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ABSTRACT

The following dissertation examines the history of general hospitals in modern, central and
western Canada.fibllows extensive case studies of the Toronto, Winnipeg, Calgary, and Vancouver
general hospitals. The last few decades have seen an expanded interest irs hp<paaadian
medical historiandyutthe overall literature is thin. Further, many of the extanbhiesfocus on a
particular constituenthe medical profession, administrators, or architects. In this dissertation |
argue that these general hospitals were contested spackthat their organization and layout
reflected negotiation between severatiga.A further important vector is the role hospitals played
in the social life of their communities. As these general hospitals grehbegan treating middle
class patientghey alsaequiredarge sums of money from the public pusdministratorshad to
account for the shape and use of medical space to the general public that helped fiasutioeyit
did to the doctors who worked theBauring the period 1882945 general hospitatsovedfromthe
periphery of medical care to the centre, but nitiout substantial growing pains. These institutions
routinely lacked funds and space, and remained in operation as much through thef effedisal
professbnals as by concerned citizeAfter the SecontlVorld War the Federal Governmeshifted
from astandoffish institution to one ready to release funds and administrative energies towards new
ideals of social welfare. Funding increased dramatically for the building of new hqspitdls
legislativedevelopments such as Medicare transformed the soagiolitical relationship between

hospitals and patients.
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Hospital Timelines

A note on timelines; they are neither exhaustiveargumentative. Rather, they are an artefact of

the research process and are included as a roughfguigee as reference They provi de
gl anwerbvioew of a nandsimce the chapters proce@dchranolagically these offer

an esy way to look up a major event without referring to an earlier chapter.
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TGH Timeline

18201 First hospital built at King and John Streets (York General)

18471 Act of Incorporation passed

1853i Moved fromKingWwe st t o Gerrard Street into a new 061
beds. (Moves to College Street in 1913)

18771 Erection of a West wing

1878iEr ecti on of OBurnside6 Maternity Wing.

1882i Womends Pavilion erected (funded by privat
18871 Special building erected as an addition to the West Wing to provide rooming for nurses

18981 Emergency Building on Bay Street commissioned.

19027 The 1887 addition to the west wing, occupancy doubled.

190671 Bay Street building closed. First psyatric unit established.

191liLayi ng of Cornerstone of ONew General 6 by E
over social service department.

19127 Last year of the Gerrard Street Hospital. Newmatient clinic under construction

1913i Open ng of Coll ege Street Hospital ONew Gene
19251 Psychiatric Hospital opens

1928i Tenders called for new Private Pavilion on University Avenue. Medical wards enlarged.

19297 Power house renovation/building. New Laundry erected. 865 bedityapathis time.

Smoking in general wards prohibited ($1.50 per diem for city patients paid by municipality, $1.75

after 1 April. $0.32 paid for indigent naesidents. $0.50 paid per diem from the Province, $0.60

after 1 April)

19301 24 April formal ogening of new extensions, including Private Patients Pavilion.

19311 American Hospital association Annual Meeting held in Toronto 28 Septén2b@ctober

1932i Plans being finalized for Radibierapeutic building (9 floors and basement) As of February

bed capacity at 1,068

1933i DunlapBe quest | eads to purchasing O6Pathol ogi c;
and renamed Dunlap building.

19341 Out-patient annex being built/tendered

19391 Hospital Capacity 1144 beds and 174 cots, averaging g@tents per day.

1948 - Wellesley Hospital becomes division of TGH

195071 Tunnel built to hospital for sick children (contract signed December 1949)

19521 Building Fund Campaign for new Hospital. 1418 bed capacity

1953i War d Al 0 mo d egle mons ard hursesestatiors Naw Nursing home built as
condition of acquiring Wellesley Hospital

1954iConstruction begins on Central Building, S
building opened

19557 December, 20 feet of south end of medisatords department and Dunlap building
demolished. (Not whole building) Construction of Urquhart wing begins

19571 Plumbing strike in fall slows construction

19591 15 May, formal opening of new Buildings. Dunlap building to be demolished

196071 CentralBuilding came fully into operation. 1 January former Wellesley Division leaves to
become independent.

19617 Modernization of public wards (A,B,C) begins. 1400 beds total, 640 privateyssatie and

760 public.
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19621 19 January, official opening of @hovascular Surgical Unit. Modernization of epdtient
department (medical clinic 101 college street) completed 10 April. Clinical Investigation Unit open.
19631 September Contract let to Richard & B. A. Ryan (Mathers & Haldenby Architects on job) for
building a medical library on thé"dloor of the private patients pavilion cost: $136,393.00. Fudger
House to be Metro Aged Home

19641 1,243 beds in four separate buildings

19671 8 June, dedication of the Urquhart building, formerly known as the&dmniilding
1973-For mer Private Patientdés Pavilion (then
1976- Ontario ministry and City of Toronto approve of new construction

19771 Construction on David Eaton building begins

197971 John David Eaton Wop completed, July. (14 floors, 400 patient beds, clinics, offices,
diagnostic and teaching facilities)

19811 8 July opening of the John David Eaton building
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WGH Timeline

18717 Dominion Government constitutes a boardeélth to establish a temporary hospital.

18721 First hospital established, 5 beds.

18751 Charter granted by Special Act of the Legislative Assembly, building of firsstarey
building, 2 private beds 20 public

18831 Erection of A and B Flats; twdaey building

18841 Opening of first building, 50 beds. A and B Block (13 March) (Ward 2 had 24 beds, Ward
one 7 beds.

18881 Built brick operating theatre, maternity hospital, and nurses home.

18931 New Isolation Hospital opened

18941 Fi r st RMWadenseeBail Isolation Hospital opened (started construction in 1892, was
later used to house internes)

18951 Power House Opened

18971 Surgical Wing, C,J,K Block. Training school for nurse established

18981 Jubilee Wing 20 September (E, F, G Flats)

190316 C6 Ward completed (formerly known as O6émed

1908iChi |l drends Pavilion under construction
1909i Chi Il drends Hospital Established
1910iNur seds Home Repaired and i mproved

19117 East and Central Wings begin construction

19127 Cental Section and East and West wings erected

1913i New wi ngs to be known as fieast (B)o and fAw
19151 At | east through December orderl.i

19171 650 bed capacity

19181 Nurses Residence BuiltPsychopathic builing nearing completion

19191 Psychopathic Building opens

192371 Nursing Home addition (five storeys) begins

19251 Mc Der mot Street section added to Nurseods R
19271 Added a wing which cared for crippled children at Shriner Hospital

19351 Semtipublic service begins

19361 Preparation for Demolition of A and B Flat

19437 658 patient occupancy

19447 Mention of A and B ward planned demolition in near future

194571 7 April, Provincial Legislature incorporated Manitoba Medical Centre

19501 Openirg of Maternity Pavilion (6 May Northwood and Chivers Architects)

195219531 Joint Hospital Fundraising campaign carried out.

195371 800 beds 97% in use daily. At this point all buildings at least 41 years old

1954i Me di c al centre AmaMayments AAO0O compl e
19551 Me di c al centre Apartments ABO completed 1
19561 Bui |l ding begins on o6new North Wi ngdo (A and
19571 Nursing student housing moved to space in the department of gynaecology, previously being
housed on %floor of Maternity Pavilion. WGH Alumni Association founded

1958i6 new North Wingd completed. North known as
E and F. North wing also contains G wing. (Old A and B still standing, known now as H2 and H3)
Super i ntesdentedemofished

Xiv



PhD Thesis S. Sweeay; McMaster University History

19591 Original Brick Building (A and B wing) demolished 20 June, beginning of construction
Lennox Bell House

196071 Conversion of steam boilers from coal to gas/oill

196116 H6 Wing (Service Wing) built between 06C6
19621 Old Isolation Hospital Demolished (contained internes quarters)

1963ih B0 wing renovated. Plans for teaching and
beds

19647 Ecumenical chapel builtf i r st such space on t hebowrounds
service wing

19651ACo0 wing renovations. New Laundry Building

1966 6 H6 wing only expanded from two to seven s
renovations

19681 Patient occupancy at 968

19717 Demolition of Amal@mated Electrical Building 791 Notre Dame Avenue

19721 Centennial. Health Sciences Centre Act passed

19731 Basic Medical Science Building completed, acquired financial service building

19741 Central Energy Plant completed
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CGH Timeline

Calgary General Hospitali118901 8 95 A Cott age Hospitalo four sm
Calgary General Hospital 1118951910 built on 1% Avenue and 8 Street East

Calgary General Hospital I1119101 953 A Ol d Gener al O

Calgary General HospitaV/Ii 19531 998 O New Gener al 6

1890 CGH Organized and incorporated in a rented
was a smalktoreyanda-half- frame house located near Louise Bridge containing two rooms and a
kitchen on first floor and four sravars on the second.

18941 Board announces plan to erect Hospital at Sewst corner of 12 Avenue and 8 street

Wet. The cornerstone was load by Honourable T. H. Daly. Hospital accommodaiBinpatents.

189571 Hospital building completed amapened. Child & Wilson were the architects, Nursing

School established

1898i First Nurse Graduated from the training school

189971 Maternity Hospital erected immediately west of CGH. Now used as Isolation Hospital
Nur sesods Home

19007 Maternity Hospitan nd New Nur sedés Homes officially o]
19051 New Maternity Hospital Erected (5 September), South and west of maternity hospital erected

in 1899. Building now used as Isolation Hospital.

19091 Completion of General Hospital

19107 1 FebruaryGener al Hospital North of Bow River o]
1913i 28 April, by-law of the City of Calgary #1472 approved; $10,000.00 to purchase site, erect

and equip smallpox hospital to be operated by the City of Calgary. 15 Octobenm&ntesxecuted

bet ween the City and the Calgary General Hospi
properties to a Joint Hospital Board to be a corporate body, known as the Calgary Hospitals Board.
First X-ray machine installed

1914i Actto incorporate Calgary Hospitals Board passed. 1M4rch 5" agreement between the

City of Calgary, the CGH and the CHB executed. Under the terms of this agreement the Hospitals
Board assumed control over the CGH, the Mountview Hospital, the Isoldtispital and the

smallpox Hospital.

19177 New Poultry house was constructed for 1000 hens.

19197 Hospital Annex completed and furnished. Administration of General, Isolation, and
Mountainview hospitals as a City Department commences. Constructiokofergency Hospital

begins

1921iHospi tal Annex remodell ed as Nursesd Home.
19247 Original 1895 building now serving as Isolation Hospital

19331 Patient occupancy at 215 beds

19341 Hospital Board reinstated.

19371 Mangle for steam laundry purchased. Department of medical records begins

1938i Formal complaints mad by administrator to the province about the inadequate space/obsolete
buildings. New Xray equipment purchased

1939iiBo Bl ock, anumddotresi dentédeis built.

194071 Board Agrees to build residence for internes

194171 Old Smallpox Hospital sold for demolition. Construction on Perley Wing begins. Power

Plant built
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194271 By December new wing under construction (Perhaps Perley Pavllimother student
residence ADoO0O Bl ock built.

19447 Perley Wing opened (two floors)

19471 Final drafting of CGH IV plans

19491 Sodbreaking for CGH IV

19521 Patient capacity at 320 beds during construction

19531 Planned completion of New CGH, erectiohtloree level laundry, conversion of Perley
Pavilion to maternity facility. Opening of new CGH (1V) 628 beds. Section of basement set aside for
the care of Psychopathic patients. Architects of new CGH were Mr. W. L. Somerville, Toronto and
Mr. J. M. Steveson Calgary Alberta.

195471 Construction on nursing school and residence begins. Opening of a new psychiatric ward
with 20 beds. Stevenson and Dewar architects for renovations and alterations to Perley wing.
19551 North and South Extensions endorsed iomRce Committee. Boiler plant extension. Perley
Pavilion renovated and rebuilt to double bed capacity

19561 Official opening of new Nurses Residence-fMilding) and School, May (testorey
building)

19581 648 beds available. North Wing Chapel completand to be furnished (in a non
denominational manner) by the Calgary Council of Churches. New Convalescent Wing to be built
adding 175200 beds. Alberta Hospitalization Benefits Act comes into effect 1 April. North and
south extensions completed on mainlding.

19591 Dental Operating room opens, reputed first of its kind in a Canadian General Hospital
19601 Patient occupancy at 728 beds

1962i 4 February Official opening of Convalescdtehabilitation building. 952 beds total. (built

on site of CGHII)

19671 Ground breaking for two additional buildings: a new educational facility adjacent to the main
entrance, and a four storey Service Wingp(Hding) which housed administration, surgical suite,
clinical lab and more. B and D Block slated for adition in spring. Establishment of Mackid
Lectures to provide upp-date information on medical issues and a forum for discussion on current
areas of interest at the CGH.

19691 Construction begins on the Gertrude. M. Hall Education Wing

197071 7 Junethe number 911 comes into effect. New education wing, the Gertrude M. Hall
Memorial Wing opens.

19711 School of Nursing ordered to close. Completion of the addition to the South Service Wing
(F-building) accommodating clinical labs, surgical suite, radjg] emergency and other services.
19721 Service Wing addition begins (Obstetrics)

19731 Patient occupancy at 952 beds. Official opening of the #hwee addition to the (south)
service wing. New maternity unit complete with neonatal intensive caligaf@s. Construction on
Centennial Wing begins.

19741 Perley building to be demolished in June. Final class of nurses graduates.

19751 Discussion of a new psychiatric wing to be tendered soon

19771 The Psychiatric wing (Centennial Winglgilding) o mp| et ed and opened.
capacity to 960 beds and 63 bassinets.

19791 Plan for expansion and renovation presented again in a publication entitled forward to 100.
Proposal tabled in 1980, in favor of spending funds on new projects. The de@sitmfund two

new 400bed hospitals for the city, one to be built in the northeast (to be a satellite of CGH) and the
other off Macleod Trail north of Midnapore.
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19801 Al bertads First Al teripauthe Birthing Centre
19811 Hospitatwide computerized information system initiated

198371 Completion of $4.4million renovation program for upgrading electrical and mechanical
systems in C, D, E buildings

1988i Openi ng of Peter Lougheed facility; the CGlI
comhbned total of approximately 1,000 beds.
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VGH Timeline

1888i First VGH built replacing temporary CPR building

18917 New Wing added

19021 Incorporated as a hospital, 35 beds.

19067 Wooden Isolation Buildings eresd, moved from Cambie Street Location to Fairview
19071 South east wing of Main building completed

19117 SouthWest Wing Commenced

19127 Construction commenced new Power House and Laundry. New Nurses Home Built. South
West wing of Main building complete

19131 SouthWest Wing occupied. Bid to build Central/Service wing accepted. New Power House
and Laundry completed.

19141 Service Wing completed (centre wing on south side) of main building complestology
building under construction. Experimemith semipublic wards. Nurses Home on Heather Street
completed

19151 Enlarged operating room suite completed, Ward X for chronically ill completed, pathology
building opened.

19167 Funds gathered from citizens/businesses to build military hospital@id Yrounds.
Removal of Isolation (wooden) buildings from 1906.

19171 Opening of Marpole facility 300 beds, total capacity around 1200 for all hospital buildings
which is veryu high for this time period. (300 from Marpole, and 300 from Military Annlealis

the number alone) Twelfth Street Annex opened (Military Annex at the time)

19181 Heather Street Annex constructed for emergency influenza cases

19231 Province takes over the Marpole Annex as a home for the incurables

19257 New Infectious Diseasedspital begins construction

19271 Building for TB Hospital, previously occupied by university authorities, renovated. infectious
diseases building completed. Fairview Pavilion opened

19281 Maternity and private ward blocks underway

192971 Closing of Twéfth Street Annex. Private Ward and Maternity (Willow Pavilion) building
completed.

19301 Demolition of Twelfth Street Annex (193035 no progress on building programme due to
depression)

19321 Extension of Xray department completed

19361 New Tuberalosis Wing opened 30 October

19371 Sketch plans prepared by the Provincial Architect for the construction of a 587 bed acute
Unit.

19381 New Interne Residence opened, 51 beds

193919401 No further progress on the building programme was made dhe tear

19417 Plans commenced for the SeRrivate Pavilion

19421 New unit begins construction; seqmiivate pavilion

194371 Two floors of New SemPrivate Pavilion opened. Health Cents for Children Pavilion
Completed

1944i Provincial Government agrescontribute $400,000 and the municipal government passes a
byl aw to provide $800, 000 toward the construct
19461 First phase of power house extension commences. J. A. Hamilton & Associates engaged to
survey present Plant and advise on expansion.
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19471 Work commenced on new power plant. East/West halves of main operating suite re
ventilated. Hamilton report received. Prelim rehabilitation of main building facilities commenced. In
absence of sufficientfundso bui |l d a compl ete nursesd residen
unit.

1948iAddi ti on to Power Plant completed. First wun
prepare plans for 900 bed acute unit

19491 Plan for one storey added betmé/Nard R and old Ward X approved. BC Hospital insurance

begins. 1300 beds in use

19501 Schematic plans for 900 bed unit completed. Due to lack of funds programme revised to
change Chronic to acute (Main building Addition) and Renovate Main building,eaiude new

Acute Unit to 500 beds. New plan commenced. Newalas removing standing committees,

including building committee. Alteration to main building to-tieaddition commenced.

19517 New Addition to main building completed (North wing) Major abflitation of original

Main building, completion of two student residences. Renovation of old Wards A, B, C commenced

and completed Preparing to let contract for a 500 bed acute care building. Main building addition
completed providing 328 beds.

19527 2" & 3 units of Nurses Residence completed, providing 407 beds.

1953i Power Plant completed. Seqmir i vat e pavilion begins to be c
Childrend Work commenced o nprivaté gawlionatd gaediatscs t o we
New East entrance and elevator completed.

19547 Opening of Health Centre for Children 7 August. Plans and specifications for proposed 504

bed acute unit completed. Work on alterations to main building essentially completed. Majority of
power plant exansion completed. Alterations to one wing of s@mwvate pavilion to paediatrics

completed and area officially opened as the Health Centre for Children, increased by 42 beds.

19551 Work commenced on the centennial pavilion (formerly acute block) Albesato Hospital

Annex (Heather Annex) Alterations to Willow P
19581 Money spent on renovation, new building and equipment since-1814,300,000

1959 - Opening of Centennial Pavilion, 20 June. 500 beds. Private VéailioA renamed Laurel

Pavilion

19621 Planning for new Building on site of Laurel Pavilion

19641 Laurel Street Pavilion demolished

19651 Child Outpatient Psychiatry project complete

19661 1,578 beds. City approves $4.8 million for VGH, also voteg@e the Vancouver Five

Year Capital Work plebiscite, offering $3 million for lotgrm illness and Obstetrics and
Gynaecology facilities.

19677 Name of Recreation building (formerly the old laundry) changed-®ehlvice Education

Centre because it wasimarily used for staff training. The Greater Vancouver Regional Hospital

District incorporated and becomes responsible for hospital planning and construction in the region.
Completion of adult outpatient psychiatry building. Regional referendum passpend $51

million on hospital improvements in GVR.

19681 24 October, first kidney transplant in BC performed at VGH

19721 Banfield Pavilion. Second regional referendum passes to spend $95 million in GVR

19737 Plans for Canadian Arthritis and RheumattiSociety Extension. New psychiatric facility

opens§f ormerly the womends |l ounge on the mezzani |
May 1973.

19751 First floor addition to Centennial Pavilion substantially completed 26 ME800 beds.
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19761 Surgical Day Care Unit under construction Building on site of He#hnex

19771 Surgical Day Care Unit completed

198271 Opening of Emergency Trauma Centre, largest in the province (Part | of Laurel Street
project)

19891 Estimated completion of Phaleof Laurel Street project
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Introductioni The General Hospital and Canadian Society
Today t he h o sspnbsreadgnizabe institutibiut thiswastot always so. In the8
and 19" centuries hospitalization was pramly a way of removing destitute citizens from city
streets; to house rather than to heal. Historians have associated the rise of middle class hospital usage
with early 20" century refinements in methods of antisepsis and anegihésaalleviation of
infectionandpa@whi ch began replacing physician visits
However, the 20 century general hospital did not become a bastion of medical and scientific
efficacy through professionalization alone. As important as rak@dvancements weréhe
building, arranging, and organizing of general hospitals owed to an array of influences as varied as
the societies these institutions served.

In recent decadehkistorians haveegun to explore why this process occuried.987Roy
Porter guestioned the tendenc-ki tf e rmeadnidc al o shpi
6gateways to death, 6 asking if this was so wh
obliqgue functi ons &lInthédCagadianadext Rosemarand Davifl Galgdne d .
demonstratedhat the change in hospital perceptions owed to more than conquering pain and
infection, and must include the process of medical professionalization, monetization, and, scientific
standardizationccurringin theearly 20" century? Additionally, David Gagan noted that hospitals
served as symbols of civic pride, order, and sec@rity.

The 6Westernd hospit @ lthe qustesaent@lsenpof medicaltaredd 1 n

surgical expertise and education, atprd! battleground for issues of funding and legal regulation,

Roy Porter and Andr e Robldasand Methodsirt thedlistorg of Medlicieg,&RoyiPaorter

and Andrew WeafLondon: Croom Helm, 1987), 3.

2 For their seminal monograph sBavid Gagan and Rosemary Gaghor Patients of Moderate Means: A Social

History of the Voluntary Public General Hospital in Canada, 28960(Montreal: McGillQueen6s Uni ver si ty
2002)

3See David Gagah A Necessity Among Usland Mariee HOspiainl89838%(ButfaloGe ner a
University of Buffalo Press, 1990)
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and a dispensary of scarce resources. In the paofdginationjt is a structure perched between the
poles of hope and dread. Scholarly research into the history of hospitals intensifi¢d€rbd70s
onward with publications by Roy Porter, Guenter B. Risse, David and Rosemary Gagan, John D.
Thompson, Lindsay Prior, Annmarie Adams, George Rosen, Morris Vogel, Lindsay Granshaw, and
others whose contributions demonstrate that hospitals ca@miderstood without fusing societal
perceptions with the motives of politicians, doctors, nurses, patients, and admini$teatess.
studied area is how these factors affected the spatial expansion, layout, and management of hospitals.
In fact, therénas been no major study into the spatial ordering of I&t@d® 2¢' century Canadian
hospitals> My dissertation scrutinizes changes in hospital layout, urban location, architecture,
services, funding, and usage by social class in four major Canasiaraghospitals, demonstrating
that patronage, social expectation, and politics affected medical design in addition to architects,
administrators, consultants, and doctors.

Hospitals figured prominently in a late1@nd early 20 century change toth@me d i ¢ a |
ma r k e t®pForacerdure® a cast of medical characters includingnesetters, barbers,

apothecaries, druggists, togthllers, physicians of varying repute, and a miscellany of quacks

4 Lindsay Granshaw. "Fame and Fortune by Means of Bricks and Mortar': The Medical Profession and Specialist
Hospitals in Britain 1801948." inThe Hospital in History ed. Lirdsay Patricia Granshaw and Roy Porter. (London:
Routledge, 1989), 19221. Guenter B. Rissblending Bodies, Saving SousHistory of Hospital§New York: Oxford
University Press, 1999). George Rosen, and Charles E. RoseRhetructure of Americanédical Practice: 1875

1941 (Philadelphia: University of Pennsylvania, 1983). David Rosemary G&garRatients of Moderate Means.
Annmarie AdamsMedicine by Design: The Architect and the Modern Hospital, 1I83B(Minneapolis: University of
Minnesota Pess, 2008). GaganA Ne c e s s i tJohn DATih@mpspn addsGyace Goldihe Hospital: A Social

and Architectural HistoryfNew Haven: Yale University Press, 1975). Morris J. Vo@ak Invention of the Modern
Hospital: Boston 1871930(Chicago: Univesity of Chicago Press, 1980)

The closest wo r k Canadién Hodgitals, \122§970AAgDTaenatid Blalf CenturyToronto:
University of Toronto Press, 1974). Agnew was a medical doctor and administrator with the Canadian Medical
Association. Hiperspective on the development of hospitals is of great import to this project, but would serve as a poor
companion study. Its chronology is shorter, but primarily for adhering closely to a whig model of achievement and
progress endemic to an older getieraof medical history written by doctors.

6Sally Wilde, i The -FEdteipehmtnt Be liant itohnes hDopc:t oPPat i ent sé& Cl i r
Sur gi cal L and slidealth and digtong: 120071 25,9101s4,. 0 Roy Pact e dPatienlslaridnhr o d
Practitioners: Lay Perceptions of medicine in finelustrial society ed.Roy Porter (London: Cambridge University
Press, 1985), 5, 12.
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competed for the health dollar of consumers. The patienihegpower of selection in an economic
exchange. Sally Wilde has argued how prior to the supremacy of general hospitals patients held a
real advantage in that their advocétdamily members, friends, neighbourhood clergymen, and
competing medicds outhnumbeed their adversaries. However, she argues that as hospitals became
the primary source of care this relationship inverted. The presence of so many nurses, orderlies,
physicians, and medical studers&ung the balance of power towargsofessional, clinical
medicine’ A social history of general hospitals must keeég liackdrop in perspectiven addition

to improving community healtthospitalsalsotransformed the experience of sickness, healing, and
treatment.

The following discussion aboatiministratas, nurses, architects, planning, legislation, and
patients demonstrates the extent to which multiple interests met within the hospitals to create a
contested space. This further justifies the use of case studies. Despite some broad trends in hospital
mana@ment and civic use there is an overriding value in studying these institutions at an individual
level 8 First, the supporting communities are very different. This thesis describes and explains how a
communityds wealth shapetgledf ways. $Seeonddyrhadspitalhares pi t a
political sites. The forces or interests that won out on any given issue vary. Sometimes the words of
doctors carried the most weighthile at other timesitwash e womends auxiliary,
On other occasns the desires of architects or administrative consultants won out. More often
decisionsame about through a compromise or mixture of these differing interests. Thus, the ways
influence could be exerted and how decisions were made becomes imported. ddes the
rhetoric employed by administrators when it came time to share their decisions with the general

public.

Wil de, fAThe El epPhanetnti Ret hei Dashbdbp: RheChaagngSud@icaCl i ni c a
Landscape of the 1890s,0 5
8 Risse Mending Bodies, Saving Sous History of Hospitals4
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Balancing analytical attentido these actors is a challengbenit comes to patientst is
tempting to attribute spatial changes tonadstrators, doctors, architects, and consultants. For
example, the post945 push to centralize auxiliary servigg$ered economic relief, increased
medical efficiency, andadded accommodation. In those areas administrators, doctors, and
consultants haw left a rich record, but there is little in theyvof patient complaints about the
placement ofmedical supply rooms. Here the interconnected nature of the hospital and society helps
locate patient voices. Voices plural; there was no one patient.nitpigriant to remember that
everyone was a potential patient, including wealthy philanthropists, pioneering surgeons, and
medical researchers. As paying patients became more prevalent in"toer20ry there was a
natural degree oftenomic agency that cawith them but everthose withlimited meanshad a
role inthe negotiation bward rules and visiting hour3he general ward patient had value to
medical students which gave them some standing in negotiation. However, this was limited to a
point by chraic overcrowding. After Medicare came fully into place, class distinctions ceased to
matter.Increasingly, too, architects and researchers sought to produce hospitals that catered to
patientsdéds emotions and sped up recovery.

How administrators organizedoace demonstrated limitations in terms of resources,
knowledge, and social expectations. Despite an increase in hospital histoges#naind offering
an institutional biographshe historiography remains fairly thin. Graham Mooney and Jonathan
Reinards study of hospital and asylum visitation
view these institutions as nodes in social as well as medical networks. As they rightly note:
Acompared to doctors, pat i erstdigdcanstituencyinsmedicalut i or

hi s t°@he impadtance of neprofessional expectations and influence over hospitals and those

°Graham Mooney and Jonat iPamealffeaNalls:dHistarical Persgectivesian Bldspitaland 0 i n
Asylum Visitinged.Grahan Mooney and Jonathan Reinarz (New York: Editions Rodopi B. V., 2009), 7.
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who administered and built them has yet to be studied in d&&échnologically sophisticated
hospitals are unquestionalyportant to the sick, but they also provide benefits to the well such as
health maintenance and care for friends and family. There is also the question of political legitimacy
and control. As historian Al i sislargeBprapdrtiomaltod ar g
its ability to heal! The hospital is a medical space, a patient environment, and research institution;
however, further historical understanding requires decenitriilgay from a bastion of medical
technocracy twardadivideds pace wher e 0 h e adgotidten, sacial,candaymamicl i n g 6
concepts rather than scientific constants or hard tfdths.

The innovative approach of Mooney and Reinarz has yet to realize its full potential. Patients
are important, as is the histography that arose around their place in the medical pashdyudre
only one node in aetwork of administrators, nursectorsand architect€xcept forpatients, this
list contains mainly authority figures. Instead of returning to an approagatimgthe social turn in
medical history, where doctors held suprexathority, this project treats administration as a locus of
power and tension. In sum, this is an expansive history of hospitals that aims to place health
concerns as a central categofanalysis in understanding moments of institutional design, change,
and organization.

| have selected the years 1880 to 1980 for several reasons. 1880 marks a reasonable pointin
the broader history of medicine when antiseptic and anaesthetic techmereesfinedand laysa
foundation for the 20 century surge in middle and upper class patients seeking hospital care.

Among the four case study hospital8o opened before 1880 and two shortly after. Hospitals that

0 For a recent study that begins to address this lacuna see JanetMaons, Asylums, and the Public: Institutional

Visiting in the Twentieth Centufyforonto: University of Toonto Press, 2010).

11 Alison BashfordJmperial Hygiene: A Critical History of Colonialism, Nationalism, and Public Heélitndon:

Macmillan Ltd, 2004), 15.

YFor examples of older AWhigisho histori edrasatonsbfdwar d B
the American Philosophical Society, New Ser1 (1953): 237246. H. E. MacDermotQne Hundred Years of

Medicine in Canadd 8671967 (Toronto: McClelland and Stewart Limited, 1967)
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finished constructiomround1880 povide insight into the types of buildings administrators and
doctors wanted and the local realities that sometimes dashed their hopes. Noting regional
inconsistencies and situational context help enrich the history of health services in Canada. Hospitals
that stood for decades before 1880 offer context in terms of how they differed and what specific
changes were happening to thiéenvhich new develpments did administrators deeracessary,

which could they go without, and why.

The bulk of the narrative anahalysis covers most of the 2@entury. This scope has the
advantage of seeing changes in design and management across signgtoantlepochs: the
Depression, World Wars, coming of the Welfare state, socialization of medicine, and the Cold War.
The thesis ends in 1980 for practical reasdRecords for these institutions pd€80 are less
accessible, and a thirty year buffer between the time of writing and end of project helps maintain
historical distance. The decision to keep chapters {802¢ea periods is an attempt to carve out
sections of time which are short enough to allow for a reasonable level of detail, but longtenough
reveal developments and change.

In organizing the chapters | opted to follow a chronological rather than thergatit [&his

approach helps highlight the local and unique history of each general hospital. The case studies

reveal institutions that changed and expanded through a process of constant negotiation and reaction.

Not all factors were local, such as the Fast Secod World Wars or the Depression, boany

were Until the 1950s much of thienancial capital also came from municipal sources. A thematic
approach would be less sensitive to the almost-pggear unfolding of these hospitals. By
unpacking the aalysis chronologically the dialogue between architects, administrators, doctors,

patients, and the publicis clearerandmmo®ot ed i n the institutionds

C
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Despite a growing secondary literature on the history of hospitaltassh@mve seldom
focused on architecture and spatial orientation. Older hospitals endured demolition, extensive
rebuilding, relocation, and renovation. Rarely are the influences on these material changes studied in
detail; although it seems essential sl the cultural influences on such a prominent social nexus.

My dissertation approaches this question through four case siluliesto General Hospital (TGH)

opened in 1829Winnipeg General Hospital (WGH) opened in 18T2lgary General Hospital
(CGH)opened in 189GandVancouver Gener&lospital (VGH) opened in 188%hese reveal how
different regions, politics, economies, and social pressures influenced the spatial orderings,
expansion, and administration of hospitals. These institutions left beliict vein of primary
materials in the form of annual reports, committee minutes, correspondence, procedural manuals,
public relations releases, and some architectural drawings and floorplans. These records are part of
each hospit al 0lectiong\ywhah wete freguemtly splic keetivees pulblic and private
archives. @her sources to add social context and outside perspective artbkidvritings and
memoires of doctors, nurses, hospital administrators, architects, and newspapers.

The internatlocuments of case study hospitals e of t en si |l entracer vagu
Annual reports tallied patients by race and ethnicity; however, it is unclear on what basis these
distinctions were drawn. Ward rules and policy aggressively segregatectgpatiethe basis of
gender and class, but did not refer to race explicitly. In some cases this hid sinister actions; the VGH
kept Chinese and Japanese individuals in baser
the incurable ormentallyiftMaur een Lux6s -hustdedy éfnddecdear Abbky

how hospitalization was not experienced in a uniform manner, and that the nascent welfare state

13 David Gagan and Rosemary Gaggar Patients of Modeate Means167.
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actively segregated patientsbyrdte.u x 6s wor k on t he il exdldinaghe hospi
relative absence of First Nations in case study documents. Federal and provincial palieyidtht
per diem paymentsr these patientsnsuré their participation was limited. Race affected the staff
too. In arare racial referencethe WGbihs e commi tt ee agreed i n May
of Chinamen fr om Va n%Thecenemiteepaid far theirtraved in exshangeo o k s .
for a commitment of one year6s service.

Annual reports confirm that most general hospital patientseiearly 28 century weré or
were recorded as beidgwvhite. Race is difficult to pin down because administrators had an interest
in receiving per diems andcording inaccuracies weoae way to ensure they came in. Records do
not exisd or perhaps are regttedd thatd e monstr ate on what badtis a p
must be assumed that there was at least some middle imukéranslated thimdividual from the
wardinto anumber irthereport. In some cases absence can still be telling. Ranisime @vest coast
directed at Asians is wetlocumented® The omission of this topic in VGH documents can suggest
assumed contempt as easily as it can suggest indifference. The frontier status of cities like Winnipeg
and Calgarys also important. A of 2011, both cities remained roughly 75% white. Race, naturally,
interfaced with class and gender. By no means is the argument that race should not or does not
matter; but it is not the focus of this dissertafion.

The place of the hospital in modern societygsworged by the perseverance of medical
professionals and lay people alike. The doctors, nurses, architects, patients, and administrators who

experienced general hospitals between 1900 and 1950 comprised the formative generation of the

14 Maureen K. Lux,Separate Beds: A History of Indian Hospitals in Canada, 19889s(Toronto: University of
Toronto Press, 2016), 140.

“AMi nutes of the House Committee,o 10 May 1917, 3. File
BKay J. Arheléea sf Ghinatowi: TThe Power of Place and Institutional Practice in the Making of a Racial
Cat e gAnmalg of the Association of American Geographétrg (1987): 58¢598.

17 Constance Backhous€plour-Coded: A Legal History of Racism in Canada, @9®50(Toronto: University of
Toronto Press, 1999).
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contemporary imagd.hese institutions weyat bestlatent. he sims of money, volunteered hours
by professionals and lay people alike, and political support in the sense of fundiagishyand
grants become more significant in this light. These institutions had n@assuwf survival, and
there were many moments o$tiess. Yet none were abandoriéestaff never walked out, and the
public never turned away. These hospital profeaspecially in the wedt had no precedenmnany
were taken over fromrivate or noamedical enterprises

It is important to remember that what made a hospitatheawayspace was usedot what
it was built for. One of most 1 mportant schem
pioneering bookKrhe Hospital: A Social and ArchitectlrHistory (1975) was the distinction
between medical buildings that atesignedind those that adkerived® Derived hospitals refer to
repurposed buildings ranging from institutional structures like prisons to private homes. Beginning
in the early 19 century, and largely completed by thé"2@eriving hospitals fell increasingly
outside the preference of hospital administrators. Many individuatduding prominent historical
figures such as Jeremy Bentham and Florence Nightidigafeienced the desigof hospitals and
custodial spaces in the 1&nd 19" centuries Along with lesser known sanitary reformers and
architectsthey contributed to a ferment @ésearchinto the nature of sanitation, discipline, and
organizationt® These authors were earlysdussants in an important conversation on human
experience within space, and what exactly the goals of these institutions should be. Conversely,
architects such as Henry C. Burdett, Henry Saxon Snell, and Edward F. Stevens and Frederick Lee

who crossed i the early 20 century, influenced the design of health care institutions and

18 John D. Thompson and Grace Goldihe Hospital: A Social and Architectural Histqiyew Haven: Yale University
Press, 1975), xxvii.

19 See Jeremy BenthanRanopticon; Postscript; Pat Il: Containing aldh of Management for a Panopticon
PenitentiaryHouse(London: T. Payne at MewSate, 1791) or Florence NightingaMotes on Hospital§London:
Longman, Green, Longman, Roberts, and Green Publishers, 1863).
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furthered the bent toward designed spdddenry Saxon Snell was a proponent of the pavilion
design and a hospital architect. He designed some Canadian hospitals as Andamasieiscussed
in Medicine by Desig2008)?!

The maturation of the medical profession into a scientific and specialized community
demanded spaces that were more conducive to the finer points of their craft. In turn architects and
planners began speciatig in medical design, and created the professional and academic
foundations from which flowed trained hospital administrators in 1930s. Hotleser are hazards
to applying high architectural thought too liberally. The ideas of Burdett, Snell, Leég\@nS
found purchase in the #@entury.Butthey tended tapply in large urban contexts suciL.asdon
and Montreal. The hospitals in this dissertation eventually inhabited designed spaces, but began as
homes, unused buildings, or tents. The TGH, ptadly, was the first to move into a designed
space. Winnipeg, Calgary, and Vancouver all followed its example by 1914.

