though by a smaller amount than in 1936.'04 

The centre of the Inco medical system was the 30 bed state- 

of-the-art hospital built in Copper Cliff in 1914. The staff of 

the hospital included a chief surgeon, six doctors, a nursing 

matron and 15 graduate nurses. Thirteen more Inco doctors 

staffed a large medical centre in Sudbury, medical offices at 

Coniston, Carson and Creighton Mines, an emergency three-bed 

hospital in Levack, and an ambulance service.L0b Inco doctors 

made home visits, and Metropolitan Life Insurance nurses, 

contracted by Inco, gave home bedside care to il1 empl~yees.'~ 

The Inco medical system benefitted both company and 

employees. It was convenient for employees living in Copper 

Cliff to have easy access to medical care. F o r  the company, 

controlling the medical system gave them more control over 

employees. Hospital administrator John Cochrane estimates that 
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the annual employee physical examination which took one hour at 

the Copper Cliff hospital would have taken a day at a Sudbury 

hospital . 

In Copper Cliff, Inco had a reputation for maintaining ruthless 

control. Goltz described how M e  company treated a Copper ~liff 

dry goods merchant and smelter foreman who had successfully run 

for mayor against the company candidate. The company officer 

"dismissed him from his smelter position, cancelled his land 

lease, and [gave] him four months to leave There was 

such a fear of the company in 1905 that Copper Cliff residents 

appealed to the Ontario Legislature because of the ndespoticvl 

power that the company exerted over them.loe We do not know what 

kind of control the company exercised over the doctors. For 

example, accidents are a highly sensitive area for a mining 

company, and significant for company reputation. men within 

ethical limits, it would be possible for doctors to minimize 

injuries on reports or, where one of several diagnoses might be 

made, to make the one most beneficial to the company. There is 

no record of this having happened. Though the Inco hospital has 

been closed, the patient records are kept in the Inco archives 

and controlled by the fnco archivist. 

Inco's large medical organization, St. Joseph's Hospital and 

private physicians met illness needs for Sudburians, though St. 

Joseph's was hard-pressed to do so as the population g r e w .  Those 



who used these services, paid for t h e m ;  those who could not 

afford it, either did not get care or became charity cases. 

People understood illness care and its costs. They also believed 

strongly that individuals should pay for services received. Many 

people, as a consequence, lived in poor health because they could 

not afford care. The private health care system was well- 

established and supported this belief in private enterprise. 

Public health was different. It was based on the belief 

that individual health was the concern of society as a whole, 

that preventive care should be financed by the government. It 

faced an up-hi11 battle in Sudbury, as we shall see, to have 

these beliefs accepted and acted upon. 

The Sudbury Board of Health was established in 1891 by the 

Municipal Council of the Corporation of the Township of McKimfl" 

and yearly, thereafter, the Council appointed members to the 

Board of Health. By 1920, Dr. W. J. Cook had been the part-tirne 

medical officer of health for the t o m  of Sudbury for almost ten 

years. A full-time health inspector assisted him. This pattern 

of board of health, part-tine medical ofticer of health and 

sanitary inspector was reflected in small t o m s  throughout the 

area. An exmination of the area as a whole provides the 

perspective necessary to understand how the Sudbury public health 

system developed during the 1940s and 1950s. 
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There were part-time medical officers of health (and in some 

cases sanitary inspectors) in the outlying areas of Sudbury - for 
example, in Capreol, Chelmsford, Copper Cliff, Webbwood and 

Massey. These physicians were general practitioners who did not 

have preparation in public health and continued their private 

practices along with their public health work. For example, Dr. 

G. Fe Jones, the nedical officer of health in Webbwood, was also 

the physician for a lunber Company, and operated a wholesale and 

ratai1 business as druggist and stationer. He probably had a 

private miedical practice as welleU0 

Dr. W. Egerton George, the district officer of health 

stationed in North Bay, attempted to supervise al1 of these part- 

tirne local officers of health. He described his job as giving 

l'the assistance so much required [by local health officers] in 

settling their difficulties; especially those difficulties which 

are due to the overlapping of duties as Health Officer to the 

detriment of practiceeW- During World War One his territory 

extended to the Manitoba border - a territory he covered by rail. 
Local travel vas complicated by road conditions and weather. In 

the spring of 1920 he wrote, "1 went to Benny's siding yesterday 

morning (the 18th) but the rads were found to be impassable so 1 

had to postpone my inspection of the camps until the ice on the 

lakes lift~.~- Despite his seeming conmitment to northern 

Ontario, Dr. George hoped for a transfer south. When one of his 

colleagues was promoted south Dr. George added a bitter P.S. to 
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his letter - "1 hope the strenuous years of service that 1 have 

given to this North Country are not iilitating against my chances 

of transference to other Districts farther south. You will 

remember that 1 was the first to make application . . . 81 - 
Dr. George's correspondence with the Chief Medical Officer 

of Health for Ontario demonstrates the difficulties involved in 

keeping a wide-spread, part-time crew of medical officers of 

health functioning for the good of the population. Quarantine 

practices varied from physician to physician, confusing everyone. 

Dr. George attempted to standardize quarantine for various 

communicable diseases. 

The Chief Officer of Health for Ontario appointed the local 

medical officers of health, but the district officer of health 

supervised them. In Capreol Dr. George found the medical officer 

of health inebriated and inco~npetent.~~ A great mi%-up in 

Chelmsford demonstrates the confusion of the public health 

system. Apparently there was soma scanda1 connected with Dr. 

Charbonneau, the appointed Medical Officer of Health, who moved 

into Sudbury and did not discharge his public health duties. The 

Chelmsford Municipal Council, on its own initiative, appointed 

Dr. L8African in his place. Dr. L8African was an eye specialist 

who lived in Chelmsford and practiced in Sudbury. Despite his 

appointment, he did nothing about a smallpox outbreak, and Dr. 

Charbonneau wanted his position back. The outcome was that Dr. 
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Howey, who was doing the most work in Chelmsford, was appointed 

by the Chief Officer of Health on the advice of Dr. George.- 

Communities and individuals oFten did not cooperate with 

their part-tirne medfcal officers of health, and failed to 

acknowledge their authority. As a partial solution, the 

provincial Board of Health issued identification cards to medical 

officers of health showing their authority. It a l s o  advised t h e m  

always to carry the Health Act with themau6 Dr. J. A. Hamilton of 

Levack w i t h d r e w  his application to  become the MOH partly because 

I1friction developed from the little 1 did along that line.11u7 

The city of Sudbury seems to have avoided problems that 

plagued the small outlying areas, and various public health 

pxograms were developed. In 1932 the MOK in Sudbury established 

a Venereal Disease Clinic and appealed to Sudbury City Council 

for funds. They agreed to "pay the Board of Health the sum of 

Five Hundred Dollars to clear up outstanding expenses . . . upon 
the distinct understanding that this is the only amount that will 

be requested from the City."=* By 1945 the clinic was staffed by 

other physicians, though the medical officer of health was still 

responsible for its administration. The clinic rooms, with 

separate male and female clinics, were set up in a downtown 

business block. Nurses complained that, though c l in ic  hours were 

stated as 2:30 to 5:30 p . a m ,  they always worked until 9:00 p.m. 

and sometimes as late as 11:00 In 1944 patients to the 



clinic were charged 25 cents a treatment, but the provincial 

Department of Health threatened to withdraw their grant to the 

clinic unless treatments were provided free of charge.- 

Despite the high incidence of tuberculosis in Sudbury, there 

was no permanent tuberculosis clinic - a travelling chest clinic 
came three times a year. The public health nursing supervisor, 

in her annual visits, attempted to organize follow-up visits to 

individuals diagnosed with tuberculosis at the chest clinics. In 

1940, D r .  Cook reluctantly agreed that the nurse from the VD 

clinic could do some follow-up.- In 1943 Dr. Cook tried to have 

a permanent clinic established, but he was unsucce~sful.~* At the 

end of 1943, the public health nursing supervisor wrote to Dr. 

Cook that lWaberculosis work has received very little attention 

in the past and a great deal of intensive work needs to be 

d~ne."~' In 1945 she reporteci that "the Medical Officer of 

Health apparently shows no interest" in the tuberculosis clinic, 

and claimed that the concern for tuberculosis work was being 

carried by the sanitary inspector and a public health nurse.u4 

The VD clinic, however, was absorbing most of the nurse's time, 

and the sanitary inspector had many other duties as well. 

According to newspaper reports, Dr. Cook was supportive of 

tuberculosis work and concerned about the small amount of money 

Sudbury vas spending on health tare.- 

Compared to outlyinq areas Sudbury presented a fairly stable 



public health situation. There was a functioning Board of 

Health; Dr. J. W. Cook, the part-the medical officer of health, 

had been there for many years; and his son, Dr. W. B. Cook 

(Barney) seemed ready to take over by the 1940s. Relying on the 

work of a part-time medical officer of health, however, was not 

satisfactory. Following her annual visit t o  Sudbury in 1945, the 

public health nursing supervisor reported that 

No one appears to act for Dr. Cook, Sr., when ha is away and 
he has been absent a good deal. . . . Miss Dicky [nurse] 
waited two weeks to get a mling on a communicable disease 
case which she needed in writing fron the Medical Officer 
of Health. Mrs. S t e w a r t  [nurse], who is highly regarded by 
everyone, appears to be the "Health Departmentn at 
present . 

By the 1940s the provincial solution proposed for this chaotic 

public health system was reorganization of larger areas into 

health units with full-tirne, qualified medical officers of 

health. There were to be planned programs for health promotion 

and prevention of illness. In 1935 the Rockefeller Foundation 

financed a demonstration health unit in Stormont, Dundas and 

Glengarry counties with astounding success.ln Following victory 

in 1943, the Drew governmant proposed a system of financial 

assistance for establishing health units.lZa The time for f o d n g  

health units had corne. Porcupine Health Unit was formed in 1944, 

followed by Kirkland-Larder Lake in 1945. By Septenber 1946 

there were 15 health units in Ontario with another five ready to 

begin in 1947. Yet Sudbury dfd no+ have a health unit until 

1956. Why vas it so out of step with public health developments 

in the rest of the province? 



In 1944 Sudbury was poised to establish a health unit. For 

six weeks in November and December 1943 Dr. Cook consulted w i t h  

the Department of Health in Toronto. He arrived home with 

wonderful plans for Sudbury, including a aistrict health centre 

and a 200 bed hospital. A new hospital insurance plan would be 

M e  180pening gun in a new deal health program for the 

pr~vince.~@~~ Dr. Cook's brief was read to the Board of Health and 

"endorsed clause by cla~se.~@'~~ In Febniary the Board of Health 

attempted once again to unify public health nurses by bringing 

school nurses under the Board of Health, to no a~ail.*~ Events 

were not unfolding as hoped. By May Dr. Cook was reporting 

"little prospect of an early start on the district health clinic 

idea.1Qz32 Then in July, after 33 years as a part-time medical 

officer of health, Dr. Cook resigned, effective Ifas soon as 

qualified replacement can be foundomu3 He felt that a Full-time 

qualified person was needed. A handwritten report among the 

public health nursing supervisors' annual reports, claims that: 

It is reported locally that Dr Cook is holding the office 
for his son Barney. He is in the RCAF and Mr. Mitchell the 
chairman of the Bà of Health says Barney tried to get leave 
of absence to take the D P H course but was refused, There 
will never be any progress in health work here util there 
is a change in the office of M O HoU4 

Dr. Cook continued in office unfil September 1945 when his son, 

Dr. J. B o  Cook, became Sudbury's first full-tirne medical officer 

of healtheuS The bal1 was now in the hands of Dr, Cook, Jr. In 

October 1945, four officers from the Department of Health (Dr* R. 

G. Struthers, Director of Provincial Extension Work; Miss E a M  

Moore, Director of the Division of Public Health Nursing, Dr. D. 



S. hiffer, Assistant Provincial M.O.H.; Miss Isabel Black, 

regional public health Nvsing supervisor) spoke at a special 

conference of municipal, health and educatianal representatives. 

Rodger Mitchell, chairman of the conference and of the Sudbury 

Board of Health, and Deputy Mayor L. A. Landrey %oth aaentioned 

that Sudbury is greatly in favor of establishment of a health 

unit.""' By the end of October the stax was reporting mlGreater 

Sudbury Health Unit Seen,@Iu7 and in November, nHcKim Ready to 

Adopt New Health PlanmNu8 Then in March 1946, after another 

meeting with Struthers, Puffer, Moore, City Council, the Board of 

Health and the Board of Education, two devastating headlines 

proclaimed, %damant School Chaiman Stymies HealM Unit Plan,I1 

and nSchool Board Blocks Health Unit P r ~ g r a m . ~ ~ ~ ~  How could a 

local school board halt the development of a public health unit? 

An accident of history gave the public school board power 

over health care organization in Sudbury. A s  Dr. Cook (Jr.) 

explained to the Board of Health, "al1 boards of education which 

rendered health services to students prior to 1924, cannot be 

forced to relinquish this prerogati~e."'~~ The separate school 

board approved the health unit idea unaninously in 1944,L4' and 

the high school nurse had been hired later than this. In 1944, 

the public school board WnanimouslyI1 turned d o m  the plan, 

bel ieving their present system to be I1superior. nx42 Only one 

person on the public school board, Mrs. Doris W a r d ,  spoke out for 

the benefits of a city-wide plan that would ensure pre-natal and 
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pre-school care as well as health care in M e  schools. Obviously, 

she was overruled. In 1946 and 1947 the board still maintained 

that they were I1entirely satisfiedm with their sy~tem.'~ They 

thought their students would not have as good health care under 

the health unit plan. Board members also hesitated because al1 

school health personnel would be relocated to the health unit and 

new staff would require public health qualifications. 