Ni g ht i inflgeade evégzrofessional nursingas become the stuff of legend, but her
writing on hospital design was influentialotoThe pavilion desigh that is series of wings or
pavilions separated from one another and designed to provide fresh air and a feeling of openness to
patient® became the standard layout for hospitals in much of North American and Europe in the
late-19" and early 26" century?? In October1 858 Nightingale presented two papers at a Liverpool

meeting of the National Association for the

20For expansive treatises written by some o$¢harchitects see Henry C. Burdelibspitals and Asylums of the World:

Their Origins, History, Construction, Administration, Management, and Legislation: With plans of the Chief Medical
Institutions Accurately Drawn to a Uniform Scale in Addition to tha¥sdl the Hospitals of London in the Jubilee Year

of Queen Vi ¢ondan:iiJa& A. CHRiechillg1891), Frederic J. Mouat and H. Saxon SHekpital
Construction and Managemetitondon: J. & A. Churchill, 1883). Stevens and Lee had more diodzs$ in Canada
including work at the Royal Victoria in Montreal. For research on this subject see Annmarie Adams and Thomas
Schlich, AiDesign for Control: Surgery, Sci ent®56,alnd
Medical History50 (2006):303306.

21 Adams,Medicine by Design: The Architect and the Modern Hospilfa] 1.

22 Risse,Mending Bodies, Saving Souls History of Hospitals 368369, 469. Thompson and Grace Goldifihe
Hospital: A Social and Architectural Historg30.
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Condition of Hospitals, 06 and rit from these vasrlatefi Ho s p |
presented to the Royal Commission on the Sanitary State of the Army, and other portions were

incorporated into an article f@uilder. In part, what Nightingale wrote was an exposé on the

=]

conditions she observed in hospitals. Tmscil uded her famous qui p,
principle to enunciate as the very first requirement in a hospital that it should do the sick no harm. It
i's quite necessary, never thtalbodrelsded quite thdroagh d o wn
analsisd and architecturauggestionas the published version contains several ward dra&ings
addressing the dangers of improper ventilation, overcrowding, and understaffing in addition to
mismanagement and the frequent inaccuracy of hospital statistics.

The mo s t I mportant component, framf an Brchgelstiral n g al e
perspectivewas her argument for the relationship between spatial shortcomings and patient
recovery. fil have known a case odssesffiniegsthan f ever
a week, and yet the patient, from the foul state of the wards, not restored to health at the end of eight
w e e K*sSuch was the classic ®@entury example of the patient who was made worse by a
hospital visit. The comment went to theahteof the problem and the growing drive for sanitadion
from which a veritable movement followed and lasted into tHec2@tury outlined perhaps best by
Nancy Tomed and how buildings and space had a profound influence on patient recovery, and the
ability to frustrate medical technique no matter how sddrithere was great confidence in
Ni ght i ng dnde=diske made many arguments that resurfaced in the 1048svaghat
with proper nursing techniques there was raa@lged for infectious hospltor segregation beyond

what happened on a ward or room basis. She connected the architecture of existing buildings to the

23 Nightingale,Notes on Hospitaldii.

24 1bid, 7.

25 Nancy Tomes;The Gospel of Germs: Men, Women, and the Microbe in Americar(Qaf@bridge: Harvard
University Press, 1998).
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del eterious effects on patients and staff: AT«
or what is worse, with two abed courts, is to stagnate the aiidoe it even reaches the ward$In

turn she argued that futueenstruction had to consider the effect of the physical structure on the
patientds environment.

She found this in practice at a military hospital ind/ien n e s , France. AThe
completdy cut off from each other by a large, special ventilated staircase, carried above the roof.
Each ward has a profusion of windows opposite each other offer an abundance of light and of
ventilation, quite independéof the ventilation of the adjoining pavilion. The wards moreover, run
nearly north and sout h, and r ec &iThedospitdiat s unl
Vincennes was not perfeshe took issue with where its administrativédogs were lcated. he
employment of its pavilions had ransomed the hospital frenptoblems she saw in England such
as ventilation, drainage, and laundry facilities being overtaxed to the point of uselessness.
Furthermore, Vincennes took advantage of naturalifightvith its windows and location, and
avoidedcrowdingthe wards with so many patients as to render them useless. As important as
developments with antisepsis and anesthetee,much could be acmplished through adjusting
behaviour and organization.

By the postSecond World War building period administrative preference shifted away from
the pavilion modeltoward double corridor design. It offered an effective way to increase patient
occupancy without doubling up on the ancillary services. Further, anet ventilation had
undercut one of the main advantages of the pavilion model. With contagion easier to control spatial
arrangements could cater to other goals. The Depression and Second World War significantly

reduced the amount of hospital construttio Canada. As eesult,the immediate approaches to

26 Nightingale,Notes on Hospital®21
2bid, 22.
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building in the early 1950s were more beholden to earlier ideas of trying to meet spatial
requirements of patientéIt was a dual problem with staffings there were times when bédsl to

remain unused due to inadequate personisi.the 1960s this approach was becoming misaligned
with new tenets of hospital architecture. As hospitals became more entrenched in the urban and
social milieu their size and access to capital exparestent demand grewand with itcame
increasedcope of care.

The 1960s and 1970s saw a development in architectural practice focused on designing
buil dings that could be renovated with ease.
phrase used by architectstiae time andy architectural historians subsequently. In essence this
movement sought to create flexible structures that could be modified continuously to meet the
changing needand spatial expectationd the medical profession. One of the most wnitsdout
examples of this type of building is the McMaster Health Sciences Centre (MHSC) which opened in
1972. In chapter fivef this dissertatioplanners for all four castudyhospitalsengaged with the
notion that flexibility was crucial for any prosgtive structureA fear of obsolescenesd a desire
for flexibility on the part of administrators and architects became increasingly prominent in the
1960s, but it was not an entirely new phenomeaiministrators complained about antiquated
buildings br most of the 20century, and as new technologies became available there were similar
concerns that they could not be accommodated in older facilities. For architects the climax came
with the concept of 6desi gn af weedlt uhdersthei t al s

assumption that by the time they were completed technological and medical needs would have

28Stephen Verderber and David J. étitealthcare Architecture in an era of Radical Transformagidaw Haven: Yale
University Press, 2000), 28.
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surpassed their capacities. Thus, they had to be malleable shells capable of major changes post
completion?®

Architect of the MHSC, Eberhaideidler, exemplified this ethos in 1974 describing it as
Aopened, 060 but not Acompl eted, because it has
expression of this idea appeared cold, al most
that does not become obsolete in fulfilling the changitgnemic and social needs of our timé
However, a blanket judgment to this end is misleading. As the idea that spatial needs changed there
was also a sense that this process served the people wdt upbn it. Zeidler followed his
comment on economic need with the pronouncemer
We are only now beginning to understand the powerful interaction we create between man and
space, but this interaction is as ion@ant as the other factors that involve men with their
e nv i r o¥Like sotiety@nd medicine, design culture evolved. Builders, hospital boards, and
architects did not retain a static understanding of hospital space. For architects like Zeidlér, as wel
as hospitals administrators and bureaucrats within remiyowered health ministries, the idea of
renewable, malleable spaces captured their imaginations and drove design research throughout the
1960s and 1970s.

Zeidler saw himself as adding a fifth dingon to architectufe Sigfried Giedion having
dubbed time the fourth dimensdwh i ch was o6l i fe. 6 Buil dings had
order to be useful. The use of interstitial space in the MHSC is one such example. Interstitial and

shaft spacesurrounded humanse space on each floor. This produced an area for the location of

®David Theodore, APl anning the Hospital of the Future:
at Hospital / Hopital IHSP 2 Conference , Montréal, Quebec, Octobgr 2015). Stephen Verderbbmovations in

Hospital ArchitecturdNew York: Routledge, 2010), 15554.

30Eberhand H. ZeidleHealing the Hospital: McMaster Health Science Centre: Its Conception and EvdTitimnto:

Zeidler Partnership, 1974), 2,66 Above quotation appears on page 2.

14



PhD Thesis S. Sweeney; McMaster UniversityHistory

mechanical and electrical services where they could be easily adjusted or chakgjedresult
partitions in MSHC could be moved to create different room arrangemenisinigigair supply,
exhaust registers, electrical outlets, plumbing fixtures, equipment, and furnishings could be altered
as required without making major changes to the structure itself or the core s&Ricesising as
it sounded the implementation ofterstitial space was awkward. In sonasesthis was due to
shoddy materialsuchas he presence of asbestos in the MHS
mishaps the design could increasiial construction costs by as much as 48®etween 1880 and
1980 hospital design shifted from models heavily influenced by controlling contagionstthane
emphasised efficiency and productivity. In broad strokes this may be observed in the shiftfrom 19
century pavilionswhere protocols and nursing technigweorked in concert with architecture to
stand a fighting chance at controlling illness, toward deuabteidors in the middle of the 0
century, and finally into interconnected, adaptable megastructures that became in common the 1960s
and are still beig built.

Important as architds and architectural theory ahespitals are institutiortdt-governed by
medical and politicatxigency This dissertation contends thathodpi|s ne v @r odarcmoimpé et
constructionTo view them solely as architectiexercises would reveal an institution that is never
built, but rather locked in a perpetual series of renovations, demolitions, and rebuilds. The TGH,
WGH, CGH, and VGH were in constant flux, development, and impending disaster. For that reason
space rast be analysed from social and political vectors. The need for healthandrsocial
expectation that it would be providedeanthath o s pi t al s often coul d not
or layout. Architects, and later consultants, could advise anésieggmuch as they wanted, but the

board had to answer to its accountants, alderman, and tax payers.

31 See Fig 1.1.
32 Zeidler,Healing the Hospital14-16.
33Verderber)nnovations in Hospital Architecturé53.
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FormuchoftheZ0cent ury there was no 6émodel &6 Canad
derived from the type of institution itself; too big to be directly by the municipality, but too
important to be left to private enterprisewas crucial to the sick, but at timéwgettable to the
well. Of the interested parties scholars typically associate with hospital demighitects, doctors
and adminigator® it is important to also consider patients and the general public. In the esoteric
realm of architectural thought and 6administr e
design, these parties can slip from view. Howghrgiexamininghe building process itself, where
space was divided, {givided, traded, lentand modified to accommodate new services the
importance of the patient who would justify these areas, occupy, and at least in theory pay for them
reminds scholars that the glgeand organization of hospitals has a humanistic as well as professional
side. This project presents the dialogue among boards of governors, administrators, architects,
doctors, nurses, patients and planners, exposing interrelated forces that deteospitatifyyout
and organization.

Medical and hospitaistorians focused on the laté"shd 19 centuries have made much of
the French Revolutiondés role in realigning me
where the hospital ward became tcahto clinical educatiot? Some scholars such as Lindsay

Granshaw and Guenter Risse haliallengedhis approach by demonstrating that education and

hospitals had a longer history, and doctors had social motivations to work in thesé Stitiethe

34 See Erwin H. AckerknechMedicine at the Paris Hospital 179¥848 (Baltimore: Johns Hopkins Press, 1967) or

Michel FoucaultThe Birth of the Clinic: An Archeology of Medical PercepfiNiew York: Vintage, 1963). Both view

the French Revolution as having an important change in hospital use, though Foucault focaseddiagnosis and
evaluation while Ackerknecht emphasised technique and hospital conditions.

®Lindsay Granshaw, AThe ri se Meddicine meociety: tistorical Hssaysd i t a | i
Andrew Wear (Cambridge: Cambridge Universite$s, 1992), 21217. Granshaw also notes that British histoflans

the English language writers influencing Canadian and American his@driatspaid insufficient attention to the Low
Countries and other parts of Europe that urbanized more heavily inrtherealern period and thus began building
hospitals earlier. This observation dovetailed with comments made by Roy Porter cited above, questioning why these
institutions were appearing i f t he yHodpitallifin Enlighteemerdt of no
Scotland: Care and Teaching at the Royal Infirmary of Edinb(@jfarleston: Createpiece Publishers, 2010), 2. Risse
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rise of the hospital as a didactic space in tifecEBitury echoed into the @nd 2@ centuries when
it came to how wards were arranged and utilized. General hospitals largely followed a ward model
reflecting this change.

The most basic arrangemenasvpublic wardswhere patients paid a nominal éeeften
partly subsidized by municipal and provincial fudds exchange for accepting the presence of
medical students. Theseards were initially quite large, bshrunkduring the 20" century to
roughly 48 beds. The category began disappearing after 1957 with the passing of federal hospital
insurance. Private wards were typically single bed, more expensiveffdimits to students. The
dichotomy of public and private affected the medical staff. Prgysscwho were members of the
6honourapgysaanféndisaw n privafe wardsithe papeatthired tndir own |
doctor. In the middle were serpublic, and semprivate wards. Serrpublic were rarer, sometimes
offering a nicer space but mostportantly allowed the patient to bring in their own doctor. Semi
private rooms were smaller, and became the norm after 1957. These rooms allowed for an outside
physician and usually had£ beds. Patients almost universally demonstrated a preference for
privacy in their rooms, and became an increasingly important component for architects and
administrators. However, there were also larger processes influencing demand for general hospitals
such as populating national territory and establishing the eedtate.

Historians have approached the question of Canatdéion building in myriad ways:

railways, empires, settlements, and city growth; provision of health runs parallel with all fthese.

notes how Afrom its inception [in 1729] the infirmary \
this book was published by Cambridge University Press in 1986.

36 The literature on railways and Canadian nationhood is a library unto itself but as three examples see. Hafold Innis,

History of the Canadian Pacific Railwgyoronto: McClelland and Stewart923) is the canonical example but also

consider Ken Cruikshankilose Ties: Railways, Government, and the Board of Railway Commissionersl 4851

(Montreal: McGilQueendés Uni versity Press, 1991), or (¢aoceseea mor e
Pierre BertonThe Last Spik€Troronto: McClelland and Stewart, 1971). For empire consider Carl BaigeSense of

Power: Studies in the Ideas of Canadian Imperialism, 1B&¥4 (Toronto: University of Toronto Press, 1970). For

settlement seedug OwramPromise of Eden: The Canadian Expansionist Movement and the Idea of the West, 1856
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All enterprises need healthy functionaries, and the casly $tospitals can all claim ancestry to
these processes. The TGH developed from a philanthropic effort to care for veterans of the War of
1812, the WGH used Hudsonds Bay Company buil d
developed from a surgery sgd by the Northwest Mounted Police, and the VGH waginally a
Canadian Pacific Railway (CPR) medi cal tent .
buildingd war, infrastructure deployment, projection of political power, and exploitation afhatu
resourced they connected with anotheslatedprong of this process whichwasp e opl i ng6 a
geography. To expand a population was to keep it alive, but health was not a federal power. On a
caseby-case basis the history of a general hospital eéiquires following its funds. Until the late
1940s this typically led to the municipality or province. Hospital administrators, designers, and
patients were often hostatgetheir local circumstances.

The origins and formation of the welfare state in Cansihmiliar historical ground. Certain
aspects connect with the hospitals and regiender consideration in important ways. For the first
halfofthe26c ent ury the federal-l gwvter adnetnitom@& | wWhit ©oh
of relief up b localities and private charify.The British North America Act (BNA) charged
provinces with health and hospital provision. In practice this responsibility was often foisted onto the
municipalities, or the citizenry. Hospitals faced a period of |odakitable organization before

entering into a constellation of services that were hallmarks of the wsttdseThese included

1900(Toronto: University of Toronto Press, 1980). For a collection focused on city growth that does a good job covering
multiple provinces and regiodsMaritimes,Quebec, Ontario, the prairies, and British Colurdbsze Gilbert A Stelter

and Alan F. J. Artibise edS.he Canadian City: Essays in Urban Histofyoronto: McClelland and Steward Limited,

1977)

37 James Struther§yo Fault of Their Own: Unemployment atite Canadian Welfare State 191941 (Toronto:
University of Toronto Press, 1983}8. Str ut her sds argument about the persi s
into the 2@ century when other western countries were more urbanized is an intppeitin and accords with the late

19" century founding of the prairie hospitals.
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services such as elje pensions and employment insuraiiesfter the Second World War the
increased willingness of Ottawa toesgl on local needsin particular hospital construction
liberated the hospital from its heritage as a charitable dispensary.

The Canadian welfare stéteor systemd is not without critics who point to problems
ranging from accessibility arefficacy of aid tovhether it was everedistributive®® Municipalities
could squeeze support from the provinbat usually went no further. The world wars were
interludes when general hospitals provided care for soldiers and veterans, but had only an indirect
effect on pwvate citizens. The passage of federal hospital and health insurance legislation in the
1950s and 1960s, however, brougbspitalsnto a central position within the welfare state.

Cities and communities funded hospital construction to care for the sithese institutions
became more important, questions of access arose and one aspect of this debate was insurance. Prior
to the 1930s Canada largely lacked a commercial health insurance industry. Between 1880 and 1910
hospital construction boomed as antisis, anaesthetics, and a growing consumer demographic
emerged. In this period hospitals became bifurcated institutions that retained a charitable impetus
while acquiring a paying constituent. The federal government established a Department of Health
afterthe First World War in response to the needs of returning soldiers, in particular those suffering

from tuberculosis and venereal dise#se.

%JamesG.SnelLhe Citizends Wage: The St1831(Foroato: dniverdityeof TBrbntbe r 1 y i n
Press. 1996), 78. Shirley Tillotse@pntributing Citizes: Modern Charitable Fundraising and the Making of the
Welfare State, 1920960( Vancouver: University of British Columbia P
import and businesiike nature of charities is especially important in relatioccoitmmunity fundraising of later chapters.
®Donald Swartz, fAThe LTméetéBehetlehkbhh Bhateaddimbei 6r owt
Moscovitch and Jim Albert ed. (Toronto: Garmand Press, 198722 . Al vi n F i nWekate StatéirOr i gi ns
Ca n a d §he&anadian State: Political Economy and Political Poweaxo Panitch ed. (Toronto: University of

Toronto Press, 1977), 34&17.

“O“Kell en Kurschinski, AState, Service, 44fhDldssSMeMastey al : Ca
University, 2014), 132. Desmond Morton and Glenn T. Wrightning the Second Battle: Canadian Veterans and the

Return to Civilian Life, 1918930(Toronto: University of Toronto Press, 1987);1@.
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Historian Aleck Ostry arguethatthe use of federal cosharing grants to help provinces
establish venereal disgahospitaland tuberculosis sanatoh& toOttawaplayingan increasingly
important role in health care. The federal government had begun to shape policy in the provinces on
a matter for which it had no constitutional authority. By the onset of then8a&/orld War this
methodbecame increasinglyommon as Ottawa began financing more health progta@s. t r y 6 s
| arger argument is that federal spending throt
through which the national welfare state veasembled in the 1950s and 1960s. Provinces were
unaccustomed to providing funds. In 1913, for instance, municipalities expended $8.2 million on
health and welfare, compared to $4.3 million by provinces and $2.6 million by the federal
government?

Medicareoriginated in 1963, but it was not until 1972 that all provinces and territories were
participating in the program. The Yukon Territory was the last holdout. Medicare was an important
develgment for Canadian hospitals, lihis can be overstated. The Y9ospital Insurance and
Diagnostic Services Act (HIDS) was the most significant federal act that linked Ottawa with
hospitals across the country. The initial plan called for afifty arrangement whereby half of the
hospital 6s e x p erses kyshe fssbalgovernntent torthe provibaghich in turn
provided cash to the administrators. Importantly, this hespital insurancaot universal health
care. Private physicians and other medical services were not included until 1963 or lagapThis
has led to the convention by historians of health policy in Canada not to refer to Medicare with a
capital until after the 1963 act, and usethelewexrs e O medi cared for ear|l i

HIDS fundamentally altered the relationship between pmairgovernments and Ottawa,

and provided hospital administratdér$o say nothing of patierdswith a renewed sense of economic

41 Aleck Ostry,Changes and Continuityi@anadadés He al(®@tthwaCCHA Bres§ 2006), d.m

42 Jane UrselPrivate Lives, Public Policy: 100 Years of State Intervention inthe Fdnillyor ont o: Womend s
1992), 121.
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security and institutional stability. HIDS was unique, however, only in that it was a federal act. The
federal government had nenmefore sought to insert itsald completelyn health care matters. The
i nnovation was a prominent part of Ot¢shaenwads al
At the provincial | evel a dogb6sutthaceuntdinahet of |
early 20 century most general hospitdlgertainly the TGH, WGH, CGH, and VGHreceived per
diem payments from the municipalities they serviced. This naturally produced a degree of anxiety
about who used the hospitalsay recordsontain much handwringing about enfttown useand
hundreds of letters were sent between municipalities hounding one another for payments. Soon
provincial governments began to fund hospitals not ontoimstruction but in operaticemd per
diems. The dvelopment of provineevide hospital insurance schemes was linked to théfaitax
payers already shouldered much of the cost that gathereating indigent patients

Openended transfer payments worked well between 1945 and 8§ Gederal governant
grew wary of health expenses in the 1970s as the economy shMiked. each dollar spent by a
provincial government was-nmatsdhéadadbwnoneteremt
means to raise capital. Ostry ardtieat finance ministersoParliament Hill had become used to a
booming postvar economy and went along until the troubles of the 1¥70gesponsghe 1977
FederalProvincial Fiscal Arrangements and Established Program Financing Act (EPF Act) replaced
the previous funding stoture with an annual transfer based on tax points.

The historiographyof Canadian health policy coalesces around the work of Malcolm G.
Taylor who chronicled in great detail the development of Medicare. He placed particular focus on
the relationships, bgaining, and debates between provincial and federal goestsmA central

pillarto Taylo6 s ar gument is the i mportant role the f

“Gregory P. Marchildon, AEdi t &Makeg Medioare: dNewePerapeaiiveston thex o wl e d
History of Medicare in Canadad. Gregory P. Marchildon (Toronto: University of Toronto Press, 2012), ix
4“4 pleck OstryChanges and Continuity i,4 Canadads Health Care S
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developing a universal systefide suggests that many provincdse canoital example being
Saskatchewanvere moving in the direction of providing universaverage insurance. The energy
that drove the project towards universal coverage came from the federal government.

The Depression had done such damage to the economic heatibtgirovinces that there
was simply no way they could provide for medical relief. The municipalities were theoretically
responsible, but when they fell short they appealed to the province. Municipal health officers had
admitting privileges in most casesdawere obliged to send people to the public wards if they
demonstrated an inability to p&yThe result was that doctors provided a great many services on
credit, payment in kind, or pro bori®.During the 1930s and 1940s the Canadian Medical
Association (G1A) was constantly bending the ear of the federal government, and only willing to
support a universal plan if certain conditions favourable to its constituents, such as the professional
body of each province retaining sole discretion in setting a fee Wehedkre retained.

It should be noted as well that Taylor does not necessarily view the outcome as inevitable.
Indeed,one of his longest chapters examines the aborted attempt at health insurance that almost
came to pass under Mackenzie King g o v .& The marious models for payments that
developed had changed in 1956, 1966, and again in 1977 were preceded by a variety of other grants
for specific projects or programs. Federal money was going to be spent in an attempt to make the
country healthier anchedcal facilities more accessible, but how this would happen was uncertain.

The beginnings originated in the 1930s and 1940s and took time to become truly uff\Rosza.

45 Malcolm G. TaylorHealth InsuranceAnd Canadian Public Policy: The Seven Decisions that Created the Health
Insurance System and Their Outcorfidsentreal: McGillQueends Uni ver Q9ity Press, 2009)
“®“Margaret W. Andrews, f@AMedi clad 2 BEtSiudiest@ (2979):@-34. n Vancouver,
4 Taylor,Health Insurance And Canadian Public Polié-68. A fascinating section, it demonstrates how health was

one plank of a broader program to build the welfare state, and demonstrates a strong impetus coming from public
refusad and fead of returning to Depressiepra conditions. An argument made by other Canadian historians such as

Alvin Finkel.

48 |bid, 40-60.
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of these federal grants were for construction and are mentioned in later cbighierdissertation
Construction was an important aim of peasr funding in the late 1940s.

Other historians have turned their attention to how the legislation developed. Ostry presents
a largely federal processxcept foithe events irsaskatchewarmherethe Douglas administration
began providing medical care, particularly in rural areas, witkpyer funds during the Depression
and Second World Wawhile this argument is effective it does not provide much appreciation for
the proliferation of preince-based approaches. Undoubtedly the involvement of federal government
mattered and improved the lives of Canadians, but it would be remiss to ignore how provincial
governments dabbled in this area for decdd@&bere was a tradition of political invawment in
medicine, and a citizen expectation that tax dollars should address healthcare.

The advent of federal funding was instrumental in ending municipal and regional grievances
over fees and local taxes. Provinces perpetuated a ce@yaigractice ofetting municipalities
support general hospitals until the early*2@ntury. The result was an understandable aversion to
treatingtravellers or people who livédand more importantly paid tax@slsewhere. By the 1950s
this narrative was collapsing, img due to more reliable statistics. A hospital survey of Manitoba
found in 1961 that for fAevery five beds that
Manitobans | i vi n g CansultastsirdVancaufer rédchedm sirpilar gaiotuin
1947, suggesting that much effort had been wa
institution considered the O6mother hospitald
truly no geographic boundaries to some of its funcion d s é'rHespi@ls gréw more

technologically sophisticated and the haunt of specialists. Thus, they became impossible to restrict to

“¥OostryyChanges and Continuity i553anadabés Health Care Syst
50 Joesph W. Willard, J. D. Adamson, and J. A. McNdanitoba Hspital Survey Board Report on Hospital Services,

(Winnipeg, 1961), 73.

SSAA Study of the VGH By James A. Hami |-l ¢Hereadter Hamtans oci at €
Report) Box 1, File 24 VGH Fonds CVA.
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municipal, provincial, and even national boundaries. For the TGH, this trend had been established
earlierdueto itsgreater resources.

The history of health policy has been appr
monographPrivate Practice, Public Payment: Canadian Medicare and the Politics of Health
Insurance 19111966 (1986) emphasised the relationshigvween the medical profession and
legislators, with a particular focus on the Royal Commissions on Health rep&@@irHe does not
stray fromTaylord argument that medical policy had been piecemeal and provincial until federal
funding began propellinghe process. He does break ngmwundby shifting focus away from
governments to the medical professtdafter the Second World War the medical profession and
allied organization such as the Canadian Health Insurance Association (CHIA) remained dubious
alo ut public insurance. The daa@&m esponst doctlte ouglas st r i
Government s provinci al i mpl ement adremansaf Med
poignant reminder of this schism. Naylor does not pretend to represeaicalt in his analysis,
even going star as to mention that hospitdministrators are one group that fell outside the bounds
of hisresearch. However, theftlli me commi t ment of doctordés orgal
reminds historians that geral hospitals reained local almost to a fault.diinistratorsoften
lacked the time to be ofbbbying in Ottawa?

The quintessentially provincial nature of hospital and medical insurance implementation
offers many new opportunities for historians. Gragy P . Marchi |l ddviaking r ec err
Medicare: New Perspectives on the History of Medicare in Caf2@h2) focuses on antecedent
program$ or attemptd at the provincial level or relatewegotiations. British Columbia receives

significant attentionbut there were others toBetween 1930 and 19@0@ere weresimilarattempts

52C. David Naylor Private Practi@, Public Payment: Canadian Medicine and the Politics of Health Insurance 1911
1966(Montreal: McGillQueends Uni versity Press, 1986), 5.
53 bid, 112.
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in Alberta, Newfoundland, Ontario, and Saskatche¥aieprovincial naturef legislationaligns

wi th Tayl or 0sheaxangnedrSaskatchewanhaedrOatario in detailldfless, this
major chapter in modern Canadian history will attract future inquiries. This dissertation does not
seek to contribute directly to the history of Hegolicy, but it brings some information to light.

In the following chapters | emphasise thay in which the variecbnstituenciesf doctors,
patients, planners, architects, administrators, and the general public played a role in creating and
shaping medical space in a given time period. Chapter one provides a higbrzagfeamework in
three partscommemorative histories, the challenge of critical or skeptical institutional studies, and
the development of the social history of medicine and hospitals in Canada. Commemorative histories
offer a glimpse into how staff members and administsatwanted their institution to be
remembered. They are often the only works published on these hospitals, though the TGH is a
notable exception. The next portion examines the critical or skeptical approach associated with
scholars such as Michel Foucaditan lllich, and Thomas Szasz. Canadian general hospitals
engaged in acts of discipline and instruction at times; however, | aegiher of these approaches
accurately capture the design, function, or role of Canadian general hospitals. Before m\eting t
discussion on the existing Canadian hospital historiography this chapter provides a brief overview of
the development of the social history of medicine which draws on American and European sources.
Hospitals have received some reconsideration in lghhis historiographical turn, but these
institutions must be discussed within regional contexts.

The second chapter covers the years 18BID. It examines the founding and early operation
of the TGH, WGH, CGH, and VGH. Parts of this chapter examineteyeior to 1880; however,

the bulk of analysis takes place once the hospitals are formally established and administrators were

“For examples see Robert Lampalr9d3,4)i Tamed HHeaad It ehy of Qicsnimiasnsc
Gordon S. Lawson and Andrew F. Nosewort-h970fidNewhoMadd lain
ed.Making Medicare 183207, 229249.
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seeking permanent buildings. Gener al hospital
For example, the VGH began axaa mpany hospi t al for rail wor k
extension led to population growth which made hospitals all the more necassaay the case in
Calgary The constituents and medical optedns of
empl oyees as they were not set up to serve tl
expanded the populace demanded isiol, asthere were few others sources of medical care.
Civilians rallied around these facilities by providing fundsunteer labour, and votes on-laws.
By 1910 these hospitals hadifted from private to civic or public administration.

Chapter three examines the years 19985. General hospitals played an important role in
caring for Canadian soldiers during theaskiand Second World Wars. In 1914 Ottawa was
unprepared to deal with the medical requirements of raising a large force, and ethzptadte
charity and municipal health care would be sufficient. Both wars strained hospitals immensely. By
1938 the fderal government was willing to allocate more resources towards medicine, but still not
enough. In the aftermath of the First World War a brief building boom for general hospitals
commenced. It lasted into the 1920sfdye slowing, and then stoppeshtirely during the
Depression. ThBepression produced the longest period of stagnation for Canadian hospitals in the
20" century. It was a period during which almost no buildings were erected, and renovations were
sharply curtailed. As the Second World Warneddts end administrators began abandoning plans
for minor additions. Instead they came to believe federal money would be available for hospital
construction and began preparing for substantial expansion.

The fourth chaptefocuses on the years 1946860, which wasone of the most critical
periods in the history of Canadian general hospitals. At the end of the Second World War municipal

hospital care was in a state of crisis. Most campuses relied ufarediry main buildings, and
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patient beds had noeft pace with the rate of population growth. Further, the federal government
had ascended to a new height of power, and voters were unwilling to return to ineffectual, private
charity, social services of the 1930s and earlier. The result was a dramaydrotérms ofunds
for hospital expansion. Hospitampuses swelled during the 1950s. The-p@stperiod was also
marked by an increased role for hospital consultants and architects since these projects were less
rushed. Late in this period legislagidevelopments, such as the 1957 HIDS Biaiught general
hospitals into the lives of all citizens.

Chapter five covers the years 198380 when bspitals experienced an ambivalent
trajectory. On onbandthere was more money and professional adviceadla to administrators
than ever before. Further, the general public had never been more convinced in the need for general
hospitals. The 1960s saw some hospitals seize theiugtend expand. Others planread were
caught flatfooted in the 1970s whthe economy stagnated. These decades were chaadiby a
paradox of progress as hospital neselsmingly advancef@ster thararchitects or budgetsould
manageAs aresult,administrators and designers sought flexible spaces in the hopes of evading
obsolescence. By 1980 most hospital campuses were in a state of partial completion-T9@&(ost
bent of hospital construction was towards lorgem development and phased plans. It was a
departure from earlier decades where the funding and abiéptnd was often transitory and new
buildings were added when possible with minimal future consideration. Citizens were now more
dependent on hospitals than ever. It was wmeost were born, and where mamguld die. Yet
there was mounting frustration oveost, and administrators were again engaged in the task of
justifying the institution and its functions.

Over the course of the $@entury Canadian general hospitals grew substantially in civic,

medical, political, and educational import. Howevergheunt r y6s vast -sgeamdgr aph
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population ensured widely varying contexts and no small measure of economic difficulty. In
Toronta the most developed and populated of the four cities examined iddetaipital building

and administration hadlang association with the University of Toronto and its medical education
department, and relied on wealthy donors for injections of capital and expertise in steering the
institution. Meanwhile Winnipeg, Calgary, and Vancouvada frontier setting whertae founding

of hospitals related to broader national efforts such as building the CPR. These institutions took
different coursesluring the 20" century, but shared a common origin in derived buildings and
community efforts. These structures aoé anlymedical spaces but nodedocal networks?® The

most dramatic change in hospital clientele was the influx of micldies patients described by
Rosemary and David GagafiThe conflux of a broatl eventually universal clientele, medical and
technological adancement, architectural specialisation, and increasing state involvement elevated

general hospitals in the @entury from charities tanimportantinstitutionfor all citizens

55Nick J. Fox, "Space, Sterility and Surgery: Circuits of Hygiene in the Operating Th&ate@! Saénce & Medicine
45.5(1997): 64%7, Thomas Schlich, "Surgery, Science and Modernity: Operating Rooms and Laboratories as Spaces
of Control."History of Sciencd5.3 (2007): 2356,

56 Gagan and Rosemary Gag#&oy Patients of Moderate Meank2.
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Chaptertihospi tal history istoulytorBbspsbal aHi staao
History of Medicine, and Skeptical Science.

Between 2014 and 2015 the Canadian Federal Government transferred $32.1 billion to the provinces
to cover health care expenditures. The final budget passed by the Goverrojeated an increase
of $27 billion over five years. By 2012020 the transfer was projected to reach approximately $40.9
billion. Building large, urban hospital campuses is a fixture of municipal and provincial politics in
Canadian cities. Universitigsroughout the country have tied their medical faculties to hospitals.
Despite the growth of clinics and health centres, general hospitals remain a central node of
community and public health just as they are the main site for surgery and major proddthses.
buildings have grown in many ways beyond their physical bounds or budgetary lines to represent
spaces of civic pride, reassurance, profound joy, but also sadness, fear, and uncertainty.dn Canada
to say nothing oits southern neighbodr health caréas become a significant political issue, where
access and cost become debated. It is worth questioning, then, how an institution that was once
mired in scandal and derision emerged over the span of approximately 1@ 888198® to
become the locus @f$40 billion debate.

Compared to their counterparts in other economically advanced countries, Canadian medical
historians have paid relatively minor attention to hospitals. Prior to the 183€stal history in
North America and Britain tended towahetinstitutional biography. These works, often written by
doctors or nurses who had worked at the hospital they wrote about, assembled anecdotes about ward
|l ife and capsule biographies of admini strator
unfoded so too did that of the hospital, usually ending in triuAipFhese works contributed
slightly to the political history of their respective municipalities, as well as the development of

modern professional medicine. However, they paid scant attemtipattent experiences and

SForaqi ck overview see James T. Connor , i BanadiaiBuletnofHi st or vy
Medi cal Hi story [/ Bull eti @(lx(Pa0a@0én doéhi storie de | a m
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architecture. The early days of medical history arched toward doctor narratives, ideas of discovery,
and the conquest of science over quackR&Hospitals fit uneasily into this framework since prior to
the early 28 century thee was relatively little to celebrate.

Two epochs of medical historiography loom large over the study of hospitals. One is the
appearance of Fouc aw3HEndishtrangation @irtheokthe Elnicaadtley t h e
emergence of the patienéntric social history of medicine exemplified by Roy Pottdoucault
dragged institutions into historical focus, but not as civic triumphs or forerunners to the scientific
nirvana of 28 century medical centres. Instead gnesented a sinister andaritdangerous space.

Hi s hospitals were prescriptive environments \
not necessarily helped or healed. Foucault engaged with the patient experience but in a manner
different from Porter. He focused on thayyower related to diagnosis, and the construction of
disease. Inthagtrocessi t was necessary for doctors to cons
gaze, 6 and define boundaries between sick and

P o r taeadetneoriginswere in the histty of science whereehbecame fascinated with
human curiosity andlesire for knowledge. His interest expanded to medicine, but not the
advancement of the field as a science. Rather, he focused on the human element. What did patients
experience? How weredl treated? How did they understand what was happening to them? Who
were they, and perhaps more importantly, how many types of patients wer€’tRerest was an
earlymodernist whose findings did not influence the history 8f@éhtury Canadian hosplgabut

his influence is writ large upon medical historiography.

58 Recent critiques by social historians of medicine display &lspt about relegating older medical histories to the

realm of O6Whigb6 drivel. See Fr ank Huocating®ediceHistoryJToehn Har |
Stories and Their MeaningedsFrank Huisman and John Harley War(®@altimore: Johnslopkins University Press,
2004), 2 Huisman and Harl ey argue medical hi storians h

stature of their work. Ludmilla Jardanova, who is discussed later, embraces this position by calling for ef cdderk

histories.

59 Michel Foucault;The Birth of the Clinic: An Archeology of Medical Percepfiiew York: Vintage, 1963), x, 196.

Roy Porter, AThe Patientdés Vi €eayadlSociet (1985d17628] Hi st or )
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By way of historiographical introduction this section intends to bind three literatures: existing
work on my case study hospitals, skeptical health studies, and Canadian hospital histbrgf Mu
the extant publications about the TGH, WGH, CGH, and VGH are commemorative. These
monographs rarely meet scholarly standards, but are worth examining due to their origin, typically
from within the institutionFurthermorethey are often the only hisies written®! The next section
examines the influence of scholars such as Foucault, Ivan lllich, and Thomas Szasz. While there is
some merit to that stream of critical thought and its emphasis on power relations, and the often
inhumane treatment of treeck and mentally ill, it is narrow to characterize Canadian institutions
solely along these lines. In®6entury Canada this skeptieglproach does not represent reality, but
its imprint on institutional studies is too large to igndfimally, there s a small body of hospital
history in Canada, to which this dissertations seeks to contribute.