The dispute was thorny. The Ontario Department of Health 

had ruled that "unless a complete unit can be established it will 

not have a unit in Sudbury at all ,"i44 Lorne Fowler, the nadamant" 

school board chairman, believed that the Department of Health was 

bluffing. Obviously, he was wrong. 

Not until 1950 did the issue again corne to a head. Dr. 

Cook, Jr. met with Dr. George Walker, chairman of the health 

committee of the Sudbury and District Chamber of Commerce. The 

Chanber of Coinmerce approved of the health unit fdea and agreed 

to approach the Public School Board. The ran articles, 

cartoons and editorials supporting the health unit concept, and 

satirizing the school board.14s Fortunately, *S. Doris Ward was 

now chair of the School Board and the Star hoped that  she would 

get support for the health unit. 

Apparently she did not. Drs. Cook and Walker presented the 

health unit idea to the Public School Board at a special meeting 



on 29 January 1951 followed by much discussion. The next regular 

school board meeting on 12 February had only three members plus 

the chair, Mrs. Ward, present. Itwas duly moved and seconded: 

that the Sudbury Public School Board support the Public 
Health Unit providing the following conditions are adhered 
to: 

(1) Representative of Public School Board on Health 
Unit Board. 

(2) That the same nursing service tinte and more be 
guaranteed by the Unit set up. 

(3) That present nurses be absorbed by unit and taken 
in on pension plan of Health 

Discussion must have been lively because the meeting only 

adjourned in view of the "tolling of midnight.* No vote is 

recorded and the school nurses remained employees of the School 

Board until after the health unit was formed in 1956. In 1956, 

it would seem that the province was willing to form a health unit 

in Sudbury without the School Board's approval. 

Early discussions about a health unit al1 included both 

Sudbury and McKim townships. In 1945 McKim Township voted to 

join Sudbury in a health unit.147 Yet, in 1956 when M e  health 

unit was formed, McKim Township was not included. By that time 

Dr. J e  O. MacDonald, their nedical officer of health, opposed the 

plan, expressing satisfaction w i t h  their current system of using 

VON nurses. Ernie Checkeris was one of the few members of the 

McKim Council that supported the health unit ideaY8 Miss 

Florence Tomlinson, who came in 1956 as the first director of 

nursing of the new health unit, recalls an atmosphare of rivalry 

between the two areas 
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It is possible that finances delayed the formation of a 

health unit, though estimates for its cost were modest. 

According to the SfaE the additional cost of a health unit to 

Sudbury would have b e n  a net increase of $9,075 and to McKim 

$1,708.'m This seems a small increase considering the improvement 

in health services. Another Star article listed the cost to 

taxpayers as one additional mil1 - "a very nominal a m o ~ n t . ~ ~ ~ ~  

Sudbury, however, was fighting the nining Tax Act. This Act 

worked in such a way M a t  municipalities were deprived of taxes 

from mining companies even though they provided al1 the services 

to the mining employees. The taxes went, instead, to the federal 

and provincial governmentsmw In Sanuary 1945 the municipalities 

of the City of Sudbury and the Township of McKim drew up a 

petition to have the mining act changed so that they would 

receive Ilan adequate share of the taxes colle~ted.~ One of the 

points made in the petition refers to the need for a health 

unit . lS3 The Mining Tax Act has, in fact, been blamed as Na major 

factor leading to underdevelopment of physical infrastructure and 

a low quality of life in the Sudbury atea.lfm4 The Association of 

Mining Municipalities of Northern Ontario (AMMNO) attenpted 

further to have the Act changed in their favour. In 1956 they 

were successful for most municipalities. Unfortunately, it 

turned out not to benefit This does not explain why 

in 1956 Sudbury finally established a health unit, although it 

does explain why they may have delayed as long as possible. 
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The description of the work of medical officers of health 

demonstrates clearly that public health in Sudbury was a "band- 

aidw affair. The purpose of public health is prevention of 

illness and promotion of health. Yet, the part-tinte nedical 

officers of health in the pre-health unit era dealt mainly w i t h  

illness in the form of communicable disease. They were not 

involved in health education; their only preventive work was 

inununization and even that was a haphazard affair. The 

outstanding health problen was infant mortality, about which they 

did little. Some of them were noted for teaching patients in the 

VD clinic, but those clinics were so busy that teaching was 

diffic~lt.~~~ These medical officers of health, nonetheless, were 

the forerunnets of a system that did not yet exist. 

To develop an adequate system required a change in thinking. 

Councils had to see health as belonging to the common good. They 

had to  accept the idea that prevention was important. They had 

to make tax money available when there were also roads to be 

built and schools to fund. Sanitation had fought and won this 

battle. Sudbury paid for a full-time sanitary inspector without 

question, and added a full-time assistant sanitary inspector in 

1930.'s7 Until 1945, throughout the population expansion, Sudbury 

had only a part-time medical otficer of health and the council 

quibbled about his sa1ary.- Sudbury was the larges+ municipality 

in Canada without a full-time medical officer and healthOms 
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Infectious diseases obviously threatened the population as a 

whole, and not just the individuels who were infected. Rren 

here, however, it took many years before immunization clinics 

were totally funded by taxes and not the projects of service 

organizations. It required an enlightened council to vote money 

for services where the results were not as obvious as in illness 

care. The Board of Health and the MOH between 1920 and 1956 had 

a constant struggle with City Council to get adequate iunding for 

public health. 

Rates for infant mortality soared, but Sudbury8s Council did 

not even involve themselves in the provincial Child Welfare 

Project without being prompted by a deleqation from the Mother8s 

Pension Allowance. lbO Then, they would only accept a public 

health nurse from the project if it cost them nothing - no 'Tees, 

board or other bills.n As we shall see in the next chapter, the 

Council quickly endorsed a private-enterprise comunity nursing 

organization rather than fuid a public health nurse. Concern 

about the health of individuals in the community was still a 

private affair. 

Sudbury in the 1920s represented an area in need of 

concentrated public health effort. The population was growing 

more rapidly than the t o m  could easily accommodate. This 

created pressures on the Town Council and on individuals and 

families. It meant that people lived in  less than healthy 
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surroundings. A safe water supply and removal o f  sewage and 

garbage required constant expansion and vigilance. Contagious 

diseases, such as small pox and diphtheria, continued to endanger 

life. Men worked in desperately hazardous occupations, and the 

lifestyle of single men contributed to health problems. There 

was a very high birth rate and a high infant mortality rate. 

Women suffered from poor care before and after delivering babies, 

and some of then died in the process. One hospital and a nunber 

of physicians attempted to meet the towngs need for institutional 

illness care. A health council with a part-time medical officer 

of health and a sanitary inspecter attempted to enforce public 

health standards. Of course, there were changes in the 1930s and 

1940s. Sudbury became a city and the population continued to 

swell. The depression created hardships but was short-lived in 

Sudbury, compared to other Canadian toms. Health services, bit 

by bit, became more organized. One of the important improvements 

in health care came with M e  arriva1 of public health nurses. 

The next two chapters will examine the work of public health 

nurses in Sudbury during the 1920s to the establishment of the 

health unit in 1956. We shall see their work as they struggle in 

a piece-meal fashion to achieve public health goals. 
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 POUR 

PUBLZC -TE WURSIWG IN SüDBüRY 1920 - 1956 
The summer of 1921 sizzled in Sudbury. The temperature 

soared and stayed there, as public health nurse Alice Linton 

began her work. In June she described Sudbury as "a very hot 

tom,"' with a clinic room so hot that mothers got tired and 

children cross. In July the heat was still wawfuln with the 

temperature reaching 120 degrees Fahrenheit and "no shade.I@' 

Though she was sometimes "wet al1 day" perspiring in the heat, 

Miss Linton was committed to promoting public health nursingmn3 

Miss Linton was part of the provincial public health nursing 

project, undertaken in 1920/21 because of the high infant 

mortality in Ontario. She was chosen by the provincial Board of 

Health specifically for Sudbury because she was bilinguaL4 

Three major phases characterizad the development of public 

health nursing in Sudbury. The first phase, ushered in by Miss 

Linton, brought the first public health nurses to Sudbury.' The 

second phase began the struggle toward generalized public health 

nursing through the work of provincial public health nursing 

supervisors. The third phase culminated in the organization of 

public health nursing on the generaiiaed modal. Phases one and 

two, dealt with in this chapter, were initiated by the provincial 

government, and enjoyed widespread local support. Both became 

stalled by local factions and bureaucracy. The third phase, in 
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the next chapter, was characterized by local initiative. The 

first phase was identified as a womengs issue, while the second 

and third phases were subsumed within a broader public health 

movement . 

Given the terrible morbidity and mortality in Sudbury during 

the early 1900s, one would expect a health board eager to take 

advantage of the provincial public health nursing project. This, 

however, was not so. It took a deputation (consisting of Mrs. 

McKessock, Mrs. Kehoe, H. C. Duncan, and Stephen Fournier)' from 

the Mothers' Pension Allowance in January 1921 to prod the health 

board. These individuals, as members of the Mothers8 Pension 

AIlowance Board, had visited Sudbury homes to detemine 

eligibility for the pension, and they were appalled at the 

desperate conditions under which families lived.' They knew about 

the public health nursing project and, therefore, one assumes 

that the Board of Health also must have known. Despite the 

Sudbury health situation and the urging of the Motherst Allowance 

Board, the Board of Health stipulated at that January meeting 

that the health care project must be "without any cost to the 

Town of Sudbw~y ."~  

Two months later the Board of Health met and discussed the 

project Vrom many anglesJt They decided finally to ask Dr. 

George, the District Officer of Health, to send them a public 

health nurseop The decision to send Miss Linton to Sudbury had 
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already been made; she was working in Sturgeon Falls waiting for 

the cal1 to Sudbury. On 9 May 1921, she met with the Sudbury 

Board of Health to describe her plans for the months of June and 

July . 

Comnunity leaders were involved in bringing Miss Linton to 

Sudbury and they continued to support her work. This support was 

Formalized in the creation of a Child Welfare Conmittee (CWC) 

composed of representatives from al1 womenfs associations and 

church groups. Key members of the group were Mrs. McKessock, 

Mrs.  Kehoe and Mrs. Humphreys. Clergy announced the projact in 

their churches and urged parishioners to welcome the nurse when 

she visited their homes.Lo 

On 25 May 1921 Alice M. Linton moved into the Nickel Range 

Hotel and began work. She had been appointed as a district nurse 

by the Division in Toronto on 23 June 1920 at a salary of $125 

per monthou Her expenses were covered by the Division and were 

often as much as her salary. Her May 1921 expenses, for example, 

were $121.21, and for June they were $137.29.U When her 

two-month assignment in the t o m  of Sudbury was completed, she 

continued to stay at the Nickel Range and worked in  the 

surrounding district. A t  least twice a week throughout the year, 

Linton wrote descriptive lettess to the Division. These letters 

provide a detailed, though biased, picture of the b e g i ~ i n g  of 

public health nursing in Sudbury and the conflict tha t  arose over 



its continuation, 

Linton laid a solid groundwork for her public health 

activities. The meeting of the Board of Health, when Linton 

described her plans for Sudbury, began this activity. In a 

letter to the Division, she explained that the meeting included 

"the Mayor, so 1 met seven important people at once.w13 Basides 

organizing the local committee (CWC), she arranged to have the 

-Star publish health articles supplied by the Division of 

Public Health Ed~cation.'~ Ministers and priests promoted her 

work from the pulpit and some of them were also involved in the 

CWC. This al1 ensured that her visits and clinics would be 

accepted by the public. It was, of course, important that she 

have the support of the medical community. By 1 June 1921 she 

had met with al1 but t h r e e  of the 14 local doctorsm13 Of those 

three who were not at home when she called, she explained, "1 

understand that they do not do very rnu~h.~~'~ 

Child health clinics and home visits formed the basis of 

Lintonrs activities. The focus was promotion of health and 

prevention of illness, but Linton often also fond untreated 

medical conditions that she referred to local doctors, Lintonrs 

formal reports are not available, but her letters described 

attendance at the well baby clinics. At two clinics in June 

there were 11 and 17 babies presentmL7 On 2 July the m u r v  S t a r  

reported 32 mothers and babies at a clinic, and later tinton 



reported 23 children attending.'. 

The assistant director of the Division n o t e  congratulating 

her on the clinics - V t  certainly shows that you have been very 

y 13 June, Linton was successful in your home visits. B 

reporting that Dr. Cook would carry on the clinics after she 

left, "holding them on Thur~days.~" In her final meeting with 

the Board of Health on 1 August 1921, Linton reported 525 home 

visits during her two months. 