Pioneering hospital historian Brian Ab8iith lamented in 1964 how little was known of
Awhat hospitals actually did fioplemgntng hewc ul ar
developments, the number of staff required or the floor space allotted different purposes. Detailed
case studies of individual hospitals a%e neec
Nearly all subsequent hospital histories makme mention of the physical space, and consider the
construction process, administration, or challenges of fundraising. However, architectural histories
of hospitals were rare until the 1980s. One of the earliest works to do so was John D. Thompson and
Gr ac e GdHedlospital:0AsSocial and Architectural Histai3975), a survey of American

and European hospital design ttat not touch upoCanadé?

51 Toronto,Winnipeg, Calgary, and Vancouver General Hospitals. (TGH, WGH, CGH, VGH) They are introduced more
formally in the second chapter as well as the introduction. There are some exceptions, see J. T. HD@ag@BDod:

The Life of Tor of(ToronfosUni@ssity effT@adnto Press, g00Q) a |

62 Brian AbelSmith, The Hospitals 1800948: A Study of Social Administration in England and Wglesnbridge:
Harvard University Press, 1964):xx

83 John D. Thompson and Grace Goldihg Hospital: A Sociand Architectural HistoryNew Haven: Yale University
Press, 1975), xxvii.
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Thompson and Goldinds work served as a ref
lacked the gtical edge of a monograph. Influenced by Thompson and Goldin is Stephen Verderber
and Dav i Healthcare Architeetdrsin an e Radical TransformatianT hese historians
begin their study in 1970 where the Goldin study ended. They trace thge coluhospital
architecture into the 2century, providing more of a historiographical argument. Verderber and
Fine contend that the hospital as an institution is too narrow a topic for medical historians, and
instead that a whole constellation of heedtre architecture ranging from the office spaces for
consultations, to hospices, to food courts, and entertainment areas, must be considered in order for
scholars to fully grasp the relationship between space and healing. Their work is also helpful since
touches upon Canada, specifically the McMaster Health Sciences Centre, when dealing with state
investment in medical facilities and it infl

Canadian hospital history has seen some growth in theMagtecades. The two scholars
most closely associated with this development are Rosemary and David Gagan. Although they are
less architecturally focused, their research produced insights on the development of Canadian
hospitals Specifically,they stressithat hospitals were importatatcivic pride anda node irthe
local economy? Thus the social history of the hospital becomes one that is sensitive to patient
experience, but also sufficiently expansive to include its role in the community, its municipa
funding, and the civic pride that helped it grow and develop alongside medical science.

Recent work in the Canadian field has also embraced architecture more fully, largely due to
Annmari e Adams. Adamsds backgr ouerédgndhealthmadet or vy

her weltsuited to apply herself to the study of hospital buildings and the experidiicese inside.

64 Stephen Verderber and David J. Fitealthcare Architecture in an era of Radical Transformatidew Haven: Yale

University Press, 2000);8, 116, 134135.

55 David Gagan and Ros®ry GaganFor Patients of Moderate Means: A Social History of the Voluntary Public

General Hospital in Canada, 1890P50(Montreal: McGillQueends Uni versity Press, 2002
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Her research has a bent towards stressing the role of the architéloge boé does not eclipse the
other.Perhapghe most impetant of these is the argument that space istndy static. Rather,
experience within space varied widely depending on who nibwedried to mové through it
Herargumenexaminedhe arrangement of wards, access to hallways, and privileges bestowed on
certain groups of patients. Much of this dissertation builds upon her methodology, paying frequent
attention to the rules, ordering, and designations that made up and defined general hospitals.

| give somewhatess credit to architects than does Adaififee case studigaa my thesis
rarely found them driving design, although of necessity they often sat on building committees.
Typically, these professionals refined or responded to administrative requests. That does not
undermine their importance as consaissand sources of information for early administrators, nor
should it downplay their role in design. In the second half of the@tury architects become more
influential, especially when partnered with consultants who specialized idongplannig. But it
is important to note that they did not drive the process in a singular fashion.

The following sections explore commemorative institutional histories, skeptical or critical
health studies, and finally Canadian hospital and medical history. THresebodies of literature
address the existing, public knowledge of the Toronto, Winnipeg, Calgary, and Vancouver general
hospitals, the pitfalls of institutional analysis, and developments in social and medical history that
have raised hospitals to agon of import. Commemorative histories are not academic, and the
point of examining them is not to locate a particular methodology or school of thought. Instead they
demonstrate the existence of serious histories related to these institutions. Ifderdpdpular
audience, the consumers of these works tend to be those with intense interests in local history or

people with a close professional or emotional attachment to the hospital. These works occasionally

56 Annmarie AdamsMedicine by Design: The Architect and the Modern Hospital, 1888 (Minneapolis: University
of Minnesota Press, 2008), xxi.
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provided materikor leads for my accounthEskeptical or critical approach to institutional history
merits attention due to its influence on the field. The Canadian hospital was not a workhouse, but it
was not vithout discipline. Howevehospital administrators and staféremore often reactivéhan
proactive when enforcing disciplinary actions. Their ability to exastgravas often hemmed in by

lack of funds, sufficient employees, and social expectatibhgs,adherence to rules and routines

was necessary to remain productive rather thamdnneitself.

Institutional Literatures

The breadth of commemorative institutional literature is inconsistent among the four hospital case
studies. Further, there are a few academic projects on these buildings addressed in the final section
on Canadiamospital history. Given the uneven nature of extant institutional histories, this section
examines specific works and provides background and context. Often these histories originated
within the hospital rather than a commercial publishing house. Matlyeahardfought realization

of nursing alumnae aof retired doctors devoted to researching and writing about their former
employer or educational experience.

Commemorative histories typically reflect the times in which they wemgroduced,
navigaed a fne line between glorification and criticisrand attempd to justify contemporary
expansion. Such histories reliably beginhwgenesis stories. With the VGthat has always been
the CPR and the 1886 Vancouver fifdn his boold which was more of a parhfet Donald
Luxton discussed the growth of the VGH primarily from the standpoint of population growth. His
use of statistics hinted at a somewhat more sophisticated study, but numbers were rarely followed by
analysis. The doubling of population from 50,860Q10,000 between 1906 and 1911 is significant,

but rather than weave that statistic into an analysis of hospital growth it is simply stated, as though

67 Clare Marcugistory of the Vancouver General Hospital 7&nniversary EditiorfVancouver: Vancouver General
Hospital Public Relations Department, 1977h.1
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the inference was sufficieAft Some commesion the health concerns of urban life in 1911 would
have lelped demonstrate how the hospital was a community cagaa, part of the networks that
made it function rather than merely a response to population growth.

The process of fact selectivaxeshistorians of all stripes, but is especially problematic in
commemor ative pieces. Nora Kel |l yobegdmitistvaor y o f
objectives. It sought to elucidate the founding of medical and training facilities, while presenting a
narrative about the role of nurses and their plight irpts¢ and present. Kelly loaded her history
with descriptions of poor conditions, under st e
she [the nurse] was to represent the ideals of womanhood. This was a conception which took a great
dealoftme t o change and it is in many®Kpelldces dthiels
was not that nurses in the 1970s were treated as poorly as those in the 1880s, but she used these
harsh descriptions to glorify the profession, partly by dwetimgpecific VGH issues. Exposing her
rhetoric does not invalidate her insights. But there are questions of balance as she overplays some
aspects in furtherance of a political goal.

Kel l ydos book cissyswithalersi amlahoyse corhmemadtiee histories.

They are political documents. The value in these sorts of books is generally not the conclusions, as
there is often no analysis. Of all such commemorative histories written on the hasphiglghesis

none deviated from empirical anaig typically lending enormous influence to the waydsr
memorie® of nurses and doctors. Much of thealue, then, comes in two formBhe first is the
incidental facts and anecdotes that escaped formal record keeping. Information such as the colour of

the walls, or the changes in décor come through in these works as do anecdotes about ward

88 Donald LuxtonVancouver Genal Hospital 100 Years of Care and Servigancouver: Vancouver Coastal Health,
2006), 16

59 Nora Kelly, Quest for a Profession: The History of the Vancouver General Hospital School of Niaimapuver:
Vancouver General Hospital School or Nursing AlumAaeociation, 1973), 7.
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experiences that, even if false, are worth consideration given they are what an indraicheato
believe or found plausible enough to include in print. $heondis the political motivations
themselved-or example,n the 1970s the VGH was adding new surgical and psychiatric facilities. It
suited the purpos®f those promoting growth to commemorate nursing education and the hospital
more generally. Together théwd struggled, persevered, and come out stronger.

Peter WelVGHS0oNs1988) is a classic example of
focusel on an aspect of VGH history: origins, buildings, nursing, medical education with the
exception of thefinat hapt er whi ch di scusses the VGHOs f ut
the concluding portion of each chapter connec
beginningsd chapter, which included sttdnete, CPR arr
AToday the emphasis is not on size, but on th
research hospital in the province for specialized care. The number of acute beds has been reduced
and the physical plant is changing to provide@ar e compact, mo d®WValton hos pi t
noticed that 19 century complaints had been about lack of space, primarily because bed counts were
so smalkhatthe hospital struggled with overcrowding. The pivot at the end of the chapter revealed
notonly a change in how hospitals were built and utilized, but the true aim behind writing such a
history. As a product of the VGHO6s public rel
expansi on. 't al so just i f ioefomarimarilypdtiénecarstbi f t i
education and research.

I n his final chapter on the future of the h
space and architecture were central to Its suc

of Trustees to build up instead of out for the Hospital of the future. The concept will create a more

0 peter WaltonThe VGH Story: A History of the Vancouver General Hospital, A Century of C@rmmcouver:
Vancouver General Hospital Public Relations Department, 1988), 2.
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compact and efficient physical plant, and will help the Hospital develop in an increasingly
competitive environment using the most modern technology nestjfior specialized diagnostic
servi ces a’hHis userofahe tvarceconipetitive is important. It was surely an accurate
descriptor of the internal processes as the institution vied for funding, publications, specialists, and
students. However,usig it in a public relations message r
civic pride. Walton had calculated that refer:e
citizens. Words such as modern and future remained fixtures of professiomalidicchospital
literature throughout the #Gentury.

Two other VGH books bear Historytoftiee’vGHngrked Cl ar e
t h e h o s'anniversiarg, sochiigon the standard subjeotsearly administrators, the CPR,
buildings, nusing education, and technological advancement. Perhaps the most interesting aspect of
this history is references to citizens. Marcus cultivated the sanse of civic pride as Walton. She
highlighted recent building projectsand spent large amount ofhe book examining recent
involvement with hospital consultants such as Agnew Peckham and Associates who surveyed the
plant in 196572

Beverley Du Gasodos history of VGH School of
It is a newer work, publishedhi2009. More importantly the intended audience consisted of
individuals who had been involved with, taught at, or graduated from the school rather than the
general public. The scope of the history was less to justify some contemporary expenditure or
projed, than to reminisce with a particular constituency, and entrench cultural myths of that
experience. Du Gas commented on the perceptions of nurses and the sexism many students faced. A

skilled writer, she masked many complaints rather #alainessing themhirectlyas a central theme.

1bid, 39.
2 Clare MarcusHistory of Vancouver Genera ldpital, 12.
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She offhandedly mentioned the lack of a new teaching buitcbtigg A Of cour se, 1t w
to have a new building for the school. Always felt, however, that the learning that took place in the
classroom the interchangbetween teacher and student was more important than the room where
t he c¢ | as s”Hercarmen renirded.redders that the school had struggled, and though
new buildings appeared on the medical campus, there were none for nursing educationn#g the sa
time there was a humble pride that the school had soldiered on and achieved in spite oBhardship
very nurselike action.
Calgary has two dominant popular historielse Science, the Art and the Spirit: Hospitals,
Medicine and Nursing in Calgarf1975) by Evelyn Hardwick, Eileen Jameson and Eleanor
Tregill us, #ospital:D\Portgait a Calgary Gereerdll981). InScience, the Art and
the Spiritthere is remarkable breadth in terms of temporal coverage and some deviation from the
standardanould such as giving attention to patient experiences, albeit usually only to draw attention
to the staffds heroism or perseverance. The bu
doctor biographies, all of which move briskly from framtshack to urban, scientific medical centre.
TheScience, the Art and the Spistneither an entirely primary or secondary source. It is
largely celebratory in its intent. Lacking peewriew or footnotes, it is not scholarly. However, itis a
valuablebook because documentation from before 1890 is sparse. No annual reports were made
prior to1891 and no trustee records ekistore1894. Additionally, it used oral testimony collected
in the 1960s making it one of the only surviving sources the nuwestfie CGH contributed to.

While often slipping into a popular tone, it examined a substantial span of time, dextetimion to

3 Beverly Witter Du GasThe Best Damn School in the Country: The Vancouver General Hospital School of Nursing,
19571965(Vancouver: SePublished, 2009), 86.
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the First and Second World Wars, theddession, poswar building boom in the 1950s and
expansion of medical educatiéh.

The Scollard book is problematic too, but for different reasons. It is encyclopedic, listing
copious facts, statistics, and random departmental anecdotes. As a resource the book is quite useful,
and far less guilty of grandstanding and mythologizing. Thikaty due to the Glenbow Archives,
rather than oral testimony, serving as its source base; however, none of the documents consulted
were footnoted? The inclusion of photographs suggests the intended, popular audience that would
not be satisfied with pia text. The significance of these books comes from the fact they
demonstrated a public interest in the hospital, a professional belief that some amount of public
relations was necessary, and that history was an effective approach. ,Ftivéiser books
denonstrated a public appetite for information about the hospitedse types of histories cannot
provide a historiographical anchor, but provide fact collection and preservation.

The WGH has a relatively small body of commemorative literature much df aéantres on
Ethel Johnd a nurse trained at its facildyand her rise within the global medical community. Johns
was born in England and received her initial education there before coming to Canada. She
graduated from the WGH nursing school in 1902. Ofserdourse of her career she became a
director of nursing education for the University of British Columbia, was attached to the Paris Office
of the Rockefeller Foundation, and oversaw the founding of nursing schools in Romania and
Hungary’® Her dedicationd the practice and education of nursing became a point of pride for

alumnae associatioyend subsequently her writings have been published in two volumes. The first

74 Evelyn Hardwick Eileen Jameson and Eleanor Tregillbg, Science, the Art ancet&pirit: Hospitals, Medicine and
Nursing in Calgary(Calgary: Century Calgary Publications, 1975), 21, 43, 107.

5 D. ScollardHospital: A Portrait of Calgary GenergWinnipeg: Hignell Printing, 1981),-3.

6 Ethel JohnsThe Winnipeg General Hospital S of Nursing, 1887953(Winnipeg: Winnipeg General Hospital
School of Nursing Alumnae Association, 1954), xii.
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vol ume contained her account of the nuwphgi ng pr
by Margaret M. Street containing extracts of

Mar gar et Whichfiges an ¢he Moirgains: The Life and Writings of Ethel Johns
(1973) is as much a biography as it is tan edi't
production and niche audience there are plenty of moments where it borders on hagiography, but is
more thoroughly researched than similar efforts. Street used archival collections throughout Canada
and the United States to gather information, and hereas s t o Johns6s papers
appreciation for primary sourcessen though she did not venture her own analysis. One of the
medical developments discussed at length in later chapters is the concept of professionalization, not
only among doctors Ihalso with hospital administrators and architects specializing in hospitals.
One of the most useful and revealing aspect#/afchfires is its emphasis on this press for
nurses. Stredtegins with a brief contextual note on the limited array of cam@toyment options
for women and the natural draw of nursing. However, as more women settled on nursing there was a
drived and Johns played a key role by setting up professional periodicals and assisting in the
establishment of nursing schadl$o form ranksnto a proper profession mirroring what other health
service workers were engaged in.

Johnsds nursing school hi story provides so
importance of properly trained staff and the scarcity of such until into 8@s1But does not touch
upon space or design. It contains a thorough administrative history of the earliest stages of the WGH,
before A. G. Bannatyngrovidedthe McDermot Street site and the hospital bounced from temporary
building to private home and Haagain. It made sense to lead into a discussion of nursing from a

hospital history, but there was no express re:

T Margaret M. StreetWatchfire on the Mountains: The Life and Writings of Ethel Jofiheronto: University of
Toronto Press, 1973), 43.
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value in expanding upon the urban context of Winnipeg during its struggles to seeureaagnt
home for the general hospital. Her focus on the original funding schemes, locations, and conditions
served a purpose for her cause. She demonstrated the importance of nurses and their achievements
even when lacking proper facilities.

The TGH haseceived the most attention of any Canadian general h@spiitth Montreal
and then Vancouver coming in second and third. There are commemorative but also professional and
academic histories. The earliest of the commemorative histories appeared in 18ri3pwiC. K.
Clarke, medica superintendent astdiscusked mdrathmo®ughlyGn chaptére 6 s
two, but some comments warrant mention now. The appearance of this history in 1913 is
remarkable. The TGH commissioned a celebratory histomewts compeers in other cities
struggled to remain solvent and finance buildings. That in itself says much about the TGH, the city,
and the country. Clarke emphasized the deep past of the TGH, namely its tenure as the York General
Hospital and how its agins stretched to 1812 as a tent facility for troops. He also provided a fairly
detailed examination of the Gerrard Street building, which was used between 1853 and 1913.

Clarke was not a historian, nor did he see himself as such. He saw the booktaghngome
bet ween an institutional document and public r
generalities, rather t h@Ql prek eslbearssoeaiwilfrityton i s w
recognizable approaches to medical history diexrggenerationg-or him, the history could only be
told through the biography of 60 me dRatbea than me n 6
engaging in a detailed analysis, he chose to study a selection of grantidiseietsdency mirrored

the longstanding practice of medical historians to focus on do¢tors.

78C. K. Clarke A History of the Toronto General Hospital: Including an Account of the Medal of the Loyal and Patriotic
Society of 181%Toronto: William Briggs, 1913), 5.
7 Some Canadian historians such as Michael Bliss remained proponents of that approach
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Clarke also touched upon a very important element in hospital histoyi@sguingthat
hospitals and medical science became safer and more desirable in the"la@ntL@ydue to
advances n anesthetic and asepsis. This remains an accepted part of the historiographical
understanding of medicirf As a doctor, Clarke could speak with some authority about the state of
professional medicine in the early2@entury. Hospitals were shedding stiymas, and demand for
surgery among the upper and middle classes surged. The reasonfdr this st er i mé as
called i® were no mystery to doctorsgho intimately understood the shifthus, what medical
historians concluded some decades later vimief held by doctors in the first decade of th& 20
century.

In 1975, former TGH physician W. G. Cosbie published his omnibus hi3teeyToronto
General Hospital; 1819965: A ChronicleWhere Clarke had lacked space to extrapolate on the
daily toils of high-ranked executives and doctors, Cosbie had no such problems. His history is
encyclopedic in nature, starting in 1819 with the York General, the aftermath of the War of 1812 and
borrowing liberally often without footnoted from Clarke. Twothemes doinnat e Cos bi
offering,the World Warsand he T GHOGO s r e | @nivarsaymof§onontg Coshietwas ndt h e
wrong to focus on these, but he framed them in a manner that says much about the contemporary
social biases of his profession. His discussiogducation is a good example. Cosbie presented two
spheres, one composed of doctors and the other of nurses. There is certainly a gender element
present in the ways these ought to be approached. However, instead of developing this as a theme in
the orgaization of work and space Cosbiecused oradministrator biographies and threedical

curriculum?®?

80 Though discussed in more detail later in the chapter, the Gagans, Porter, Risse, and Connor all discuss this change in
medical technology.

81W. G. CosbieThe Toronto General Hospital 1811965: A ChroniclgToronto: Macmillan of Canada, 1975), 208

210
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In fairness to Cosbie the book was not a scholarly attempt to connect with a broader
hi storiography. Until J. T. H. rvedl @astimecsoulcesfor2 0 0 O
anyone with an interest in the institution. Cosbiedfitsmlike Connod ultimately into the
celebratory model of hospital history. At @ere,Chroniclei s a f ond reminiscenc
role in the community, its survival duringettwars, and rise as a leading education and research
institution. Cosbie devotes much of the book to doctor biographies, followed by discussion of their
role in developing specific programs or departments. While there is historical value in this
knowledgeijt tends to exist in a realm by itself. No broader image of the hospital appears, nor does it
integrate the institution into the urban networks of health. For all the discussion of the world wars,
there is |ittle att ent iemuanicipabgoverhneent an@ Eoinsunikyn t er a
compared to the O0selflessnessd of doctors and
Though not a celebratory history of a sin
Canadian Hospitals 1920970 A Dramatic Half Centurfd974) s invaluable as a primary source
and problematic as a secondary. In 1928 Agnew left private practice for a post within the Canadian
Medi c al Associationds new department of hospi
Canadian Hospital CoundillaterCanadian Hospital Associatidorfrom 19331950, and established
thefirst department of hospital administrationCanadaat the University of Toronto in 1946. In
1950 he joined a New Yo+#kased hospital consultant firm that was expanding into Canada. They
formed Agnew, Peckham and Associates. Agnew was a leading voice in professionalization of
hospital administration in North America. As a primary source, therefore, higsoakonly rich
with minutia on the physical environment of hospitals in the @8f\century, butilsohas insider
credibility. Further, t provides a powerful account of how a leading administrative theorist

experienced the transition of general hospitals from charitable sick houses to-ctaddle
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institutions. However, one must alg€ontend with his oracular voice, and the accompanying
undercurrent of alknowing and alpowerful administrators who worked with heroic doctors on the
forward march of medical progre%s.

Despite the ways celebratory institutional histories fail acadermectations, they convey
admirably the social significance of hospitals that extends beyond a role in public health, healing, or
crisis management. When one considers the exhausting shifts, the gore, the many failures and
sadness that must have accomedna lifetime in medicine as a surgeon, a nurse, or even
administrator the fact so many devoted their time to producing books and chronicles of these
institutions is telling. It either suggests that the good moments outweighed the thatin@mory
favous the good. All books written by nurses contain a sprinkling et@otes on occupation
downsides such dmw tired theywerethe sterness of superiors and so forthutBione offer regret
or a sense of overwhelming sadness. The consumption of theseshistmains largely local as
well, in part because of their limited print runs, and their production through the hospital itself.
Thereforeone can eliminate profihotivebehind these histories. There is something heroic in these
testaments. Most likelthat is what the authors hoped readers would remember.

With the proliferation of these commemorative histories there is a pattern that stands out. The
authors are predominantly former medical staff rather than patients. Admittedly, this is a somewhat
difficult line to draw. Every member of the community was a potential patient. Doctors, nurses, and
administrators, too, could end up in the wards. In ¢kateijt is somewhat problematic to act as
though there is no crossover between patients and medisainpel. Being a patient was an
experience, not an innate quality or aspect of a person. Yet there is a polarity. Essentially all
institutional accounts come from medical insiders while almost all critical ones originate from

scholars who were only evertpts, or outside observers influenced by academic turns. The

82 Agnew, Canadian Hospitals 1920 to 19720-22.
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skeptical accounts of medicine that encouraged distrust or suggiéstied motives ame primarily

from the ranks of patients rather than practitiofférs.

Skepticsi The Alleged Dark Side ofMedicine and its Institutions

All fields must at times confront their past, anedical history is no differentt lhas a strand of
scholarship focused on the evils of medicine, failures, unintended consequences, and its use as a tool
of social control rdter than a means to heal or relieve suffering. To quote onerbgsardent

VvVoi ces, lvan |11 1ich: AfModern medicine iIis a ne
health, but only itself, as an institution. It makes more people sick tharaitlffsSucid comments

have a polemical ring. It is impossible to doubdf 28ntury medical achievements, particularly after
1950. A reaction of shock to Il licho6és cl ai ms h
highlight. The critical angkis produced by scholars such as lllich, Szasz and Foucault arose in part
from the O6hubrisd of medicine. l'ts practition
human experience. Such clairtesl to unrealized hopes, from which stemmed criéiguthat

influenced the writing of medical history in general and hospitals in particular.

Il 1lichds attack on the medical establ i shme
popular during the second half of thé"2@ntury that offered critiqueso t he o6i ndustri al
society and the ongoing clash between O6éexper
Medical Nemesi§ 1975) reads | i ke a rant, stating bold
maj or t hr &&ssentiabyhenasgaelihattihe gdals of health care shifted as the industry
grew. Rather than functioning as a professional unit bent toward healing it became a negative

influence, one that sought profit and glory without regard for patients. Repeatedly lllichdrikkeke

8Thomas Szasz is a notable exception to the o6big three,
84 Comment made by Ivan lllich quoted in Peter Havadijcation of Cancer Healing: Vol. Ill The Ancie(ew York:

Lulu Publishing, 2012), 83.

85 |lvan lllich, Medical Nemesis: The Expropriation of Heaffforonto: McClelland & Stewart, 1975), 11.
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phrase O0latrogenesi s6é whi ch sbhedgagdoftenveadl cagssedc k ne s s
by doctors® He viewed medicine as a sham used by a minority to enrich and empower itself. lllich
also critiqued what he perceived as the proliferatibn omedi ci ne in daily
contemporary doctors intend to or not they perform as priests, magicians and agents of the political
establishment. o Il lich frequently combined go
removes the adenoids of aldhe separates it from its parents, exposes it to technicians that speak a
foreign language, instills in it a sense that its body may be invaded by strangers for reasons they
al on e %Knedear.oftunnecessary, macabre acts pervaded his concephtigaitbfcare and
doctor motives.

Pain filters through nearly all elements of society: religion, law, health, work, and leisure. It
is an idea that has motivated large philosophical systems such utilitarianism, and its avoidance
underlies central componemksocial organization such as leisure, rest, and wealth. lllich disagreed
with the idea that pain should be avoided, pointing to the 1853 development of the first
pharmaceutical paikillers as a moment of social and spiritual crisis. He believed crucial
phil osophical and metaphysical ideas such as t
sin stemmed from the experience of pain. AWt
capacity to experience the simple joys and pleasurde declines. Increasingly stronger stimuli
are needed to provide people in an anaesthetic
violence and horror remain the only stimuli that can still elicit some experience of self. Widespread
painkill i ng i ncreases t he d%arilichdedidme designaditoeliminte e x ¢ i t

painwas actually the chief cause of spreading it.

8 |bid, 164.
87 1bid, 55.
8 |bid, 106.
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lllich argued that older methods of healthcare were more pagamtic, compassionate, and
divorced from préit motive. In his inversion of a conventional outlook, lllich had a fieéy with
the hospital. iThe hospit a'fcemutyhad become a tlabedor v e r y
diagnosis, now turned into a place or teaching. Soon it would becobweatay for experimenting
with treatment and towards the turn of the century a place for healing. By now the pesthouse has
been transformed into a % Hospitgischadtbecenreta apade wvieeck r e p
illness existed for the purpose of studgd the idea of a cure related as much to bebaand class
as physiology. For lllich r e;mahdedd6 approach to healing was t
failure. Through these hospitals society became medicalized, beholden to the arcanesteahdiqu
language of doctors and clinicians.

Architectural scholar Roslyn Lindheim,cdose colleague of lllich, shared his distrust of
medicine. Her research, however, agshihe doctor not the architect. Shearguédat @A medi c al
setti ngs & andinfact ourattitbdes and behavior; and how in order to change a physical
setting, it is necessary to make %Hefviewwaa ment al
that buildings weran important part of the experienced environment, batdeghan people. In
otherwords,space meant less in terms of patient experience than interactions with nurses, doctors,
fellow patients, and visitors. In miserable conditions a patient could still be treated with dignity, and
vice versa. To make the ppin she qui pped: Obad architecture
Nonetheless she was scathing in her description of hospitals.

Lindheim levelled her harshest criticism at pSstcond World War hospitals. She described

design trends of the latO40s asiaccommodat i ng mechani cal rat he
worsened the | ot of staff and patients. fAWhen
8 |bid, 114.

®Roslyn Lindhei m, ACriteria for CrSymaposiumgn Bavirenments fome nt s

Humanized Health Careed. Roslyn Lindheim (Berkley: University of Berkley Press, 1939),
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oppressive and inhumane, floors have been carpeted, walls painted bright colors, graphics added but
not hing f undam% fite aatchitgct hach zecome the étooge of the medical
establishment. On one hand her work is an important, early approach to blending medical and
architectural history, but in this method the patient faded into the shadahsafpets) of the mega
structures that formed the temples of scientific medicine.

Since patients are central to the social history of medicine, scholars must contend with the
writings of Foucault. Despite the historical shortcomings of his works few\wstliers can claim as
much theoretical or methodological influence on the writing of medical history. If one were bold
enough to try and distill thirth of the Clinic(1963) andiscipline and Punisi1973) to a single
overarching point, a satisfactorgradidate could be the construction of the pafiéit.modernity,
categorization became an important method to exert power over bodies. The ability to define
someone as a O6cancer patient,d 6sick,d r O6mac

Foucaul tds interest in the creation of t hese

working philosophy on the establishment and use of power, definition, and space to critique

91See Roslyn LindheinBirthing Centers and Hospices: Reclaiming Birth and DéB#rkley: University of Berkley
Press, 1981) Anothekample of her scholarship specifically focused on birthing and maternity care. It emphasised how
children were separated from their mother, the technological environment, the demonization of home birth as examples

of medicine replacing previous customs andkc ar r angi ng soci al organi zati on. L
Environments that Promote Caring, 6, 25. Lindheim commer
Afspent a | ot of timed and f e lsystem.IStedesdrilbed ipas atewenng Huildiegd t h e

with nuclear accelerators that managed to devote merely 51% of its facility to patient care.

92 Michel FoucaultDiscipline & Punish: The Birth of the PrisaiiNew York: Vintage Books, 1977) 18487. His

disaussion of examination is especially important, specifically the argument that power of discipline flowed from its
invisibility; the subject is seen not the power. When patients or prisoners faced examination their bodies were defined
and constructed, anyndition they may have was diagnosed. The unseen power structures that observed also judged.
Foucault,The Birth of the Clinic: An Archeology of Medical Perceptionl96. By emphasising the history of medical
definition Foucault emphasised death as thgiag point of medicine, reducing the patient and his symptoms to their
most minute parts, from which one could not go further
in medical education, and in the hospital was one oftwdrservility as medical language grew increasingly esoteric

and beyond their grasp. Patients were, in this case, both the object and subject of clinical medicine. Such an approach has
obvious incongruities with the social history of medicine as espoussthbiars such as Porter who did not write the

history of helpless victims. Foucault often obliterated agency where others looked for it, but his work still broke many
boundaries in terms of how medicine was thought of by academics, and provided a fitatifiouto problematize the
approaches of doctors. What medical historians really owe Foucault is not necessarily any specific fact he unearthed, or
spun, but rather, his knack for exposing assumptions about medical and psychiatric establishments, agd toew w
approach their history.
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disciplinary institutions. The treatment of lepers in the Midsliesd or as a more contemporary
example the bigoted repr esent a&offerceadyexémplddolV as ¢
how sickness reflected social prejudice and justified state action and vididbetnitions of

sickness were not static. Asgholar interested in the history of the patidattor relationship must

search for the shifting meaning of healing and ailment. Such an approach does not suggest that
sicknesses and diseases are entirely socially constructed. Instead it contendasilimatrttsesociety

deems require correction, or views capable of preventing, is an important element of the history of
medicine.

Foucaul tds | ast i ony thatde providdd dheadretical dapth to rihe t
institutionalization of medicine, patientnd doctors in modernitidlealstad ded t o t he hi s
understanding of rationality and power. Rather than suggesting rationality contained power, he
demonstrated that creating categories, and formalizing behaviour and hierarchies maintained and
entenched mechanisms of social conffdhny attempt to write patients into the history of medicine
must ascertain the discourses that underwrote their relationship with phy3icMasiana
Val verdeds use of o&édiscour se aar extaimpn & iod ¢ dce

value®® Foucault also contributed to architectural history, noting how theory and seemingly

9 Roy Porter,The Greatest Benefit To Mankind: A Medical History of HumaiNgw York: W. W. Norton and &

Company, 1997),121 22 . Porter 6s discussion of | eprosy rmders to
the condition on the patientdéds i mmorality.

94 Michel Foucault,The Order of Things: An Archeology of Human ScieNesv York: Vintage Books, 1970), 136

139. For an insightful discussion on Foucault in the international literature see Roy Porterliandb@es eds.

Reassessing Foucault: Power, Medicine, and the BNdw York: Routledge, 1995)

9 Foucault,The Birth of the Clinicl114. For a brilliant endeavour into the history of the degtdient relationship see

Sally Wil de, i T hoetorfEd teipéhratnt Re li ant itchres hD p : Patientsdé CIlin
Surgical L a n d s Healhanddlistory(20@7): 228.90s , 0

% Mariana ValverdeThe Age of Light, Soap, and Water: Moral Reform in English Canada,-188%(Toronto:
University of Toronto Press, 1991),-844 . For ot her examples see Porter, fALay
the eighteenth c®Ontsmeynberl mannaeBMad lee, Men 6 §Chigagodi es, Br
University of Chicago Press9%6), and Seth Kover§lumming: Sexual Politics in Victorian Lond@Rrinceton:

Princeton University Press, 2004). Domestic examples abound as well includingENgariKelmColonizing Bodies:

Aboriginal Health and Healing in British Columbia, 1960 (Vancouver: University of British Columbia Press, 1998)
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unconnected cultural practices influenced design, rendering built spaces into discursive stétements.
The patient is another schismttveen the two literatures. For sodiatoriansa patient is an agent
whose experience is important. Biepticsthe category is problematic, constructed, or designed.
For many of these scholars there would be no patients in the absence of mechcakéisThe
patient is central to both literatures, but in different ways.
The history of psychiatry figures prominently in the social history of medicine, partly due to
its longstanding emphasis on patients. Diseases of the mind are rarely contdgisyusirice at
| east R o b Amatomy BfuMelarchol§l621), psychiatrists believed understanding the
patient was a necessary part of treatni®for Foucault psychiatric diagnosis was culturally
subjective: A e] ach c ugkdf mantalillmesswkosedimes asesdraywnrby d u C i
the whole set of anthropological possibilitie:

how treatments like isolation weaslikely to cause madnessto cure it?°

and Sherry Mckay and Patricia Vertinsky, ed3isciplining Bodies in the Gymnasium: Memory, Monument, and
Modernism(London: Routledge, 2004)

Paul Hirst, fi F o u cAachitecturalasediatiokh Filed26 (19@3): 53ur e, 0O

98 Robert BurtonThe Anatomy of Melancholy: What it is: With all the Kinds, Causes, Symtpomes, Prognostickes, and
Several Cures of it. In three Maine Partitions with their several Sections, Members, and Subsections hRtaillysop
Medicinally, Historically, Opened and Cut Ugds, Floyd Dell and Paul Jord&mith (New York: Tudor Publishing
Company, 1927), 123. In early modern O6psychiatryd madne
levels of societyat court, before a judge, in the monastery) and treatments/classification were somewhat more uniform.
Melancholy (generally assumed to be clinical depression but doubtlessly comprising many more circumstances both real
and imagined) typically was relatemlan imbalance of black bile, but the patient still needed a personal investigation to

root out the behaviour that led to the imbalance. Western psychiatry placed value in the patient as an object of study,
though this is not to suggest they were trektedn d | vy . As medicine became more 6s
could be studied as its own organism and combated in a genefabwagantine, vaccination, water purificatimvhile
psychological conditions continued requiring more direct interaction.

9 Michel FoucaultMadness: The Invention of an Idans. Alan Sheridan (New York: Harper Perennial, 20112120

101. First published in 1954, and revised in 1962. Quote on page 101. For a constructive critique and evaluation of the
patient in the htory of medicine with an emphasis on psychiatry see L. Stephen Jacyna and Stephen T. Cakper eds.
Neurological Patient in HistoryRochester: University of Rochester Press, 2012). Jacyna and Casper point out that
historians of medicine and psychiatigmMe tended to treat patients in a static way, without considering the perspective of
6what made a patientd is a crucial element to a fuller
neurological patients chosen because their symptoans often caused by conditions hardly imaginable to those not
afflicted by thend for a time doctors swapped patients for the purposes of study or display, patients found ways of
acting in public that differed from in private and indeed depending on ttesiidang physician. In essence they call for

a more developed image of patients.
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Foucault and lllich originad in the intellectual world of the lai®50s and 1960s and
gained prominence in the 1970s and 1980s. However, the critical vein persisted into much more
contemporary historical work. In 2007 Szasz argheti the diseases were fictional in nature, and
owed to the processes of medicalization and demedicalization. His examples were routinely
historical: such actions as masturbation or homosexuality remained medicdhbstied as
illnesses and treatable by medicine and psycldatrtil relatively recentlyConversely, such issues
as social anxiety allegedly went unnoticed by professional medicine until late in"tber20ry*°°
These examples ring true to the social historian of medicine. It seems unlikely for someone to
identify as ill over such thingabsent social pressure or conditioning to do so.

The useful elements of critical history leeat times found their wanto the work of astute

and careful historians. Historian of science Charles Rosenberg did so quite palatably in 2006:

The range of huan dilemmas that we ask medicine to address has if anything expanded,

from depression to anxiety, from bereavement to dys
ask medicine to help in doing this cultural work of defining the normal and providing a

context and reaning for emotional pain, we will continue to fight a guerilla war on the

permanently contested if evehifting boundary, dividing disease and deviance, feeling

and symptom, the random and the determined, and the stigmatized and the deserving of

sympathy!©?