Miss Lintonfs work was a demonstration of public health 

nursing. Its aim was to encourage the Board of Kealth to hire a 

public health nurse for Sudbury. From the beginning of her 

arrival, Linton discussed with CWC members the kind of nurse they 

would want. That the nurse should be bilingual was basic. They 

also discussed the advantages of having a newcomer rather than a 

local nurse and seemed to favour a nstranger.na They wanted 

someone "who is at least able to hold her own with them, and the 

same about the Mothers in the homes.ttu When Linton completed her 

project at the beginning of August 1921, two decisions were 

pressing. The Board of Health had to decide if they would hire a 

public health nurse to carry on the work. If so, a suitable 

nurse had to be found for the job. They also, of course, had to 

find the money t o  do so. 

Though the Board of Health had not invited Miss Linton 



without outside pressure, they were, nonetheless, interested in 

furthering the health of the coimunity. Not surprisingly, 

therefore, they wanted to continue the work. At their meeting on 

1 August 1921 M e  motion that Board recommends to the 

Council that a Public Health Nurse be engaged to work under the 

Board of Health* was cartied. The project now required the 

approval of Town Council for its funding, and this was a major 

concern. 

As early as June Dr. Cook warned Linton M a t  he was tmalmost 

positive that the Council (would] turn it down, just because he 

[was] in favor of it."" In August, when Cook presented the 

resolution of the Board of Health to the Town Council, he took 

with him a petition signed by over 1,000 residents requesting a 

public health nurse. A heated battle was on. Dr. Cook told the 

Council that Sudbury was "the lowest t o m  in Ontario as regards 

money spent for public health."'' Port Arthur, for example, was 

spending $1.22 per capita annually, while Sudbury spent 40 to 50 

cents. To have a public health nurse would cos+ $2,000 a year - 
the Council turned the project down, ostensibly, Whrough lack of 

fundsmna Councillor Lauzon was adamant: 

As far as Irm concerned 1 certainly will not be a party to 
paying $1,800 a year [nurse8s salary] to someone not under 
the control of the Council. We8ve had enough trouble with 
matters pertaining to the Board of Health. P d  favor 
getting one man to do al1 the workma6 

Bis plan was to hire one "al1 round man to handle the work of the 

MOH and the community nurse tooOtm At that point Dr. Cook offered 



127 

to resign, but warned the Council, nyou can't get a man to do 

t h a t  work. I donrt know how to do it, nor does any other medical 

man.mV27 Councillor Lauzon's conments overtly indicated his pique 

with D r .  Cook, but there were also echoes of values that become 

clearer as the story unfolds. Linton note to the D i v i s i o n  that 

it was "too bad that the decision of this is left i n  the hands of 

ignorant men. . . . [but] Dr. Cook vas  ple end id."^^ 

The CWC was not prepared to have the project halted and even 

the Toronto Globe joined the fray. Its headline shouted, 

wSuàbury Women Vow Vengeance," claiming M a t  the women "promise 

to have strong women candidates against the councillors in each 

ward next ele~tion."~ Sudbury women denied that this had ever 

been "publicly stated by a local o r g a n i ~ e r . ~ ~ ~ ~  The CWC began 

immediately to raise funds to pay a public health nurse8s salary. 

When they reached their original goal of $600 they aimed for 

$1000 so M a t  they could have a nurse for six months ramer than 

four months. The çudbwrv S t a r  listed the donors and the amount 

of their  donation^.^^ Now the Sudbury Board of Health could hire 

a public health nurse and Sudbury could move beyond the 

bacteriological phase of public health. But the reprieve was 

temporary - w i t h i n  a few months the issue would face them again. 

Though it was the local board of health that would hire the 

nurse, the public health nurses of the provincial D i v i s i o n  looked 

for applicants, interviewed them, and made recommendations to the 
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local boards. Actually, there were very few nurses prepared in 

public health because of M e  newness of the field. Nurses from 

the provincial Division, consequently, promoted public health 

nursing among hospital-prepared nurses, encouraqing them to 

become qualified. 

In May, the Director of the Division complained that "it 

does not seem possible to induce the girls to go n o m .  . . . We 
will probably have to resort to a nurse who has not had special 

training and impose upon you to . . . give her a monthrs field 
~ork."'~ Linton responded that "if they are wise they will 

[corne], the work is most interesting, and the people very nice, 

and 1 had an idea that the salary would plea~e.~'~ In the same 

letter, Linton suggested having nursing students help in the 

clinics to interest them in taking the public health nursing 

course. In June, Linton asked the Division, "if they decide to 

have a nurse, will you be able to give them one?" " The Division 
replied that  they had interviewed a candidate in Quebec." 

Linton note frankly about the nurses that she interviewed: 

Miss Plouifeu, from Sudbury - she is 23 and very immature, 
1 would not recommend her, . . . it is too bad that we have 
to consider nurses who have not had a better education, 
than a great nany of the nurses have had who are in these 
small Hospitals, for this work you want the best." 

Niss McDonald - also a graduate of the Hospital, here, but 
does not speak French, but strikes one as being more capable 
than the other ." 
Kiss S m i t h  - is a very nice, well educated girl and is 
taking up French this ~ummer,'~ She knows a great 



deal about Infant feedingsed0 

Such a difference between the two nurses, Miss Smith 
wants to do soma work w i t h  me, come to the Clinics, and get 
al1 information possible. Has had a great deal of French, 
in fact has matriculated in French, but never has had any 
conversationai French. . , . She is very keen on the work 
and I feel sure will make a success. [Miss Plouffe] has had 
very little experience, and does not appear to want to do 
any work with me, has not asked to come to the clinics. 
The only part which is at al1 interesting to her is the 
large salary. She told me she could go to the U.S.A. any 
time and get $140 for school work. . . .  the only reason 
that she is being considered is for her French. There are 
only two other French nurses here, and they have had 
absolutely no experience. But they seem to think May are 
capable of taking positions, wonderful the a~surance.~' 

The Director of the Division wrote on 5 August that she had asked 

Rose Hunt, "who has had experience with V.O.N. in Montreal, to 

communicate with ~ommittee~~ in Sudbury.4a And so the CWC hired 

Rose Hunt fo r  six months and perhaps, they hoped, for longer. 

She arrived on 14 September 192lm4' 

Barely two weeks had passed since Hunt% arrival, and Linton 

had not yet left on her vacation, when a twist appeared in the 

story. Someone called a CWC meeting - no one knew who. Mrs. 

McKessock was out of t o m :  Miss Linton was neither invited nor 

informed. According to Linton, other members thought it was 

business as usual, until they arrived and found a speaker, a 

Metropolitan Life Insurance man. H e  said ha would like to 

cooperate with their work, and "incidentally pointed out that a 

Victorian Order nurse would be much batter as they did bedside 

nursingn in their home visits. He also explainad that the 

insurance Company would pay .50 cents for each visite This, of 



course, would relieve the CWC of the burden of finding money to 

pay the nurse. As Linton went on to Say, 

You know as well as 1 do in this North Country there are 
two factions, and 1 have been told that it was the French 
and 1 do know that there were some members present at that 
meeting who have only attended one other meeting, and 
absolutely refused to help collect or do anything about the 
work. . . . But the English part of the Conmittee will 
stick to their gus, and it may al1 blow ~ver."~~ 

The issue did not disappeat. Miss Hunt had worked for four 

months (September 1921 to January 1922), when the CWC asked if 

she would work for $125 a month instead of $150. When she 

agreed, they pronptly paid her the reduced amount for M e  month 

already past:'At Sturgeon Falls, in contrast, the nurse, with 

no experience, was being paid $165 because Sturgeon Falls 

received a government grant. Linton was incensed at the 

treatment of Miss Hunt. She described Hunt as V h e  best 1 have 

corne across,Iî and claimed that Dr. Cook was Iîvery well 

~atisfied.'~~' Some members of the CWC, apparently, were not 

satisfied. Linton wrote: 

Sometimes 1 wish they would not ask me [about Hunt], but 
1 think you understand what she is up against, and until 
we are able to pay part of the salary and put in the nurse, 
it will always be the same in this part of the country. 
Miss Hunt spoke enough French to do the work in Montreal. 1 
feel so uncomfortable for her as she knows nothing of ais, 
and I feel like telling her to send in her resignation." 

Mrs. McKessock and Mrs. Kehoe remained loyal to the cause, until 

even D r .  Cook advised them to give up on having a public health 

nurse. As the women explained to Linton, "when the Mayor 

[Arthur], who is a Doctor, makes sarcastic remarks, and the 

M w 0 . H .  says we do not need a nurseîî how could they carry on, The 



beg iming  of February they decided to keep Miss Hunt a little 

longer, but mite to the Division "for some one who [spoke] 

French.w4a There was obviously dissatisfaction with Hunt's 

command of the French laquage, and confusion about the need for 

a public health nurse in the community. 

On 16 February 1922 the S t a r  reported that the CWC 

would "again pressw the Town Council to fund a community nurse. 

Dr. W .  J. Bell from the Division had spoken in Sudbury and 

llimpressed the womenw with the project. He also offered a $500 

government grant if the Council would grant $1000m4* The women 

would then n e e d  to raise a much smaller amount. 

The Board of Health held a special meeting on 18 February 

1922 to discuss "keeping the Community Nurse." Members Tobey and 

Cressey moved What this Board approves of the work which has 

been done by the Community Nurse and desires to place on record 

that they wish if possible that this work should go on.I1 The 

Board then commissioned Dr. Cook to approach the Town Council for 

their support, and i f  that was successful to go to Toronto for 

provincial fundsmm The attempt to get funding failed. At the 

regular Board meeting of 3 Harch 1922, membars Tobey and Cressey 

moved : 

T h a t  the report of Miss Hunt be adopted and the Board 
wishes to convey to Miss Hunt their grateful appreciation 
of her work and regret extremely that pecuniary 
considération has caused a lapse of the work, but hope 
perhaps in the futue they may be able to tesume their 
pleasant relations with Miss Hunt. 



And so H i s s  Hunt left. During her stay in Sudbury, she 

seems to have reported to the Board of Health and M e  CWC who 

paid her salary, but any records have been lost. The 

S t w  reported that Miss Hunt had made 102 home visits in 

December. She found under-nourished children and the CWC was 

planning to provide food for her to distribute on her visits." 

Ten days later the paper reported that the Council vas refusing 

to pay for the public health nurse because 75% of babies brought 

to the clinic could afford a doctoram Those two articles 

signalled the controversy developing over public health nurses in 

Sudbury. Were they providing a much-needed service, or simply 

replacing, free-of-charge, the efforts of physicians? We have, 

fortunately, A l k e  Linton's impressions of the crucial 1921/22 

period for public health nursing in Sudbury because she continued 

living at the Nickel Range and working in the district around 

Sudbury until July 1922. 

From our vantage point, it seems regressive for the Council 

of a t o m  like Sudbury to refuse support for public health 

nursing. We do not know how much their relationship w i t h  Dr. Cook 

affected their decision. Several factors, however, mitigated 

their actions. Not reported in the Town Council minutes, but 

available through Linton's correspondence, is the peculiar fact 

that the law "did not allow any of the taxes to be spent that 

wayP This means, one assumes, that they could no+ use public 

funds to hire public health nurses.% The Director of the 
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Division responded that "the Chief Officer is asking for 

legislation at the present session, to cover the legal point you 

mention.n54 They were, therefore, correct legally in not funding 

a public health nurse. 

Another reason may account for Counci18s laclt of support. 

Public health nursing was new: it was difficult for a council to 

understand what these nurses, who did not give bedside care, 

could accomplish. Not only Council, but many members of M e  

public, did not understand. This became clear following the 

February presentation by Dr. Bell. Linton described h i s  address 

as Wery good,@@ but decried the pictures sent for display. "They 

should be scrapped," she n o t e  because they d i d  not give a good 

picture of public health nursing. "The comments made [about the 

pictures], were just what we have been trying to avoid, \Mat  is 

al1 the Public HealM nurse does, goes in and looks and talks and 

on she goes In May Linton lamented that "you cannot get 

soma people away from the idea that sick people are the most 

important in a t o m ,  even a backa~he.~~" This problem would 

continue to dog public health nursing. 

It seems that even Mrs. McKessock and the CWC did not really 

understand. They decided they could "carry on the work without a 

nurse, even the clini~s.~" They arranged for assistance fron Dr. 

Dales when necessary, and claimed to have a roster of volunteer 

married nurses. But Linton said, "there was not a nurse amongst 



the lot,"" and she decided to be out of t o m  on al1 clinic 

daysmS* Linton blamed it al1 "on a certain person, whom I will 

not mention, [whol wanted to do a little bit of self 

demonstrationmNa She described an early morning telephone cal1 

from this person: 

to tell me . . . what a wonderful clinic they had on 
Thursday, 16 children, and she had worked so hard, and 
the Mothers were so glad to know that the Clinics wete 
to be continued, and she had telephoned al1 the doctors 
and they would help, etc? 

Linton was furious and f~strated. As she put it 

one would think to hear her, that al1 the work consisted 
of was to have the children corne to the clinic, and we 
preach that no one but an experienced nurse should do 
Public Health work, and there they are without one atom 
of training, thinking they can do the workOu 

Linton continued to promote a public health nurse for 

Sudbury. The end of April she reported "long sessions with Drs. 

Arthur [the mayor] and Cook.t863 She was in Dr. Cook's confidence, 

and it was he who informed her that the CWC 3ad invited Mrs. 

Charlotte Hanington, chief superintendent of the VON, to speak in 

Sudbury. Dr. Cook had refused to chair the session. 

VON nurses were community nurses, and they had had special 

preparation for their work. They differed from public health 

nurses in several ways. First, they were not part of the 

official provincial health system, but an autonomous group. 

Secondly, they gave actual bedside care to the sick in their 

homes, and delivered babies. They seemed like the perfect 

solution to the impasse that had occurred. Mrs. Hanington, in 
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her presentation, explained that the VON nurses worked seven days 

a week and took night calls. They charged a fee for the bedside 

nursing but not for prenatal care or "public health nursing," 

which must have meant well-baby clinics and public education. 

The fees, she explained, brought in about half of the nurse's 

salary. Hanington stressed that they worked for al1 classes. 

She said, "we do not believe in paupering citizens and for that 

reeson collect regular fees from those who are able to 

This fascinating statenent requires examination. Paupering 

(pauperizing) means making the poor dependent on charity. The 

term was used frequently in nineteenth-century England, 

especially concerning the poor laws. It expressed an upper and 

middle class concern about giving alms to the poor without making 

them pay in some ~ay.~' Even then, it was important to give only 

to the ndese~fngll poor. Ers. Hanington stipulated that those 

who could not pay "through unemployment or economic condition" 

(Le. the deserving poor) received the same caree6' The VON had 

its roots in the nineteenth century, was formed by British Lady 

Aberdeen, and honoured Queen Victoria. Ifs philosophic basis was 

clearly nineteenth century Britain. These values, however, 

resonated positively for many Sudburians in the 1920s. 

A large interested assembly attended Mts. Haningtonrs 

presentation. According to the S t a r  150 wonen were 

present. The men, apparently, were not counted, though they 

obviously took an active part in the meeting. P. A. Rfcard of 
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the local Board of Health chaired the meeting; Dr. Cook spoke to 

the issue; Reverend F a t h e r  hainor was appointed to the 

provisional conmittee. According to Alice Linton it was "a very 

exciting meetingnt that began at 3 : 0 0  p.m. and carried on until 

6: 00 p.in." According to the Star the chairman "had 

difficulty in keeping the meeting in order" because of the many 

motions and am end ment^.^ After expressing the "general opinionn 

that the town needed some kind of public health nursing, Dr. Cook 

lltouched upon the religious discord of the town, which ha 

described as a stumbling block. The Victorian Order," he 

continued, "seems to  fit in as it works under no political or 

church body, no doctor or society, but would work for Sudbury.1t69 

A resolution was passed, unanimously, to establish a branch of 

the VON in Sudbury, and a provisional committee was appointed. 

Linton vas not antagonistic to the VON, and met with Miss 

Hanington on her arriva1 in Sudbury. The interest shown in the 

VON, Linton credited to her own work. She wrote to the Division, 

"1 think our work here has not been in vain, as a great many more 

people are now interested [in public health nursing].'O Linton, 

however, had difficulty understanding why Dr. C o o k  was suddenly 

i n  favour of a visiting nurse accepting a fee. Private duty 

nurses in Sudbury cared for patients in their homes for an hourly 

fee, already. What would the VON do differently? Father Trainor 

explained to Linton that there were 1400 to 1800 Metroplitan 

Life Insurance policy holders in Sudbury, and that the VON would 
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get much of its revenue from The VON would meet a need 

different from that met by private duty nurses. 

Linton's question regarding private duty nurses was cogent. 

The VON, by bringing in nurses from outside Sudbury and by caring 

for patients who could afford the regular fee, would take work 

away from local private duty nurses. The VON, by receiving a 

Sudbury Council subsidy and donations from the public, would be 

enabled further to displace these local nurses by offering a 

subsidized service. In 1946 the private duty nurses* registry 

appealed to the Sudbury Board of Health for a grant of $500 to 

continue their work and were turned dom.'' By t h i s  time the VON 

received close to $5000 a year from the CounciLn 

Dr. Cook's comments regarding Weligious discordtl suggest 

that he saw the factions in Sudbury as religious, while to Linton 

they were French/Bnglish. During the selaction of the new 

provisional committee, she claimed that "you could see the 

expression of delight spread over some faces, when their faction 

was put in. . . . ft is not a question of what is best for towns, 

and community, but what the most prominent person thinks and 

d~es."~' If there was a French/English spplit, the English had won 

out by the time the Board of Governors was formed. Among the ten 

women and ten men on the first board only two had French names 

(Laberge and Varier).'= One may assume that the French were also 

Roman Catholic, but many of the so-called English may also have 
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been. A Catholic/Protestant split cannot be identified from a 

list of names, but Dr. Cook may have been more astute in his 

ascription of the factions than Linton. 

The 1921/22 ruckus over the public health nurse in Sudbury 

had not been a contest between public health nursing and the VON. 

Sudbury Town Council, for various reasons, had already refused to 

fund a public health nurse when the VON came on the scene. 

Public health nursing had made its first major attenpt to provide 

preventive care within the department of health in Sudbury, and 

been rejected. For the ne- ten years preventive work was 

carried by the VON under its independent board, and school nurses 

under boards of education. Then gradually, until the health unit 

was formed in 1956, the Board of Health hired nurses, one by one, 

to carry out particular activities - especially in clinics. 

VON nurse, Elizabeth Aylward, began work in January 1923 and 

by October she had acquired a Ford Coupe and a part-time nurse 

a~sistant.'~ By February 1924 Aylward was announcinq the need for 

a second nurse. She told the çudburv Star mat, though the aim 

of VON was disease prevention, one nurse vas too busy looking 

after the il1 to focus on prevention." In 1925 an increase in 

their grant from the Town Council (from $500 to $1000) helped pay 

for a second VON nurse.'. In 1930 a third nurse was addedt7' and 

later in the depression a fourth nurseea0 VON work continued to 

expand, but throughout the expansion they struggled with two 
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issues - finding tine for prevention, and funding their work. 

As Alice Linton had also found, illness took precedence over 

prevention. VON struggled to do preventive work, but it was care 

of the il1 that paid the bills. In 1925 they opened a clinic for 

mothers and preschoolers in the municipal building. In 1930 the 

clinic was cancelled because the room they had used was no longer 

available, and the nurses were lBreally too busy to continue the 

serviceJBU1 These clinics were resumed in 1934. Then in 1936 

they dropped their health classes (home safety, child care, 

persona1 health) because of lack of fundsmB2 Even when their 

clinics were cancelled, they were still giving pre and post natal 

care and delivering babies. In 1931 they delivered 249 babies, 

and that number increased as the depression wore on.= It is 

interesting that they were never referred to as midwives despite 

the many babies they delfvered. There is also no indication that 

physicians objected to their maternity work. Perhaps they 

delivered only the babies of the poor, who could not afford a 

physician. 

The VON continued to care for al1 cases regardless of 

ability to pay the 75-cent fee. They had, of course, other 

sources of income as well as patient fees - Metropolitm L i f e  

Insurance Company, the Town Council, membership dues and 

 donation^..^ Even though M a y  received a grant from the Sudbury 

Council, they did not believe in king fully funded in that way. 
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They said that it vas "at variance with the aims and ideals of 

the Orderw to have council fund them completely, because then no 

one would pay for services receivedma8 They believed that people 

should pay for services. 

By the end of 1924, the infant death rate in Sudbury had 

already been cut in half. The attributad this to "the child 

welfare and antenatal instructions during the past three 

y e a r ~ . ~ ~ ~ ~  In 1935 the Sudbury infant death rate was the lowest on 

record (53 deaths; 818 live births). Acknowledgenent was given 

to the Dionne quintuplets. Rreryone was copying their care, for 

example, giving cod liver ail." The work of public health nurses 

Linton and Hunt, and of the VON had demonstrated dramatically and 

quickly that nursing could make a difference in the population8s 

health. 

VON presented an option that was congruent with public 

beliefs about health care. The organization performed a 

tremendous job in improving the health of Sudburians. With a 

heavy load of sick patients, however, those preventive services 

that did not bring in fees could be dropped. In Ontario as a 

whole, o f f i c i a l  public health prograns were expanded and 

gradually the VON focussed on home care of the sick rather than 

attempting a two-pronged focu~.'~ 

The major thrust of preventive health care in Sudbury vas 



carried out by school nurses. First off the mark, was the 

Sudbury Public School Board. In 1919, on the recommendation of 

the Board of Hoalth, it inaugurated a school health program." 

Miss Jane E. Thomas, a 1920 graduate of the Toronto General 

Hospital, was appointed by the School Board in Febniary 1921. 

During the summer of 1921 she completed the summer course for 

school nurses in Toronto, and then continued to work in Sudbury 

public schools for over thirty years. The featured her 

annual reports to the Board of Education, just as they did the 

MOH's and the VON'S reports. Headlines stated, Wwse suggests 

toxoiding al1 school chileen," nClinic Advised for Children of 

Pre-School Age," and "Half Public School hipils have Bad 

Teeth."- Though these ideas about toxoiding and preschool 

clinics were not new in the 1930s, Thomas gave them added 

publicity . 91 

The Sudbury Separate School Board hired Miss Marguerite 

Court in September 1923. She was a 1915 graduate of the St. 

Elizabeth School of Nursing (St. Joseph's Hospital) in Sudbury. 

Just before her appointment as school nurse she had had a year8s 

experience in the public health department in Montreal, and then  

taken the summer course for school nurses in Toronto. The 

Separate School Board was less  cooperative in working with the 

nurse than the Public School Board, In 1932, for example, they 

tried to qat her to carry out a program of their own design - 
more classroom work and no home visits.*l This may have been an 
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attempt to forestall hiring a second nurse. There were many more 

classrooms and students in the separate school system than one 

nurse could manage. Not until 1943 was a second nurse hired to 

work in the separate scho~ls.~~ 

Provincially, in 1925, school health programs were 

transterred from the Department of Education to the newly formed 

Department of HealthOo4 The school nurses then came under the 

jurisdiction of the Division of Materna1 & Child Hygiene and 

Public Health Nursing (already referred to as the Division). In 

Sudbury, however, as noted previously in this thesis, they 

continued to be employees of their respective school boards. 

Eventually a clinic nurse was added to the public health 

scene in Sudbury. In November 1931, Dr. W. J. Bell (by this time 

Deputy Minister of HealM for Ontario) m e t w i t h  City Council to 

encourage them to establish a venereal disease clinic offering 

free treatments. The provincial govenment offered to pay $1,000 

a year for a doctor and a social service nurse, and also fifty 

cents pet treatnent. Council accepted the offer unanimou~ly.~~ 

Miss Antoinnette Chevrefils, a 1927 graduate of the St. Elizabeth 

School of Nursing (St. Joseph's Hospital) was hired when the 

clinic opened in 1932. She had not had any public health 

training but had worked as a Metropolitan Life Insurance nurse in 

Sturgeon Falls.* 
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One by one, as we shall see, more nurses (some prepared in 

public health nursing and some not) were added to the school 

system and to clinics. They were hampered in their efforts to 

carry out public health nursing by the limited knowledge and 

vision of their employers. These employers were not nurses, were 

not prepared in public health, and were too busy managing their 

own activities to think broadly about their employee-nursesr 

roles. The nurses, individually, had little power to effect 

change. In some cases, the nurses themselves did not have a 

broad vision of public health nursing and were too busy keeping 

up with their day-to-day work that included many hours of unpaid 

overtime. We shall examine later the valuable contribution they 

made to public health in Sudbury. 

Starting in 1932, following the appointment of Edna L. Moore 

as Chief Public Health Nurse of the provincial Division, public 

health nursing supervisors from the Division brought their vision 

and some of the influence necessary to promote change to Sudbury. 

These supenrisors made annual visits (of one or occasionally two 

weeks) and their reports illustrate how they shaped the work of 

public health nurses towards their model of public health 

nursing . 

The desirable model of public health nursing was that of a 

generalized service which meant care to al1 age groups in the 

community : 



Maternity service - Prenatal - Postnatal 
Health supervision - Infant, 1 - 12 months 

service - Preschool, 1 - 6 years - School, 6 years to leaving school - Adult 
Morbidity service - Acute communicable disease, 

control and preventfon - Tuberculosis, control and prevention - Syphilis and gonorrhoea, control and 
preventions7 

For these semices to be generalized they were given within the 

family and neighbourhood context. 

Without the generalized pattern it was possible for services 

to overlap for soma families, while other families would receive 

no care. Overlap could occur when a school nurse visited the 

home for problems noticed at school, while the VON visited the 

home for pre and post natal care, and yet another nurse from M e  

department of health made follow-up visits from the tuberculosis 

clinic. Having such a variety of nurses from different agendas 

visiting the family could be confusing; but the converse of 

overlap, lack of service, might also occur under this specialized 

system of nursing. Preschoolers, for example, tended to 

disappear from the system. They wete seen regularly as infants 

and then not again until they entered school. At that point, 

school nurses found many of them with health problems that should 

have been corrected earlier. 

Under the generalized plan, a public health nurse would work 

within a neighbourhood, spending time in the school, holding 
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prenatal and well-baby clinics, vfsitfng newborns, and making 

follow-up visits from tuberculosis cuid venereal disease clinics. 

on any of these visits, by focusing on the family as a u n i t  

rather than on the problem that initiated the visit, the nurse 

could supervise the health of a11 age groups. One obvious 

advantage of this neighbourhood system of assignment was a 

decrease in travel tirne for the nurses. Rather than having al1 

the nurses crisscrossing the city to visit clients, they worked 

in one neighbourhood. There was a disadvantage, however, for 

nurses. It was easier for t h e m  to be specialists in a particular 

area, such as infant feeding, rather than having to be skilled in 

al1 areas. 