A soundly historical explanation, it does not sound polemical, nor does it imply a cynical agenda on

the part of medicine. Rather it places the blanfehere is any at all on society and its broader

ills. Rosenberg's explanation provides an ideatreshto Szasz, whose work required distrust and
negativity. Szasz rebutted Rosenberg's argum

di fferentiating between emotional and somatic

100Thomas SzasZ he Medicalization of Everyday Life: Selected Esé§lsgsv York: Syracuse University Press 2007),

XVii

Pl Charles Rosenberg, i C o n tdisease,eadd didgnasis: dParspectives. in Botogycahdi at r y
Me d i cRerspgegtides in Biology and Mediciéi@:3 (2006): 422. Another good example of a middle ground resides in

Edward ShorteBefore Prozac: The Troubled History of Mood Disorders in Psych{@rford: Oxford University

Press, 2008), 3. Shorter argues certain drugs proved highly effective at solving bioldzaisalyillnesses, but stopped

being prescribed as patents expired and pr oahdcansbe dr i ed
pinpointed physically and addressed, whereas others, ir
precisely because they have been constructed or diagnosed for sirivallyreasons.
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Rosenberg pretels. It is psychiatric propaganda not historical analysis. In [his] account there are no
agents, no winners, or losers and no onmesponsible for how psychiatyythe manufacture of
fictitious diseas& bleeds into the larger culture. Bleeding may be starte r s f?BopSzaszl . 0
medicalization and the proliferation of clinical terms and ideas into daily life were no accident or
sideeffect of largr historical processes. It wass for Foucault and lllich a destructive
machination of modernity.

Some symmims and characteristics of mental illness are readily traced to chemicals or
traumatic events, while others have more intangible origins such as culture, gender expectations, and

racism. David Wright, historian of British and Canadian psychiatry, arguedis hi st ory of

Syndrome that finaming a disease, disorder or ¢
and no smal/l a mo't re ackmdwledgenl rthie rchoovnesonsaly arigins of the
syndrome, while pointing out that doctorsdescribg it as OMongol i smé and

notions and cultural understandings of competency. Names carried assumptions and implied
meanings beyond their literal interpretation, illuminated by Canadian advertisement campaigns in
the 1970s desigaeo present those with the syndrome as functional. Wright was not writing in a
Foucauldian veininstead, he demonstrated how treatments, symptoms, and social expectation
shaped each individual's lived experiences.

The greatest drawback of the criticalpaoach is the guesswork involved in determining
where the motives and i mpulses of those with 6

shortage of situations that may seem dark, harmful or even purposefully malevolent. Medicine and

102 57aszThe Medicalization of Everydayfe, xvii-xviii.

103 David Wright,Downs: The History of a Disability Ox f or d: Oxf ord University Press,
Syndrome in the possessive is the British manner of ref
Syndromds a genetic anomaly, a lived experience, and the invention of the society within which it is framed. The very

label of a disorder threatens to obscure our view of the individual and indeed at its most insidious affeciddhttgelf

and behaviourof he persons themselves. 0
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medicalinstitution® perhaps for their inseverable relationship with déathve cultivated fear in
the publicos ¥Tomdugd tasay notoing of thd Bdewitrie€sed an outpouring of
this sentiment in forms ranging from episodesXdfiles to the lyrcs of bands such aawisted
Sister.Popular culture connected death and harm with the idea that, doctors, medicine, and hospitals
could cause thed?*It is a powerfulartefaciof a time when visiting the doct®ror hospitad was a
move of desperation;itshbud not be forgotten that Shell eyos
medical student. The prevalence of fictional examples spoke to a level of plausibility. These ideas
resonated with deegeated fears within popular consciousness that perhaps medisidamngerous.
Such an association is not surprising. Even perf@ectgticed surgery can result in pain, suffering or
death. Moreovemodern medicine requas dismemberment and dissectiothdrefore takes little
coaxing to guide the imagination towarwrbid or macabre concerns.

The critical approach to medicine stimulated interest in hospitals by social historians. Roy
Porter and Li nds ayhe@Gospital s Kiatoryd389) edureskeel this critique.
While appreciating it for moving awdrom the histories of Abebmith andCourtneyDainton they
stopped short of accepting the larger assumptions of skeptical critiques. Theydargued
charactesticallyd for a social respons&ho went to the hospitals, what did patients experience,
eat, drinkand do while confined, what treatments were offered and what was considered medically
solvable?*Port er and Granshawds collection showcase

history of medicine. The essayslihe Hospital in Historgontributedo a reevaluation of existing

see fiHearing before the Committee on Comme'fCongress.Sci enc e

First session on Contents of music and the Iyrics of Re
a 1985 Congressional Hearing on Record Labelling when Tipper Gore accused Dee Snider, singesverite isfomg

TwistedSistep f gl ori fying sadomasochism and rape in his song
they wer e vyabaomud tAhseurfgeear t hat instills in peopled and h
who was preparing to undergo an operation. Sniderds us:¢
honest or not. If writtenabouthisfe ndés fear it demonstrates how frighteni

if lying he still considered it believable enough to testify with.
105Roy Porter and Lindsay Gransahw ed#ie Hospital in HistorfNew York: Routledge, 1989)-2.
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academic knowledge. Unlike Foucault and lllich, however, the tone and assumptions therein are not
as radical. The collection shows its age in some areas. For instance, Porter suggests it should not be
assumed that doctorsyeamuch of a historical relationship to hospitals. Very plausible in earlier
period$ beyond the scope of this dissertadiobut many essays deal with the riigl" century and
into the 28" where such a claim does not hold up. Doctors were involved in timaliftig and
organization of may Canadian general hospitals.

When Foucault was sixteen he confided that he was a homosexual to hi tatteetod
who promptly brought him to a psychiatri¥here he learned he was sick butfixaSiic oucaul t 6 s
academic lgacy in the form of a scathing critique of modernity, the dangers of categorization, and
the dynamics of power gain a distinct weight when viewed in the contextpdtiest experience.
The critical approach pushed historians to question institutioesoulises, and power dynamics;
however, it does not demonstrétat doctors and medicine are became primarbng or evil. The
oeuvre of mental health historian Cathy Coleborne attests to the value and excesses of the critical
approach. Her early work ppached mental illness in the Foucauldian vein, searching for
discourses and examining elements of discipline. Recently, she called for appreciation of the impulse
of reformers, religious workers, ¥Schdargssich and ¢
as Michael Ignatief whose monographA Just Measure of Paif1978) was a classic example of
Foucauldian institutional analyisobegan questioning the approach as well, arguing Foucault was
better at describing change than explainin@iThus theémpulse to act on the part of reformers,

nurses, and doctors had to be reconsidered and incorporated in institutional history rather than

106 3ames Miller, The Passion of Michel FoucaiNew York: Doubleday, 1993) 6&3.

0’An example of her early works is C. S. Coleborne, fA06Sh
in patient caséooks of the lunatic asylum in 1860s Victdé a Farging ldentities: Bodies, Gender and Feminist

History, eds. J. Long and H. Brash (Nedlands: University of Western Australia Press, 1988),Fbf a recent,

nuanced offering see C. S. Coleborimsanity, Identity, and Empire: Immigrants ahtbtitutional Confinement in

Australia and New Zealand, 187®10(Manchester: Manchester University Press, 2015)

108 Michael Ignatieff, review oHistoire de la Sexualitéy Michel FoucaultTimes Literary Suppleme8eptember, no.

4,252 (1984): 1071.
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maligned or polemicized. There has been a longstanding conflation between the wrongness of action
and wrongness of ianhtion.

The true intentions of practitioners are unknown in an absolute sense, but it is still valuable to
guestion. By the same token there is no cache of secret documents that will expose a conspiracy of
malevolence by medicine or psychiatry. Thus, wthiere is value in questioning, reconsidering,
rooting out, and challenging assumptions it is important to reconcile this with the limits of surviving
sources. The Foucauldian tack might be, appately, likened to medicatiothe right dose cures
the pdient but too much can prove fatal. In some ways that echoes the conclusion of German
historian Martin Dinges who argued there was value in Foucault's work, but only if carefufifPread.

It is important that medical historians read Szasz, lllich, and Ftu#dor the facts they provide,

but because they present situations in new light, and reveal perspectives that might otherwise never

be attained or considered. Asixteggaro | d boy sat i n a doctorodos off
of unnaturalnessCould a scholar absent this experience have writetin of the Clinicor

Discipline and Punish

Social History of Medicine, Hospitals, Architecture, and the Canadian Context

In the 1960s and 1970s some scholars drifted away from a medical historyd defirwhig

treatments of discoveries, hagiography, anddown studies of institutions such as hospitals and

medical schools. A new literature emerged, defined largely by historians rather than doctors. These

hi storians wer e i ntspectiestheegole ofinarses, the perpisende efrfolkd s p
remedies, the victims of medical professionalization, and later, how medical knowledge was as much

a source of healing as a fount of power. Thistbignt O0soci al history of me:q

integrate patients, pain, and failures into its narrative and understand how society and medicine

Mart i n Dinges, @AThe Reception of Michel Foucaultoés | dea
Medi c al Professi on i nRe&sessmgFoucd)itd®t ori ography, 0 in
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existed within a dialectical relationship. In the 1980s and 1990s interest in the history of psychiatry
and its influence on hospital and asylum history s$isesi scholars to the use of medicine for social
control and encouraged criticism of the medical profession. Spurred by these developments scholars
broadened the field searching for health and healing in aspects of society beyond the hospital,
medical schol,or doctor 6s office.

It is important not to turn this historiographical development into its own tale of triumph.

Scholars such as Frank Huisman and John Harley Warner recently argued that the uncritical

di chotomy of Whig ornswéi amedi bat wbaenst oéolyddwas

undemanding way of asserting®®Capadampor masteer

medi cal hi storian, Michael Bliss, built-nhis
f ocus s e dtory. s Medicahhistortans snust confront the literature produced since the 1970s,
and evaluate to what extent it has improved the field. There are three elements to this task. A brief
survey of the literature through the 1980s, a discussion of work frob®8ts and 1990s when the
social history of medicine was established in Canadian universities and journals, and an exploration
in Canadian and international studies focused on hospitals. Beyond including the perspective of
patients, this approach linked dieine with social changes, including state involvement in health
care, public health, diet, education, sport, the bady culture.

The development of medical history in Canada followed trends in Britain and the United

States and moved at a slower pg8eE. D. Shortt, both a physician and professor of medical

c

~

C

hi story, appraised the Canadian field n 198

WHui sman and Harley Warner, #fAlntroduction, o 2.

UIMi chael wdtiismsi,ngiPtrie Mind: The Sundering oJourm@laohadi an
Canadian Studie26:4 (1991):518. Bliss conceded that women, First Nations, and other groups excluded by the old
national histories should be written into new oriagt he also stressed that too much focus on social history had left far

too many historians with no sense of fACanadad as their

"2, E. D. Shortt, fAAntigquarians and Amateur sMedidhef | ect i c
in Canadian History: Historical Perspectives]. S. E. D. Shortt (Montreal: McGue en 6s Uni ver sity Pr e
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Conscious of shortcomings with studying great doctors, discoveries, and institutions, he compiled a
series of previouslypublished essays that exhibited these characteristics in the Canadian literature.
One inclusion was Michael Bl i skEeaudian8eRualideasiBo ok s
Canadao (1970). Bl i ss waagonsexuallideas aotwithstandimgeFsrs h i ¢
Shortt to include it as an example of promising scholarship demonstrated how thin the field was. The
course Bliss eventually took as a medical biographer, distrustful of the social histoegioina

Shortt champioad added an ironic twist.

In addition to emphasising the medical profession and the establishment ofdaealth
institutions, many early medical histories reflected the regionalism endemic to most channels of
Canadian historiography. Examples includeCH. J a mEaglysMedidine in Albertg1947),

Ros s MiMedidneih Madiwbd 1 954 ) , J o hFourQenturielseofaVigdical Histabys
inCanadal 192 8) , ATheBedicditistory of 8rgish Columb{al 93 2) , Maude AbDb
History of Medcine in the Province of Queb€t931), and later works by W. B. Stewlsieédicine in

New Brunswick 1 9 71) and H.OnEHundvkea ¥ears of Meditirie ;n Canada, 1867

1967( 1967) . Abbottds work stands out lislashileone of
Jamieson, Mitchell, and Stewart provided snapshots of their respective provinces, singling out

6great o doct or$Thase schotas shargd a haoremvfdcus,anlpart owing to the fact

This paper focuses mainly on Canadian and British literature, but to provide useful snapshots of medical history in the
United States eRichard Harrison Shyrock, édedicine in America: Historical EssayBaltimore: Johns Hopkins

Press, 1966) and George Rodemmym Medical Police to Social Medicine: Essays in the History of Health (derey

York: Science History Publications, 1974). T8hyrock book was well on its way to a more expansive history of
medicine, concerning itself with such issues as slave treatment on plantations, the effect of medical professionalization

on women, and public health. Rosen positioned his essays as a diadteten power, health, and the state. These
collections support Shorttds contention that Canadian |
113 Herber C. Jamiesoiarly Medicine in Alberta: The First Severfijve Yearg§Edmonton: The Douglas Printing

Company, 1947)Especially pages 530 and 88L00. Jamieson also included appendices of medical practitioners and
educators. The most commendable aspect was a chapter on women doctors, but on balance told a story of professional
medicine. John J. Heagerfyour Centuries of Medical History in Canada: And a Sketch of the Medical History of
Newfoundland Vol. 1 and 2. (Toronto: MacMillan Company of Canada Limited, 1928) The first volume covered
epidemics and disease, pioneer physicians, surgery, and public health. Heagersye cond v ol ume cont i n
health then tackled medical schools and hospitalization. Public health became a popular inroad for the social history of
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thatthey wrote with little secondary literatuto guide tem. Though lacking social depthe could
salvage their connection of medicine wbcial and civicorder,which isan idea that is now
embracedy scholarsAll authors were medical doctors who wrote for an audience of colleagues.
The 1930%roduced some works with a glimmer of new approaches to medical history in W.
B. H o WledicihedisCanadd 1 933) and WiMedicineaMan tB MediBalNeh 0 s
(1934). HGamadian stugdy, aih@ugh suffering a clear regional bias towardsi@nt
Quebec and the Maritimes, explored the ways medicine moved through geography, and the role of
communication networks in professionalization. Aware that the harsh environment and limited
resources of early settlements required the modification ofpfearotechniques and adoption of
some First Nation medicinal practices, he ascribed a greater emphasis to context than many of his
colleagues!* Bull went further, demonstrating the importance of public health as and devoted

considerable time to examiningigons between orthodox physicians and folk healers that emerged

medicine, but for Heagerty it remained {dpwn: vaccinations, municipal meetings, and leethforced legislation. His
conclusion found that Athe determination of conquer and
289) Canadabd6s medi cal hi story for Heagerty wasanhery muc
their institutions. His volumes had little time for First Nations, women, or the general public. A. S. Vloaiedical

History of British ColumbigVancouver: Canadian Medical Association, 1932). Monro, as did Jamieson and other early

doctor medickhistorians, viewed railway expansion as a major epoch in Canadian medicine. With people came disease,

but more importantly, improvements in transportation brought medical professionals. Maude E. Wisbary, of

Medicine in the Province of Queb@dontreal: McGill University Press, 1931) 10,11. Though dismissive, Abbott
actually provides some analysis on First Nationds conce
with many historians of Quebec Abbott noted significant chaimgesms of professionalization and education after

1776 and an infusion of Britistrained medical workers. However she also emphasised Féatddian doctors and

afforded their government more say than either Renald Lessard or William Canniff. VéwBri@tledicine in New

Brunswick: A History of the practice of medicine in the Province of New Brunswick, and of the men and women who
contributed to this history, encompassing the period of time from prior to the arrival of the white man in America to the

early part of the twentieth centu@@ew Brunswick: The New Brunswick Medical School, 1974270 Coming

somewhat later than other works mentioned above, Stewart attempted to tackle some issues associated with professional
medicine such as the statehsfalth practices before European contact, though he was ambivalent. On one hand, he
suggested that First Nations had a diverse pharmacopeia, understandings of child care that far outpaced those in Europe
and experience with surgery such as amputationseisass methods for reviving patients who had swallowed large
guantities of water. Yet he also viewed many of their p
and O6shy s avageOnéHuddredEears M MediDirerint@aadd®671967(Toronto: McClelland and

Stewart Limited, 1967), 213. In many ways this book is an asticial history of medicine. Rather than searching for

the ways society shaped medicine it suggests that medicine shaped society along with geogratititgraneeals.

14william Boyman HowellMedicine In CanadéNew York: Paul B. Hoeber, 1933), 9,11, 34,88 Medical schools

received a somewhat novel treatment under Boyman as nodes of knowledge crucial in the spread of professionalization,
whereas mosichools viewed them either as scientific institutions or as receivers for European knowledge.
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as a byproduct of professionalizatiori® Howell and Bull were not above mentioning the heroism of
doctors, but provided examples for later historians to build on.

One of the first calls famedical history to become broader, and specifically to consider the
importance of patients, came from a doctor not a social historian. In 1945 Douglas Guthrie presented
an essay to the Royal Society of MeeHstoryofe t i t|
Medicine. 0 Guthrie sought fAto pay tribute to s
part in the mar cHPWhgdgishsorrmingrletoric pside, ghatfadlesvedwas a
remarkable, albeit curt, series of observatons t he r ol e of patients in
important argument was that patients had not been static, nor had doctors viewed them as such.
Guthrie observed that ancient Greek physicians wrote candidly about patients in accounts of healing,
whereasRenaissance doctors rarely recorded personal details except for those-stehijhg.
Ultimately Guthrieds writing held deep ambi va
doctor, spending sever al pages ulddo hadno, withaut Pa st e
exploring the perspective of the individual as an actor. Guthrie was preoccupied with what he termed
6t he i nt elratheghamcbnsigeaall whe sotight ddrestill, Guthrie deserves credit for
noting a major lacuna and lag a foundation for later historians.

Abel-S mi tThedHespitals 18014948(1964) inspired many subsequent hospital histories.
As an example of the social history of medicine it is a poor candid&¢oits emphasis on the
medical profession and to asber extent administration. Howepédelved into questions relating

to the organization of hospitals, managemamd some basic spatial organization. Porter criticised

L5william Perkins Bull From Medicine Man to Medical Man: A Record of a Century and a half of Progress in Health

and Sanitation as Exemplified by Developmemt3éel(Toronto: George J. McLeod LTD, 1932), 2130.

Dpouglas Guthrie, fAThe Patient: AProteedihgsaftheeRdyalSecietyafr i n t
Medicine38: 9 (1945): 490. I n the essay ivepageeffortHadbsensufiicie@ut hr i e
to fill the lacuna.

1171bid, 492, 494. The patient became a part of the story, but not as a primary or active actor.

59



PhD Thesis S. Sweeney; McMaster UniversityHistory

the book for focusing too much on administrattétFrom a more recent vantage thekmissed
opportunities. In recounting the 1871 use of a ship as a convalescent hospit&inAiebnly

briefly engaged with the important social and political elements, namely civic unwillingness to care
for so many sick in the city prop&f Such an evarexamined in a manner more aligned with the
social history of medicine would explore the civil unease, the conditions aboard the ship, who the
patients were, why they were being treated in this location, and how similar their experience was to
elsewherelt would be unfair to attack the book vigorously for these sbomnings; it is in many

ways a remarkably thorough stufiy a timewhen there wasirtually no comparable literature.

In a similar vein to AdeBmi t hés book i s The &tory ofhnegyl abnadi dnst o
Hospitals (1961), which sought to complement the small library that existed of instiati
biographies. Interestinglyalthough misleading irrelation to later developmeid<Dainton
described his offering amedhcerner éi Feri hi mhehi
appreciation to municipal politics in an efforttmderstand how the practical side of hospitals came
into being. The monograph also has a truly gargantuan temporal scope, spanifig®Go there
is a considerdb amount devoted to the transition from monastery and religious hospitals to secular
or municipal ones. It has two notable practices for organizing ma@nilbeing the decision to use
case studies. The second was his hope to estaldtisihder undetsinding of hospitalasa social
and political phenomenorather thansolatednstitutions. Dainton devoted reasonable attention to
concern for the poor on the part of community leader$iiBy considering thgreat underpinning
element of municipal pdicsd societyy he treated civic demand as a type of agency, although his
chapters fixated on politicians and his case studies read quite like the institutional biographies he

sought to complement rather than recreate.

118 Roy PorterDisease, Medicine and Society in England 2%3860(London: MacMillan Publishers, 19886.
119 Abel-Smith, The Hospitals 1800948 119123.
20Courtney DaintonT he St ory of E(Bpidgfel:Cbases B.dsomasPublisksing, 1961)681
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A final 1960s monograph on hospital @l o p ment wort hy ofThenot e i
House of Healing: The Story of the Hosp{tB61). Risley makes a religiarentric argument that
hospitals represented a sort of spiritual collectivism, where society chose to engage in helping those
inneed. 8e suggested, fdespite association with
expressions of the worldos spirit of | oving ar
to building them and t he $*Thewincece 0 fp eRri fsd rergyedds war
decidedly too celebratory, almost supernatural. Perhaps she had a more fortunate upbringing than
Foucault, for two more contrasting interpretations could hardly be imagined. Howheer
monograph is significant imnothemway.By focusing on something other than doctors and discovery
she revealed a path to examine the role of the hospital in the community as well as other constituents
such as patients.

During the 1960s scholars sounded alarms about the trajectory of medica}. Hago
Galdston, a psychiatrist with a strong grasp of Hegel, Marx and Collingwood, described the existing
|l iterature as Abackward, if not archaic, 0 cond
in other fields, and obsession with greatdivery and the conquest of progress over ignorghce.
Fell ow psychiatrist Erwin H. Ackerknecht quest
the idea of 6l agdb between di scovery and whec
technologies?®Galdsbn criticised the idea of an internal logic that drove medical progretbst
the form of medicine represented a leg in the journey toward truth. Instead, he argued that economic,

technological, political, and social factors shaped medicine in any histmical period far more

21 Mary Risley,House of Healing: The Story of the Hospifldew York: Doubleday, 1961), 13.

22 ago Galdston, #fAOn t h€&€an&diahMedicatAgsoarfion Merre@d:16 @9I65)BOBESt or vy, 0
2Z2Erwin H. Ackerknecht, AA Plea for a ¢Behdauwnamfthest 6 App
History of Medicine and Alliesc&nce®22 (1967): 212.
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than the will of heroic physiciaté* Ac ker knecht 6s argument stemme
Medicine at the Paris Hospital, 1794848(1967). He discovered that medical suppliers routinely
sold surgical instruments deemed obsolgtedntemporary medical treatis&s Ackerknecht did
not oppose studying elite doctoirsstitutions,and discoveries, but felt the approach imasmplete;
hence his argument that the pinnacle of medical knowledge did not reveal the range of actual healing
practices at any given tinté®

Unease about the idea of progress under | a°
Galdston argued, to an audience of doctors, that the myth of assured progress would ultimately
produce two major social problems. Firsthnsomers of health care would come to expect
completely unrealistic results, and second, d
wouldbeilposi ti oned to cater t%%Toalmere stchwlasticcauderice,6r e g
Ackerknechtagued f or a 6ébehavioristé approach to me
writings and more on praxis. Though this methodology smacked dasiioned empiricism,
Ackernecht 6s goal was t o undeup.Borhambemetidalpasa ct of
was comprehensible in the range of approaches to sickness, the rate at which certain procedures or
technologies became accepted, and the disjuncture between practice andthekeynkecht and
Galdston outlined what would become a redeagenda for generations of social historians of
medi cine by rebuking 6égreat mandé history and

textbooks and doctorso6s writings.

Gal dston, @AOn the Futility of Medical History, o 809.
125 See Erwin H. Ackerknechijedicine at the Paris Hospital 179¥848(Baltimore: Johns Hopkins Press, 1967).
2%6Ackerknecht, AA Plea for a OéiBsethoarvyi oorfi sMedd i Acpi pnreo, adoc h2 1li4n.
2"Gal dston, @A0On the Futility of Medical History, o 810.
2Ackerknecht, AA Plea for a 6Behaviori s2ifFoAnmstaceglech i n

asked why battlefield surgeons in the Frafcassian War ngected to use anesthetics on their patients, or why
bloodletting remained in use into the latef"1&ntury despite being largely condemned in mainstream medical
literature. Understanding these types of behaviours were aimed at garnering a moreiatayeaiéthe medical past.
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During the 1970s scholarly work on hospital and asylum history veered away from
commemorative and institutional narratives to focus on class usage, centralization of power, and
state involvement?® Sanitation improvements in the early twentieth century transformed hospitals
from the | ast resort of tnénenstituion.dstieeprimsrg oucet o me
of healing across class lines, hospitals became a signdfi@artt neglectedl nexus of society and
medicine. David and Rosemary Gagan, the most significant contributors to Canadian hospital
history, argued that natiemide health insurance schemes of the 1950s intensified the presence of
this institution in daily life'*° There is more than healing to consider. Hospitals remind scholars why
the history of medicine could benefit from a search for influences beyond meplrise.The
shape of medical space, the treatments and patient services on offer, even the underlying logic of
organization such as triage systems or the regulation of visiting hours arise from a far broader
context than can be uncovered from medicaljals and textbookS! Guenter B. Risse, an
authority on the history of hospitals, summed the significance these institutions effectively as
ihospital history is cu¥tural, social, and me

Hospitals and asylumsften served as lightning roder scholarly criticism. Andrew T.

Scul | 6 BuseumsosMadne$s979), or in Canadian literature, Harvery G. Simmiersn

Asylum to Welfar§1984) are examples that, sought to expose how psychiatric care became

129For examples of the commemorative hospital histories that dominated in the first half df tem®0y see Olivier
Maurault,L 6 HtDtieelu pr emi er hospital de Montr ®al : Doapae s | es
6l nstitut des Rel i glosephstawresdaucqs il@l263 (Montreal: 10 mlildishes bstedy t

1942), and Anna B. Montreuil,hree Came With Gifts: The Story of the First Hospital, the First School and the First
Cloister in Canadand Their Heroic Foundergloronto: The Ryerson Press, 1955)

130 Gagan and GagaFopr Patients of Moderate Mean&1-75.

131See Graham Mooney and Jonathan Reinarzdsneable Walls: Historical Perspectives on Hospital and Asylum

Visiting (New York: Editons Rodopi B. V., 2009). Unfortunately none of the essays touch on Canada directly, but for

the purposes of positioning the hospital as a social institution as much as a medical one they are very useful. The very
idea of visitation reminds historianstima t i ent 6 s soci al relationships persist
while also demonstrating how regulating entry into hospitals demonstrated increasingly formal demarcations between the
sick and the well.

B2Guenter B. Rissdylending Bodies, Sawg SoulsA History of Hospital§New York: Oxford University Press, 1999).

4.
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increasingly structured, bureaucratiod impersonal after 1868 As the literature on asylums and
hospitals become more sophisticated, critickssed studies ran the risk of producing unwieldy
conclusions. Documenting the imbalance of power between practitioner and patient is an important
part of the medical padut it should not implyhat doctors, psychiatristsnd nurses as individuals
sought and cultivated such power. Some of the most recent work in asylum studies and the history of
suicide points toward bias in the historical assessiwf healthcare providet¥ The critical edge of

medical and psychiatric history developed for good reasons, but as the field matures, scholars must
be cautious not to replace the quest for a more complete understanding of the medical past with an
assaulon the practice of healing itself.

The 1980s were a decade of growth and advancements for Canadian medical history,
symbolised by some meaningful intellectual integration between doctors and historians. Charles G.
Roland, introducing the first Hannah @erence in the History of Medicine in 1982, noted that there
hadnever before been a conferemt@yoted solely to Canadian medical history, that chairs in the
field rose nationally from two to eight, and alluded to the establishment Gatedian Bullah of

Medi cal History/ Bull et i whichleaseditsfirstissdedn1983.t oi r e

133 Andrew T. Scull,Museums of Madness: The Social Organization of Insanity in Ninet€emttury England

(London: Penguin Books, 1979), 17. Scull associated institutionalizaiith urbanization and industrialization, but

perhaps his most interesting argument is the need téhteifamiyo f t he démental ly i1 16 into
services and the subsequent branching outward of all those, socially speaking, Whweedureatment. Harvery G.
Simmonsfrom Asylum to Welfar@ownsview: National Institute on Mental Retardation, 1982), 178. One might also

consider Roy PorteA Social History of Madness: The World Through the Eyes of the Ifisangon: Plume, 1989).

Writing exclusively from memoirs of individuals confined in asylums, Porter wrote critically, prominently displaying

Nat hani el Leeb6és quip from 1684: fAThey called me mad, an
lacked the systemic vieaf confinement exhibited by Scull and Simmons.

134 For example see David Wright and John C. Weaverktidtories of Suicide: International Perspectives onSelf

Destruction in the Modern Worl@T oronto: University of Toronto Press, 2009) and Alan Somervilds hbur n Hal |
18821904, 0 in eds Barbar dnfBiurate kotkk@ Baslayanen TMemsainh Keal t h
1992(Dundein: University of Otago Press, 200188 3. Weaver and Wrightoés introducHt
history of mantal illness, using suicide as an action that engages with psychiatry but also has social motivations.
Somerville employed a nuanced look as asylum conditions. He accepted conditions were not perfect, but tried to be fair

to doctors. In effect he arguedad® or 6 s pri mary moti vation was to help the
¥Charles G. Roland, fdl nt r dcHealt Disease and Medicine:dEss&@yb ia Cdnadian G. R
History (Toronto: T. H. Best Printing Co. Ltd, 1982),-18
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Hannah conferences were especially important as they drew interest from practising physicians,
psychiatrists plus members of legal and educaticaallfies. By fostering collaboration, these
academic meetings helped move Canadian medical history away from its older literature written
almost exclusively by doctors for doctors.

In 1983 Shortt arguetthathospital history in Canada consisted mainlgdVh i gé narr at i
focused on the inevitability of progress and
and American hospital historiographies he faree meritorious discoverighat hospitals weneot
6gat eways théysaightrarahrectamatidn aftthe poor, atftht theyspurred medical
professionalization. Thus, Shortt recommenttietiCanadian scholars should accept those premises,
while also emphasising the therapeutic efficacy of the hospital, the views of attendants and
phydcians, and the patiebitserspectivé®*F ol | owi ng Shorttos suggestio
from the periphery of medical history to a positiorso€ialand political significance.

Two styles of medical history that flourished in the 1980s were thecaldiiography and
the discovery narrative. While not intrinsically conneétedbiography does not need to entail
discovery nor does a discovery need to outline the life of the discévigrese approaches tended
towards emphasising the genius of certadiiMidluals and great accomplishments, while minimizing
the value of others in the field. Medical historian E. A. Heaman defended biography as a valid way
for historians to learn aboutdlpast byarguing that when done properly one learned not only about
the life of the subject but also the times in which he [Iddde amandés argument i s

societycertainly shaped the lives of historical actbhsfortunatelymedical biographies often fail to

S E.D.Shortt, AThe Canadian Hospital i n theJowhalet eent h
Canadian Studies / R8(@%8):4d16l®t udes canadiennes
B'E. A, Heaman Al ntroducti on: Mi chael Bl itys cama tehse [Ee

Heaman, Alison Li, and Shelly McKell&ssays in Honour of Michael Bliss: Figuring the SofTalronto: University of
Toronto Press, 2008), 5.
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integrate their subjects into social milieu, only engggsocial relations within the laboratory,
medical school, or professional communities.

First Nationsodéds medicine, where the practi!
an instructive example of the importance of social setting. Reseaidary-Ellen Kelm and J. R.
Miller demonstrated the practice of medicine was an activity Europeans sought to regulate. In
residential schools children were inspected,
about power and control over the bagditiowever,she afforded First Nations agency in her
conclusion arguing many associated certain illnesses with Europeans and their medicine while
relying on traditional practices for ailments that fit within its purviédMi | | er 6 s emphasi
horrors ofresidential schools placed European medicine along with religion, language, and diet as
tools of assimilatiot*° Social historians of European and North American medicine looked past the
practitioner to the patient to upend existing power relations, wharele context of First Nations
the endurance of traditional practitioners and medical beliefs was the most direct route for upsetting
cultural dominance.

In the 1990s scholars began debating how successful the social approach was, where the field

was haded, and what it had accomplished. However, other historians were cautious, wondering

138 Kelm Colonizing Bodies155, 161, 175. For a survey on First Nations and health startimgtaict see James B.

Walden, D. Ann Herring, and T. Kue Yourf&horiginal Health in Canada: Historical, Cultural, and Epidemiological
Perspective2nd ed. (Toronto: University of Toronto Press, 2006). Two books that explore the history of Shaman
medicine inBritish Columbia include Robert E. McKechnig{rong Medicine: History of Healing on the Northwest

Coast(t Vancouver: J. J. Dougl as Ltd, 1972), 42. Mc Kechni e¢
practices were not as illogical or as héuhas some historians had assumed. However as a medical doctor himself he
could not fully eschew a belief in the innate truth and progress of Western medicine. Also T. Fr&uosghaman to
Modern Medicine: A Century of the Healing Arts in British Cdbien{Victoria: Mitchell Press Limited, 1972), 2. Rose,

also a doctor, suffered from the inability to understand how important it was for medicine to fit into social understanding
and consciousness. While he applauded First Nations for using -teeutbuth resuscitation, he hit a caustic note
explaining that theyhoughtt hei r actions were really O6putting the s
B9J. R . MilerShi ngwaukds Vision: A Hi s (Taonty: Unifersityh af Tdronte Prédg s i d
1996), 34, 131133.
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what differentiated the social history of medicine from social history with a medical*t8pic.

Locating a divide between medical and social history requires engagenteninigrnational

literature on the historiography of medicine. The injection of race, class, gender, and ethnicity as
maj or anal ytical categories influenced the wr]
and control remained present too.

British medical historian Andrew Wear appraised the social history of medicine in 1992 as
having Acome of age, o for having washed away
di scoveries,“wedr gseat gumeat . &avere molesangtifedd d: hi
the ways in which society and medicine shaped one another, the literature had shifted away from
glorifying 6great doctors, 6 and the definitio
before. His assertions hardly seemedtooversial, yet within a year Ludmilla Jordanova, a fellow
British medical hi stori an, responded in chal/l
deficiencies of the social history of medicine. Jordanova expected a mature field to meet four
berchmark® a body of primary literature known to most scholars, a basic map or mission statement
for the purposes of historical inquiry, a diverse secondary literature, and more coherent and
sophisticated deba@ghat she found wantintf? Rather than callinggfr mor e di st ance
hi stories,® Jordanova recommended schol ars en
major issue for her was the lack of overview histories or medical biographies, believing that despite
Whig treatments by an older geagon, less triumphant studies would add crucial depth to the

current stock of literatur&?

WThomas Brown AHas the History of CaQ@anadian®8ulletivoéMedicali ne Co n
Hi story/ Bulletin candd®060nl14ddhi stoire de | a medicine

WM Andrew Wear , MedcineiroShaeted.iAndrew Wean(Cambridg€ambridge University Press,

1992), 1.

Y2 udmilla Jordanova, fiHas t he STheHlistotical BbureaB6o2r(19930437.Me di ci 1
143 |bid, 438.
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British debates on the state of their field did not go unnoticed in Canada. Medical historian
Thomas Brown applied Jor danoimdi@rmsturd floding sinailari t er i
results. He was optimistic about the future accessibility of Canadian medical archives through
projects such as the Health and Medical Archives Information Network (CMAIN, although the
project appears to have only survivedritish Columbia). Onsecondarysir ces Br ownos o0
ran dry. He describethe d i c a | hi storiography in Canada as
because so many historians focused on thelBteind 28" centuriest** Jacques Bernier observed
shot | y after Brownédés publication that medical
k n o w4 Such a temporal bias most adversely affected the medical past of New France and First
Nations. A stronger push for historians to delve into these tpimgportant for medical history but
also for Canadian historiography in general.

The most significant monograph in the historiography of western hospitals is Gunter B.

Ri s dMendling Bodies, Saving Souls: A History of Hospi{di899). This sweeping acant

spanning from 145 CE to 1980 established or synthesised virtually all of the major epochs of
hospital history. Several of thé&sriestly medicine, magic cures, monastery hospitals, humoral

theory, barbesurgeons, plagues, and the enlightenmentamcdhFe h Rev ol ut i onds tr &
hospitals and medical educaté@are not pertinent for this dissertation. No other source contains
such a complete survey. "Rentus andpgroviddsafemmewarlefore x t e r
hospital historiograph It covers the major transitions of ®®@entury hospitals, the advent of

antiseptic and anesthetics, the growth of private wards and pursuit of privaexptiesionof

medical education, and a tightening relationship between government and hedith-tawever

“Brown fiHas the History of Cé4ladian Medicine Come of A
“5Jacqgues Besreni eMediilxiisneea and Soci ety iThe Camadian dHistoricah Hi st o
Associatior63 (2003): 1.

148 Risse Mending Bodies, Saving SouB89-345, 478480, 515520, 571574
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he does not touch upon Canada atadleed|f there is a criticis and it is a somewhat unfane
given his grand scopeit is thatthe movement of regions and time periods tend to align with the
dominant nations of the day rather than padowy a rounded picture. In antiquity he focuses on the
Romans and Byzantines, in the early modern period it is predominantly the French and English, by
the 20" century American examples dominate the text. For this reason the direct historiographical
valuefor a Canadian project comes from the historical framework and analytical comments.

Ri ssebs framework for hospital hi story res
institutions cannot be understood without careful attention to religion fgostgence, economics,
disease, and social attitudes towards welfare and charity. In some ways this isttlevigiea
hospital historied do they focus on medicine above all else or do they seek to cast the hospital as a
social, political,andcultufa | ocus? Ri ssed6s endorsement of th
viewing the hospital as a negotiation of these forces goes a long way toward legitimizing that
met hod. The second key premise is t htheteai@t he g
only particular hospals, each with its unique namgatrons and mission, buildings, staff, and
patients. Thus, hospitals acquire their own identities reinforced by architectural features and interior
f ur ni $*Ar parghss.aligns with aentral argument of this dissertation, that the hospital is not
a single building or even a completed onbut rather a continuously expanding project that
embodies community particularities as well as medical science. Risse makes this argument in a
broackr sense. Hospitals are interconnected,witid products gtheir social, political, and cultural
milieu. Thus to attempt any sort of totalizing theory or set of expectations will fall short of revealing
the true significance of these institutions.