The advent of public health nursing supervisors in Sudbury 

signalled the beginning of phase two - the move towards 
generalized public health nursing service. Though this goal 

could only be realized if al1  nurses reported to a central 

authority (which would happen in a health unit), the supervisors 

were creative in generalizing the service within the limitations 

of multiple authority that existed in Sudbury. Their efforts 

focussed on two groups - al1 nurses working within the scope of 
public health, and any citizens influential in the health-field 

orbit. 

The nurses that the supenrisors met w i t h  during their visits 

were not only the school nurses and clinic nurses that were under 



the provincial Department of Health, but also with VON and 

Metropolitan Life nurses, over whom they had no authority. 

In working with school nurses the supervisor assessed their 

clinical competence and their nprofessionalism.w She observed 

them carrying out classroon inspections and vision testing; she 

examined their records for accuracy and completeness; she 

accompanied them on home visits; she considered their 

relationships with students, teachers, families, the MOH, service 

clubs, and the boards under which they worked. The reports to 

the Division indicated in detail the assessment of clinical 

competence: 

S.P.I. [classroom inspections] are behind and notification 
of defects were inadvertently destroyeds8 

Makes a good S . P . 1 .  In marking corrections on the P.R. 
Card has not always been careful to make entry on the 
correct line9* 

A closer check up for new defects was urgedl- 

In the home, Miss ---'O1 speaks in rather an abrupt manner. 
This 1 feel is entirely due ta the language [French]. She 
means well and 1 think is well received as they know and 
understand her way . loZ 

hiblic health nurses considered themselves elite because they had 

had special training beyond their hospital school, and were 

forging a new role for nurses. This was reflected in the 

supervisor's expectations of professional behaviour. She 

expected M e  nurses to belong to their professional organization, 

keep up-to-date in their field, and even look ~profe~sional.~ The 

report noted their membership in the Registered Nurses 



Association of Ontario ( M A O ) ,  the health/nursing te- that they 

owned and their subscriptions to professional journals. The 

nurse's personal appearance and the condition of her nursing 

"bagW were also part of the examination: 

She reads and keeps up to date in the newer developments in 
Public Health work. lo3 

A new bag is promised for home visits the old one being 
pretty disreputable. Io' 

Being French, Miss ---'O8 appeared in uniform with an 
earring in one ear. This was mentioned, and was not 
in evidence the next day.Im 

When the supervisor returned to Toronto, she sent the nurse a 

list of suggestions. The suggestions for improvement, by their 

nature, give a negative view of the supervisorfs visits. The 

reports, taken as a whole however, gave a sympathetic pictve of 

the overall work of the nurse, and the challenges she faced. For 

nurses working in isolation from other nurses, as the school 

nurses did, she was a welcome listener. The nurses could cowit 

on her support when she met with their employers. 

Besides encouraging professional competence for the school 

nurses, the supervisor worked at enlarging and generalizing their 

role. To do this, she had first to enlighten the KOH to the fact 

that school nurses were public health nurses.lo7 Before that he 

had not notified them of mental health clinics or chest clinics, 

nor sent them reports from those clinics that related to their 

students. The supervisor noted: 

Miss Thomas is going to ask Dr. Cook if she may see the 
copies of reports from the chest clinic on school children 
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and if she is not pernitted to see them vil1 let us k n ~ w . ' ~ ~  

In 1938 she reported that Miss Thomas had naccess to the reports. 

. . which is much more satisfact~ry.~~~~ 

Mter visiting Sudbury, the supervisor would also mite to 

the chainnen of the school boards, outlining the approved health 

program, and making recomnandations that would facilitate the 

work of the nurse. On at least one occasion (in 1932) the 

supervisor arranged a meeting with the separate school board 

because she had discovered that they had developed their own 

school health program that they expected the nurse to follow. 

The Board was tequiring the nurse to focus on classroom work and 

eliminate home visits. The supervisor reported: 

At a special meeting of the Board, the new programme of 
School work was outlined, and they agreed to let Miss Court 
follow it for this year, and also make some car allowance to 
f acilitate home visitingPo 

In this way, she supported the nurse in het relationship with the 

school board. 

School inspectors occasionally received copies of M e  school 

board letters, likely increasing the probability that suggestions 

would be followed. In one instance, at least, the supervisor 

seemed to be enlisting support from the inspector t o  put pressure 

on the MOH. Apparently there were continuing problems in 

cooperation between the tuberculosis clinic and the schools. The 

supervisor informed the inspector that 

at a joint meeting of the nursing services the matter of 



more CO-ordination regarding tuberculosis contacts in school 
and Meir follow-up was discussed. If contacts are reported 
to the nurses doing school health work more supervision can 
be given these cases, a record of clinic attendance night be 
kept and special attention given to general development and 
benefits such as Cod Liver oil and milk arranged for if 
necessary . 

In 1940 the supervisor wrote to both the Public and Separate 

School Boards decrying the amount of tfme the school nurses spent 

on social senrice work. She suggested they discuss the problem 

and recommand to City Council *the need for a social worker who 

has been adequately trained for social 

In this way she safeguarded the work of the school nurses, 

enlarged the scope of their practice towards the generalization 

modal, and brought them into M e  department of health orbit. But 

it was an ongoing struggle, especially it seems with the MOH. As 

early as 1934 she reported to both school boards: 

The programme carried by your nurse continues to grow and 
now includes assisting with special clinics as, the Mental 
Health clinic: Rotary clinic for crippled children; 
Tuberculosis clinic and follow-up work on the school 
children attending.- 

This may have been wishful thinking by the supervisor. As we 

have seen, she was still trying to get the school nurses 

integrated into the iollow-up of children from the tuberculosis 

clinic in 1936, 1938 and even as late as 1942. Despite this lack 

of cooperation from the MOK, perhaps due to his antagonism to the 

school boards, and despite the lack of a health unit, school 

nursing in Sudbury gradually becam integrated into the work of 

the department of health, 
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The public health nursing supervisors from Toronto worked 

with the clinic nurses much as they did with the school nurses. 

There were differences however. The early clinic nurses had had 

no extra training for public health as had the school nurses. 

They were hired to adminieter treatments and assist doctors in 

the clinic. To broaden their role to include home visits and 

teaching for prevention required more help from the supervisor. 

Also, the clinic nurses worked directly with the MOH or other 

clinic doctors, rather than relatively alone as dib M e  school 

nurses. When the supervisor observed the nurse in M e  clinic, 

therefore, she w e n t  beyond assessing the nurse and assessed the 

clinic as  a whole and the doctors who worked there. The MOH was 

pivotal to any changes in the nurse's role. 

Miss Chevrefils, the first clinic nurse, was hired 

specifically for the venereal disease clinic. When attendance at 

this clinic dropped, the supetvisor suggested "Mat Tuberculosis 

follow-up work could be added to her programme."u4 Tuberculosis 

Clinics (also called Chest Clinics) were held at spaced intervals 

throughout the year. The ongoing work was to follow up on those 

who had been diagnosed with tuberculosis, to make sure they w e r e  

receiving treatment and were not spreading the disease to their 

families. In 1938 Dr. Cook approached the City Council to have a 

nurse appointed to do tuberculosis work, but the "provincial t o m  

supervisor turned it domen- In 1939 the public health nursing 

supervisor "talked to Dre Cook and Kcs. McNulty (nee Miss 



Chevrefils) regarding an office file for tuberculosis cases, and 

[thought] that Mrs. BfcNulty would work on M i s  if we got the 

forms and we told her what we wantedml@ This would have entailed 

the nurse calling local physicians and Dr. Cook objected. He 

naintained that Sudbury doctors were lfdifficult to approach 

regarding S and G [Syphilis & Gonorrhea] and tuberculosis, and 

[did] not think that Mrs. McNulty should contact them in any way 

regarding these services.@1s6 In 1940 the supervisor was still 

trying to organize tuberculosis work in Sudbury, though she had 

made some headway. She wrote to Dr. Cook: 

The tuberculosis nursing programna is taking shape. Miss 
Schaffter now assists at the clinic but the follow-up on 
diagnosed cases and contacts has not been developed to any 
extent as yet. . . . A plan for nursing visits according to 
classification of cases was discussed with your nurse and it 
is hoped that more time will be given to M i s  important 
phase of the work. *' 

Dr. Cook perhaps considered the supervisor's suggestions 

interference. One clinic nurse told the supervisor that Dr. Cook 

did %ot like to be reminded of things.nu8 The supervisor from 

Toronto certainly kept reminding him of things, especially 

tuberculosis work. 

During the May 1938 visit the supervisor had also involved 

herself in a personnel issue: 

Miss Chevrefils is now married but has not told Dr. Cook 
and although ha knows this he still calls  her by her maiden 
name. Dr. Cook claims that he gave her to understand some 
time ago that the Department would not employ a married 
nurse who had a husband working. Dr. Cook will take no 
initiative regarding ais.- 

Cook liked working with Chevrefils (McNulty) and she was also 



intending to take a refresher course in Tomnto. But marrfed 

women working was not acceptable, as the supervisor noted: 

There is considerable feeling anong the unmarried nurses 
regarding her [McNulty'sJ employment for there are many 
unmarried unemployed most of the tirne.- 

ChevrefilsflcNulty was still there in May 1939 but latet that 

year vas replaced by Miss Schaffter. Within a f e w  nonths Dr. 

Cook complained to the Division about Miss Schafftet8s work, and 

the supervisor made a special trip to Sudbury early in 1940. One 

of his cornplaints was that Miss Schaffter did not know where to 

find information about patients. Given M e  state of records in 

the office (no filing cabinet) M is was not surprising. The 

supervisorOs lengthy report includes a note of frustration with 

Dr, Cook: 

Dr. Cook says he will get files as soon as he knows what 
is wanted, which shouldnrt be very difficult. He has been 
promising files for years, it seems. When 1 suggested he 
give Miss Schaffter tirne to adjust herself, he said in a 
shocked voice: "But it is three months now." But he8s had 
years to do these things which he hasnft done.- 

Dr. Cook complained Mat "ha had just the nurse here for this 

work [Chevrefils] but she had not the public health course, and 

the Dept. insisted on a nurse with the course."- Feeling forced 

to hire a different nurse, he then found fault with her work. 

Schaffter disappeared from the record, and was replaced by Mrs. 

May Stewart sometime in 1940. Mrs. Stewart was a capable and 

prepared public health nurse, who looked at health needs beyond 

M e  work in the clinic. Before long, with Dr. Cookrs illness and 

absence, she was being seen as "the Health Departmenten- 
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The  supervisor8s power was obviously limited, though she 

could continue to goad Dr. Cook to increase the effectivenesa of 

the Sudbury Department of Health. As early as 1937 she had 

outlined the mode1 of generalized public health nursing and 

described which parts o f  mat service were covered in Sudbury by 

the school nurses, the VON and the venereal disease clinic. 

Without actually saying that M e  control and prevention of 

tuberculosis was not being done, she suggested that the nurse in 

the venereal disease clinic night also do soma tuberculosis 

follow-up. In fact, she outlined the steps in making a survey of 

the tuberculosis pr0b1ern.l~~ 

During the 1938 visit, the supervisor (a new supervisor, E. 

M. Squires, rather than N. E. Howey who had been the supervisor 

since 1932) made the interesting discovery that Dr. Cook thought 

the public health nursing supervisors were from the Department of 

Education and "was not prepared t o  be very friendlyw because he 

resented the fact that the school nurses were not under the Board 

of Health, When he found that they were from the Department of 

Health, llhe was most CO-ope~ative."~ Dr. Cook nus+ not have paid 

very much attention to their letters because they were clearly 

marked as coming from the Department of Health. Perhaps, 

however, this was merely an excuse to use with a new supervisor. 

Squires discussed generalized public health nursing with Dr. 

Cook, who claimed that it was Very unlikely that the public 

health wod [would] ever become generalized because of the 
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friction between the two school Perhaps the supervisor 

only inagined that Dr. Cook became CO-operative; ha stalled on 

al1 their suggestions regarding tuberculosis follow-up. The 

supervisor in 1943 proclaimed, "There vil1 never be any progress 

in health work here until there is a change in the office of 

M O H."*' 

Dr. Cook had been appointed as part-time MOH in 1911 when 

Sudbury's population 4,150.U8 In 1943 ha was still a part-time 

MOH though the population was over 32,203. There were, of 

course, other doctors and more nurses within the Sudbury 

Department of Health, but he was still its official head. H e  had 

had many set backs in his attempts to organize health care for 

Sudbury, and in 1940 the public health nursing supervisor 

commented that he had been '511 for some tirne."- Cook made a 

major attempt to organize a health unit in 1943 before resigning. 

At times, as we have seen, he was at odds with the Town/City 

Council; there was continual antagonism towards the Public School 

Board; he found Sudbury doctors difficult to approach about 

public health matters: and obviously he also felt put-upon by the 

provincial Department of Health. H e  had, in consequence, 

developed many sttategies for maintaining his position. 

At this point, supervisors stopped sending letters with 

suggestions to the MOIImUO It may be that they considered this 

futile. On the other hand, public health nursing, in 1944 a 
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division of its own, may have decided that their role was to work 

with the public health nurses, not the MOH. The vision needed to 

corne from the local nurses, not from the medical officer of 

health . 

While M e  supervisors nay have been limited in the actual 

changes that they could bring about, they did accomplish two 

things. First they gave notice to Sudbury School Boards and the 

Board of Health that public health nursing was an entity in 

itself, that the one nurse they had hired was not just their 

employee but was part of a larger system of public health 

nursing. Secondly, and perhaps what is more important, they gave 

the public health nurses a group identity. 

These nurses were no longer solo practitioners working in 

isolation. They were the public health nursing group in Sudbury. 

The public health nursing supervisor not only met with +hem 

individually, but brought them together to discuss mutual 

problenis and coordinate their w~rk.~' Clearly by 1944 they saw 

themselves as a group. When a supentisor of epidemiology from 

the Division of Venereal Disease C~ntroll~~ came to Sudbury, they 

entertained her for dinner at the Copper Cliff Club. So, 

although Sudbury had overtly rejected having a public health 

nurse in 1921, public health nursing was there, improving the 

health of Sudburians, waiting for a more encouraging climate. 
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GKNRRALIZED mJBL3:C ~~ W(JRSIHG: A REaLI:TY 

The decade between 1946 and 1956 saw public health nursing 

in Sudbury develop from a venereal disease clinic and school 

nursing to prevention services and the promotion of health across 

the life span. Before the formation of M e  health unit, nurses 

were already organizing their activities on a neighbourhood plan. 

How this generalized public health nursing came about in Sudbury, 

who the nurses were, and what work they did, is the subject of 

this chapter. 

The first Sudbury Board of Health nurses were hired for the 

venereal disease clinic. Though it was not generalized, the work 

of those first clinic nurses was important. What they did needs 

to be recorded for its own sake. Such a record also gives a 

clearer picture of the scope of their work which was broader than 

the term clinic muse imiplies. It was through this clinic, and 

as nurses with public health preparation were hired, M a t  the 

role of the public health nurse became broader and finally 

generalized . 

By 1935, M clinics were held from 4:00 p.m. to 6 p.m. four 

afternoons a week. Women came on Monday and Tuesday; men came on 

Thursday and Friday. An adjunct to this clinic was held from 

10:OO to 11:OO six mornings a week, when the clinic nurse 

administered specific treatments. Men were scheduled for Monday, 
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Wednesday, Thursday and Saturday; women on Tuesday and Friday. 

Despite the schedule, patients came "at odd times .lm' Wednesday 

afternoons, the nurse visited patients who had stopped coming for 

treatment . 

The nurse was responsible for organizing al1 the clinics. 

She ordered and prepared materials, and was reoponsible for 

keeping costs dom. For example, linen was scarce and expansive 

so newspapers were used on the treatment table and changed 

between patients. On the advice of the supervisor, scale paper 

was used instead.' Instruments, syringes and needles had to be 

cleaned and sterilized, and then stored to maintain their 

sterility. An autoclave would have simplified this procedure. 

As one report noted, however, there was no autoclave so equipment 

had to be boiled.' There was also no disposable equipnent, so 

needles had to be sharpened between use. A patient receiving an 

injection inadvertently with a barbed needle would not wish to 

continue treatments. 

A t  M e  clinics, the doctors pertormed spinal taps (removal 

of spinal fluid by inserting a long needle between the vertebrae) 

and Wassermann blood tests for diagnosis of syphilis. They gave 

various medications by intravenous4 and intramuscular injection. 

One treatment in use in 1935, was intramuscular injection of 

sterile milk to stimulate the body's defence reaction. Patients 

often felt very il1 following this treatment. The nurse's role 
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at these clinics was to prepare the patients for the treatments, 

to boil equipment in between use, and, generally, ta m a k e  sure 

there was not cross-contamination betweec patientsas The nurse 

also glinterviewed the patients pri~ately,"~ wote up the syphilis 

histories, and copied the doctor8s notes onto the patientsr 

files. Following observation at one of these clinics, the 

supervisor praised the interviewing and teaching done by Dr. 

Kelly2 Dr. Kelly was a woman and worked especially w i t h  the 

women patients. 

When the women came for treatments in the mornings, the 

nurse gave the treatment (a treatment, probably a 

douche) and also their intramuscular medications. When the men 

came, the nurse prepared the treatments and the men carried them 

out them~elves.~ The supervisor described the nursing technique 

as @Imuch better than at most c l i n i c ~ . ~ ~ ~  Suggestions that the 

supervisor made, such as wearing gloves for the treatments, were 

f ollowed. 'O 

With al1 this work, it was hard for the nurse to find tirne 

for home visits. It was clinically important that patients 

complete a full series of treatments; it was also illegal for 

them not to do so. Patients, one expects, preferred to have a 

nurse remind them of their treatments than the police. The 

supervisor reported that "Miss Chevrefils has made many visits to 

these patients, and has given the names of 21 of these [who had 



166 

still not corne for treatment] to the Mo0.H. She has never heard 

of any cases being followed up by police . . . or M.O.K.nU 
When clinic attendance was high, the nurse managed only a few 

~ i s i t s 2 ~  When clinic attendance was low, however, the 

supervisor attempted to broaden the scope of the clinic nurse to 

include tuberculosis follow-up as well as venereal disease.* 

Not until 1940 was the nurse's role expanded to include 

tuberculosis. Even then, it was still part of the bacteriological 

phase of public health, focused on treatment of contagious 

diseases rather than prevention. 

Unlike previous nurses who had been hired only for the VD 

clinic, May Stewart was hired by the Board of Health in 1940 for 

both venereal disease and tuberculosis work." With her training 

and experience in public health work, Stewart took charge of the 

Department of Health office (which included looking after the 

correspondence). Registered nurses, without public health 

training, were hired to assist in the clinic. 

Miss Eleanor Fenaly (also spelled Fenery and Fendley) was 

hired in 1943 as the clinic nurse,- In 1945 the clinic hours 

were 2:30 to 5 : 3 0  p.m. but patients came beyond Mose hours, and 

the nurses worked until 9:00 p.m. and sometimes as late as 11:OO 

p.m.I6 The S= reported that the two nurses (Stewart and Fenaly) 

worked 56 to 60 hours a week in the VD clinic, A third nurse, 

Miss Juliette Fortin, was hired to relieve the regular nurses for 
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Stewart, Fenaly, D r .  Kelly, and D r .  Dale staffed the clinic 

with some clerical assi~tance.'~ Despite the heavy patient load 

and the long hours of work, the staff had "a nice friendly way 

with patients and an atmosphare of kindliness pre~ail[ed].~~~~ 

S t e w a r t  was torn between her responsibilities for venereal 

disease work and tuberculosis work. The scope of her work had 

broadened but her time was the  same. Until the 19508, chest 

c l i n i c s  were held for two weeks, twice a year.= Normally, 

therefore, there was no conflict between clinic times. The 

conflict came in making home visits to two sets of patients - 
tuberculosis and venereal disease. On one occasion, even the 

chest clinic and the VD clinic times were in conflict. To 

resolve this, Mrs. Stewart, herself, hired another nurse to work 

at the chest clinic while she continued her work at the VD 

clinic. 

Working with the clinic patients on a day-to-day basis gave 

Stewart a special concern for them and their sexual partners who 

were at risk for the infection. The web of sexual contacts did 

not follow political boundaries: inany contacts were in outlying 

districts. S t e w a r t  and Dr. Cook disagreed about visits to out- 

of-tom contacts. Cook felt that, since he did not have 

jurisdiction over them, Stewart should not visit t h e m .  S t e w a r t ,  
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acquainted with the MOHS in those areas, knew that if she did not 

visit they would be "handled by the Provincial police or Sanitary 

Inspect~r.~" So she continued to make the calls. The  supervisor 

of epidemiology supported Stewart, telling her that they *greatly 

appreciated her help with these Stewart was clearly 

taking an assertive role in her work for the Board of Health. 

The 1944 report of the Supervisor of Epidemiology 

demonstrated the leadership role that Stewart was taking. 

Stewart met the supervisor8s train, they breakfastad together and 

organized the visit. Together they visited Doctor Cook at his 

home and discussed local public health issues. Stewart 

accompanied the supervisor for home of her interviews, for 

example to the Home of the Good Shepherd "for incorrigible 

girls." One evening Stewart held a dinner party a+ the Copper 

Cliff Club so that the supervisor could meet al1 the public 

health nurses in S~dbury.~' Stewart was clearly expanding the 

role of public health nurse in Sudbury. 

Though the Board of Health did not have a vision of 

generalized public health nursing, it did believe that al1 public 

health nurses in the city, particularly school nurses, should be 

under their authority. As we have seen, provincially the 

Department of Health had taken over jurisdiction of school nurses 

from the Department of Education. Local school boards, however, 

that had hired nurses previous to that mling, continued their 
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established practice. Locally then, school nurses w e r e  still 

under the Public School Board and the Separate School Board. 

Secondary schools in Sudbury were without nurses at that period. 

When the Board of Health questionad the MOH about his 

relationship with the school nurses, he replied that they were 

under their school boards but, if anything came to hi s  attention 

relating to the school population, he called the nurses and they 

I1would work it out between them. 

In 1943, Miss Gladys Motley was hired for the Sudbury High 

School and the Mining and Technical School (which were in the 

same building). Who actually hired her is confusing. According 

to a 1944 article, her salary was paid by the school board 

but she worked under the MOH12' Motley must have thought that she 

was being paid by the Board of Health, because she attended the 

11 March 1947 Board of Health meeting to  discuss her salary. At 

that meeting, Dr. Cook "explained that to make h e r  appointment 

legal she had to be engaged by the Board of Health, and her 

salary had been paid by the High and Technical Schoolsenn 

Motley8s position was finally clarified at that meeting. The 

following motion was carried: 

That Miss Motley be taken on the Board of Health staff, 
effective March lst, 1947, at salary of $2,100.00.U 

This confusion over Motleyrs position happened because 

jurisdiction over school nurses was in a period of transition. 

Gradually, the Board of Health was incorporating al1 aspects of 

health, rather than focusing on infectious diseases. By taking 
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over responsibility for school nursing, the Board of Aealth was 

increasing its role in public health, and making it possible for 

public health nurses to begin moving out of specialized roles. 

In 1943, when Motley began her work, there were just over 

1000 students in the two schools. Motley requested that al1 

Grade VI11 and IX students have a physical exam by their own 

physician, returning to her a form completed and signed by the 

physician. The family was to complete an imunization form, and 

she tested the studentOs vision, hearing, weight and height. In 

this way she developed a thorough record of student health. 

MotleyOs work decreased absenteeism. Any student complaining of 

illness was sent to the nurse's office rather than home as had 

been the recourse previously. Often after an hourfs rest the 

student was able to continue with classes. Though there is no 

record of home visits, Motley likely visited families when 

students were absent from school. As early as October 1943, the 

principal of the Technical School announced that "the senrice had 

more than justified itself in the increased attendance to 

date. mgas 

By 1946, Motley was working overtime to maintain proper 

records. The Secretary of the Sudbmy Mining and Technical 

Schools requested that the Board of Health provide clerical 

assistance, and the MOH was assigned the task of supplying 

clerical assistance.30 We do not know what he did. In 1954, 
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however, she was supplied with a t@clinical helper," perhaps not 

on a permanent basis." A clinical helper must have provideci more 

than clerical assistance. Two years later, Lucy Johns, the 

secretary of the Board of Health offices, assisted Motley every 

morning from September to November, the busiest periodOs2 

Despite her heavy load, Motley expanded her efforts beyond 

the high school. She lectured on public health nursing to 

nursing students at the St. Elizabeth School of Nursing (St. 

Joseph's Hospital)." She obviously saw her role as broader than 

school nurse, even though that was her major activity. Also, 

unlike the other school nurses who had a course in school nursing 

or no preparation beyond hospital nursing, Motley was prepared in 

public health nursing. 

Increasing student population finally pushed Motley out of 

her spacious office and into a small, noisy space. The 

popularity of her office, however, remained high. Students with 

minor cornplaints filled her waiting room, and it overflowed with 

their hilarity. Teachers kept "popping in unannounced to get 

weighed or to use her teleph~ne."~~ Since most of her work was 

student counselling, she taclced a Quiet P l e a s e  - fntenriewing 

sign on her door, and placed limits on her availability to 

students who dropped in without appointawnts. These solutions 

were discussed with the MOH before they were carried out. 
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Secondary school student population in 1956 neared the 2500 

mark. Motleyrs efforts at getting Grade IX students to have 

physical exams were rewarded. That year, 100 percent of the 

Grade I X  High School students and 94 percent of the Technical 

students had had their medical exams by their family physiciens. 

Poised on M e  eve of the 19608, Motley identified the biggest 

health problems among the secondary school students as dental 

care and poor posture? Dnigs, suicide and teen-age pregnancy 

had not yet claimed priority. 

By the tirne the students reached high school aga, they had 

already been under the care of school nurses throughout their 

elementary years. Also, by the time Miss Motley was hired, many 

public health activities had become regularized. But this was 

not so through the 1920s and 30s for the public and separate 

school nurses. Thxough the 1930s, Jane Thomas oversaw the health 

of between 1600 and 2000 students in 5 or more schools. 