Twoschol arly examples from Canada that atte

straying from an expanded vi ewA CefturytohGaremedi c al

147 |bid, 4.
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History of the Victoria General Hospital in Halifax 188887 (1988), and David Gagn 6 &
Necessity Among Usd The Owen S-4985(1990Geweldr al ano
unfortunately eschewing footnotes in the hopes of making the monograph more accessible to a
popular audiena@® channelled Shortt and his complaints of 1982 iphise f ace. A Vi ct or i
did not arise naturally out of the unfolding of some law of progress or technological advancement.
Rather, the many achievements of this institution over the past century derives from the human
agency of men and women who botéim@d or were served by the Hospital itself. The story is thus a
human $wbat fglloned was an argument relating the squalid conditions'dtéetury
Halifax to the rise of a charity hos petvweenl whi |
patients drawn from the margins of society andningdle-classdoctors who tended to thethis
unknown if Shorttinfluenced Gagan as he does not cite himmHo we v er , he too r
customary iconography of the history of medicine as it tsbd writteri heroic surgeons wise and
avuncular GPs, seléss nurses, harrowing medical ordeals, scientific miracles, and assorted
i nstituti onHissudbsehuant anaysietiaced tife growth of the hospital in relation to
Owe n S o u nndcondieugexploraddhe professionalization of doctors between 1900 and 1925,
and the distrust it created in patients.

Perhaps the single most important monograph for the social history of Canadian hospitals is
For Patients of Moderate Mear{2006) by Daid and Rosemary Gagan. Focusing on th& 20
century the Gagans emphasized the shift from hospitals as the last resort of the sick poor toward the
preferred space for medi cal treat ment . A Wh e n

technological progess enabled individuals to purchase health, hospitals, it may be argued, progress

148 Colin D. Howell,A Century of Care: A History of the VictarGeneral Hospital in Halifax, 1881987 (Halifax:

Victoria General Hospital, 1988), 7.

9 David Gagand0 A Necessity Among Us6 The Owen $1885@BdffaldGener al
University of Buffalo Press, 1990), xi.
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from treating the poor for the sake oft? chari

Technological advancement and thirst for profit within medical ranks coexisied h t he bo ol
essence and helped fit hospitals into the soc

serves as a Canadi an v er 3hemventionfof thid &oders Hodpital Vo g e |
(1980) in which he argued that the hosjgital | mage was shaped by the p

20" century shift from the periphery of medical care to the céftre.

Beneath the medical and economic aspects of thedboolerms of technological progress
and municipal will to build institutiorts the Gagans focus on the rise of middle class patients
entering general hospitals. The Gagans argue that growth in population, urbanization, and
immigration during the early $0centurywasinsufficient to account for the ballooning size and
audience of bspitals. These changes may have pushed greater numbers of more sick poor and their
contagious diseases into public hospitals, but it would not have led to an increase in profit, nor would
it have led to the subsequent credential bolstering provided pitédagork that spurred physicians
by the hundreds into these facilities.

The argument poses some difficult questions for the history of Canadian hospitals before the
1920s. On onband,it would be entirely believable that there was a lag period bettheesudden
benefits & Whichwerediscassed asreérly as 1884 inhpadian Lancet and the
broader social acceptance and embrace of the hospital. On théartdea great deal of energy,
time and money was invested throughout Canadias agitite latel 9" century This included cities

like Winnipeg and Calgary where resources were scare and the institutions survived only because of

10 David Gagan and RosemaBaganFor Patients of Moderate Means6.

1 Morris J. Vogel,The Invention of the Modern Hospital: Boston 1.8B30(Chicago: University of Chicago Press,
1980), 23. Ultimately a class argument, much like what the Gagans make.

152 David Gagan and RosemaBaganFor Patients of Moderate Mean4-5
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the dogged determination of community | eaders
suggestinghatprior to the 1920s hospitals weypically well-intentioned but ineffective charities.

Two issues arise fromtheGagans ar gument . | f hospitals rem
for the poor, their social significance would not necessarily disappaghermore, since these
institutions remained castrapped well into the J0century patients of means were important and
desiregbut did not make the institution profitablEnhusother forces must have kept them operating.

The following case studieemonstrate how even in the early"2@ntury when general hospitals
rarely had static locations let alone wealthy clients there was sufficient civic demand and resolve to
keep them open. Further, once some degree of stability was attained, issuésaotidels for
fundraising and donations remained constant. The Gagans correctly note the theory for hospital
solvency was to operate public wards at a loss to provide medical education and make up the
budgetary difference by providing premium servicg#&ying patients. Yet institution charters
contained no expectation of profit, most administrators and indeed doctors were unpaid, and the
government grants they actively sought would not have been provided to a profitable blikmess.
Gagans tice the hi®ry of an important, new demograpbigatients into the framework of the"20
century general hospital; howevéney areslightly overrcommitted to explaining the institution
through a single channel.

Among Canadian historians who combine class andegesith architecture and medicine
Annmarie Adams is in a category of her own.Architecture in the Family Wa§1996) and
Medicine by Desigr(2008) Adams explored how medicine changed within different spaces.
Architectureexplored Victorian notions andgectations of womanhood, while demonstrathrag
the houseds shape influenced medical ©practice.

was one of many Owomenods i s s yaadnilkpasteorimagontivat t h ¢ h
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became itegrated into professional medicine and public health initiatives in the eAidgairy>3
With an emphasis on midwives, Adams argued that the space and design of the home had meanings
to medical practitioners different from other occupants, and tletigeraf domestic medicine was
more than a house call. Thus, medicalising the home was part of a more complicated process that
involved maintaining images of respectability, and interaction between doctors and Wwémen.

Medicine by Desigriorwarded an inncative argument, the spirit of which informs this
di ssertation. By wusing Montr ®al 6s Royal Victor
the constants of physical dimensions the hospital was not the same space for all who entered, and
that theexperience of moving through the building or spending time in it differed sharply based on
race, class, and gend&rThus, appearance and accessibility fluctuated depending on who entered.
Adamso6s work represents notstenetdonamedi¢altdpic, bt mb r a
expanded them to include how members of society experience medicine and its institutions in
different ways.

Adamsodos met hodol ogy has an obvi Qhusitalaop p e al
related to the changes hospital administration during the lat€" and first half of the 20
centuries. Between 1880 and 1939, Adams argues, general hospitals became highly segregated
spaces®Part of the changgerived from medical technologysAogpitals became safer theamse
a natural need to provide services beyond wards for the indigent ill. However, the services that
developed owed to social, political, and economic influences as well as scientific ones. Realizing

thathospitals could heal rather than just wareholbsesick, administrators, architects, and doctors

153 For one of the best general overviews of public health in Southern Ontario see Heather Madiativists and
Advocates: Tor ont o6 s1983@@dnto: DunBuenpl@30t ment , 1883

154 Annmarie AdamsArchitecture in the Family Way: Doctors, Houses, and Women,-1800(Montreal: McGilk
Queends Universi t7g,108%0¢ss, 1996), 38, 73

155 Adams,Medicine by Designl128130.

156 |bid, 34.
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scrambled to build institutions that could cater to a broader public. Thus, the internal space became
divided and organized and these divisions strictly enforced.

Adams is as much an authority on architezts innovative historiaMedicine by Desigis
a model for the social history of medicine, with significant portions devoted to patient experience
and to nuances separating patients of different classes and genders. At times the narrative is focused
onarchitectural designs and the men who drew them. The quality of this study drives a new research
agenda, though it could focus more on administration, municipal politics, and the expectations of
doctors and patients. Adams, however, does not lionize¢heemt as Bliss does with physicians.

An enduring aspect of her scholarship has been to resist the crusade of doctors and architects to build
6superhospitals. 6 She would prefer to see old
demolished?’ Architects and design are important to the story of Canadian hospitals, but too much
emphasis on can lead away from the practical decisions made by administrators. As well, blueprints
distract attention from the negotiation and expedientaasing that direted demolition, renovation

and construction.

By far the best academic institutional biography of a Canadian haspitdl. H. Conndd s
monograpiboi ng Good: The Li ft ¢2000)TTaough @dnmoidascepGeamn e r a |
fact suggests, theadsification of hi®ookas an institutional biography, it is highly extraverted, and
not at all insular as many similar projects wéneleed,one of his stated aims was to examine how
the TGH arose alongside the community and country it sérfedine of is most convincing
arguments relates to the balance struck by doctors and administrators in the 'Baynt2y

between the competing hospital agendas of philanthropy and education. The true cost of public ward

B“"Annmarie Adams, ABorrowed Bui |lurinmgg : WCahnadidzilietinidf,ecmp or ar
Medi cal Hi story/ Bull etin 16 @94 eéENn Adhmimatr o ier eAddeans|, a ilCe

Reusing Montreal 6s Royal Victoria Hospital o0,Momgréaher pr es
Quebec, October-2, 2015).
8ConnorDoi ng Good: The Life a09llTorontob6s General Hospital
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care at the TGHl as elsewhexk for the patiat wasprivacy. In exchange for free, discounted, or
otherwise subsidised care the patient had to accept the presence of students, both medical and
nursing, while being attended to by a physician. Connor neatly fits this argument to the Canadian
environmem noting that the rise of responsible government separated church and state, removing
connotations of religious charity from the TGH and allowed secular university interests to fill the
void.1>®

Connor6s background i n t he ucatiorsattimesyecanfea me di
driving force. Students receive frequent mention and in fact largely comprise the second half of the
monogaph whereas patients atiscussedess One section relates a variety of patient examples
including a young girl with leppsy whopokedneedles ito the dead flesh on her face, a man with a
pipe stuck in his penis, a boy addicted to masturbation and other peculiar sittfif@ssinating
though such anecdotes may be, they are also inconsistent, coming as a block of extahepéesl
of chapter that did not go into nearly as much detail examining how other aspects of hospitals life or
organisation shaped the more typical patient experience. Still, Connor is nablbhedmportance
of patients; is monograph is among test in the field.

There is a fourth body of literatuethe sociology of spaéethat warrants comment. Its
origins reside with Durkheim and Weber and the development of urban sociology which built upon
their ideas. For hospital history one of the mostartgnt elements of this literature is the idea of
space as a resoure@ad the idea that it ssocial produdhat shapes the experiences of individuals

and interactions between peopttAs not ed earl i er with Adamsdos wc

Bl pbid, 264. A key pillar in his argumernai sfoor dd°t rseh.i ft
160 1bid, 153155.

161 See Derek Gregomnd John Urry edsSocial Relations and Spatial Structufgendon: Macmillan, 1985)

James Moran, AArchitects of Madness: | nfor needturyand For m;
Ne w J eMadnesg, Achitecture and the Built Environmé®gychiatric Spaces in Historical Contekt eds.

Leslie Elizabeth Topp, James E. Moran, and Jonathan Andrews (New York: Routledge, 2007), 151
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experience, space must not be treated simply as a static set of dimensions. For the purpose of this

dissertation space is considered foremost a sensory experience, not a set of measigalhde area

existoutside the bounds of human perception. One of thétaes challenges of this approach is the

pursuit of evidence or at least clues. Close attention must be paid to acoustics, smells, temperature,

colours, lighting, and most difficultofaldt he o6f eel 6 of a given place

The history of hospital administrah is less studied than the history of hospital
administrators. Biographies of individls who oversaw hospitals @a@mmon. The best Canadian

exampl e i s MichaeToroltd husness sycodeimd GH chagrinan Joseph

Flavelle!®2 However, the tmidy of administration both as a contested process that negotiated with

multiple interests or as a field of professional knowledge is less-kwelWn. Although

administration and the development of a bureaucratic class professional body has been studied in

other contexts, to put together a collection of this literature for medicine in general and hospitals in

particular requires some cobblif The sheer complexity of administration at the end of the period
studied in this thesis makes the subject intradienteresting; eminent to public interest yet largely

out of public view.

The most i mportant Canadian source on hospi

study and memoiCanadian Hospitals 1920970 The merits of Agnewos

liabilities. He was an insider and could not avoid assigning significant influence to doctors and later

162 Michael Bliss,A Canadian Millionaire: The Life and Business Times of Sir Joseph Bart Flavelle;19398
(Toronto: Macmillan of Canada, 1978). For a British example see:@ti&h, The Hospitals 1800948.For something
more recent and focused on the United States see M.
visionsforthefutr e and t he r e a Jourhayof Heblthcdra Mdnagenes? €2007)i 3d4&., O
183Doug OwramThe Government Generation: Canadian Intellectuals and the StatelPa@JToronto: University of
Toronto Press, 1986). Though there are many vialalmpies, one that fits especially well with the emphasis on rhetoric
in this c¢hapt ePublicRelatloasingButaire A HisioE tofeProfgssional Practice in th& 2@ntury
(London: Routledge, 2004). For a more theoretical piece examinghanging world of public, private, and
professional relations as well as the power dynamics between them see Jurgen Haber@tas;tural Transformation

of the Public Sphere: An Inquiry into a Category of Bourgeois Sof@Bztynbridge: Polity Press, 89). For a brief

Canadian introduction see Christy Simpson, HEGEoumi ng

24:3 (2012) 144151,
76
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administrators. Hexcessivelyletails the shortcomings of past hospitals relative to the standards of
the 1970s. For instance he makes much of thelst@aurning rubber as nurses boiled catheters,
the inadequate wiring, fAarmieso of rats, sil ve
pipes within the structure represented®the #fAh
Valid camplaints all, but he compared the past with the present in an unfair manner, and did so
largely to accentuate how improved hospitals had become by the 1970s. Triumphalism is a hindrance
throughout the book, but putting that aside it discloses a lot dimoprtdfessionalization of medicine
in Canada. Agnew provides an encyclopedic survey of the development of health boards and
associations both at the provincial and private level in each province. Further, his section on the
history of hospital administrain is by far the most complete in the Canadian literature.

For Agnew,the story of administration was one, predictably, of progress. However, due to
his exhaustive knowledge of Canadian hospitals, and willingness to write at length, he also makes us
awae of the diversity among administrators throughout tHechtury. The position was not a
profession until at least the 1930s. Thus, in smaller hospitals administrators were often nurses,
whereas in other cities they came from the ranks of bankersebssien, retired military men or
philanthropists who wanted to do some good with their timdadt the frequency of female
administrators can hardly be overstated. A 1929 survey of 7,610 hospitals in the United States and
Canada found approximately 40%smperintendents were nursasns or laywomen!®

Thus,the early administrator was often untrained in either administration or medicine. The
institutions were classrooms for management. For Agnew, a major development between 1920 and

1970 was the moveent of administrators, along with their various titles such as executive director,

164 Agnew, Canadian Hospitals 1920 to 197D-9.

165Michael M. DavisHospital Administration, A Career:HE Need of Trained Executives for a Billion Dollar Business,
and How They May Be Traing€hicago: Self Published by author 1929), 8. The survey was undertaken by the
American Medical Association.
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vcepr esi dent and president, away from voting m
board of trustee¥® The administrator in this sense siastride the board tfustees. Their job was
organizing the hospital on a daily basis as if atop a pyramid, while liaising with trustees on major
matters such as adding new buildingsd issuedeports on the state of the institution. Agnew is
surely correct on this separatias a longermtrend; however, in practice for much of the'20
century there were constructive connections between trustees and administration. Committee reports
flowed up and trustees often sat on executive committees.

Agnew categorized administrati® according to whether they were predominately composed
of medical men and women or, beginning in the 1920s and 1930sysityeducated. One of the
most significant moments was the 1933 formation of the American College of Hospital
Administrators, spued by the fact lay administrators in the 1920s began attending meetings of th
American Hospital Association which demonstrate@ppetite for professional recognition. In 1935
Malcolm MacEachern published h®spital Organization and Managemewhichwas one of the
first and most widelyead treatises for administratdfs.

In 1928 Marquette University offered the first graduate program for hospital administration.
It lasted only one year due to lack of enrollment. The University of Chicago beganuatgrad
programme in hospital administration in 1934, it survived and other universities followed. In Canada
graduate courses in hospital management did not appear ustivih®4 the University of Toronto
offered one'®®By 1970 hospital administrators weréenf trained specifically as such while trustee
boards began to contain more doctors. Agnew supportedpiitisHe encouraged administrative
education to advocate for a Agreater roleo in

financial, pultic relations, and internal committee roles. He also hoped for an expanded vision of

166 Agnew, Canadian Hospitals 1920 to 1970: A Dramatic Hakntury 130.
187 Malcolm MacEacherrlospital Organization and ManagemégntChi cago: Physi ci ansd® Recor
168 Agnew, Canadian Hospitals 1920 to 1970: A Dramatic Half Centi32-133.
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what the hospital could achieve in terms of education and research. The importance of American
universities and medical organizatiénand as the subsequent chapters detretiesconsulting

firmsd underscore that Canada was a North American country, and ideas and professionals flowed
across borders.

American medical historians have a richer tradition of studying hospital ediration as a
profession. 1989 American histoain David Rosner argued that the field of hospital administration
devel oped with three Aintertwined and someti:r
business and economic issues of the hospitals including the logistics of acquiring food, laghdry, ¢
accounting and the like, to provide basic social services for patients such as determining release
protocols, securing home care and similar services, and to maintain moral and social order within the
institution. In simplest termthe administrator lthto act as théntermediary betweepatients,
dodors, nurses, family members, and support $#&fRosner argueshat after the 1940s
administrators shifted their focus away from providing moral and medical services to functioning as
business managers. dhospital boards and administrations discussed in this thesis had no shortage
of worry over both the provision of medical care and finadamsmore accurately debt. Rosner
makes the optimistic argument that the business impulse competed with a long dfisiorc-
minded individuals seeking these positioaisd that a business ethis not assured to take over
despite substantial inroads madethig mentality after the Second World War

Morris Vogel provided oe of the few early accounts of the contdrdm which a
professional body of hospital administrators emerged. In a 1989 essay covering the yeh#d 3895

he examines laperson led hospitals in the United States. He acknowledged that the organization of

¥pavid Rosner, fADoing Well or Doipndg aGo Adl miThelimsetichmb i wanl, &
General Hospital: Communities and Social Conterts Diana Elizabeth Long and Janet Golden (Ithaca: Cornell
University Press, 1989), 157. Though the American context is quite different, the Rosner thesis tijpet tfe

individual attracted to the role and the sense of an established ethos of service and humanitarian care is important,
especially in the early part of the®6entury as this was a professional field that was truly transnational at the time.
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this group also involved @adian administtars. Vogel citeghree reasons for the movement
towards a professional class of administrator: the rise of madias patients which brought in more
money to account for while increasing outlay, the architectural requirements of antiseptic and
anesthet techniques which required new, designed buildings, and the increased participation of
administrators at medical gathering$The cost and architectural requirements of facilitating more
complex surgeries challenged administrators to keep hospitals éiagtgo far into the red. They

were aware how ber medical professions, notaligctors, were forming associations. These
administrators followed a similar path organizing sponsoring journals, sharing information, and
eventually seeking specialized umsiy education.

The 1980s saw an outpouring of literature from sociologists, architects, and neuroscientists
that sought to locate healing properties in space itself. The research of these scholars aligns in two
ways with this dissertation. First it denstrates that there is a relationship between space, healing,
recovery and health. Secondshtowshow the spatial concerns of administrators, doctors, and
patients that are examined in the subsequent chapters were not insular reactions to the ctiallenges o
daily hospital life. These concerns endured and became a focus for professional groups. Based on
this body of research the Academy of Neuroscience for Architecture was formed in 2003. The
publication of behaviour al egwanmgental effacssofsuRgcay er Ul
recovery rates in 1984 was a turning point for the fiafdl aspect of a broader movement in the
social sciences that sought to understand how design played an active role in human experience.

Ulrich studied the recovemates of patients in a Pennsylvania hospital who had undergone
cholecystectomy removal of the gallbladdérbetween 1972 and 1981. His data included the same

200 beds on the second and third floors of the building, the same nurses, excluded the very old and

Moris J. Vogel, fiManaging Medicine: Creating a Professi
1 9 1 5 Th& Haspital in Historyed. Lindsay Granshaw and Roy Porter (London: Routledge, 198924514
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young, and those with psychological disorders. The rooms contained two patients, each with a clear
view of the window, as well as virtually identical furnishings and arrangements thereof. The key
variable was the crop of deciduous trees one side of tiggowellookedcompared to the other side
whichfaceda brick wall. To amplify the relevance of the environment Ulrich limited the recovery
periods to those within 1 May and 20 October to ensure that there were leaves on tfitHiges.
research demonstrate t hat Ot r ee v i e wtperatigetracaverytpsriodieaved s hor t
complications, fewer negative review comments by nurses, and less frequent and strong doses of
analgesic. Ulrich was not suggesting only natural scenes were beneficial. Halagbhedesearch

should not be interpreted as a trpptmof nature over artificiality. His point wésatbuilt space could

have a profoundffect on recoveryandthatarchitects, doctors, and aomstrators should not ignore

it.

Ul richdos iudeaeantremai mdeamonst rHedlimgdpabey. THESt her
Science of Place and Wiking(2009). Sternburg, a medical doctor, provides a series of chapters
examining hospitals from the perspectgang of a
size as key components of what a patient must take in, in order to comprehend and perceive a
space-’? Her two chapters oautsidersgetting lost in hospitals are especially interesting as they
demonstrate the difficulty patients have in moving throongdical facilities as well as exposthg
sheer complexityf modern hospitalsit serves as a potent reminder that what mightrost
plausible in theoy medical or architecturdl may not translate into something that serves the

patient.

IR, S. Ulrich et alow imdiyewnThuewngkr 4&eidodtd84):w20f rom Sur ge
172 Esther M. Sternberdiealing Spaces: The Science of Place and ‘Beihg (Cambridge: The Belknap Press of

Harvard University Press, 2009), 27, 54, 98, 151. A similar, and more recent, exaeyded on art instead of

architecture may be found in Richard Cofke Healing Presence of Art: A History of Western Art in Hospiiédsv

Haven: Yale University Press, 2012) Though Cork does not argue literally heals, he does suggest its presence has
important influence on mood, not only for patients but also staff and visitors.
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British historan of hospitals Lindsay Prior produced a historiographical essay examining the

use of spatial theory for hospitals, in which she emphasised Foucaultian language arguing that

buil dings were mechani s nksn ofwlre ddgief. foes spaue tad f hoerr m sy
society are not separate. Prior went on to des
whi ch encapsul ate and i mprison within themsel\

changing aspects of ward design, sizdijtigs and technology reveal much about the nature of

medi cal care provided, the experience of pati e
the conceptual i zat i¥%io hercreditisteenarshalledanmaay priadtidain e s s
examples:ita construction of childrendés wards to t h:i
practice, the pavilion with miasmic ideas of

While Prior was mest likely correct in proposing that there is giggant historical detail
lurking in spatial organization, it is less clear that medical knowledge and focus correlate so directly
with building decisions. Maternity hospitals are one example. All four case study hospitals
eventually built, or acquired,separate building exclusively for such use. In Toronto this happened
in 1878, in Winnipeg 1888, 1900 in Calgary and 1929 in Vancouver. The temporal spread is not
tremendous, though the difference between Vancouver and Toronto is nearly fifty years. Why did
the medicalization of childbirth proceed differently? The discrepancy must then be explicable in
some other way, and it is. All these buildings had very different origins. For example the Winnipeg
maternity wing was funded by civic organization rathentbaing part of administrative plans.
Whil e Priords discussion on dfaréhiteetural analysievispf ul |,
vis hospitals makes senskere are drawbacks. The organisation of wards, wings, and staff areas

reveal social and adical information.

WLindsay Prior, AThe Architectur e orheBtitisheloukhal of Bocidlogyy : A St
39:1 (1998), 93.
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One of the best books discussing the history of modern hospitals, and the administration
t hereof, i s RoS3cknessang|n®e¢akh986, 1999). Stevens wrote one of those
rare books wherevenoffhand comments containstnificant arguments. For examplercore
contentioowast hat hospitals in thdiWreidot gd adti aties hdd
assume a different Afnsoci al surfaceo dependin
circumstances.\Eenvoluntary hospitals had becomepansionist, incommaximizing institutions,
behaving essentially like businesses. However, they retained a symbolic and social significance as
embodiments of hope, science, technology, and expertise, as well as altogiahsdidarity and
community spiritt’4

The emphasis of American scholars on the business of hospitals highlights the similarities
and differences with events in Canada. Canadian hospitals struggled with finances and took on debt,
especially before the 8end World War when both the provincial and federal governments were
fairly aloof in terms of providing funds. However, American hospitaléinely mortgagegroperty
and huildings in the 1980s and 1990s. This wasthe case with the TGH, WGH, CGH, oGH,
nor do the records of these institutions suggest that was even under consideration. The American
hospital occupied a peculiar space between the public and private sector just as its Canadian brethren
did. However, the 20century Canadian hospitaletigthened its ties with the state and university as
opposed to those in the United States that pursued a more independentpnamted approach.

Much like other Canadian topics, hospital historiography requires reaching outside national
boundaries wit some regularity. The work of the Gagans, Adams, Howell, and Connor provides a
good foundation. Porter, Granshaw, Risse, Prior, Verderber, Rosen, and Vogel worked in a European

or American framework. There is also regional historiography relating taigeaf the case study

174 Rosemary Steven#ny Sickness anih Wealth: American Hospitals in the Twentieth Cent{Bwgltimore: Johns
Hopkins University Press, 1999 -xii, 6.
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hospitals, and is dealt with in the following chapters. The social history of medicine has been
establishedhs a field but more is needed especially as it applies to hospitals. Indeed one of the
shortcomings of metatyle historiesuch as Risse or the Gagans is they cannot touch on ualivid
hospitals with great detail. These studies rties/early administrative struggles, and the politicking
that unerwrote funding and construction
Conclusion
Canadian medical history drew pisation from scholars in Britain and the United States, and
proceeded more slowly than its counterparts in terms of incorporating new theory and methodology.
Neverthelesghe current state of the field shows promise. More research is needed on the Arctic
First Nations (especially on reser vcareagystemand Ng
rounds out its first half century reflective social histories are ne€ébtidical history is no longer
in the thrall of medenpiadismbutthe garks of these approdches gre e a t
burned deeply into its lore. Scholars are becoraingret hat di scarding discov
narratives is less important than subjecting them to new scrutiny and researchh@ lousical
current d medical history may now be focused on the discipline itself. The history of the body,
suicide, diet, age, sport, public health, epidemics, and mental health now command the attention of
historians, integrating society and seeking to reveal a broadee itlneig previously existed.

Hospital history can be read a touch Whiggishly, beginning withhoestes or warehouses
of death, slowly changing into philanthropic if equally unhelpful institutiand finally arriving as
doctorfocused seats of technicahd scientific triumphs that guide the field in research and

education. Ultimately this narrative is unsatisfying. For one, it is an obsolete approach to medical

Liza Piper and John Sandlos, AA Broken FEngironmengat : Ec ol
History 12 (2007): 7595.Frank Tester and Peter Kluchynskgmmarniit (Mistakes): Inuit Relocation in the Eastern

Arctic, 19391963 (Vancouver: University of British Columbia Press, 1994). While not a history of health, attention is
devoted to diet, alcoholism and housing comoditi
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history1’®With the advent of the social turn such adakven if tru@ would not be fulfilling for it

fails to explore the role of the patient, the integration of the hospital into civic networks, the extent to
which the internal organization and available services were influenced by the hand of the architect,
the patient, the politician, and coramity organizations. An expanded scope seeks to determine how
hospitals functioned, grew, what hindered their expanamhyhat enabled it. There are questions
about how services were offered, ultimately determined, and which departments were funded or
expanded.

A more expansive approach owes inspiration to three strands of study discussed in this
chapter. Institutional biographies laid a foundation, provided the raw facts of when buildings were
erected, when blaws came into place, which administratimrsk over, and what their vision for the
institution was. Critical history upended this viewpoint. It reminded scholars to think broadly, not to
trust blindly, to realize purity of motive did not automatically result in purity of action, and that
medicinedid not always serve the patieRinally, the social history of medicine brought the patient
into prominence. For most of the®@ ent ury the hospital s | arges
patient. These individuals filled general wards and outpatients] and received care from the
honourary attending staff. Scholars must apprc
me d i ¢ The hospital was a node in a civic, professional, and social network that combined
various professions, ks of knowledge, and people interfacing with them not only on the
corporeal level of mendirdgor attempting to meré sick bodies, but intellectually as it created
pride, offered reassurance in times of crisis, and served as an organization hub fortronbiiwah
as world wars or staging points for disaster response during the Cold War. An academic conception

of the hospital as just a building, space, or set of dimensions is less than the sum of its parts. A more

"Guenter B. Risse, fAHospital HProbléms ang Methdds w th8 dlistorycof s an d
Medicine eds. Roy Porter and Andrew Wear. (London: Croom Helm, 1987)1775
17 David Gagan and Rosemary Gagaar Patients of Moderate Mean181.
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accurate image emerges when the hospgitdewedas a societal locus where municipal politics,
medical education, health, and civic pride meet.

Inspiring writers like Risse, Porter, Connor, and Vogel was the importance of hospitals to
civic life, and the position of scientific authority thegcopy in modern society. A surge in surgical
and therapeutic success rates in tHeé@tury elevated the hospital to the forefront of public and
medical consciousness. Administrators enjoyed an unprecedented degree of acceptance as did their
institutiorsd despite rocky starts they became civic treasures. As American medical historian
Charles Rosenberg argued in thé"20ent ury Ot he hospital became
became h ol was adt justtieednedical profession, society too beaaeicalized.
Institutions that once struggled to entice patients through their doors began having trouble
convincing them to | eave. Il n 1968 Dr. J. D. W
doctors worked as hard keeping patients out of thetabap they do to get them in, we would have
a much more eff e tSurgical sutaess Ihelped eeyate theagnba social
consciousness foositiors of vanguards of modernity. However, there is an older impulse behind
them that deserves egplation. The impulse to maintain spaces for the ill goes back thousands of
years. In this sense these buildings are a leading component of social organization. There is an
enduring drive in human societies to care for one another, and espgmidheg ill. This theme
deserves recognition, and stands astride the histories of medical achievement, patient experience, and

distrust.

8 Charles E. Rosenber,he Care of Strangers: Th e(NewiYerk Basid Bodksnper i c a 0 ¢
1987), 189.

™AaDr. J. D. Wallace, Executi ve -DFile Exlt480Box TGH43061711T. J. B
TGH Fonds UHNArchives
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Chapterlil n At he interests of suffering humanity; ¢
selfjustification: 180-1910

Between 1890 and 1910 social and medical perceptions of North American hosedals
transformingrom charnel houses for the poor to the treatment facility preferred by all members of
society. During the decades that followed hospital truséekesinistrators, politicians, doctors, and
citizens became embroiled in the challenge of responding to this change. The most obvious, and
expensive, response was a flurry of building that continued until the Depression years of the 1930s.
The emergence of mew, costly, and popular institution carried-faaching ramifications for
municipal governments and civil societies as responsibility did not fall neatly within any single
purview. By the same token, none could easily claim exemption from owning stame its
maintenance. To properly appreciate this shift in medical consumption, it is important to establish
the size, scope, and administrative structure of hospital facilities already in place. The years 1880
1910 were crucial to the history of moderan@adian hospitals as these institutions moved from the
periphery of medical care to the centre.

Of the fourhospital case studies in this dissertabaty the Winnipeg and Toronto General
Hospitals (WGH, TGH) were in operation prior to 1880. The WGHestablished in 1872, and the
TGH in 1820 as the O0York General.d® The Vancou\
in 1890 (VGH, CGH). The founding of general hospitals in the last quarter of ffeedfiry was a
trend in urban Canad&T h e T éaed establishment stands out from its peers; however, it did
not begin to resemble its la1®" century brethren until 1853 when it moved to a-ped building

on Gerrard Street.

180 David Gagan and Rosemary Gaggor Patients of Moderate Means: A Social History of the Voluntary Public

General Hospital in Canada, 189050 (Montreal: McGillFQu e en ds Uni v er s5 Dayid GagaghAs, 200 2
Necessity AmongndGendral andMarin® Waspital B38D85(Buffalo: University of Buffalo Press,

1990), 16012. Morris J. Vogel,The Invention of the Modern Hospital: Boston 18HB0 (Chicago: University of

Chicago Press, 1980);9
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The economic, social, and political context of Toronto differed notabiy western
Canadian cities. By the 1880s the TGH was established in its community. The TGH also benefited
from and interfaced with big businesses, philanthropy, university officials, and political connections
earlier than its western brethren. In thestx@vic boosterism, political optimism, and the unflagging
efforts of civil societies had a larger role. Economic context affected the west and east alike.
Building and using hospitals had an economic component, and the fortunes of patient and institution
cannot be severed from that cont&xt.

Hospitals had many common characteristics during this period of establishment, but that did
not nullify regional differences. The most striking similarity, and one that continued throughout the
20" century, was thesndency towards nedentical administrative structures. Boards of trustees
and directors, house and building committees, medical homrdsd womendés auxil i a
within the management apparatus of all the general hospitals exafffiReger relatioa between
these entitied internal politic® and external forces such as the provincial government,
municipality, or civil societies differed. St
mode of institutional organization. Such a model remimdtorians that hospitals reflected the

milieu from which they emerged, and are prime candidates for social analysis.

181 Specific contexts are discussedhe subsections, for broad economic overviews see J. E. Cona@yyest: The

History of a Region in Confederati¢ghoronto: James Lorimer & Company, Publishers, 1983), J. Arthur L&Vestern

Canada: An Outline HistoryToronto: Douglas & Mclintyre, 1983nd K. J. ReaA Guide to Canadian Economic
History( Tor ont o: Canadi an Schol arés Press, 1991).

182 A note on the use of the word boards. Board, the board, directors, administrators are used largely interchangeably
when referring to the formal, directorship the hospital. These individuals were often doctors as well, but not
necessarily and they were not the same type of administrator as a medical administrator on a ward or a department head.
In those cases distinction are made. Boards were not monghéihgnnalities could and often did clash, certain voices

spoke in isolation or above others. In cases where such distinction is warranted names are stated. The choice to refer to
the structure or office is an attempt to appreciate what cannot be gleamesbficces. Attributing an address by the
president of the board, titled 6é6Presidentds Addressod i
bartering that happened in the preceding meetings. In the interest of capturing that sowlesvitiigre is not specific

cause to pry individual actors out, the board is used to refer to the coven of individuals through whom ideas passed and
led to the form in which they were eventually presented.
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An important characteristic of thesé™@ntury hospitals is size. The TGH is an exception
as it serviced a large, urban populatiooyvever, most hospitals pd00 rarely had more than 50
beds. The size of these hospitals was a product of more than modest population. The concept of large
institutions was not welkstablished in the minds of doctors, builders, or the general publge Lar
hospitals existed in Europe and the United States, but they remained largely bent on correcting
behaviour, treating the very poor, eliminating vagrants from city streets, and isolating patients during
epidemics®® Another aspect was the risk involved bnilding these institutions. In the 1880s
anaesthetic and antiseptic advancements began tempting the middle classes into the hospital.
However effective new drugs and techniques witiere was no wholesale public acceptance of
these institutions. Fundinghether it came in the form of provincial monies, municipal debentures,
or citizen donations were given on a fair measure of faith. A further contributing factor to the size of
these early buildings was the difficulty in finding an adequate amount afrdporderlies, and
nurses. Training and medical schools became fixtures@atury hospital planning, but in the
early period such programmes were in their infancy and trained personnel weré®asaliteut
sufficient staffing the hospital could nininction regardless of how many beds it had.

The following subsections examine the founding of the VGH, WGH, CGH, and TGH from
establishment until approximately 1910. In these formatgaes,hospitals tended to originate as
charitable, citizerorganizednstitutions. They did not have an independent institutional history, but

were often appendages or beneficiaries of oOpi

8 Guenter B. Rissdylending Bodies, Saving SoudsHistory of Hospital§New York: Oxford University Press, 1999),

232-235. Erwin H. AckerknechMedicine at the Paris Hospital 1794848(Baltimore: Johns Hopkins Press, 1967) xiv.

Vogel, The Invention of the Modern Hospit8B-100. Vogel makes the ingiling argument that type of dwelling played

as much a role as population changes. Namely, that as apartments became more common it became less spatially viable

to care for the sick at home.

BLynn Kirkwood, AEnough but n onglishtLanguag®l Candda 18RO O 8 j a g i Ed u
Christina Bates, Dianne Elizabeth Dodd, and Nicole Roussea®adall Frontiers: Four Centuries of Canadian
Nursing(Ottawa: University of Ottawa Press, 2005), 183. Kathryn McPheBsaiside Matters: The Transforriat of

Canadian Nursing, 196@990.(Toronto: Oxford University Press, 1996),-26.
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(CPR) , Nort hwest Mounted Police (NWMPY)the or Hu
western hospitals gained independence as civic needs increased demand of health services. However,
they all accrued enough political capital to receive acts of incorpoatdsomeaccesso public
funds. At the close of the T@entury these heitals hadsecurdootholds in the communities they
served. Furthermore, they accumulated respectable capital holdings in terms of buildings and
property. They were not wealthy, but held enough fixed capital to be taken seriously. At the turn of
the 20" century hospitals began expanding more rapidly. Medical advancements and public outreach
began to clear the stigmas of thé&t@ntury. Other circumstanckeslped increase the reputation of
hospitals such as more efficacy in dealing with epidemic diseasshanges in municipal politics
that became increasingly focused on public he&tth.
Toronto 18701910
The TGH is the second oldest general hospital in Canada, and thefisfira different perspective
from the 6fronti er 6 yhandsvancouverl I51812fonlw?b years rgmeveed Coa l
from the 6Toronto Purchase, 6 the area of Upper
setting. But by 1880 the TGH enjoyed an established position within its community. By then the
TGH had existd for several generations of Torontoniartsch helpedt become a facet of civic
consciousness and identity. The origins and initial establishment of the TGH fall beyond the scope of
this dissertation, but a brief overview provides context and reeeaique element of the TGHsa
western hospitals struggled to establish themselves the TGH had already been around long enough to
have its own myths.