Marguerite Court had between 2000 and 2400 students in 6 or more 

schools. The population was so transient that M e  nurses cartied 

al1 their files from school to school with the~n.'~ Their large 

student populations precluded cartying out M e  prescribed school 

health program for classroom inspections, vision testing, etc. 

Every year they modified the program to keep the work within 

reasonable boundaries. In the early years getting basic 

equipmant - accurate weighing scales, an artificial light with 
extension cord for vision testing, basins and water jugs for 
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nurse's offices without ninning water - was an ongoing problem 
that required letters from M e  public health nutsing supervisor 

to school board chairmen. In 1936, after the supervisor had 

tried repeatedly to get the board to supply a lamp for vision 

testing in the public schools, the Lion's Club finally donated 

it. 

Al1 act iv i t ies  that required specialized personnel - 
immunization, dental care, orthopaedic problems, glasses - the 
nurses organized through service clubs and volunteer physicians. 

The Rotary Club accepted responsibility for crippled children; 

the Lion's Club supplied milk and eye glasses to needy childten; 

the Elizabeth Fry Chapter of the IODE sponsored immunization 

clinics, and physicians and dentists donated their services; the 

Red Cross supplied cod liver oil. Physicians on the school 

boards were generous with their services. Some years the 

Federation of French Women sponsored immunization clinics for 

Catholic children (held in St. Anne's Hall away from the 

scho~ls.)~ Individual physicians removed tonsils and adenoids 

free of charge. Dr. Cook often performed this surgery, but one 

year, for example, Dr. Lacacque performed 75 of these surgeries 

free of charge.3a 

Dental problems were a concern in al1 elementary schools, 

and, as we have seen, continued to be a major problem in 

secondary schools. In the public schools, a dental survey was 
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done each year by "protestant denti~ts."~~ For needy children, 

the dentists divided up the work between thanselves, and charged 

the Public School Board a reduced f e e . ' O  In 1936, the School 

Board allotted $100 for this, and the Red Cross another $lOO." 

Not until 1938 was dental care organized in the Separate Schools, 

but it was not possible to keep up with the dental tteatment 

required. In 1943, a rapid inspection in one classroon found 

that "nearly every childfs first permanent molars were decayed to 

the gum line and not one child had been brushing her teeth.w42 

In December of each year, both school nurses assisted the 

service clubs with Christmas preparations. This work did not go 

unrecognized. In 1934, both Jane Thomas and Marguerite Court 

were made honourary members of the Lion's Club.4a 

In September 1940, both the Public and the Separate School 

Boards hired an additional nurse, neither of whom had preparation 

beyond their hospital diplomas. The Public School Board hired 

Mrs. Margaret Hinds, a widow with two children, to assist Jane 

Thomas. They continued working together until after the health 

unit was formed in 1956. Their annual reports signify their 

presence and their work through the years. 

The Separate School Board hired bilingual Miss Juliette 

Fortin to assist Marguerite Court, at the same time that Hinds 

was hired by the Public School Board. Records do no+ indicate 
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Separate School Board nurses. They seemed to corne and go, and, 

if they prepared annual reports, these are not available. Miss 

Court was il1 in 1935 and still in 1938, but could not afford to 

retire." We do not know when she left. A Miss Dion was hired in 

1943 and sometime later Della Carter. Grace 08Leary was hired in 

1949 and left a few years later to study public health nursingD4' 

When she returned in 1953 she joined the Board of Health staff 

rather than returning to her previous job with the School Board. 

As a separate school nurse, 08Leary had been concerned about her 

status if a health unit was fonned. Dr. Cook assured her that 

separate school nurses would automatically become part of the 

health unit, which would not be the case for public school 

nurses. Before 1956 two other nurses also worked in the separate 

schools - Misses Marcotte and Fitzgerald. In 1956 they both 

married. Marcotte moved out of t o m  and the school board looked 

for a replacement: Fitzgerald (now Mrs. Keaney) remained working 

with the school board? When the health unit was formed, as Dr. 

Cook had indicated, the separate school nurses became part of the 

health unit, 

The major expansion of the role of M e  public health nurse 

came about at the Sudbury Department of Health office, which had 

originally been little more than a clinic. As described earlier 

in this chapter, May Stewart vas expanding her role but was 

limited in what she could do because she was the only public 
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replaced by Mrs. Tees. In the spring of 1946 when Wrs. Tees 

resigned, Dr. Cook informed the Board of Health that there should 

be two public health nurses in the department pe~manently.~' A 

second public health nurse, Mrs. N. R. Laxton, was subsequently 

hired.4a Sometime later a clinic nurse, Mrs. Boileau, was added 

to the Department of Health staff, in addition to the two public 

health nurses. Stewart and Laxton left the department sometime 

between 1952 and 1953.49 

In January 1953, the Star reported, "M O H says Nurse 

Shortage Hits Public Health Ser~ice."~ According to Dr. Cook, a 

public health standard recommended one public health nurse for 

every 5000 population. Sudbury, with a population of 46,509 

should therefore have nine public health nurses, but had only 

seven (2 public school nurses, 2 separate school nurses, 1 

secondary school nurse, 2 public health nurses in the 

department). On this basis, Cook planned to have four public 

health nurses in the office. He hired three nurses - Miss Rhea 

Desjardin (as senior nurse), Miss Grace OtLeary and Miss Margaret 

Hunter. They remained the staff of the department until the  

health unit was formed, when the number of nurses was increased 

to meet provincial standards for health units (and also because 

the outlying district was now included in the administrative 

unit). 
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Except for the depression years, school nursest salaries 

increased regularly. In 1932, Jane Thomas received $1600 a year 

with $200 car allowance from the Public School Board, and 

Marguerite Court received $1300 with the grudging possibility of 

$100 car allowance from the Separate School Board. In 1933 

Thomas8 salary went dom to $1400 with $100 for her car, while 

Court's salary stayed at $1300 with $5 a month for her car. 

Thomas8 salary went d o m  again in 1935 to $1300 plus $100 for her 

car, before beginning its steady upward climb. In 1937 she 

received $1400 plus $100 car allowance; in 1939 it was $1600 

including her car.'' Thomas received salary increases that 

paralleled the increases to public school teachers so that by 

1956 her salary was $4900 with $300 for her car.s2 This was 

approximately the beginning salary for Miss Florence Tomlinson, 

hired to head public health nursing at the newly-formed health 

unit. '' 

More information is available for Thomasr salary Man for 

Court's. It represented a benchmark against which to judge 

public health nurse salaries. Thomas, though receiving a salary 

that paralleled teachers8 salaries, was never included in the 

school boardrs pension plan. This became an issue when attempts 

were made to incorporate school nurses into a health unit. One 

of the three conditions set by the Public School Board for theit 

support of a health unit was that the school nurses be enrolled 

in the health unit pension plan.s4 When the health unit  was 
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included. The reasons may have b e n  conditions other than the 

pension.'' The Board of Health, however, may have baUted at 

including Thomas in their pension plan when she was almost ready 

to retire. Following M e  formation of the health unit, its 

salaries, in tuni, became a benchmark for the Public School 

Board. In 1957, the Public School Board agreed that "in view of 

the salary schedule for Public Health Nurses of the Health Unit . 
. . there would be no change in the salary of the school 
nurses, lm 

The first nurses hired by the Board of Health were clinic 

nurses. They were registered nurses with no public health 

training. The Board continued to hire these nurses for the 

clinic, and hired prepared public health nurses for broader 

roles. The clinic nurses always received lower salaries than 

nurses with public health training. In 1932 Miss Chevrefils, the 

clinic nurse, was paid $1200 with two weeks vacation." In 1943 

it seems that the clinic nurses were still receiving the same 

amount - $100 a month plus cost of living bonus." 

The salaries for Board of Health nursing staff in February 

195lS9 were: 

Mrs. M. S t e w a r t  $2940 plus $35 car allowance 
Miss G .  Motley 2940 
Mrs, A. Laxton 2640 plus $35 car allowance 
Mrs. Boileau 2100 (clinic nurse) 

These salaries did not compare favourably to the public school 
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Board Favours Raises for its Nurses." Public school nurses had 

received their annual $300 raise on 1 January and were getting an 

added $200 raise on 1 Septenber. They worked a five-diy week 

with summers off. The Board of Health nurses, on the other hand, 

worked a six-day week and received only a $180 raise." The 

proposed salary increase must have b e n  approved because in July 

a new salary schedule was po~ted:~' 

Mrs. M. Stewart $3360 
Miss G. Matley 3360 
Mrs. A. Laxton 3060 
Mrs. Hauser 2520 (clinic nurse) 

Fortunately for the nurses, the MOH was interested in equitable 

salaries for t h e m .  

Previous to this, in 1946, the MOH arranged with the Board 

of Health for an increased holiday period for public health 

nurses. He told the Board that Vublic Health Nurses should 

receive an annual holiday of four weeks, which [was] in line with 

the policy followed in other centres, and othet personnel in the 

Department [should] receive two weeks h o l i d a y ~ . ~ ~ ~ ~  The Board 

approved Mis, which meant that public health nurses had four 

weeks vacation and clinic nurses and office staff had two weeks. 

Public health nurses had been staffing a Saturday morning 

clinic as well as evening cl inics ,  and, therefore, working a six 

day week. In 1954 they changed to a five day work w e e k  with a 

six-and-a-half h o u  day. They worked from 9:QO a.m, to 12~00 
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noon, and 1:30 p.m. to 5:00 p.m. plus two hours at one evening 

clinicOq This 34 1/2 hour work week sounds low, but lunch hours 

were not included. If they were out in the comnwiity at 12:00 

noon, their lunch time would include travel to the office and 

then perhaps out to another location. Their actual working tirne 

was probably much closer to 40 hours than 34 1/2. 

As more public health nurses were hired, their roles 

broadened. Transportation became a necessary concomitant of the 

expanding role. What that transportation would be, and how it 

would be paid was an ongoing hassle. Mrs. Chevrefils, it seems, 

had no car allowance. Her short-lived replacement in 1940, Miss 

Schaffter, was paid $1 a day for the use of her car.64 Being paid 

a car allowance, seems to have restricted the nurse's ability to 

use her own car during tirne off. Dr. Cook, for example, 

complained to M e  public health nursing supervisor M a t  Miss 

Schaffter had "junped in her car h i d a y  night and [gone] to 

Toronto, inferring that she was using city money for her carOwq 

Actually she had taken the train. This may have been part  of Dr. 

Cook's general dislike of Schaffter, or perhaps he was new to the 

idea of car allowances. 

In 1949, Dr. S. B. Cook, succeeding h i s  father as MOH, 

supported car allowances for nurses in the face of Councilfs 

attempt to cut them from four to three. The aldermen did not 

understand why nurses needed cars. As Alderman McNeill stated: 
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use the bus and street car services, and it was not like the 
case of a doctor who had often to get there quickly and with 
three cars he thought [the nurses] were well ser~iced.~ 

The aldermen were very specific in Meir coimants. For example, 

Alderman McKinnon asked '@if Mrs. Stewart used her car last year 

or did she spend her tirne in the office?" Alderian Whissell 

believed that buses and streetcars should be used. Dr. Cook 

described M e  expanding role being expected of the nurses, in 

view of which Mrs. Laxton would require a full car allowance 

rather than a half allowance as previously. He explained further 

that Mrs. Laxtonts car Itwould be available for three weeks a 

month and usually one or two days of M e  fourth week." During 

the rest of the fourth week she would use a street car." This 

must have been accepted, but in 1951 Mrs. Laxton was granted a 

$35 car allowance with the stipulation that %ha buys her own car 

and does not use her husbandfs. ft68 

There seemed to be no perfect solution for the 

transportation of public health nurses. During the 1950s, the 

MOH made an arrangement with a used car lot whereby nurses would 

go to the lot and be given a car for the day. One can imagine 

the variety of conditions of used cars rented by the day. This 

system proved unsatisfactory, and nurses began to use taxis 

instead. Nurses waited until enough visits had to be made in one 

neighbourhood and then took a taxi to that sight. While this was 

reasonable in terms of cost, families had to wait for a nursing 

visit until others in the neighbourhood also needed a nurse. In 
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1956 when the health unit was foxmed, the Board of Health decided 

that nurses doing city work would continue to use taxis.'* 

The increasing need for transportation reflected the 

changing scope of the public health nurses work. The years from 

1945 to the formation of the health unit saw progress toward M e  

ideal of generalized public health nursing. The goal of public 

health nursing, of course, was to improve the health of the 

population, not simply to organize their work in a particular 

way. Preventive health services, during the 1945 to 1956 period 

improved across the age spectnim. 

Throughout this period, the VON continued to give nost of 

the prenatal care. They referred their cases to  the Board of 

Health at the end of six weeks post ~ a r t u m . ~ ~  Public health 

nurses were, however, providing group and individual teaching in 

hospital maternity ward~.'~ By 1956, as well, doctors in Sudbury 

were expressing an "increasing interest . . . in prenatal 
teaching and newer developments in the field."- Consequently, 

the Sudbury Department of Health made plans  to send the i r  senior 

nurse, Rhea Desjardin, to take a three week course in New York 

City. She was beconhg a specialist in this area, and had the 

advantage of being able to give prenatal care in English and 

French. 