The TGH sprung from charitable impulses unlike many of the young hospitals in newer

territories that origiated as corporate or government agencies. In that sense hospital history parallels

85 Esylit W. Jonesinfluenza 1918: Disease, Death, and Struggle in Winnffdegonto: University of Toronto Press,
2007). 2426. Gagamd A Ne c e s s i 128 Heatheo MapoughsAct i vi st s and Advocates:
Department, 1883983(Toronto: Dundurn, 1990)
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the history of secular social services. The first hospital facilities in the Torontb trea Y orld
were military. During the War of 1812 there was a surge of impermaaslitiés for soldiers. The
Loyal and Patriotic Society of Upper Canada (LPSUP) formed in 1813 around two principles;
alleviating wartime distress and commemorating Up@anadian volunteers. Initially the LPSUP
plannedto useits resourcedor commemorave purposes. fie LPSUPsolicited approximately
£13,000in donations for commemoration by 1817; however, it spent alfi@8000f that sunon
private physician care for veterans Car i ng f or veterands health w
or g ani buddeti botrt didnot turn away from commemoration immediatély

In 1817 the LPSUP took a major step to pursue its second principle of commemoration by
ordering gold and silver medals for veterans of the 1812 war. When the medals arrived from England
there were 62 in gold for officers and 550 in silver for lower ralfk¥he society was unsure to
whom and on what criteria it should dispense the medals. Indecision turned to inaction, and the
medals were vaulteldr safe keepingWhile the medals languishé&d a Bank of Canada vault it
occurred to the LPSUP how the erection bbapital might servbothof its guiding principles. At
first the plans only considered veterans; however, the swelling population of York sensitised the
society to the fact any hosai it built would come under public pressure.

The 6medal warsé as C. Clarke, superintend
directly relevant to spatial decisions in the a8 or 20" centuries, nor did they factor into the
building projectsafter 1820. This evedtor at least its myid bears mentioning to highlight the
TGHO6s unique soci al context. By 1913 the TGH

Western hospitals sought to justify their existence and scrape together donatibesy(@ite in his

18\, G. CoshieThe Toronto General Hospital 1811965: A ChroniclgToronto: Macmillan of Canada, 1975), 6
1871bid, 10.
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1913 history that f@Athe medals have bec®me a fa
addition to a larger population and betii@egrated position as a node in the trade and social
networks of the urban normast, adminisaitors and doctors in Toronto interfaced with a populace
accustomed to the presence of a public general hospital.

The first TGH was a small wooden building. It did not occupy a permanent, ptbpittse
structure until 1829. Stomedtr ukddd pint dled@ amu iolnd itr
storey brick main building was 107 feet long by 60 feet wide with recessed galleries on the north and
south sides. Later two additional small buildings were added for housingé&tegts. The building
was compdted in 1824, but did not see its first patient until 1829. Parliament occupied the TGH
upon completion, and remained in place for four years. The hospital finally began to function in
1829, and remained there in some capacity until 1855. The TGH accotechagdo 100 patients,
and at 10,200 square feet averaged 102 square feet per patient. The actual space per bed was less
than 102, since kitchens, operating rooms, nursing stations and other ancillary services cut into the
ward space. Clarke quotedawav | er from 1850 who found the hos
hal |l s s pacHad patiemts actualy hadyl02&quare feet each it would have placed the
building in good standing. Hospital regulations in th& @ntury created legal nimumsin terms
of patient space that wewsually no less than 90 square feet. In 1862 the King Street hospital was
demolished.

In 1853 the boai@ incorporated in 184¥ concluded the York General was no longer worth

its maintenance costs and began planning f@vabuilding. The board settled on a plot of land on

188 C. K. Clarke,A History of the Toroto General Hospital: Including an Account of the Medal of the Loyal and
Patriotic Society of 1812Toronto: William Briggs, 1913), 25.

189 Clarke,A History of the Toronto General Hospit88. J. Ross Robertsabandmarks of Toronto: A Collection of
Historical Sketches of the old Town of York from 1792 until 1833: and of Toronto from 1834:1914. Also Two Hundred
and ThirtyEight Engravings and Places and Scenes in Toronto or in Connection with tlieSBitia Series Complete
(Ottawa: Department of Agriculta, 1914), 372.
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Gerrard Street. An articla theTorontoLeadea ppr oved t he site noting 0
new building from the injurious effects of overcrowding, and give it all the advantages which are to

be derivelf r om an airy and*Thetgper fCanada dourpabf Medical,o n . o
Surgical and Physical Sciencerroborated this claim by describing the King Street hospital as
Aextremely bad, both ol d and oiunefvfeindii é m#t i @ nk Wwr
arranged that it was with difficulty anything
perfect pictur®Thd friuin it apar dieemy . ®f t he 0Gerr
in 1854. William Haywas# pr oj ect 6s architect. He based t
drawn for Scottish hospitals. Total cost was around $60,000, and was partly funded through
debentures®?

The move did not turn out well at first. Clarke described the financial state &afrard
Street hospital as fAembarrassing, o0 and duri ng
exacerbated that from 188869 the hospital temporarily closed. By the-E8&0s the hospital was
showing its agdfloors had settled, drainage brokaah, wooden fixtures rotted out, and the heating
system was in disarrdy® The closure of 1868869 led to a significant change in hospital
administration. The city had three members on the board, but failed to offer any funding to resume
operation. The prance intervened on the condition that the board was reconstructed to include three
government trustees, the mayor, and a member elected by subscribers. The change dovetailed with a
provincial act whereby the institution could receive aid commensurate thathamount of

improvement it carried out on the building. In 1875 the hospital received a windfall in the form of

190 Clarke,A History of the Toronto General Hospitél.

BlEdi torial Department, AUppeeCafadar)aumadl of Meslieah Surgacdl antiPhgsizdl t al , 0
Science®:9 (1853): 280. The article added that female patients ofteuped hallways and leaks were common.

92, T.H.ConnoDoi ng Good: The Lif e oTorofitmWniversityoblsron®®mess,2G00), Hos p i
84-85.

193 Clarke,A History of the Toronto General Hospita#
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two bequests amounting to $16,000. The money financed a new heating and drainage system and an
6outdoor departmentd for outpatient care.

By 1855 the hospital was a collection of six purpbaét structures that formed a medical
campus. The buildings included the original central edifice, the west wing, the outpatient service, the
Burnside lying in hospital, Andrew Mercer Eye and Ear Infrmaryand Womendés Pavi l i
bed count was 40t In the basement beneath the westg, builtin 1877werea nur sesods di
room, kitchen, pantries, and workshop of the maintenance staff. Under the central pavilion was an
upholstery room, the genéiatchen for all buildings, sleeping quarters for staff, and furnace and
coal rooms. Beneath the eastern division was a carpentry shop and accommodation for servants. All
facilities were connected via tunnéf§ Handling tasks such as carpentry and plumlbitowed for
the achievement of two ends; the work counted
was an important civic employer.

In 1882 the TGH added a buildisgecialising in care for womemith funds acquired from
private subscripton§ he A Pavilion, 0 as (twostordmildingofwhieef er r e d
brick located on the northern portion of the hospital grounds. In 1895 further expansion raised
capacity to 40 beds. Annex buildsgften addressed a specific need, but thdipa differed in this
respect by reproducing several medical and logistical services. It had operating rooms, public and
private wards, kitchens, pantries, baths, a separate dispensary, and outpatient service f&fwomen.

Constructing separate kitchen astdrage facilittes was a matter of convenience simgegavilion

1%4Connor,Doing Good: The Lifeof Toont 0 6 s G e nle3d. Thé Mekter Eyp and Eall Infirmary got its name in

1878 due to a $10,000 bequest from the state of Andrew Mercer. Mercer died without a will and the Provincial
Government funnelled some of his wealth to the TGH.

A A Gr eoastpeirt aH : Commemorating the Opening of the new E
Pavilion, Toronto General Hospital,o 21 April 1930, 6 .
iToronto General Hospital ,d 410801 9Ge rirnacrodr pSotrraeteetd Ebays tAc tE
[Pamphlet] (Toronto: Rowsell and Hutchison, 1896), 41
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was not |l inked by tunnel to the main building.
wards were designated for males and females.

The maternity hospital also added newvies, and operated under some additional
regulations. For instance, women in the public wards were admitted no earlier than two weeks before
their expected fiaccouchement. o I n the private
services. Adminigators insisted on such rules to ensure tiesyeifaced a choice between expelling
a woman in | abour or al | owi nRublibpattentdhad aslifteeeyt at t
experience than their counterparts in the private rooms. They eeht clothing assigned by the
hospital, and were expected to make their own badgrovide assistancettenurses if requested.

One rule that applied to all patientswasat fion no pretence whatsoeve
Hospital withouttaki g t h e i n fP&tpresumaibly was engeeater doncern in public wards
where women were |l ess |ikely to have much sup
with a baby was understandable. Administration did not want the TGH to acqgaepatation as

place wherenothersabandoned their children.

With wards and services spread throughout the compled often duplicatedspatial
experiences were hardly consistent. Private and public wards existed throughout the grounds. For
instance, pwvate rooms were located in the west and east wing expansions. Nursing quarters were
similarly dispersed ensuring staff members also experienced the hospital differently. An important
development was the use of sgmivate wards on the second floor of tmain building. The
presence of sengirivate accommodation demonstrated the broadening demographic interested in
hospital services. Private rooms had long existed in hospitals, but were rarely in the majority outside
isolation wings. The presence of sgmivate wards catered to new class of patient that was neither

destitute nor wealthy. Lighting in the hospital came fr@s. dt was heated by steam &odwater.

197 bid, 29.
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Administrators worried about a fire breaking out and ensured xtiagaishers, hoses, andifs
were spread liberally throughout the institutigf.

With more patien® both real and prospecti&eadministrators sought to ensure the general
public considered the TGH a safe place that was capable of healing. Part of this battle was fostering
faith in the efficacy of medical care. Another was to convince citizens that the space had evolved
beyond a refuge for the destitute poor. | n hi
against hospitals still lingers in the minds of certain classes ocbtheunity, who, unfairly belittle
and criticize the instittions devoted to the sick p@oinstitutions which are monuments to the
humanitarianism which animates pubdicp i r i t e d me!{ Adainistratovsostrggled.tad
maintain a facility that depended civic consent, buwasnot embraced across all levels of society.

TGH rules in 1891 strove to control the space, but were also a reaction to patient agency.
Rules helped to define institutional identity. Fstancethe outright ban of all chroni@ases, senile
people, the insane, and incurables was a way for the TGH to present itself as an active treatment
institution2%° Ailments such as insanity provided an important foilfespitals These cases helped
routinize the idea that there would be timesdicine could not help without reducing its reputation.
The TGH made no official provision for the mentally ill until 1906 when a provincial grant provided
one ward for 4dipatnenstssaige bhecpreéain dsthati n aff
were divided evenly between males and fem#¥eEhe ward was in operation for only four months

out of the hospital year so the 1906 report does not represent a full annual sample; however, in that

ATor ont o Ge nAamua RepditofMpedical Superintendent and Registrars for Year ending September 30,
1891, 06 189 2.,2.1Bo3 2 TGH iFdnds UANZArchives
199 Clarke,A History of the Toronto General Hospitals.

20 Annual Report of the Toronto General Hospital for the
TGH Fonds UHN Archives.
Pl Annual Repoont of Ge her al Hospital: For the year endin

theme in later chapters if the frequency with which general hospitals reject any obligation to care for the mentally ill.
Administrators insisted that that it is the @atf provincial asylums. Provincial governments often tried to avoid or

minimize these responsibilities. Throughout th& 28ntury numerous deals were struck between trustee boards and

Heal th Ministers whereby thogeeatptgmemitédndinnd omental .il |
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time 35 patients were treated seven of whom wareffdl nd aned and proviaciels f er r e
asylum.
Rules also reveal some of the institutiono
solely for room and board making the medical cmegis. The tradeoff, for the patient, was that in
exchage for free care they haddnminstrataraeseriped this he 1 n
system with dramatic rhetoriéc [ Pat i ent s ] mu st not I n any way
recovery, nor the recovery of their fellow patients; and must as fpossble help maintain
regul ations and di®Fripm itntee i pma ttiheen tHooss pd @ rad p edc
solely negativeole in their own recovery. Thegould worsen chances of recovery through bad
behaviour, but could not improve them side of passively allowing the treatment to proceed.
Patients were to be in their fAproper place
visits of physicians. By 8 o0o06clock in the eve
express penission from thanedicalsuperintendent was prohibited. However, there are pitfalls to
the Foucaul dian application in many Canadian F
and exemplary in their behaviour, conform strictly to the rules oHibspital and carry out all
orders éNo indecent conduct will be tolerated.
Loud talking or unnecessary n?®Teelesreadtothe ds or
cadence of a didactic institutioBut internal documents do not outline such a mission. With the
exception of generic words such a 6quietd and
model outlined in board minutes. Rather than attempt to define good behaviour, thestutesdas
patients knew how to act properly and implored them to do so. Rules required patients to behave

deferentially toward staff. One rule did so overtly by requiring silence when physicians were present.

22 Annual Report of the Toronto General Hospital for the
TGH Fonds UHN Archives.
BfiToronto General Hospital, 400 Gerrard Street Easto |
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Another did so subtly by banning hats on the wRwles could also reveal the precariousness of
institutional practices. Rule three prohibited patients fromHimgcor removing the diet card from
the endof each bed. This demonstrated how routines were vulnerable to tampering. General
hospitals used digdine as a tool to keep schedules and enforce routine, but not as an end in itself.

Rules represented the most formal declaration of how administrators sought to control
movement within space, and are a useful indicator of the different ways patiemnisreguehospital
grounds. The most fundamental factor to movement was gender since all wards were designated
either female or male. Patients of the opposite sex were strictly prohibited from entrydNatries
time neafexclusively femald and orderlies wre exempted from these rules and moved freely
within the wards. Close behind gender was class. Patients were situated in private or public wards,
and movement between the two was not all owed
rooms themseks as well as by the larger privileges these spaces afforded them. Patients in private
wards could have friends vimed Aad amgnsbhiawvebt
night with permission from the medical superintendent. Public watidris were limited to set
visiting hours?%4 Similarly the open ground west of Carriage Road was off limits to males in public
wards, but open to private and female patients.

Although the TGH was a discrete entity, bounded geographically by its propédigds
and |l egally by the territory it was responsi bl
TGH coordinated with the police department to
ambulance program. The TGH received thre@wi@ation: one each from John Ross Robertson, the

Manufactureroés Life Assurance Compan@erardand po

243 Annual R&@poontof Gemer al Hospital for the year ending
TGH Fonds UHN Archives.
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Street,the TGH interacted more with its urban environment in part due to ambufindés
ambulance brought theofpital into the community as a bastion of disciplined medical space that
forayed beyond the institutionds boundari es.
width 6 feet 5 inches in length and 4 feet 3 inches in height. Internal walls weeeoimadod, and

were polished and exposed to promote hygf@h€he presence of an onboard nurse had practical
merit and symbolic value. It helped conjure the image of a sanitary ambulance headed to a modern
hospital under the viehful eye of a medical ageratl of which sought to present an institution freed

of unwholesome stereotypes.

There was no provision for the administration of medicine during the ambulanée ride
unless the physician opted to come along with his medica bagthe advent of ambularse
demonstrated some striking changes in hospital administratioathere were initially only three
vehicles, but they began to medicalise the community by traveling througb ibnger was the
hospital a disconnected node for receiving. It changestibige of planning as well. Administrators
began ta@wonsiderity and street gridding disaffecedt he hospi tal 6s ability t
the amblance itself was institutional, and emphasidednliness and utilitarian designreproduce
aclinical environment”’ Ambul ances extended the hospitalds

In 1904 businessman and philanthropist Joseph Wesley Flavelle was elected chairman of the
board of trustees. He had served on the board as a member since M@I2.fElathe TGH had not
delivered on recent requests by medical staff. His first initiative was to expand surgical capacity, but

thswas halted by the cost. I n 1905 Flavelle arg

205 An Act Respecting the Toronto General Hospital, Revised Statutes of Ohfity,c. 12, pp. 507 The move
necessitated the closing of tstreets.

%3Toronto General Hospital, 400 Gerrard Street Easto |
207 For a general history of emergency medicine including the provision of ambulances see Brian Anybink,

Anything, Anytime: A History of Emergency Medic{Réiladelphia Mosby Elsevier, 2006) Ambulance history in

Canada is not wekxplored, one Ontario example is James A. Ha#dn&entury of Red Blankets: A History of
Ambulance Service in Ontar{&rin: Boston Mills Press, 1982).
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theinstitution,includdg bui | di ngs equi pment, maintenance,
his mind the TGH had not kept pace with the rate of medical advancement, and neglected its
educational responsibiliti€8® The board decided instead of renovating old buildingstopw e i a
| arge plan of reorganizationéproviding new bui
scientific treatment of the sick poor and affording facilities of high excellence for educational
wo r K%ltwasdhe first step toward the 1913 movE€udlege Street, and an important affirmation
of the instituti omdc oftdaching &nd nesearalp asiwdlleastealingy as a
As internal confidence in the building project grew the board contracted architects to draw a
design. By 1905 # TGH had received over $1,000,000 in subscriptions fees. Meanwhile,
negotiations were ongoing with the university, province, and municipality about the prospects of
receiving additional funds. One obstacle was a lack of clarity on what the endgametiaa$ @it
building project. Each constituent had different interests related to hospital function, but the board
could make no guarantees until a firm design existed. What administrators had not fully anticipated
was the possibility of moving locations. Hewer, the College Street site proved highly attractive
and held the promise of expansion.
The board decided on a site south of College Street, between University Avenue and
Elizabeth Street. The grounds comprised 220 feet in length along College Stré40doot width
on Christopher Street. With an estimated property cost of $550,000 the committee now had one firm
number to work with. A 1905 Act respecting the University of Toronto (University Act) enabled

trustees of the University of Toronto to assigeorganizing the TGH. The University Act provided

208 Clarke, A History of the Toronto Genal Hospital, 119. Michael BlissA Canadian Millionaire: The Life and

Business Times of Sir Joseph Flavelle, Bart. 18589 (Toronto: Macmillan of Canada, 1978), 2086. Michael
Blissds biography of Fl avel |l e GHeHowevee ilis ®twonsderadintasmuthi on t o
detail as other business activities. The impression Bliss offers is that Flavelle spent much of his time bickering with the
university and being misled by architects Darling and Parsons. Though it has somgtimgesections about the

challenges of chairing such an institution and some frank comments on the extent to which the TGH made use of
newspapers to increase their public standing.

209 Clarke,A History of the Toronto General Hospitdl19120.
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funds in aggregate for a large campus building project, but earmarked up to $250,000 for hospital
reorganizatiort:°In 1906 the Toronto General Hospital Act, reformulated the board to 28 members.
Five weae appointed by the university trustees. The act also ensured that any medical student of the
University of Toronto could visit the ward&:Upon the organization of the board the city released
$200,000 in funds for construction. The provincial governmeoviged $250,000. Meanwhile
weathy citizens Cawthra Mulock, Geor@®x, Timothy Eaton, and a bequest from the late Hart A.
Massey provided a further $350,0686.

Administrators had a challenge in how to approach hospital commemorations. It was fine to
look back fondly but not too fondl$ and comments tended to reveal contemporary expectations
In 1913 Clarke descri bed t h-sizedy faidyrwellightedyjandd o om o
equi pped, 06 capabl e of accommodatadughdeamsoasided st u d e
that the table was dAplain wooden, with no mean
good a table in many of the kitchens in the country today. The operating room was kept spotlessly
clean. The halls and floors of the diffe nt war ds weHepresemed the hodpitalaas . 0
benign on the major contemporary conéesanitatio® but inadequate and quaint in its outdated
technology and spatial resources. Clarke used commemoration as a way to justify expansion by way
of reminding citizens where the hospital had come from, and where he hoped it was headed.

From 19061910 the process moved slowly as the university and TGH negotiated funding

arrangements. On the architectural front plans were developing. The Architectuifimg and

210Coshie,The Toronto General Hospital 1818965 141.An Act Respecting the University of Toronto, Revised Statues

of Ontario1905, c. 5 and c. 7, pp. 9B.

211 An Act Respecting the Toronto General Hospital, Revised Statutes of Ot@@6oc. 4, ¢.20 pp. 5683,510. The

rest of the council comprised eight appointed by the Lieute@arernor, five by the municipality, and seven elected by
subscribers. This would constitute the trustees of the TGH. A quorum was set at 9. The Act provided other benefits, for
instance c. 10 exempted it from taxation on buildings and ground in use for medical purposes.

212 Clarke, A History of the Toronto General Hospitdl19. Believed to be George Albertus Cox, but the source is
unclear. Cawthra Mulock became involved with the TGH904 through Joseph Flavelle.

213 |bid, 83.
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Parson was hired in 1906. The firmdés resume in
University of Toronto Faculty of Law, Union Bank Building, and Canadian Bank of Commerce. The
architects decided on a block system that woulangie buildings so that wards, laboratories, and
administrative offices stood with just enough distance between them to allow airflow and gtthlight.
By 1908 they presented a list of required buildings that included a laundry, power house, maternity
building , nur sesos residence, S e gpprvate wards, \andnag s for
administration building?® Darling and Parson estimated the cost at $1,388,000. What began in 1905
as a 40tbed facility grew into 550 beds by 1910 that included an outpdteility with an
estimated cost of $2,900 per bed. Obecember 191@he university and TGH agreed to a deal that
allowed construction to begin. The university would provide $600,000 toward construction, and an
additional $100,000 for a pathology buildift®
Despite being longstablished the TGH was not immune to delays and shortcomings. The
new O0Coll ege Streetd hospital did not open wun
disput® in fact that was one of the few general areas of agreeragmt&n competing factioés
the manifold options for building, funding, and organization caused delay§orbmto, an
established medical community and tradition of education within the hospital intensified debate and
interest in that space. Building a néwspital was not simply a quest for relieving suffering and
sickness. It represented a major investment with professional, economic, and educational
rami fications for more specific interests tha
The TGH was the sophisticated achieest of an established city, its monied leaders,
university specialists, and professionals. The nascent polities of the west had ambitious personalities,

but faced brisk obstacles in acquiring capital, staff and social support. Legally there was no

2“ASuperintendent's Report,o 1906, 21. File 1.2.3, Box
215For an example of these buildings see Appendix Il image 2.1.
216 Clarke,A History of the Toronto General Hospitdl26.
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uncertanty that health fell within the purview of provincial and territorial governments, but whether
it was to be a large system or municipally administeezoainedundecided in the 1®century.
Instead, civil society stepped into the breach and soughtyaprbealth care as best it could. The
strictly regional or civic hospital, at least in organizational reach, resembled much older hospitals in
Europe. But their relationship with the community and government differed.
Winnipeg 18711 1910
T he WGH 6hsstorg iavolvey a marked lack of government involvement, including at the
municipal levelin 1871an influx of soldiers responding to the Riel Rebellion coupled with raw
sewage pollution in the Red Rivied toa typhoid outbreak!’ LieutenaniGovernor Aéams G.
Archibald constituted a board of health in response to the epidemic. Part of thehheadb o ar d 6 s
mandate was to establish a hospital. The first attempt was in a converted private residence. It lasted
less than three months before relocating to &tasgacé®l n 1872 t he boardods t
with it the hospital és funding. Much of the cj
pooling resources, and volunteering their time in the hopes of establishing a similar institution for
the gad of the city.

A meeting chaired by Andrew G. B. Bannat§rien city postmastdrmet on 18 December
1872 to plan for a new general hospital. Manitoba Gazettse t r e ssed t he meeti ngo
it Acomprised men of akbhhdcldassessowhochgdeergd
the city had a permanent, public medical institufitnOne o f the groupo6s fii

establishing a committee to collect donations and subscriptions. One member offered a furnished

27]1an Car and Robert E. BeamisManitoba Medicine: A Brief HistorgWinnipeg: University of Manitoba Press,

1999), 5, 226. The population in 1871 was well under 50,000. By 1910 it had grown to nearly 200,000; around one third

of the Provinceds total population.

28AHi story of WGH: BA4&80@oof 1PbR¢¢tdrsBok81F¥, File 4 WGH
Archives and Museum Collections (HSCAM).

24 A Publ i dVariabe Gakzett@p december 1872, 2.
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building on Notre Dame Stet if fundraising efforts were successful. By January 1873 the temporary
hospital had five patients. A meeting on 11 January 1873 confirmed that rooms capable of
accommodating up to 12 beds were in operation. Fundraising efforts were going well, ahd raise
almost $400. Orb February 1873the Manitoba Gazettgrovided a balanced appraisal of the
hospital 6s effort: AThis institution I s succe
wi | | pTheraitide stopped short of praising the ingitio. Instead it presented an image of
noble intentions clashing against inadequate space.
Between 1873 and 1875 the hospital moved three times in search of more space. In March
1873 it relocated to a building on HBC land that\tienipeg Free Pressese i bed as At he H
Hut on the [ west 2HEharkarstructure was @fraesbdildifgcompanied
by two leanto structures. One served as an annex for additional patierttseantider as a dwelling
for the caretaker and his wife. Theain building had two rooms on the ground floor and one
upstairs; however, they lacked any portioning. The walls were lined with sawdust for insulation.
On14 May 1875the WGH Incorporation Act passed making the WGH its own legal entity.
It provided a ense of legitimacy as a formal institution, and represkavictory for the citizens
who had donated time and money. The Act set some parameters for how the institution would be
governed, but was far from complete. For instance, it required that fifteseors were elected by
ballot annually. However, the act did not specify how the medical staff should be appointed. In 1875
the board handled this oversight by having doctors stand for election as board members. That
decision created overlap between mabstaff and administration until an amendment in 1879 gave
admiristration the power to appoirinyone who contributed at least $10 per year was eligible to

vote or run; subscribers of at least $5 could attend annual meetings and for an offeringrof $50

220ff H o s pManitabla Gazett® February 1873.
2lfiHo s p i tMahitobd Brée,Pressl5 March 1873, 4.
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more one became a life memB& The city established a committee to assist in managing the
hospital and offered a grant of $5¢9.

With incorporation the board sought a new building but finances were limited. Mr.
Bannatyne and Mr. Andrew McDermot offdra large plot of land on Nena Stré&The donation
allowed the board to allocate more funds toward construction since it would not need to purchase
any land. The Nena Street site was not perfect. It was located away from the city core which
presented anbstacle for patient travel. The property was surrounded by swampland and prone to
flooding. This removed the possibility of nearby land being converted to gardeseslaspace for
convalescent recreatiéf® Still, the board accepted the site despisehshortcomings because it
was free.The first purposéuilt WGH stood two storeys and was painted white. It faced east to
catch the rising sun. The main entrance opened into a large open space with a reception and waiting
area. The surgery and pharmacgupied one side. The opposite side of the first floor contained two
rooms for private patients. There was also accommodation for the sbewaubt created by the
Act of incorporatio® a general management position atop the staff but below the boarebtdidir
The steward was essentially a forerunner to tHé@tury position of superintendent. On the
second floor was a general ward capable of accommodating up to 20 patients. On 1 October 1875 the
building officially began operation, and remainedenvice until 1883.

Overcrowding and overstaying plagued t he WC(
reported an average occupancy of 24 patients, which was two more than the space had been designed

for. An 1883 report suggested that the probleminaetl. It showed how the average length of a

222 Government of Manitoban Act to incorporate the Winnipeg General HospltélMay 1875, 13.

223Alan F. J. ArtibiseWinnipeg: A Social History of Urban Growth 187914(Montreal: McGillQuee® s Uni ver si ty
Press, 1975), 19.

2*fHi story of WGH: Bd4&o@oof 1PDbR2¢c¢ct 8rsBokx81X, File 4 WGH
2 The Story of A & B Buildingso [1952], 6. Box 28 WGH
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patient stay between 1878 and 1883 was 42.5d&psiministrators viewed typhoid cases as the
most difficultto treat and the most significant contributor to long stays. It did not help matters that
the wards wee not well partitioned. Female patients had limited accommodation, leading to
shuffling of beds to maintain segregation by sex. Such movement provided many opportunities to
spread diseasé’ Flooding was a problem as well. In the absence of a proper roadlkwvay
patients traversed a path of wooden planks to reach the hospital. At times this contributed to the
problem by causing or aggravating injuries.

Another aspect to patient admission was class, but in terms of medical coradiienrtian
economic lckground.By-laws forbade doctors from admitting anyone deemed insane or
incurable??81n order for a patient in either situation to be admitted permission had to be granted by
the board, which also had the authority to remove anyone it deemed insanpolstiel rested
upon the fear that physicians could use the hospital to unload unwanted patients. Staff doctors had
different reasons to be wary of such individuals. Incurables were by definition beyond a doctor's
ability to aid, and their presence wasted b e d , har med the hospital ds
morale. Cases of insanity fell within a complex set of circumstaigedten doctors viewed it as
untreatable unless caused by iliness or medication. Moreover, psychiatric doctors generally preferred
to administer treatment in specialized institutions. The board structutaed&yo allow for as much
control as possible over who would be admitted.

In 1880 the boardstablished fundraising and building committees in the hopes of moving to

a larger bdding. Administrators began the planning phase by inviting the medical staff to submit

26fHi story of WGH: B-4&80@oof 1Db/2Rlec4tWESH FoRds, HSTAM

2"MiThe Story of A & B Buildingso [1952], 5. Box 28 WGH
228\Winnipeg General HospitalVinnipeg General Hospital: Organized Decembef,1872 Incorporated May 14
1875(Winnipeg: The Standard Printing and Publish@®gmpany, 1876), 6

229 . Stephen Jacyna and Stephen T. CasperTéus.Neurological Patient in HistorgRochester: University of

Rochester Press, 2012). For Canadian information see Harvey G. Sinfroong\sylum to WelfaréDownsview:

National Institute oental Retardation, 1982), 178. One might also consider Roy PaSecial History of Madness:

The World Through the Eyes of the Inséinendon: Plume, 1989).
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their thoughts on what a new site required. In a letter to the board on 19 February 1881, Dr. Lynch
suggested a new building needed at least 1003B®dke existing builings were overcrowded,
seeing 455 patients in 1883. Bed capacity, by
gauge of a hospital s capacity. The 1883 annu
adequately represent the extent tockhielief has been extended, as many as 72 patients having
been under tr eZdThaproblem af bvercrowdingtestenmded t@ paying patients as

well, which demonstratethe increased appeal of the hospital.

The design of the new hospital emplsasi private accommodation more than its
predecessors. Lynch foreshadowed many of the |
plan contemplated for the new building the board should bear in mind the great necessity which
exists here for a largeumber of private wards, which besides being much required would be a
source of ¢ on $£iLgnehrcalcolates that fov180nbads it vdould take at least eight
private wards to cover costs. He alsoggestedhat excluding the basement, private vgard
pharmacy, laundry, surgeon accommodatamd other areas at least 120 square feet should be
provided per bed®*The final contract called for@0-bedstructure. Lynch envisioned patients as a
source of revenue, and expressed an emerging belief irclmgjanedical and practical agendas.

Administrators presented the medical board with five different plans and a $20,000 budget.

The boardds first choice was the AKalono pl s

fMedical Staffo [1952], 8. Box 17, File 4 WGH Fonds,
BIEWiIi nni peg Ge n eof lecbrpotdtios gnd By aalw.s 0A d t118 Bok 9 WGHIF&nds, HSCAM. Self

identified annual reports first appeared in 1883. This 1882 printinglafisyis largely a forerunner. The board intended

the document for public consumption and the writing watschinical or dry. It was written to emphasise details that
demonstrate the boardds intent for the public to see t|
2 The Story of A & B Buildingso [1952], 16. Box 28 WGH
233|bid. The document states 1200 square feet per bed iduutmber must have been a misprint since that would be a

gigantic amount of space per bed. 100 beds with 1200 square feet would need a building far larger than could have been
erected at this time. The number most likely intended is 120, which woultbs#ibeen a generous allotment of space

to hope for. However it made sense to ask for more rather than less in a recommendation.
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ar c hi t¥Uuponcloserexaminato t he costs appeared t &o high.
based on its size, ventilation, ward arrangement, and size of privatedrawsssa plan titled
6Syndicate. d® The board approved of many el eme
functonwih out al terations. The O6Syndicated plan a
general wards, and the board wanted at least ten. The stairwells were narrow at four feet. The board
interpreted this as an ar c leduting partdosthetstructwekin t o r
size that would require alteration during construction.

|l ndeci sion on how to proceed |l asted until A
position to erect a mor e expenscosymttdaxcedddi ng
$25,%0dMmhey returned to the St e vhadthem ircorgbraté/a | mo t
stone foundation and brick exterior. Théaggorced the board to seek temporary accommodation
for the winter. Between the conception of a ieewding in 1880 and completion in 1884 the WGH
again took up residence in a temporary structure. Ifllé8e8 1 t he boar d pur chas:¢
Shedod from the Depart mM8Sitafoff tAgo k ctud toualel ifrog i$
It was atwo-storeybuilding with a capacity of 45 beds.

Conditions at the Point Douglas were abysmal2®dune 1883 boar d of direct
stated: AThere are no nurses, the only one hi
Convalescentpatet s act as n u? Ehedrectrs wrédbubly gamedsbgtimetack 0
of nursing since all patients transferred to the Point Douglas had been maleMayagmallpox
broke out in the Point Douglas wards. All 37 patients were moved outdiglgtsavhile the space

was fumigated. The tents were framed with wooden floors that leaked in wet weather. Several blew

24 bid, 21. O6Kalond was shorthand for ideal, physical b
235bid, 25, 34. In 1882 the City aFinnipeg offered a $5,000 grant which allowed the board to increase the budget.

236 |pid, 3.

237 |bid, 8.
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over in a July storm. Over the summer a section of flooring was removed to allow accumulated
water to dry, and several stoves had tins&lled to winterize the wards. During the winter snow

was banked around the ground floor, and the windows packed to control drafts despite the adverse
effecs on ventilation.

Poor drainage and flooding bedevilled the WGH since it moved to the McD&teyaind its
1882call for tenders failed to attract a credible bid for this reason. The city had promised to build
drains and sewerage infrastructure to improve the situation, but had yet to act. The board was
reluctant to dig the foundation before thvas done. In July 1882 the city reaffirmed its catment
to providing drains, but couldot do sountil the following year. In return for promising drains the
city requested the hospital supply land for a morgue. The board agreed so long as it cahéd pick
l ocation. The hospital received free use of t

The board called for tenders again in February 1883 and the returns were better. It selected
the Gill Atkinson Company®6s bid aontraBt4equired8 5 e x
completion by 15 October. On 31 March 1882 subscriptions to the building fund totalled $25,811;
however, only $5,803.15 had been collected. By August subscriptions rose to $35,611 as money
came in from private citizens, the HBC, CPR, anfurther $5,000 from the City Council of
Winnipeg?*® By the end of 1883 the board had $23,472.48 cash on hand, which left it $12,138.52
short. In response directors took a risk in securing a mortgage with the London and Canadian Loan
and Agency Company (UQA\C) on the new building. They borrowed $25,000 at a rate of 8%.
Before LCLAC approved thigansactionit insisted that all twelve directors execute bonds in their
own names to be personally responsible for $1,000 of thettidlite protracted financing &ode

and solution depicted ingenuity and personal commitment. The final cost amounted to more than

BAWIi nni peg General Hospi tlad ws Ac[t 116 8ek P WGHIONdspHSEAM. on and
21 bid, 16. The archit &L3BH59, suggestingitheisfees werecapprmxmately 4% of an
assumed final cost of $37,500
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double the initial estimate at $53,000. Certain work not included in the initial est@msttzm
heating that cost $4,135, boilers costing $1,015.60, amdkphg for $1,87& added over $7,000.
Costs spiralled in part from estimates that
keep to the schedule. Hastancearchitects required a large portion of exterior brickwork replaced
when the cotractor installed a poor shipment to avoid def4{s.

Through all the economic difficulties administrative morale remained high. The board was
convinced that fAwhen completed the hospital

continent. t has the necessary room for carrying on the administration of a much larger hospital in

future as the i ncr e*Suehdhetdrie bateditse stimgpoy how nwieldy r e .

the project had become&he fact that new WGH facilities were impresshedped toolts heating

system could provide diffent temperatures to each ward, andlig and private wardsizeshad

been enlarged withosacrificing the isolation area. When the hospital opened the actions of nurses
and doctors would determine its¢ utility, but administrators saw value in gloating over the space
and its technical qualities. Land speculation in and around Winnipeg boomed in the late 1870s until a
collapse in the spring of 1882. During that time the structure count of Winnipdgdtrabd
population rose by over 7000. By 1884 economic recovery merged with civic boosterism and a spirit
of optimism around the new hospital buildirfds.

The WGH chose to celebrate the @6 pranarilyng.
comprised of the wiveof doctors, administrators, or nurse alundaeganized a charity ball on 13
February 1884 prior to any transfer of patients. In coordination with donors the WAS organized a
l uxurious evening. The Hudsonds Bayagui€eotepany

clinical space. Bell Telephone provided a phone for guest use. Both large wards were transformed

fThe Story of A & -@, 7B.BoxI28IWGHdsends, AIMR952] , 62
241 |bid.
242 Artibise, Winnipeg: A Social History of Urban Growth 181914,74.
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into ballrooms, and dancing carried on until 3:30 in the morning. The event raised %%,600.
Openings were unique momen#d sometimes they bordered the bizarre and gothic as the
wardscleared of bedsilled with 19"-century revellers certainly did. Nursing historian and WGH
graduate Ethel Johns described the eV%®Tnue as be
no patients had been rsmd or treated there, no one had died, suffered, or experienced the dread and
uncertainty of sickness in the temporary bal/l
there was nothing untoward about the ghoulish enterprise spoke to the exalesignificance of
space. For one night citizens could christen the hospital with levity, but from then on such an event
would be in poor taste.

Administrators had economic motivations to see the new building populated. They left the
upper floor private \ard vacant so incomingather thartransferredpatients would be placed there.
New patients had to pay the new rates. The rates were $2.50 per day in private wards and $1.00 per
day in public wards. The new WGH was larger than its predecessor at teygssibialso had an
infectious ward annex. Throughout the summer a new cesspool was dug, a laundry building erected,
and pipes sunk. Administration expected @Athe
building to the large, light cheerywardsiwh t hei r sun gall eries of t he
most beneficial effect not o P TeW@Hnowhacani ent s
isolation ward entirely detached from the main building with separate rooms therein, an accident
ward, a n& operating room, running warm and cold water, and steam heating.

The new building came with high expectations; however, the reality did not always meet

them. A prominent feature of the new WGH was its six private wards, but only four were initially

243Ethel Johs, The Winnipeg General Hospital School of Nursing, 18833(Winnipeg: Winnipeg General Hospital

School of Nursing Alumnae Association, 1954), 7. AThe !
PMA

244 Ethel JohnsThe Winnipeg General Hospit&chool of Nursing, 1881953,7.

AWi nni peg General Hospital: Annual Report for the yea
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furnished. There was also one private room that was not especially suited to generating income. In

the basement was a fApadded cell , 0 described b
air Ilsts.roemai ned in use f othodyfdsalatisg patients suffezingh o s p i
delirium. House Surgeon Dr. Mewburn had conce

There was no easy choice as to which could be more easily solved, and worse, they tended to
exacerbate each other. Mewburrot ed t hat Athe only ventilatio
obtained from the window that i2¥Aertilationshaftr odu ct
passed along the roof in the centre of the main wards; however, the system was not operational.
Mewburn warned that should the wards fill to capacity the lack of ventilation would have dire
consequences. The wards and operating rooms contained inexpensive soft woods which shrunk and
began to spring. This structural malfunction presented both @ngippzard andvoid wheredust
and insectbegarto collect. These had not been anticipated problems. During the building process
ambition met with reality and led to compromise.

As 1885endedhe WGH focused on sanitation and debt. The city finally eotad the main
building to the municipal sewer network, but not before making the WGH pay for 400 feet of pipe
that crossed its property. However, wards now had water closets, and drainage was improved across
the site. The total cost for construction ardavation swelled to $66,142.93, with $3,026.98 in
1885 from plumbing. Of the 1883 mortgage debt, only $2,000 had been paid back which left
$23,000 outstanding. The unpaid mortgage remained a problem throughout 1887. In 1885 private
ward fees raised $80D%nd public wards $810.25. Meanwhile subscriptions totalled $1,152.96.
Building expenses added $3,026.98 to the deficit, eclipsing the $2,676.71 sum from subscriptions

and ward rates. Other expenses had to be accounted for as well such as salariesoshafthe

246 Ethel JohnsThe Winnipeg General Hospital School of Nursing, 188%3,19.
247 |bid, 21.
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medical supplie$*®During 1883 in in what amounted to a bail@uthe province donated $5,000,
the municipality $3,500 and the CPR and Railway Employees Labor Organization contributed
$4,000 to pay the board's déf.

The new WGH known as A and B Bt marked a watershed for public hospitals in
Winnipeg. In some ways the project confirmed the worst possibilities aboutsleatge piblic
building: costs spiralled out of control, debt swelled, and alterations continued long after completion.
The shapand size of the new WGH was evidence in the shift in its social positioning. It was a large,
expensive and constantly expanding. The growth was a testament to the civic importance of the
hospital and its appeal across the class spectrum. The establiglsoengnalled other shifts such
as the entrenchment of clinical medicine, and the extent to which health was transforming in public
consciousness into a service.

In 1888 three buildings were added to supplement A and B blocks. A brick operating theatre
accommodating 60 students was attacheti¢onain building via a corridor at a cost&®,646, a
new nursesds home wa s ingeasespace fbr nawt studentg aridetcosto f $ 9,
of $7,34% maternity hospital opened. The maternity litaspras separate from the main building
and accommodated 15 patients in public wards and had four private rooms. The rate at which
children entered the WGH was increasing as welkiXAbed ward in the main building was
designated for that purpo$¥.Scarkt fever and typhoid continued to plague the city, and led to a
new isolation hospital in 1893. Demand for private wards grew and seven were added above the

administration departmeft! In 1896 a shortage of beds forced the board to turn away patients.

AWi nni peg Gener adp drots pfi dra |l t:-ii. @orydeve@H FAR8SHSCAM 6

fBoard of Trustee Mi nluUBoRXOPMAG September 1887, 5

2 Annual Report of the Winnipeg ®eBoxx9HE8CAMHSEsAppendxll, f or t |
image 2.2 for renderingd these structures.

SlifAnnual Report of the Winnipeg General Hospital for t

113



PhD Thesis S. Sweeney; McMaster UniversityHistory

In 1897 the board cast about to justify further expansion and found it in the form of
commemoration. Meeting with city council on 2 June a jdmtision was reached to embark on a
$50,000 fundraising campaign to increase hospital accommadldatierVictoriaJubilee Additiod
and honour Her Majes? The Jubilee Wing was intended to stand three storeys, anskparate
building connected by tunnel to A and B fl at s
drawn within the year, but the building did ngem until 20 September 1899. It offered 54 public
beds, 9 semprivate, and 12 private specializing in surgical recovery. The cost outpaced initial
estimates at $71,358* The Jubil ee Addition did not sat e
accommodation. In I® administrators noted overcrowding in the new building as evidence that
Athe hospital was not enl arged before there w;
having @i ns%mh1903the boart took bneb3DH00 against theirgreriscredit for the
erection of a new nursesodos home and wing. C Wi
to allow for immediate construction. Its completion added a new kitchen, ambulance entrance, and
corridors combining its second storey wthie surgical building. Public ward population increased to
176, semiprivate to 50, and private to 3%

The factthat no major buildings were added from 190810 belied the significant
population growth underway. In 1871 Winnipeg had only 700 resicerdd)y 1884 when A and B
blocks opened population was over 7,000. By 1905 it mushroomed to 79,975 and was 132,270 by
191026 Administrators began to tinker with organization and find ways to increase capacity without

building. For instance, in 1905 officesthe main building were rarranged. In 1907 the ground

®?fFAnnual Report of the Winnipeg General Hospital for t
fFAnnual Report of theaWi hai pelge GCX¥BorIHSCAVBIOSE P1900, 8
A Annual Report of the Winnipeg General Hospital for toh

Wi nni peg Gener al Hospital for the Year 190106 1902, 16.
A Annual R&WwWomt pefy tGeemer al Hospital for the Year 19040
256 Artibise, Winnipeg: A Social History of Urban Growth 187914,130-131. See Appendix I, Image 2.3 for a

floorplan of the campus.
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fl oor of the former nursesodos home was converte
shift in administrative thinking. The nursesoé
adm ni strators a year to have it made into a
development in 20 century hospital administration, but it became increasingly common and
important as institutions grew in size and cost.

The establishment periodibfe WGH is best characterized by good intentions, civic growth,
and compromise. An equally appropriate word may be perseverance. Its earliest backers such as
Bannatyne held the institution on course during the withdrawal of federal government support.
Winnipeg exemplified organic, grassroots hospital formation. Civic boosterism in other areas spilled
over to hospital planning.” When civic promotion faded during a recession, the realization of a
hospital plan faltered and a makeshift hospital exposed tteemises of c¢cl i mat e, an:
drainage. The class dynamafghis periocare important, for while it was largely middle and upper
class individuals whorganized, donated, and pushedtfon e hospi t al 6 s i ncarna
those of lower gcio-economic status who reaped the benefits., &t presence of health care
institutions had utility for all members of society. General hospitals rose in prominence amidst a
widening patient pool and increasing relevance to medical educators aacthesg®® 1880s
Winnipeg was no different, but its frontier status led to years of drifting from repurposed homes to

emigration clearing houses before establishing a permeant base of operation. Though the trajectory

257 |bid, 24, 223. Artibise argues that the commereiite of the 187618909 and really until the 1905 permanent
establishment of a health boédravas not focused on the human environment so much as on quick profits and railroad
construction. Profit was surely a guiding priority. However, the charity exdr@ed organized by citizens like

Bannatyne suggests this interpretation should be softened. The commercial class played an important role in the
establishment and maintenance of the WGH.

28 Charles E. Rosenberj,h e Car e of St r an g eHospital SysteetBaRimnosee Johms Hopgkime r i c a 0 s
Uni versity Press, 21cled Sulnmatich ¢f Bospiték ang teermedical grdfession hehrs reiteration:

il f the hospital had been medicali zed, rsthétveeenm®00 and a | pr o
1920. 0
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may have been weaving, the vision obagmsebuilt structure, with educational designs, and above
all genuine capacity to heal remained constant.
Calgary 18751910
In 1874 the NWMP arrived at Fort Brisebois and established a base which was renamed two years
later as Fort Calgary. The NWMP hadrief but important role in the early history of the CGH.
First Nations practiced medicine on the plains for centuries, but NWMP doctors brought the first
institutions of Western, scientific or professional medicine to the region. NWMP troops travelled
with a surgeon and veterinarian, but typically lacked sufficient resources to offer aid to those outside
their ranks. Between 1875 and 1883 Fort Calgary was home to a population of approximately 4,000.
In 1883 the CPR line arrived and #satus as an isafled outpostelted away>°

In 1884 Calgary incorporated as a town. With the formalization of a municipal government
came establishment of civic services such as police and fire brigades, civil societies, newspapers, and
religious organizations. Concerrrfpublic health followed with population growth. The NWMP
hospital grudgingly provided medical care to citizens of Calgary despite it being outside its mandate
and budget; however, the purpose of a hospital was not the same for the NWMP as it was for
civilians. Sickness and discomfort ranging from vermin infestation to fractured bones followed
NWMP units. Troops, however, often ranged aheir health facilities were transient. Attending
surgeon J. Kittson wrote inrm8a@asCrhaplad Ciam s
hospital tents were useful for isolation or convalescétiéer the NWMP rustic hospitals answered

specific problems. They were a tool in a medic

259Evelyn Hardwick Eileen Jameson and Eleanor Tregllhe,Science, the Art and the Spirit: Hospitals, Medicine and
Nursing in Calgary(Calgary: Century Calgary Publications, 1975Y,.6

0f Report of Sur ge oembdr a875h, 2XIh $. WsHorall,edsChtoficleEtie Canadian West:
North-west Mounted Police Report from 18Calgary: Alberta Historical Society, 1975)
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arrival as a politicalacto si gnal l ed the end of the NWMPGO6s un
hospital in Calgary was a thréed log cabin opened by the NWMP.

Unt i | 1905 when the province of Al berta we
Northwest Territory. Terrdries had fewer responsibilities than provinces; however, health still fell
under its aegis. For townsfolk health was a problem affecting their living space. It stood to reason
that a permanent building ought to provide aid as opposed to something tréksigrhat the
NWMP relied upon. Many new residents arrived by way of Winnipeg where A and B flats had
opened in 1884. It would not have taken much imagination to think such an institution could be
useful in Calgary as well.

Unlike other hospitals undeonsideration the CGH used demolition as a means to expand
instead of a last resort when a building became totally outmoded. Like other Canadian hospitals
there is a small body of commemorative writing on the CGH. The convention has been to refer to
eachlmi | ding as &édnewb hospitlt80I5. wlahsu st,h et h6eC aH ogsapriy1
6Cottage hospitddlQwast hes 6€atgasyoGeh&9al 11 ; 6
19101953wast he 6 Cal gary Gener alnalyftoln®531 0 98Ot e GéCal
Gener al | V& Gwas estallishedt iSatedieussmrhewhat problematsystembutis
used herdor consistency sake. The TGH, WGH, and VGH all moved and rebuilt during the 20
century, but Calgary alone cleo® treat each building as discrete.

The first iteration of the CGH opened in the fall of 1890 in a repurposedttwey home on
the corner of  Avenue and 9 Street. As a former residendke building was not architecturally
well-suited for hospitalise. The bulk of accommodation was on the top floor in four small rooms.

Two rooms were on the ground floor as was the kitchen. After some minor renovations the hospital

261 For a thorough collection of essays on the NWMP see William M. BakeTedsMounted Police @hPrairie
Society, 1873919(Winnipeg: Hignell Printing Limited, 1998). Hardwick, Jameson and Tregillus Science, the Art
and the Spirit7, 21.
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could accommodate 12 patients. There was only one nurse, Mrs. Nelson Hoade, wko ogska
and matron. In the entrance visitors and doctors encountered a bowl of carbolic solution to wash
their hands i n. Mr s . Hoadeds husband worked o
assistant who did laundry and helped serve ntéals.

The 18® CGH was essentially in a temporary state. It tried to provide care without adequate
funds to meet public demand. Throughout the year cots appeared in the hallways and diding room
which also served as the operating the#ft&he 1891 annual report lamedte t he condi t i o
was thought in the early part of the year, some progress would have been made in the way of
erecting a permanent buildingébut owing to the
was overl ookedéwe foawerédlusites toakadoastage df these répartstp r
remind the public no funds were made avail abl e
turning patients away.

For hospital administrators and doctors seeking funds or political leveragjare¢ae of
denying service to patients was almost always the most severe. Such rhetoric conjured sympathetic
images: a desperately sick individual, a woman in labour, the victim of an accident, appearing at the
hospital steps in need of assistance onbetold there was no room. Howevéat such an image to
work, indeed for the very rhetoric of service denial to occur to administrators or politicians, there
had to be a social perception that the hospisasthe proper place for treatment. The resulimgge
of the hospital was an institution that bettered society by its very presence. Such appeals grew in

efficacy alongside the hospital s reputation.

262 Hardwick, Jameson and TregillUEhe Science, the Art and the Spi#b.

263 |bid, 26.

%3 Annual fReper€Cabgary General Hospital for the year Enc
12, File 1 Alberta Health Services Archives and Historic Collections (AHSA&HC)
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Between 1890 and 1895 the CGH was too small to meet depsemidacked the design of a
medical buildig. Nevertheless, the range of its treatment was remarkable. In 1891, 123 patients
were admitted for at least one day. The bulk of these were typhoid cases (36), but there were also 19
surgical operations, 15 cases of pneumonia, six cases of rheumatsntabes of alcoholism, and
several other conditions such as mumps, bladder infections, and tonsillitis. Other conditions
appeared as well that are harder to ®dleentity
exact nature cannot be known, theit presence is evidence of some treatment for mental illness.
Two cases of O6ulceration of wuterusd ampkp&ar i n
largescalemove from the domestic to institutional realm.

These early days of hospital eatemonstrated the influence of space on medical practice.
Certain factors placduardlimits on what doctors could attempt swdthe availability of surgical
tools, access to medications, or presence of a laboratory. However, the physical presenaeyof so
patients was an important aspect as well. In domestic treatment doctors and nurses generally dealt
with one sick person. The challenge in hospitals was the presepetgenitan almost every room.

The practice of 0st e adyalost of tespmagory @ilments,eppovides an e d t
illustration of the problem. Nurses strung sheets around a bed then placed or held steaming kettles
inside. The procedure required supervision in case the patients reacted badly or became?So warm.

It was sinple enough to perform in a domestic space. But it proved a nightmare in a setting where
several patients vied for the attention and assistance of a single nurse.

The 1894 city incorporation set wheels in motion for a designed hospital building. A
sympatrc source of financial aid had entered the arena. Before the CPR reached Caligany the

ward O0Cott age Ho sipsufficiant fa thevicd@Olredidehtsa With popuéatemon the

265 |pid, 2.
266 Hardwick, Jameson and TregilluEhe Science, the Art and the Spisid.
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rise more space was necessary. In 1894 ratepayers approvddavappviding the CGH with
$10,000 for the construction of a new hospital. It was designed by the local architectural firm of
Child & Wilson. Trustees learned some lessons over the previous five years, and never again would
the dining and operating rooms shghe same walls.

The 1895 Annual Report spared no appeal to public utility in its praise for the new buildings.

It was a document dripping with the civic boosterism of prairie towns and cities in the fate 19

century. AThe most eaampas thé eompletior wfeonrt newoHospitalh ey
buildingeée.[it] is satisfactory in every wayeée
pronounced it one of the most p<%¥THeaawthospitalspi t a

was located at theorner of 13" Avenue and 8 Street East. Mr. Mayne Daly, Minister of the

Interior, laid the cornerstone on 1 September 1894. It opened less than a year later on 22 May 1895.
The opening ceremony was a subdued event that featured a handful of locasspelaking then

lawyer R. B. Bennett. Idanuary 185, the board voted to accelerate construction in the hopes of

seeing the building competed all at oA%&Most of the structural work was finished, but plastering

and painting of walls and other interforishing remained undorf@® The increased building speed

escal ated costs, but the boarddés perspective \
after by existing facilities that there was no alternative. The sandstone building accommodated 35
beds plus an operating room. The structure was complete, but some of the interior remained

unfurnished due to financial problems. In 1895 the board could only spare $57.70 toward the

®"A#Annual Report of the Calgary General Hospital for the
12, File 2 AHSA&HC

%A Mi nutes of the Annual Meeting of the Board of Trust
AHSA&HC

°f Munes of Board of Directorso 16 January 1895, 3. CGH
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purchase of beds. The Womends Hospiretd ather Ai d S
furnishings through donations and fundraisiffy.

The CGH treated 175 patients in 1895. The number was no greater than several previous
years, but the types of cases shifted dramatically in the new building. Typhoid was still the
commonest reasdar a night or more in hospital with 29 cases; however, there were also six finger
amputations, a clubbed foot operation, nine drained abscesses, and over thirty other surgeries. There
were four cases of uterine cutterage, and two cases of pregiiaincgmessage to subscribers the
board stressed the I mport of the new buil din
successfully performed in our new buil dingéTh
medi cal st aff é Weclassbim 6% graper sperating réom was the primary
reason for more varying treatment, but procedures performed in Calgary after 1895 were not newly
discovered. Abscesses and fractures remained frequent in the days of the old hospital. With
expanded wardsnd proper operating space CGH doctors were more able to attempt operations at
the hospital rather than at the patientds hom

The CGH Il saw the development of anrgte training school for nurses. By the end of 1895
one woman was already accepted and tthers had applied. In $@entury Canada training for
nurses ranged from no formal education to attending a nursing $¢hdol.y e ar | at er t he
annual address praised fna very efficient staf
institution is due very ?*Withtheihcreasedsizetofwardsyandu nt i r

larger number of patients to caredo231 in 1896 nurses became increasingly important as the

R Annual Report of the Calgary General HoS@GHtFantds, f or t h
Box 12, File 2 AHSA&HC

21 |bid, 8-9.

272 |bid 4.

23 McPhersonBedsile Matters: The Transformation of Canadian Nursi,

A Annual Report of the Calgary General Hospital for the

12, File 2 AHSA&HC
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line between the patient and doctor. The situation was@mvement over 1890 when the solitary
CGH nurse was also head cook. Nurses remained responsible for meting out discipline, serving
meals, and gathering laundry.

Women played a role in the operation of the hospital, but often from outside the formal
mana@ment hierarchy. Fonstancethe WHASC raised money for surgical tools, linens, kitchen
implements, and laundry equipment. These donations aided in hospital management. Other
initiativesphysically changed the campUsie WHASC raised the funds to fuimis maternity ward
that was not in the original plans of administrators. No hospitiwystated administrators had to
be men; however, the only women involved in CGH administration were in posts designated as
f emal e s uch asspenngride, ormead df raugdinge Bhése positions put women into
contact with the i nsdifferenuway tban thesr maleounterpalisa s e, b u't

One area where women, other than nurses)d influencehospital organization and
structure was througlthanging attitude towards homebirth. In part the change owed to
developments in antisepsis techniques. However, it also related to doctors being more accessible in
the hospital. Historian of nursing Sylvia Rinker argues that doctors were frequentlingieikit
through the labour process. Typically they would leave, and expect to be called back just before the
delivery. As aresult,they often missed the birth or arrived midway through. Obstetrical nurses
began discouraging homebirths due to safepitaisdeliveries and ready access to doctdrhe
first CGH maternity ward appeared in 1896. It was carved out of the female public ward; however,
an expectant mother of means could pay for a private room. In 1898 the board authorized $8,000

towardsam@ maternity unit?3nd nurseso6s residence.

275 Cheryl Krasnick WarchPrescribed Norms: Women and Health in Camahd the United States Since 1800
(Toronto: University of Toronto Press, 2010), 92. Syl vi
Obstetric Patients, 189D 9 4 Nursing History Review (2000): 119121.

2%fSchool of -WIKM®i 19,7418838. CGH Fonds, Box 33, File 13
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The CGH was not free of financial woes, and it ran a deficit at the end of 1896 and 1897. The
federal government offered a bailout of $749, and the Northwest Government granted $500. The
grants were welcomed, bt CGH remained almost $3,500 in d€bThe community did its best
to help as well by donating money, foodstuffs, equipment such as sewing machines, and furniture. In
1897 cost per patient day decreased from $1.17 to $0.99 yet maintenance costs rag@4®io $
$4,459. The reduced per diem did not prevent patient costs from surpassing maintenance. The
average stay was 19 days, and with 4508 patient days in 1897 the CGH found itself accountable for
$4,462 which was more than the cost of upkeep. Of the&Béhts admitted only 87 entered private
wards. The presumed engine for revenue generation was not working. The annual report for 1887
identified the largest pool of patients at one time as 22 and never fewer thaii%Rat@nt costs
would never get bew maintenance costs without private wards at constant capacity and some
timely public vacancy.

Between 1896 and 1899 CGH administrators expanded services such as maternity in the
hopes of attracting more paying patients. Two references appeared BOtheeport. The first
noting that Athe Maternity Ward in the Hospite
and these cases could be much better provided for in a separate building, giving increased
accommodation in the Hospital forgeneralpae nt s, 6 and again in the ma
patients were treated in the hospital, four be
separate building?The ch889 o@pdrt snwtoedk . Bui l d

utmo s t c &%) Administsatiod courted public support for expansion with appeals to

""Annual Report of the Calgary General Hospital for the
12, File 2 AHSA&HC

278 |pid, 9.

2% bid, 4, 911.

2 Annual Report of thef@erlgheyy&aneEmdi ilgsPltR@ecember 1
12, File 2 AHSA&HC
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overcrowding. However, they also considered certain services more lucrative than others. Separate
maternity Bcilities solved three problems: freeggneral wards since neanity cases required more
privacy and thus more space, brought in a potentially lucrative constituent, and grew the campus
increasing its medical footprint and civic import.

I n 1899 construction began on a mogettwasni ty
made possible by the WHASC which raised $2,223.95 through donations and eventssitée on
nursing school graduated roughly two students per year who typically became employed by the
hospital. The presence of increasing numbers of trainedswes®ved barriers to expansion by
countering the argument that there was insufficient staffing. Students remained valuable as a source
of free labour since the curriculum called for job shadowing and ward.hichesmaternity and
nursing residence openad1900 at a cost of $8,000.

Like other general hospitals in Canada the CGH feared the imposition of patients from other
municipalities. In 1901 a deluge of tuberculosis patients entered the institution. Trustees sent
Amédée Forget, Lieutenant Governottloé NorthWest Territories, a resolution that the hospital

could not accept these patients and that the government had to erect its own sanatorium. The incident

exposed the CGHO6s concern about its fimdncial
to nalleviate sickness and accidents in Calga
[ with Tuberculosis], particularly form#®Easter

There was some hyper bo theircdnegerngwere nobtotaly udfousded h et o
since per diems were only provided for the ariocal rate payers.
During the first decade of the 2@entury the CGH struggled to present the image of an

institution that was both valuable and obsolete. In 190hdhed called for new infectious disease

2l Annual Report of the Calgary General Hospital for the
12, File 2 AHSA&HC.
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buil ding as current facilities were fientirely

verandah to the main buildirt§? In 1902 the board, having received no funds for the infectious

disease buildingset loftier goals. It called for more room in the general wards, conversion of the

present maternity hospital to nursing accommodation, a new maternity building, an isolation

hospital, and a laundry with steam boilers. The total estimate for thes@aslddime to $25,000

which was a staggering sum given the hospital was $1,490 in debt. The 1902 trustee report

comment ed: A desireéto thank al/l whweorthip av e i |

institution, and trust [we)ill continue toretainthe upport and confi dnce of

The boardds rhetoric elevated the hospital ak

i mportance, and the communitydés role in its <c
Building commenced in 1903 when contracts wanearded for the maternity hospital,

isolation hospital, and steam laundry at total cost of $27,816. The City of Calgary provided funds for

the isolation building, but a shortage of $3,353 remained. Ratheptidinly addressing debt the

boardinsistedon he need for expanded facilities: fiot he

at all possible to undertake them. The room in the General hospital building is not nearly sufficient

for the requirements and some additions should be made during thé on g 2yIe 1904 thé

maternity hospital officially opened. The isolation and laundry buildings were complete but

unfurnished. The laundry required expensive mechanical equipment which the board could not

afford. The board ultimately relocatedthebld undry despite the new bui

able to house apparatuses for modern steam laundering. Furnishing the isolation building required

less sophisticated items, but in greater numbers since they could not be shared.

282 |pid, 6-7.

BARAnnual Repgarty oGenewrealCaHospital for the-6€C6HAondENdi ng ¢
Box 12, File 2 AHSA&HC.

®3Annual Report of the Calgary General Hospital for the
12, File 2 AHSA&HC.
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At times the process ofleciding what to build resembled a riddle more than an
administration challenge. For example, something as basic as increasing general ward capacity faced
complex logistical hurdles. The most direct way to increase general ward capacity was to add a new
wing, but that required larger laundry, kitchen, and nursing facilities. Another option was to reduce
risk of infectious patients in the wards by adding a laigg@ationbuilding. To pursue any of these
approaches led to sussues. The easiest way to i@ase nursing quarters was to hand over the
maternity hospital as it was not an ideal building for medical practice in the first place; however,
returning maternity care to the general wards would not increase occupancy making a new maternity
building necesary. This chain of reasoning led to the maternity, isolation hospital, and steam
laundry additions (1903904), and demonstrated the contingent nature of space. In essence the
medical campus was an ecosystem. If one area grew, shrank, or changedtthepdfed through
the whole. Hospitals administrators, and by extension the patients and tax payers who funded them,
discovered they were the stewards of an instituboimmense logistical demands, expense, and
civic expectation.

The spatial orderingfio t he nur sesds home and main hospi
change with the addition of the new buildings. The main no longer required its own isolation ward.
The elimination of this #dhevgeaatonts urf adedis eb a
converted solely to nursing accommodation. It was a boon to nurses who would no longer return
from 12 hour shifts to a space that rung with the cries of newborns. However, it was also true that the
CGH was providing nurses with space only after it pcbunsuitable for anything else.

|l nspector of Territorial Hospitals, Dr. G.
maternity and i solation bui |-dbsigmeg structureewithmidé e d : 7

halls, wide doors, finecaseooms and bath rooms on each fl oor.

BHCGH foar the0Y¥eo 19 0-M,;2457 CGHFontseGlehhow Brchives dGA)
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accommodationfor}2 6 pati ents. The wvariable bed capaci
mi ndfulness of the unpredictabilitydottanaeeds.
from the rest of the plant and Kennedy apprai:
and can acco mmdétrhetdifferehdes irphav Kermnady descidbed the spaces spoke

to their uses. He and the board wanted women to eofmatarily to the maternity hospital. The

isolation building hadalueduring undesirable circumstancasn d t hus Kennedyo6s de
utilitarian rather than enticing.

The urge to expand had not abated either. In 1905 the board petitionecewthvthce and
city for $16,000 in grants to add a surgical wing approximately the same size as the maternity
hospital?®’ The board had long ascribed much civic importance to the CGH, but with each building
added it gained a tangible asset increasing ¢éypiidings and providing potential collateral. A 1906
appraisal found the buildings alone to be worth $59,225; the main building valued at $15,000, the
maternity hospital at $13, 000, the is®Foation
all the rhetoric about sociahd medicaltilityd which was trud expansion had preservationist
aspect as well. The board hoped that that which grew was unlikely to die.

The t sdesidioa o pusue a new surgical building led to the third rebuildein th
hospital 6s short history. Trustees had hinted
opened. By 1906 subtly was over: AThe number
hospital will have to be added to if we are going to keepaah of the times, and it is thought by the

Board of Directors that a new Surgical Wing should be built and every effort should be made to

%aAnnual Report of the Calgary General Hospital for the
12, File 2 AHSA&HC. See Appendix Il, Image 2.4 for an exterior vieswhete hospitals, and 2.5 for interior.

2®"fMi nutes: Regular Meeting of the CGH®245,0GADecember
{HMi nutes: Regular Meeting of the CGHdE55%GAJanuary,
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obtain a grant fr om Thebo@d hastened © remihd C&lgasiaasrhawme n t
the surgical wingwasmaj or project and required that t he
through. On 21 March 1906 the board commissioned drawifgs.

By 10 September 1906 $4,785.55 was pledged in subscription, but only $2,768.85 had
actually been collected The situatbn had not improved by 22 October when the board ordered the
use of a canvasser to chase down outstanding subscriptions. Despite the apparent difficulty in
securing funds the board established a permanent building committee on 12 November. The
c o mmi first eask dvas to rank potential buildings by urgent r@éds first official action was
petitioning the city for a $50,000 graotfinance the surgical wing, extend the isolation hospital, and
provide a central heating systéfi The request demonstratedw the quest for a surgical wing
immediately expanded to other needs. Similar to how the-1908 attempts to ease overcrowding
led to the erection of two buildings.

The annual report for 1906 identified the surgical wing as an impetus for a new lhospita
Administrators could not continue simply throwing up wings whenever the occupancy limit was
reached. Directors noted how Athe hospital mus
of at least 50 beds and operating room be added, that thgemairal building provide more room
for administration and patients, and the isolation hospital at least double its c&{adign there
were logistical concerns, the need for a larger boiler and power house to heat the neanglpace
electricalmachineryandbetteraccommodation for nurses. More patients meant more laundry, more

food, more garbagenore power consumptioand more staff.

2 Annual ReporGe noefr atlh eHoGapligtaarly f or t he year Ending 31 D
12, File 2 AHSA&HC.

A Mi nutes: Regular Meeting of the CGH45 B8 March 1906.

PAMi nutes: Regul ar Meeting of FandseBoxQFHedP455)GASept ember 19
2R Mi nutes: Regular Meeting of the CGHO0-2462GANovember 190
2B Mi nutes: Regul ar Meetlng of the CGHOo-2468)GADecember 90
2 Annual Reporteofalt Mes@Qaltaar yoGenhhe year Ending 31 Dec

12, File 2 AHSA&HC
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The CGH suffered chronic financial probl ems
efforts have beenmadetora e f unds for these necess®®Thg addit
main economic frustration was outstanding donations. The surgical wing alone had received only
$5,215.20 in donations while general donations for 1906 sat at $1,585.5&w toyraiséunds for
hospitals construction was the logical next step for administrators and stated they would push for
one. For early general hospitals the problems was not usually in finding pledged donations but in
collecting them. The city came through for tlespital in 1907 and 1908 with Bgws 757, and 900
providing grants to the CGH of $75,000 and $95,000 respectiffeiye board had an easier time
convincing the city of its worth than it did donors; however, that relationship included negotiation.
Forinsancet he 1907 grants came in response 0 the
The board settled on a site north of the Bow River for the CGH Il building. The area was proposed
and unanimously accepted on 26 March 1987.

With a site chosen arfunding securedl at least enough to bedirthe final hurdle for the
board was to decide what to build, find architectskargicontractors. O27 June 190the board
empowered secretary tr eas ubrickospitabcorsistgotarmaip,l ans f
maternity, isolation, and nursing residence in separate buildings or wings. The budget was set at
$140,000%%° The surgical wing project began as a reaction to insufficient space, but the planning
revealed that a new wing alone would not slakegterm demand. The board was convinced that
the CGH could not serve the public until it expanded substantially. kiNiatember 1907 four

plans, each scrutinized by an independent architect, were chosen for final consideration. The

2% |bid. 6.

%[ Cal gary General hospitalo 18 -2a57/GAl 1950, 2. CHB Fond
®"AMi nutes: Regular Meeting of tBoel, FIEGWE552GA March 1907.
2BAMi nutes: Regular Meeting of the CGab5 @A6Fodaodmehsurd 907 . 1
the board also advised upping their funding request to $140,000 in large part so that adjoining lots to the proposed
building site could be purchased for future expansion or general hospital use.

°[AMi nutes: Regular Meeting of the CGHMS8, GA7 June 1907, 1
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building committee ah city council would each have until 1 February 1908 for examination
purposes. The window was intended to allow for a spring start to construction.

The CGH lll officially opened on 1 February 1910; jlests thariwo years after the board
selected its degn. The brick building was a substantial improvement over its predecessor, with a
large central unit and two adjoining wings running east and west. The main floor of the east wing
was for maternity cases and the east held 14 private wards and onewgarceriiving quarters for
nurses and administration officers were in the West wing. In the main building there were 18 private
rooms and three general wards, two operating
all five floors to the kitche on the top level to allow meals and dishes to move quickly throughout
the building without creating bottlenecks during mealtifiés.h e CGH6és capacity ro
It added modern amenities including an elevator, telephones, call bells, runningawatelectric
lighting. The size of the hospital also caused ripples in the organization of staff as the board
commissioned three new departmetasindry, dietand maintenance. The ambitious programme of
expansion expressed the exuberance of a pramimjCalgary rode a wave of economic speculation
and political progressivisri?!

The CGH struggled more than other hospitals under examination with organization and
funding due to recalcitrant donors, internal divisions, anduiouscity government. Th€GH

lacked a strong core of civic and business leaders as the WGH or TGH enjoyed. One of the foremost

300D, Scollardhospital: A Portrait of Calgary GenergWinnipeg: Hignell Printing, 1981),2The ideal location for a

kitchen was one of the great unknowns in hospital design during the e&dgrQry. Of the General hospitals explored

in this dissertation they all experimented with different locations; top floors, basements, middlerftbssan. In

Toronto and Vancouver hospital employed elaborate conveyor systérisr a y & ® gaory tsags through the

buildings.

Al an F. J. Artibise, fABoosteri sm %@in3d, o hien DR.v eD owpgreand
Howard Palme eds.,The Prairie West: Historical Reading&dmonton: Pica Pica Press, 1985) 411 .Artibise
described the booster mentality as being something 6mor
or mindless rhetoric. However, he arguafid not approach anything resembling a complete or fully coherent ideology;

though at its core he conceded an organizing principle around the notion that for a city to become better it had to become
bigger. For a shorter version focused on Calgary see M& or an, AThe Boosters in Boo
ExampUebaa History Revi ew 82 (18 1i/R2. THodidh iuseful do theecity mord a i n e
generally, it does not feed into anything relating to the hospital or medicine.
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strengths of the CGH was the WHASC which bankrolled much of its early expansion. From 1890
1910 the CGH resided in buildings that were not modern, bi@@&te Il moved in that direction.

The addition of new wings to increase bed capacity by around 30 would never keep up with demand,
however, administrators pursued that tack until the planning stages of the CGH IIl. By 1910
hospitalization in Calgary had adthold. It grew from a converted residence to a series of cramped
wings, and finally to a building incorporating the successes and failures of the previous projects. As
the hospital moved into the 2@entury its future became bound more tightly to thmigipality

than the interaction during its establishment would suggest.

Vancouveri 18861910

The VGH, like much of built Vancouver in the W@entury, owed its genesis to the CPR.
Commemorative histories evoked images of rail labourers stopping ateitieal tent, the first
hospital servicing the area, to have work injuries stitchet{is the city grew so did demand for
health care. Vancouvertes® n b egan t o nsedicaleesotrbes. OhlS JuGesPL8B6 fge
destroyed much of the city. FoWing thiscrisis,theboard of health negotiated a de4th the CPR
whereby it would take over running the hospital in exchange for providing CPR employees with care
atareducedraf®*Popul ar historian Clare Mar cwowhiwrote i
building alone did not satisfy the people of Vancouver, who were determined to obtain improved

hospital management 3%Thereducedr rates were ppbtickkiowlédfemo t i v e

302 Robert McDonal, Making Vancouver 1863913 (Vancouver: University of British Columbia Press, 1996), 67.

303 peter WaltonThe VGH Story: A History of the Vancouver General Hospital, A Century of CAramtouver:
Vancouver General Hospital Public Relations Departm2888), 13.

S%“Margaret W. Andrews, AThe Best Adverti sementl888iidty Ca
Urban History Revi ewl:3R384):1R]1. Ebbalsomewhat popudar thiough serionschistory of
the fire in moe detail see Lisa Anne Smitlancouver Is Ashes: The Great Fire of 188éncouver: Ronsdale Press,
2014)

305 Clare MarcusHistory of Vancouver Genera Hospi@lancouver: Vancouver General Hospital Public Relations
Department, 1977), 3.

3% The Ciitlyrhewanoonver News AdvertiseiNovember 1886, 1. The reduced rate deal also applied to the
Hastings Mill Company.
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The modest size of the VGHdnsial dncertamty andthec ar n a
tentative nature of the cityds foray -lawmto o heal
raise $150,000 through debentures for general improvements to the city. The law earmarked $10,000
for the purchase of land, equent, and material to build and operate a general hospital. The city
made further comment on 22 June stating: HAFor
hospital accommodation of the city were extremely inadequate to its rapidly increasitsgand
the attention of the...City Council has been directed towards supplying the required
a c ¢ o mmo &4rheicity tookdver hospital services in a moment of crisis where demand was
naturally high. As normalcy returned elected officials realizedlilaelycome into the operation of a
crucial civic institution.

Medical and architectural actors spurred the actions of city council as well as civilians
demand. In the summer of 1887 a London physician, Dr. Edmunds, visited Vancouver. At the
Cc 0 u n requéesths inspected hospital facilities and addressed a meeting where he appraised the
current conditions. He suggested a new building with more beds was the most pressing need. Soon
after the city opened bidding to architects interested in designing a neiahd3pe winner, A. S.