Infancy is a critical period for health and life, itself. 



Shortly after becoilng MOH, Dro S. Bo Cook discovered that of 

1,179 babies born in Sudbury in 1945, none had been inoculatedon 

He set about making inoculation more accessible for mothers and 

infants. In addition to the inoculation clinic held at the 

Department of Health (50 Cedar Street), clinics for infants and 

preschoolers were established at Nolin School and at St. Paul's 

United Church in the West end." In 1949, the Department of 

Health planned to "inaugurate a door to door visiting systemtt for 

al1 registered birthsO7' For a tirne, the plan faltered for lack 

of clerical assistance in getting names from the Birth 

Registration Book a t  City H a l l . 7 6  Sometimes, because of 

transportation, the babies were six months old before the nurse 

got to visit them. Public health services for newborns and 

preschoolers, nonetheless, were available. 

Public health concern tended to focus on infants, the most 

vulnerable, while older preschoolers received less attention. 

When they neared school age, however, many attempts were made to 

monitor their health and correct defects prior to school entry. 

Summer Round-Op, as it was sometines called, was an on-again off- 

again affair until the 1950s. In June 1950, children about to 

begin public school had physical examinations by either their 

family doctor or Dr. Cook. Separate school beginners were to 

have physicals after school opened." In June 1952 Dr. Cook 

examined 320 preschoolers and family doctors 160; in 1955 Cook 

examined 235 preschoolers and family doctors 294.'. The program 



for preschoolers had become regularized. 

Public health services ai ied to provide preventive services 

across the life span. The earliest organized service was the 

venereal disease clinic and follow-up home visits. For many 

years, services for diagnosis of tuberculosis (chest clinics) 

were held just three tintes a year. By 1953, however, chest 

clinics were held every day, and a public health nurse was in 

attendance to take patients' histories.7s Follow-up home visits, 

that had been so difficult to initiate, were carried out 

routinely. The Board of Health annual report for 1955 described 

the tuberculosis control program as "well rounded.Ifao That year, 

public health nurses had made 2728 home visits (for al1 age 

gro~ps).~~ During home visits, the nurse focused on the fanily as 

a whole, not just the particular concern that initiated the 

visit. Therefore, though many of the home visits related to 

newborns, the health of the adults in the family would also have 

been monitored. 

With illness ptevention services well organized, public 

health nurses were able to broaden their activities to include 

more general health promotion. Pre and post natal work had 

always encompassed both health promotion and disease prevention. 

But as long as adult work focused on venereal disease and 

tuberculosis, illness was the focus, and not health generally. 

That emphasis also changed during the fifties. In 1956, Rhea 
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Desjardin spoke on health topics to two groups, plus appearing on 

seven radio broadcasts and three television shows.87 The scope of 

public health nursing in Sudbury now covered b o a  disease 

preventfon and health promotion across the life span. 

By the mid 1950s, Board of Health nurses organized their 

work in relation to districts. There were variations in the way 

this was carried out, but generally work assignments took 

neighbourhoods into consideration. Miss Hunter, for example, 

worked mainly in the Donovan areaoa1 By the tirne the health unit 

was formed, therefore, public health nursing in the city of 

Sudbury closely approximated the generalization model. 

By the time that the health unit was formed, public health 

in the city of Sudbury was already well organized. The chair of 

the Board of Health, recognizing this situation, believed M a t  

the advantage would be mostly for outlying areas where scurvy had 

been found and tuberculosis was prevalentO8' But for nursing, the 

health unit represented two distinct advantages. F i r s t  of all, a 

public health nursing supervisor (later called the director of 

nursing) was an essential part of a health unit. This meant that 

no longer would Sudbury public health nurses rely on an annual 

visit from a provincial public health nursing supervisor. 

Nursing leadership would be present on a day-to-day basis. 

Though public health nurses would still operate under the medical 

officer of health, they would be directly responsible to a nurse. 
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Secondly, the formation of the health unit  represented the final 

step toward generalized public health nursing. Each nurse, 

rather than spreading her services over a large area, would work 

within a particular district. The ideal  was now possible. On 10 

September 1956 the Sudbury and District Health Unit was b o n ,  

with M i s s  Florence Tomlinson, public health nursing supervisor. 
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CONCLUSIONS 

That the morbidity and mortality in 1920s Sudbury called for 

significant action, there is no question. hiblic health nurses 

saw Meir work as an important, perhaps the most important, 

attack on the health problems afflicting society. Their 

development and work in Sudbury has been the focus of this paper. 

Public health nursing in Sudbury followed a unique 

trajectory. It did not  arise from district nursing as in 

Britain. Neither did it corne from tuberculosis nursing as in 

Toronto, nor from materna1 child care as the Ontario goverment 

hoped. Instead it arose out of a venereal disease clinic. 

Demography and lifestyle in Suàbury combined to give venereal 

disease a prominence it did not have in other parts of the 

province. Though tuberculosis was also prevalent in Sudbury, the 

two diseases differed in their mode of transfer, the method of 

diagnosis and the treatment. These differences, along with the 

political climate in Sudbury, account for the specific way that 

public health nursing developed. An examination of ciifferences 

between the two disease entities shows why this should be so. 

Venereal disease was transferred by sema1 contact, 

tuberculosis was airborne. Persons with venereal disease were 

required by law to have treatment, and therefore, official action 

was required; persons with tuberculosis needed to be isolated. 

Diagnosis of venereal disease was made through blood samples and 
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spinal taps which did not require elaborate machinery, such as X- 

ray machines used to diagnose tuberculosis. In S u d b w ,  through 

the 1920s and 1930s chest clinics for the diagnosis for 

tuberculosis were held three times a year and required little 

nursing staff. hiblic health nurses were needed to follow up 

after the clinics but patients diagnosed with tuberculosis were 

given institutional treatment isolated from Meir familias and 

the cormunity. Venereal disease, on the other hand, required 

medication by injection and treatment of suppurating sores, but 

patients did not need isolation or institutionalization. 

Frequent, regular clinics were, therefore, the solution for the 

diagnosis and treatment of venereal disease. In the clinics, 

nurses were needed to take histories, prepare and give 

treatments, assist the physicians in Meir treatments, clean and 

sterilize equipment and organize files. Hospital-trained nurses 

were prepared for this kind of work. But these nurses also 

worked in the community beyond M e  clinic. They visited patients 

who had stopped coming for treatment and they visited these 

patientsf sexual contacts who needed to have diagnostic tests. 

To do this community work, public health nurses were needed. In 

this way, public health nursing in Sudbury arose irom the 

venereal disease clinic. 

Politics in Sudbury was another factor influencing the 

development of public health nursing. As we have seen, the 

Sudbury Town Council refused to fund a public health nurse to 
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carry on the work of the Ontario Child Weltare Project. Since 

this project was the beginning of a new phase in public health, 

that of health education within the family unit, and Sudbury had 

rejected the project, public health continued to operate within 

the bacteriological phase. This continued much longer in Sudbury 

than in other localities because the Public School Board refused 

to transfer its nurses to the Board of Health, allowing the 

formation of a health unit. Health units were designed expressly 

for promotion of health through the family unit. Without a 

health unit, and without public health nurses hired to work with 

families, Sudbury continued to function in the bacteriological 

mode. 

There is no question but that gender affected the 

development of public health nursing in Sudbury. The public 

health nurses in Sudbury did Wnow their placen and served the 

doctors. For example, one public health nurse interviewed for 

this study asked not to be quoted on an incident that happened 

over forty years ago, because it night reflect badly (presumably 

on the MOH). As Stuart tound, "gender determined almost 

e~erything.~~ Both gender and class would have deterred Sudbury 

nurses from devising their own path. We know of faw attempts by 

the Sudbury public health nurses to produce change or to 

contradict the MOH. Public school nurse Jane Thomas attempted to 

organize preschool physical examinations and was successful when 

the MOH cooperated. May Stewart visited outside the city limits 
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though Dr. Cook disapproved. By this time, however, Dr. Cook was 

il1 and S t e w a r t  was running the health department. The public 

health nursing supervisors who attempted to produce change were 

continually frustrated by the MOH. The whole society was gender 

determined; the particular actions of Sudbury nurses reflected 

that . 

Gender inequity was pervasive, however, not al1 problems 

that the nurses encountered can be reduced to gender relations. 

Just as the MOH frustrated the attenpts of the supervisors to 

produce change, so the Sudbury Town/City Council and the Public 

School Board frustrated Dr. Cook's attempts. Gender, in that 

situation, was not the issue. 

Class and ethnicity also influenced the development of 

public health in Sudbury. McPherson categotized nurses as 

working class, though she acknowledged that they might derive 

class identity fron their fathers and husbandsm2 Alice Linton 

clearly placed herself in the same class as the middle-class 

women in the CWC, and she seemed to relate with Dr. Cook on an 

aven footing. She decried the training provided by a hospital 

the size of St. Josephrs. However, her attitude of superiority 

toward Sudbury nurses, especially those with French names, 

suggests a class or ethnic bias. Linton perceived French/English 

factions during her stay in Sudbury, and saw the Ehglish faction 

as supporting her cause. 
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The middle class initiated the drive for public health 

nurses, but with 1,000 signatures on the petition to continue the 

project, the working class must also have been enlisted. The 

members of the CWC were al1 married and derived their status from 

their husbands. The were listed as, for example, Nrs. Oscar 

Smith or even Mrs. Dr. DixonO3 Al1 of the names associated with 

health in Sudbury were British or French - there were no obvious 

Italian, Finnish, or Wkrainian names, though these groups 

together constituted one-third the population. 

The period between 1920 and 1956 saw major improvements in 

M e  health of Sudburians. Infant and materna1 mortality dropped; 

venereal disease and tuberculosis were controlled; diphtheria, 

sxnallpox and other contagious diseases were eradicated. Public 

health nurses played a significant role in al1 these areas. As 

their numbers increased and they became accepted health care 

providers, they were able, albeit in a limited way, to  organize 

themselves on the mode1 of generalized public health nursing. 

A number of questions need to be raised about the work of 

the public health nurses. Were they right in believing 

themselves to be an appropriate solution to high morbidity and 

mortality in Sudbury? More specifically, what were theit aims 

and what did they accomplish in the years prior to the 

organization of the health u n i t ?  



196 

Public health nurses considered themselves an elite corps. 

The first group of public health nurses in Ontario, which 

included Alice Linton, were hand-picked for their educational 

background and their experience in nursing. They were graduates 

of large hospital schools of nursing like the Toronto General 

Hospital or Johns Hopkins in Baltimore; many of them were war 

veterans. Alice Linton disparaged Sudbury nurses who had 

graduated from small St. Joseph's Hospital, and she decried the 

confidence they expressed in their own nursing ability. The 

public health nurses also considered themselves an elite corps 

because they were on a new important mission - health education. 

The aim of the early public health nurses was integral to 

phase three of the public health movement. It was to teach the 

public, particularly the poor, to live hygienic lives, and more 

specifically to teach mothers proper child care. Concern For 

infant and materna1 mortality instigated the Ontario public 

health nurse project, but its aim quickly broadened to include 

the health of the public genetall~.~ Education for disease 

prevention and health promotion was the professed &us o p e r a  

of the public health nurses. 

It was difficult for public health nurses to meet their 

goals - to focus on education for prevention, rather than 

physical care. As Linton complained, "Yeu cannot get some people 

away from the idea that sick people are the most important in a 



197 

Town, even a backache.'" They were, nonetheless, committed to 

education for prevention. 

Researchers differ in their evaluation of the work the 

public health nurses performed. Stuart found their work to be 

helpful to mothers, but oiten hindered by their subservience to 

medicine.' Comacchio and Arnup both presented evidence of 

mothersf appreciation of the help given them by public health 

nurses. They both also quoted a letter written by a Sudbury 

women in 1937 lamenting that Sudbury had no baby clinic.' The 

1987 Ontario Task Force on the Implementation of Midwifery 

believed that the home visits made by those early public health 

nurses were detrimental because they underninad a woman's 

confidence in her own abilities. The Task Force's assumption 

that women were confident about childbirth, despite alarming 

maternal and infant mortality, is unwarranted. They argued that 

during this period "medical birth in hospital was statistically 

more dangerous Man birth accomplished at home in the traditional 

rnannermtts The Task Force decried the medicalization and 

consequent hospftalization of pregnancy. Over the years more and 

more women delivered their babies in hospital. By 1956 97 

percent of deliveries in Sudbury were in hospital.' This, of 

course, increased nedicine8s control of the birthing process. 

What the Task Force failed to acknowledge was thatboth infant 

and maternal mortality continued to decrease at the same time 

that hospital deliveries increased, Hany factors were involved 



in both the cause and decrease of morbidity and mortality. 

Comacchio and Arnup acknowledged ais; M e  Task Force did not.  

Public health nursing continues to change in response to 

forces around and within it. Diseases change in their character, 

incidence and treatment. Political ideologies, about who is 

responsible for M e  populationfa health and how much noney will 

be spent on prevention, continue to affect how many nurses are 

hired and what their rale will be. Most nurses still are women; 

gender remains an issue. Nurses continue to be seen as 

trustworthy and caring. While public health nurses have been 

influenced by their context, they have also been important agents 

in improving the health of Sudbury residents. 
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