McCartney, was empowered by city council to make further modifications to the design as he saw

fit. The city publicized the involvement of these professionals and promised the citizenry a building

to feel proud of. Investing tapayer funds required as much attention to rhetoric as it did to
architectural drawings and financial planning. On 22 September 1888 the hospital opened. However,

it represented only one third of the eledfi ce d
three wings connected by enclosed galleries. Erecting one wing alone cost $8,000 which put full

realization out of the question. The council sherupside in a partial implementation. A small

'AExcerpts from the pages of t he 0NeduselublugustSaptensberr , 6 Van
18880 23 Mawy538Dal4file 1, VancouvBr General Hospital Fonds, City of Vancouver Archives (VGH
Fonds, CVA)
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project meant less risk and expansion was still pos&iblhe remaining $2,000 from the initial
grant was used to procure medication, equipment, and furniture necessary for the operation of the
hospital.

The VGH was a twstorey frame building that rested on a dressed stone basement. It
extended 27 by 7feet nclusive of an annex for bathing that took up 12 by 20 feet. Inside the walls
were extra layers of rough boards and tarpaper. The exteriors were plastered and the floors deadened
in an effort to diminish noise and increase structural stability. Dampeaurglganaderactical
sense in a hospital. Other decisions, such as placing an entire flight of stairs at the front door,
emphasised aesthetics over utility. The operating room was on the first floor near the entrance.
Across from it was adispensary,andmie s 6s room with a window for
was a fAspaciouso area of 27 by 50 feet and a
16. Four, three by seven foot French windows encircled the warchvapened onto wide
verandahs. er amenities includegentilators, multiple stoves for heat, and electrical lightning.

With total square footage 0f350, patient beds had approximately nine by nine foot plots, less what
floor space was needed for furniture and equipment. The upstained a similar open ward of

16 beds for women, a balcony, nursesds room
basement, containing a kitchen, store rooms, laundry, and administrative $ffices.

The council had political motives in describingnds as spacious, the building as sturdy, and
the materials and workmanship as being of the best quality. When providiigribeuver News
Advertisemwith information pertaining to the new building administrators emphasised tHedive
wide staircase #t connected the first and second floor. The ability of space to influence the mood of

patients underpinned much of the description.

3%8PDonald LuxtonVancouver General Hospital 100 Years of Care and Se(Viaecouver: Vancouver Coastal Health
Unit, 2006, 4.
3% The New Ci vi ene 1888s4pBox %8B-], file 12\A5H Fonds, CVA
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and Inleto from the b*¥Thesedescriptommarshalledtiie prentisedf wi n d
comfort, wholesomeness, and relaxation to present prospective patients with the image of a healthy
space worth visiting.

The VGH opened without ceremony; however, a-lay beginning did not avoid mishaps.

The stairway leadingptthe front door concerned the medical staff. Dr. C. F. Dodington wrote in the

News Advertisethat 17 uneven steps frustrated entrance for theletaleed let alone the injured or

(I I He asked hypotheticall y: kénRlagh oryanyaothggat i en
agonizing injury, jerked and jolted up these 2
haven of rest #iDddingtom onty erigicisgd tha arahiteeturedHe was confident

the treatment dispens&dis puviewd was not in doubt.

Dobbington had broader aims than architectural change. His comments spoke to a feud
bet ween the hospital and board of health. The
ought to have been on the same level. This evibihave to be rectified at considerable cost. |
cannot conceive that such a mistake as this would have been perpetrated had there been a Medical

Board in office HuDoibnbgi ngoomntOrsucrteiaocntéioon t o

aO)

demonstratethatdodors were interested in physical design and aware their position had political
leverage. The call for a medical board revealed that some doctors wished to integrate directly into
the administrative structure.

Administrators sought to justifythenewbuilcth g6 s expense by regaling
descriptions of space, patient experience, and civic utility. They promised the new hospital would

prove: fAone of the best investmentseéVancouver

310 |pid.

SR Ci ty Hos piMaacbuvetNews Bdvértiseo r 7 0Sept ember ,-D-1, 8818 VG Fends, Box 53
CVA

2 Ci t y Cuvancoucer NewstAdvertisé2 September 1888, 8.
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building specifically for health care. Though there was no opening ceremony, administrators
dramati zed the transfer of patients from the
|l ooked better for the c hdathepmy.omne adalyllyopératisnalr i b e d
on22 Septembéras fAcheerful and homeli kedo in appearan
with fisnowyo coverlets as the very fiembodi men
furniture. There were human props asiwéiss Cricknay, in a high, white linen cap and regulation
nur supiermM&| ooked the personi fi c3&Thedescriptohrevdaled Wal t
the uncertain position of the hospital in the public imagination. Unlikea@iitcentury pontayals
that stressed medical services and modern technology these emphasised domestic virtues of
cleanliness, quiet, and calm.
The new VGH was at once a response to shortcomings in public health, an architectural
triumph, a medical shrine, and a domeséstizhe. In isolation any of these descriptions rung true,
but comparison brought conflict. For the grand vision of the architect and hisximged hospital
only one was built, and it won the ire of the medical staff. For every effort made to mimic the
idealised domestic setting there was the bustle of visitors, the cries of patients, and the relentless
crusade of doctors and nurses enforcing hospital stanttafdse administrative structure blurred
the lines between medical practice and politics. A gadioard not established until construction
was completedl consisting of five doctorgversawthe hospital; however only sitting members of
city council had votesn effect any decision made by the medical board was a suggestion to the city.
VGH doctors dund both city council and its orgahe board of public healtilifficult to
deal with, and formed the Vancouver Medical Society (VMS) in response. In the ensuing squabble

threedistinct factions emergethe medical profession and its representation/ifi&, the broad

3B3pid,9.Suréy referring to S-owvbytmailen, sheisdhe aurse ¢f @ireiand highraffedtion
the stay of the oppressed, the redressed of grievances,
i The VGH as a tmejor 18dédi c D7 VEEFRbresCVA Box 535
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membership of city council, and the board of public health. The VMS perceived the board of public
health as its principle adversary. During the summer of 1888 doctors from the medical society wrote

city council to voice displeasure over tfaet they had been kept out of the recent drafting of

hospital rules. The city ignored these initial communications, and dismissed a VMS delegation. The
board of public health provided input instead. In July 1888 city council assigned a pldydician

Robetsord to the hospital staff against a VMS recommendationesponsethe medical society

wrote city council c¢claiming that thr-puwlghi fgaonf
Dr. Robertson had been eff ec ofthelspyaf®TrydDdi nt ed
sought to present the situation as the city &
expense. The society stressed how the position came with a $1,000 salary to ensuredt/&oked
morenefarious.

The city acknowddged in the fall of 1888 that it had made a mistake, but stopped short of

admitting to the more serious implications abo
medi cal men in the city, besi de osintmentlugustgredl maj o
since Ait is the patientds interests [that] s

ma t t*&The inzident revealed the growing civic and social significance of the VGH. The council
could not administer the hospitélrelied on the expertise and skills of the medical profession and
VMS. The council needed society's goodwill in order to work.

The VMS took city council s admission as a
On the evening that the aforementidmemarks became public it held a meeting and resolved that

the | ast medi cal staff el ection was #dndinfor mal

SR Action of t h &/anbbewveriDailg Worl$2oQOrtobert1§88, 1.
316 | pid.
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restart the proces$’ One muckcontested issue was the size of the medical board. The committee
attempted to address that issue as well. Dr. Dodington drafted a management scheme calling for all
nine qualified physicians at the VGH to be nominated for the position given to Dr. Robertson, and
the board size itself should never be fewer than six. Atildigp meeting on 12 October Dr.
Dodington courted public approval stating: ATE
merely five medi cal me n and appointed whom
ashamedéThe whol e t hi n dNoaNqeorrangsshouldheallowbdenfthisr e h a r
b o d37 Interestingly, Dodington chose to leverage public abhorrence of corruption and waste
rather than his medical qualifications.

The general public interfaced with the hospital in more than ways thamgleatinicipal
officials. The most direct and intimate way was as a patient in either the free wards or private rooms.
Injury, sickness, and pain are experienced foremost at the sensory level of the individual; however,
the presence of a person sufferingansably affected those around them. Visitation was another
cause for private citizens to venture inside the VGH. Visitation presented a host of problems for
medical staff, especially nurses, as it broke routines, excited patients, risked infectionyaed ind
sadnes$!® Nevertheless, administrators knew the VGH could not be a closed institution. It set a
visiting hour between three and four ob6clock c
be obtained for other hours, but required approval framikdical board. Other factors limited
entrance as well. Religious services were banned in public wards, and a clergyman could only visit

upon patient request and physician apprétfal.

A The Hos p iVaneouver®ailg Watld3 October 1888, 1. This article contains reprints of the meeting
minutesfrom which the remarks are gathered.

318 |bid.

S¥Bruce Lindsay, APariahs or Partners? Welcome and Unwel
Norwich, 19005 0 , &113. ih Graham Mooney and Jonathan Reinarz Bdsmeable Walls: Histizal Perspectives

on Hospital and Asylum VisitindNew York: Editions Rodopi B. V., 2009)

2 Report of t he VaheoaverDaly Wonld6rdictober 4888 1.
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Patient experiences in the VGH revealed the conflict between adntinestagtempts to
control space and human agency. Hospital rules provide a useful vista from which to glimpse the
lived experience of patientSrantedules were only as relevant as the thoroughness of enforcement.
Doctors and orderlies patrolled the wanasking rounds and attending various matters. However,
nurses were the primary supervisors of these spaces. The most marginalized of all medical agents
was the most visual, and present symbol of authority. Controlling access to space was a central
componehof designing rules, especially given hawards were segregated betwpaging and non
paying. o maintainh i s di vi si on a patient could only | ea

Other rules focused patienat anindividual level by policing thebody ormind. Patients
were to fikeep themselves clean and respectabl
o r d gives Bythe hospital staff?* All patients so able were to be out of bed for breakfast, and
then vacate the wardto allowforl eani ng prior to the physician
forms of socialization and entertainmentluging playing cardsgambling, noisy conversation,
loitering in halls and washrooms, or smoking. Other rules implied the tediousness of a stay in
hospital and the proclivity of patients of find diversions. These included prohibitions against lighting
matches, defacing the walls, using bathroom sinks for laundry, profane language, ungentlemanly or
unladylike behaviour at the table, and emptying ofteebaskets into the sinks. Patients were
naturally forbidden to bring alcoholic beverages or have such drinks delivered by visitors. Any
patient who was able had to assist in the care of fellow patients as directed by the ward Matron. By 9
00 c | o c ko baih bed vith tte lights off.

Rules revealed patient tendencies that frustrated the ability of nurses and doctors to carry out
their tasks. They also showed the drudgery of being bedridden or confined to a ward. Some rules

were practicalsuch agprewenting the wearing of boots in bed or emptying of waste bins into the

2lUnt i tl ed | i st of-D-,idilé %k ¥GHFAnBSOOVA 1 7. Box 535
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sinks risked damage to equipment. Others made medical $ensetancembibing alcohol or
smoking even before the full health concerns of these products were undérstoad aggravie
sympt oms. However, the regiments of time, the
behaviour and bans on cards and gambling spoke to administrative coabeutthe social
atmosphere. The hospital had to conform to an image of domgspicdrder, and of upstanding
behaviour that if ignored would hobble the institution and undermine its reputation. Rules also
addressed the actions of the staff. Nurses were barred, under threat of dismissal, from interfering
with the religious opinionsf@ patient. They had to convey an image of religious neutrality. Nursing
duties extended beyond the palliative care to ensuring sanitation throughout the ward, and that floors
and walls were kept fis é%Nurpes had adiffergexperiemcathana nd i
patient, but their conduct and nramedical duties, played an important role in maintaining the
hospital as ordered, clean, wholesome, and secular.

Between 1890 and 1902 two rbdck additions were addl, but were not enough to satisfy
demand for beds. The board reported in {&eptember 1902 that the present accommodation was
Awhol ly i nadequat dawallotlechthelv@HhtwaacityyplocksTdd tBe eeectibnya
new facility. The board was concerned about finances and turnkd public for aid. Directors
positioned the hospital as a civic necessity:
the pride of the CityéThe hospital is for all
forcibly as prompt, bold aci  d%Aln 1802 the VGH was incorporated which marked the beginning
of its time as a 6general hospital, 6 and endir
Act called for the City of Vancouver to provide $50,000 in debentures to the héspéeection of

buildings and upkeep.

322 | pid.
fRept of adjourned meeting of Boar dD-%5 file2B3iVGHdEonds,r so 30
CVA. Also source of above quote.
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The 1902 project consisted of a main building with east and west wings designed by the
architectural firm Grant & Henderson. Completed i®3.% added new operating roorasd an
administration building. A nursé soméwas also part of the project albeit badly behind schedule.

In the interim nurses received temporary quarters in the administration building which was initially
intended for private ward use. In 1903 the city transferred $50,000 to the VGH which addount

60% of the cost. A provincial grant of $20,000 came soon after. The board accepted the building
committee recommendation for 300 beds,sfse home, | aundry, i solatio
power plant for electric ligitg and heating. The malvuilding was three storeys while the wings

had two, each containing four public wards of 16 beds, fourpawate, and 20 private to allow for

100 patients in eacl? The balance of theetade saw two minor extensionswaoden isolation
buildingwas addd in 1906 and a southeast wing constructed in 1907.

The municipallevel bickering over hospital management, visitation hours, and religious
practice speaks to the larger change in social organization as it related to health services. City
council did nothave experience administering a hospital, just as many of the doctors practicing
within the freshlyerected VGH walls had not previously considered managing an institution. The
religious diversity of Canadian societyutside Quebec and several predomilyafeancophone
regions in other provinceprecluded a community wide service under church direé&o@ivil,
secular society had to work out arrangements among political, medical and donor groups. In
Vancouver between 1888 and 1910 the medical profedsiambetter job recognizing the shift in
how medicine would be experienced dederaging public support to elevate their standing and

achievetheir goals.

4AMi nutes of Monthly Meet i ng. 320fSerieshAeVol.B ¥GH Forids ,CVA. T r c h 1
Provincial grat was 14 May 1903.

325 Gagan and Gagafror Patients of Moderate Meang;9. Risse,Mending Bodies, Saving Souls History of

Hospitals.8, 216.
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Conclusion

The historiography of the hospital in Canada and elsewhere has made mibaWw of
disterismémade surgery and convalescence much $farhat it has not considered in great depth
is the extent to which that was understood by doctors at the time. Daygpdiesd recent discoveries,
andwere active agents the entrenchment dbspitals in a psition of public prominence. The first
pages of hospital histodylike much of medical histoy were written by doctord’he history of
hospital growth in the lat&9" century must be seen not solely in the glow of medical
advancementC| ar kedsr 1948 bhhet ®GH commented that ev
Pasteur 6 s and olsince theelB708e haspitahadbecemeitrelysformidabland
medicire had advanced substantialy. The medical community saw potential in research,
educationand specialization that required a hospital rather than domestic setting.

Building hospitals in the 1880s was a risky venture for all involved. For architects they were
grand projects with no guarantee of being realized. Municipal politicians saw ind®gpe
opportunity to etch their mar k upon the <city
However, heyalsorisked serios debt, scandal, and ridicule. By the early 1900ss the general
public that had that greatest variety of interestake. Individuals faced the prosp&diut not
guarante@ of healing, better care for their families, and safer births. The hospital was a major
economic boon, not only through those it employed dirgbtiyalsothrough its consumption of
food, materialsand medicines. Meanwhilepdtors risked reputation and health to operate a new,

classdiverse spac#?®

6Though this was not without internal debates.silSee J. T
Victorian Anglo-C a n a doarnabof the History of Medicine and Allied Sciend8g1994): 207239.

327 Clarke,A History of the Toronto General Hospita®o.

8Robert Woods, fAPhysician, heal t hys &dcHlHistorylofMedicmea | t h anc
The Journal of the Society for the Social History of Medicine/SSHNL996):14. The social history of medicine has a

ways to go in applying its focus on experience and perception of sickness to doctors. Woods is one of tieedew to
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Architects played a smaller role in hospital development than they would iffthera@ry.
In large part because many hospitals took up residencexisting spaces such as homes or
abandoned buildings. In such cale=e was neither cause nor resources to hire an architect. As the
hospital became a more entrenched institution, the prospect of new buildings increased, and
professionals became involve@ihese architectdid not always specializeth hospital design
Instead they experimented on how to develop medical space, working closely with doctors and
administrators. Each province granted aldmi ni s
bui | f3¥®Hogeverdping saequiredhe knowledge gbrofessiona like architects and doctors.
The architectural profession developed many hospital specialists in‘ttee@@iry. Even during
periods of little or no expansioarchitects sat on hpsgal building committees to provide guidance
on maintenance and planning.

The aroof nursing professionalization that bound these workers to the hospital was crucial to
the instituti onos Indgiallynotalhnarsemeerdrmallytrainedevensill | i f e .
theirpresencevascrucial to daily operation. Yet, they reinforced some of the basic ordsrihg
hospital. h the 19 century it was common for private nurses to follow patients into the hospital. A
nurse could specialize in priteaward nursing, and would attend a particular patient who paid for her
servicesThoughprivate nurses werstill subordinate to the authority sfaff doctors®*° Nursing
had to overcome a less than flattering image that developed in tandem with inkffeattiecare
facilitates. I n Toronto, Clarke reminisced th
but, ordinarily, a makeshift adopted by the Sairy Gamps and Betsy Prigs of the bygone days. Few, if

any, had the vision of Florence Nightingale t hat angel of mercy, whos

329 An Act Respecting the Toronto General Hospital, Revised Statutes of OH@@6oc. 15, pp. 509 The TGH is cited

here, though the same language appears in all Provincial General Hospital Acts in this time period for the hospitals under
discus#on.

330 McPhersonBedside Matters: The Transformation of Canadian Nursing, 1198D,2-4.
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world to the possi bi |l PtAdnensstramfneaded ngsestafunetion, a pr
but theyalso needethe publicand medicatommunities to trust and accept théhe type of work
also contibuted to the importance of nursing and the establishment of the profession as the
hospital 6s supporting pillar. Pati ermhosmtdlays w:
often stayed foseveraweeks with much of that time spent in convetsse. Some of that could
have taken place in the home if not for concern for infection or relapse. Nurses did not perform
surgery, diagnose, or prescribe. However, they could administer medication, change dressings, and
as the main authority on a ward widoctors were not present, frequently occupied the role of most
usefulmedical agent.

It seems unfair to condemn hospitals in th& déntury for overcrowding or incurring debts.
While neither was a good state for a health care facility, the presetieesefproblems obscures
more significant aspects of lai&" and early 28 century hospital projects. The expectation of
donors and patientgerei mpor t ant. An 1897 traveller to the
and surprised that suchacompletbui | di ng for the pur p’¥Bhe shoul
general hospitals discussed in this chapter had no sole impetus. The territorial, provincial, and
municipal levels of government dispensed resources. But hospitals were far from state projects.
Rel i gious groups, womenodés organizations, weal
citizens were just as important. They donated funds, materials, time, labour and professional services
that ensured their hospitals approached a measure oksucce

The period 188910 was one of relatively limited communication between the four case

study hospitals. By the end of the period professional networks of doctors and architects were

331 Clarke,A History of the Toronto General Hospit&ll
i Annual Report of the Calgary General HospitaBox for t he
12, File 2 AHSA&HC
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beginning to forge links in western Candd&The TGH was in regularontact with hospitals in

New York and Montréal. Its western counterparts were focused primarily on establishment and
survival rather than finuning. These hospitals were not isolated; VGH administrators sought the

aid of a British doctor to survey thamstitution. In 1912 the WGH requesta#30,000grant on the

basis what théeTGH and Montreal Generakas receiving* Travellers and settlers brought
information about hospitals in the east. The hospitals were connected by othenedioal
processes suds the developing state and its arm the CPR. In 1881 the CPR bridged the Red River
bringing a flood of settlers to Winnipeg. It
1886 passed the medical facil i tounct*iTalte b@RRGMEe
expansiorconsistently demonstratédw urban populations needed hospitals. Thellgifecentury
hospitals being founded in Canadabds west were
population growth. These institutions had #itlvantage of appearing in a time when hospitals and
medicine became necessary to each other as never before. General hospitals of this vintage were as
much a part of civic identity and history as they were necessities to the provision of medical care,
resarch, and education.

The westbound traveller who remarked on the state of the CGH demonstrated the sheer
enormity of the task these cities tflaec egdat iTehret
stays were long; howevehe quintesantial pupose of the hospitab care for the ill and heal the
injured, advanced during the period of 18801 0. The efforts of volunteer administrators, nurses,
and doctors rehabilitated the image of the hospitals. They shielded their fledgling institutions from

A

ggotesque i magery of 06gateways of deat h, 6 anc

333 Carr and Beamistvlanitoba Medicine: A Brief History,

¥R WGH Requires $30,000 to meet outstanding Liabilities
7 WGH Fonds PMA. The WGH received $1.25 per day ($1.00 from$0.25 from the province) when patients cost

was $1.92. The board noted how in Montreal the per diem was $2.15, and $1.50 in Toronto.

¥iBeatrice FiilAesluNMdnedck¥epts of Health,o 1972, 33. Fol
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scientific medicine, education, and clinical sanitation. Expectation cut both ways. As these
institutions endured into the 2@entury the great achievements of gegear becameminders of a
barbaric ageprimitivism, and best efforts. What administrators gained during the yearsl 8380

was legitimacy as a useful institution. What followed in tHe@ntury was a quest to produce and

maintain O6modernd spaces.
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Chapterlliiia private enterprise performing a publi
Growth, 19111945

By 1911 general hospitals in Toronto, Winnipé&glgary, andvVancouver were established
community institutions that had sggled, survived, and completed larggale building projects.
19111930 was a settlingn period for management as they moved toward larger, Hatided
campuses. Hospital professionals, in the form of architects, consultants, and administrators became
more common. The apparent permanence and civic presence of general hospitals contributed to
growing patient demand. Local factors remained at the forefront of building praxis, but
administrators made design and organizational decisions on the advice ofaicese Influence

from American and Canadian hospitals began to affect administrative decisions more often;
however, they never eclipsed regional needs. In the 1930s financial catastrophe tightened the purse
strings of governments and private donor, hgléxpansion and forcing doctors, administrators, and
nurses to find new ways of stretching space and resources.

For patients 1911945 was a transitory phase where large public wards began falling out of
favour and serpprivate rooms started shifting standard accommodation. Though this pea¥iod
evidenced by the 1919 odowapronfiees flom urban Sidknessrazda p a
contagion, public health improvements had a salutary influence. Accordingly, hospitals were less
battered by waves of unagaale disease®>® The alliances forged with universities in the first
decade of the #0centurybegan to bedruit, and patients became an increasingly valuable resource

for education and research. Patiemseacquiring a voice in how they expected®treated, what

336 Christopher Rugtand Sue C. SullivaiThis is Public Health: A Canadian Histo(@ttawa: Canadian Public Health
Association, 2010), 580. Outbreaks of controllable disease still occurred. In 1923 an outbreak of typhoid due to
contaminated water in Cochrane killed 501827 milk contamination killed 533 in Montreal. For contrasting examples

from the 19" century see Geoffrey BilsoW, Darkened House: Cholera in Nineteei@entury CanadgToronto:
University of Toronto Press, 1980) or Michael BlB&gue: A Story of Satipox in MontrealMontreal: HarperCollins

Canada, 1991) Bliss in particular makes much of the public health failure given the disease could have been completely
halted by vaccination. Bilson focused more on social and political aspects of public iaal#hy quarantine.
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services ought to be offered, and how institutions should expand. The public exerted influence by
voting for funding bylaws.

Hospitals were not immune to more general changes in social organization. As municipal,
provincial, and fedetayovernments modernized hospitals followed stit®©n a micro level this
meant a swelling of committees, increases in the size of governing boards, and numerous tedious
reports. In a macro sense increasingly sophisticated governing systems, coupleglimiottance
of hospitals to public health, led to intermingling with government officials. Hospitsept the
CGHd sought to maintain independence while entering into alliances that could provide funds. The
peculiar legal and social position of hosptdiscussed in chapter two carried on with a slightly
different flair. Hospital value was less debatable, but these instisiemained expensive and
technically demanding to operate. Trustees generally maintained autonomy despite an approaching
vanishirg point where the state and hospital combined.

By the 1920s hospital reputations had improved dramatically in the public imagiation
was no longer the charnel hodsbut this was largely on grounds of medical efficacy rather than
administrative competee. Doctors were better at healing, curing disease, setting bones, and
conducting surgeries in the hospital; that much was clear to the average citizen. What was unclear
was why costs were high, debt crippling, and the need to build new facilities comsttre
following decades the idea of professionalization became crucial to administrative staff seeking
public respect and tru$t®

If 1880-1910 were decades of establishment, 18345 were decades of entrenchment and

formalization. Consultation and diitectural firms specialized in hospitals, the medical profession

337Doug Owram;The Government Generation: Canadian Intellectuals and the StatelBa@(T oronto: University of

Toronto Press, 1986), 47. Owram examines the growing influence by social scientists and intellectuals on government
bureaucacy.

338 G, Harvey AgnewCanadian Hospitals 1920 to 1970: A Dramatic Half Cent(irgronto: University of Toronto

Press, 1974), 585.
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embraced the institution as central to research and healing, and citizens came to regard it as a
community pillar¥®*® Building and internal arrangement remained central to the daily work of
administration; however, their agendas now included juggling a host of political and legal interests

as well. Hospitals experienced a growth in politicization, especially after the Second World War
when the politics of health became a major voting iS€usdministrators became more aware that

they oversaw an institution of practical import and political utility; the voters listened when it came

to their health. These decades, especially the 1930s, were also times of struggle during which costs
spiralled and ampuses stagnated. Scrimping could only go so far before it became €ounter
productivé functionality could only outweigh aesthetics to a certain goarid solutions came in

the form of fluid design and mechanization.

Toronto 1911-1945

I n March 19 1dolTiotriommalodébnobil ity gathered to | a
The honour party included Governor General of Canada Earl Gray, Bishop James Sweeney,
Lieutenant Governor of Ontario John Gibson, and Mayor George &&aitye presence of such

illustrious guests demonstrated growing institutional prestige. Men of power perceived political and
social value in attending. When the building c
or College Street Hospital. The Old Genavabk scheduled fatemolition, but this was not carried

out until after the First World War. On the day prior to opening trustees released a statement hoping

to seize political capital and remind the comr

with the prospemf entering the New Hospital at such an early date a great deal has to be done in the

339 David Gagan and Rosemary Gaggor Patients of Moderate Means: A Social History of the Voluntary Public

General Hosgal in Canada, 1894950(Montreal: McGillQueends Uni ver s68ty Press, 2002
340 Alvin Finkel, Social Policy and Practice in Canada: A Histqiyaterloo: Wilfred Laurier University Press, 2006),

169174.

¥lfiLaying the Corner 8&30b/hleBox8. Wil Fands UBNAkchives Fi | e 1
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way of perfecting an organi zat**Tharhetbgcdaidgheed t o
groundwork for an organizational agenda predicated on amplifying tharcesand teaching
relationship withthe university. h a case where patients paid the price of administrative ambition,
6nervous wardso6 were removed in order to acco
The 1912 annual report took a hard line ddfieg the decisiom bout O&énerlvous w
stated, fAThe public does not wunderstand, appat
these people satisfactorily or with safety tc
patients suffang psychosis we do so\gery great risk, especially when patients are either homicidal
or suicidal .o The rhetorical scope was sweepir
employee experience, and medical limitations. However, it alacshalled an architectural
argument: ANo amount of foresight in a buildi
tragedy occurring in some of these instances, and that we have escaped during the past year has been
largely a matter of good luck®® The b o ar wasdair in Isafarnas it was true that
contemporary convention ascribed specific needs to psychiatric care fatfities.
The 1913 opening of the O6New General é foll
public inspection. Admirsitrators speculated that at least 150,000 Torontahiapproximately
40% of the citp came to see it. The building opened to patients on 10 July 1913, many of whom
were transferred frorthe Gerrard Stredbuilding by ambulancé? The new hospital consistedl o

several interconnected wings which included an administration building, medical wing, surgical

ATGH Annual Report for the year ending 31 December 1
Archives. See Appendix Ill, 3.1 for a drawing of proposed pathology building that was part of the new hospital
expansion.

343 |bid, 17. Source of above quote as well.

344Edna HudsorThe Provincial Asylum in Toronto: Reflections on Social and Architectural Hi§forgnto: Toronto

Region Architectural Conservancy, 2000); 114

ATGH Annual Reporgt 3florDetcteembyeearl 9ddB8dion 1914, 15. File
Archives
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wing, emergency building,oggat i ent bui |l di ng, p o0 weats buildiog) s e , n
private patient wardobstetricservice workshop and garage.

The buildingds design took patients into cc
cubicles was chosen to ensure that Aéduring e
the curious ey Area$ suthiashallways weelicen .LPatiends had to remain
seated in the hall until called by a nurse. Forced seating was a situation where the curve of power
bent in two directions. The act was not invasive, but it harkened to the discipline of the factory or
school where movemenmtas regulated?’ It also ignored medical considerations. A patient could
have sought relief through movement or reprieve from a congested space. No repeal of the rule
appears in surviving documents; howevatufe reports do not refer towthich suggestg was
relaxed or abandoneBor thehospital,every rule was a responsibility, another issue to manage or
track. Rules likely to be broken or require significant effort to keep in place took time away from
medical practice. Loosening rules was sometihedest way to maintain order.

Administrators began deploying staff inside the institution toward the pursuit of nonmedical,
but still important tasksin 1915 social workers were posted at etatshe general wards and
outpatient clinic Their job wasd solicit information from discharged individuals, remain in contact,
and follow up during recovery. It was not strange for the social service department to enter the
discharge process, but it revealed how recovery was not just a patient concern. Tapnl@l5
report suggested AThe efficiency of the hospi:t

efficiency ¥Theh G gohl was to nedusesdapsies due to ineffective treatment.

348 |bid, 29.

347 See Susan E. Houston and Alison Prent®ehooling and Scholars in Nineteenth Century Ontéfioronto:

University of Toronto Press, 1988), 108. The conventional ssufar this observation reside with scholars like
Foucault. However, Prentice and Houston focus on the p
analysis ends in 1900, many patients of this period would have experienced that system.

AT GH Annual Report for the year ending 31 December 19
Archives
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Ensuring effective treatment was closely reldtedatient selection. A large section of the

1915 annual report railed against incurablegartime austerity likely forced many elderly people

from their or tkenipd oyhinlgd semés espmes al ly col ol
inourhandshae t o be fitted into the institution | i
were so filled with o6l egitimated patients tha

caused much strai n. Tdrerarernetpespisible for paendscind wheh e g al |
senility approaches the hospital is the convenient dumping ground for the useless members of a

f ami*Tyhe harsh wording spoke to the severity
patients entering the hospital. Besddraining resources and slowing operation doctors gained
virtually no research value or technical knowledge from incurables.

Administrators were not above exploiting ethnic stereotypes to promote TGH facilities.

Nurses assigned to the outpatient cligioccre i ved fAwonder ful edu-beati on
mot hers] and study the racial characteristic &
were not surprising: AThe Iltalian wit#Hootittle
i fe, settling in our poorer districts had tc
poorly kept Jewish home where the baby is near

or Scotch home where the mother perhaps is struggling or aloneerfooften at this time the
worthless father is awayéln the midst of these

industrious working man whose thrifty wife has everything clean and prepared. The latter keep the

ATGH Annual Report for the year ending 31 December 1
Archives. David HalpernMental Health andthe Built Environment: More Than Bricks And Mortaff2zondon:

Routledge, 1995), 8, 336. Halpern examines how weather patterns and poverty can affect mood. He argues that these
increase likelihood of death, mental iliness, and overall health complakes ihpossible that during harsh climactic or

economic periods institutions such as hospitals would be subject to heavier patient loads. Also see Jamé$hé. Snell,
Citizenbs Wage: The St at-BE5l@arahto:tUhiversitydf Tomto Prgss, 1986), @M ada, 19
Snell emphasizes the active role played by the elderly
Pensiond but mainly the idea of a O6citizenédimagimathipe 6 beco
elderly as merely cast off into institutions, but families still had to make difficult decision given the weakness of social
programs between 1900 and 1940.
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nursesod f ai hdé&9Administraboes usedmnegativeachasacterizations of space outside
the hospital to bolster its reputation as safe, clean, and healthy.

The extent to which GH administrators lambasted orphaned childteementally unwell,
aged, immigrant groups, attte poor was more than simple bigotry. Much of the rhetoric related to
a broader fear about the future of the instit.:!
mentally defective is one of the most serious social economic problems. Frgmbexrercomes the
same story that feeblaindedness is a chief cause of vice, misery and delinquency and present
public provision for t RéThauadertoretspokemotdnlytopeppiee r | vy
whothey feltwere undesirable to a socielyt also to a ward. The other aspect was financial. These
categories did nét or at least were presented by administrators as unablpravide economic
value to their community.

Administrators stressed the influence of environment and space over beHagfeuing to
cases of juvenile del i ngthienofourdelihgaentrclelgrem come not e
from homes where dirty and poorly ventilated rooms predominate. How can there be a thought of
beauty in the mind of a child whose vision is bded by bare walls, ash heaps, garbage piles, filth
and grime?0 AdnHqualors or ectrdrnee , | ifinTkhed type of c |
surroundings which sear the mind by suggestions of evil whose ideals of truth and purity are warped.
Asaresultof hi s environment our r ef or ma¥Medidaleing ar e f

crime expanded the TGHO6s disciplin®ry space,

A TGH Annual Report for the year endi r& TGHIFonBseUHN mber 1 ¢
Archives.

351 1bid, 34.

352 |bid.

%Stephen Bocking, fAScience an d&nvi®pneotd Histoni2 (200€): 888870.t her n E
Bockingdbs conception of 6disciplinary mghodspalticulastoat he i nt
discipline are considered authoritative and relevant is extremely helpful in understanding the goals of hospital
administration in the first half of the 2@entury.
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The First World War was a defining event of the early @ntury that pushed the H3o
its limits. A major problem wathe increasén commodity prices. Medical supplies were always
expensive, but during wartime the hospital had to scrimp and rabomthan eveiEarly in the war
trustees passed a resolutiextending overdraft to £,000, but the sum was soon dwarfed by
expensesThe hospital could use as ntuas seven tons of coal per day. 17this amounted to
around $50,000 annualktpuld only be reduced through the purchase of new, expensive machinery
Historian J. T. H. Coror notedadministrators feared a coal shortage so much thastbekpiled
whenpossible. At one point 800 tons were piled on the tennis ct&rts

During the First World War military contradi®@came avay to bring in some mueheeded
revenueln 1917 Sydey Chilton Mewburn, Minister of Militia and Defence, signeskaenyear
lease on the old Gerrard Street Hospitaluse byconvalescing soldiers. The lease demonstrated
how medically unprepared the federal government3aghe building was slated for dwlition
due to severe wiring problems and a rat infestation in the basement. Fortunately for Méveburn
lease had a clause allowing him to sever the contract within a year of the war&titivgGerrard
lease was one of many episodes during the FistW d War t hat revealed th
minimal state apparatus&¥.There were other lucrative contracts too. The military took out a
standing lease on 140 hospital beds. These were billed at the daily rate regardless of occupation. The
deal yielabd $144,000 per year for the TGH.

An influx of medical students after the First World War helped the TGH strengthen its

relationship with the University of Toronto. TGH doctor and historian W. G. Cosbie atttated

3%4J.T.H.ConnoDoi ng Good: The Li f eita(Toroftm WniversityobTsron®emess,2G00), Ho s p
201.

SAnnmarie Adams, fABorrowed Buildings: Ce@&anadidreBdallstindfe mpor ar
Medi cal Hi story/ Bull etinled®9p28len ddédhistoire de | a me
%6A Col Binekford to Trustees -ZITRHLAR, Bbx35. ToH fonds bHNeArchive® 1 9, 1
"Kel |l en Kurschinski, fAState, Servi ce -44@mDdissS McMaster al : Ca
University, 2014), 46.

38 Connor,Doing Good: TheLf e of Toront o208. General Hospital,
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closer relationship renewed emphasgisctinical education and researt However, overtaxed

buil dings presented a problem. The 1913 popul ¢
around 375,000. By 1925 it was closer to 556, 0
acress the country and border. The hospital needed more space to capitalize on an influx of students.
More ward space meant more patients and more opportunities for students, but buildings were not
immediately forthcomingProcedurdecame increasingly diffi¢to maintainin older buildings

and the staff felt stretched.

Administrative procedure can reveal much about patient experience, but the inverse is also
true. On 19 March 1928, Philip Howard underwent a routine tonsillectomy at the TGH. His case
undergored the importance of electronic communications and-#tééf organization. Howard
rested throughout the morning and afternoon. He was inlpainot so badly that he did nplay
with his toys in bedThat afternoon his doctor prescribed-azeam ér supperUnbeknownst to the
prescribing doctor the kitchen was out of stoc
turned on the call light. The light for room 436 came on around the sameéANiane.nurse Ruth
McMath, knowing room 412 had a dgsated nurse, went to room 43&fter attending to her
patient, McMath returned to the hallway where a frantic rtufds. Lindsay) asked about the
location of the nurse assigned to room 412. Atitiainentthe missing nursappeare@longwith
trustee Markrish. Together they went to room 412 ahsicovered a distraught Mrs. Howard whose
son had vomited up a fdconsi dé% Thdnurees semoworkt o f
changing soiled |inens, washing tdverediaokhiss f ac

icecream at six ob6cl ock, and fel't Omuch better.

359W. G. CosbieThe Toronto General Hospital 181965: A Chronicl€Toronto: Macmillan of Canada, 1975), 164.
%fgc. J. Decker to Mark H. Ilrish,d 23 March 1928, 1. F
patientds name has been anonymized.
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Howar ddos experience was meémaalpfwbichbadsuoh a s e«
agreeable outcomes formal investigation and much administrative handwringing unfolded in the
daysthat followed.The main controversy, at least for Irish and Superintendent Chester Decker,
pertained to the whereabouts of the nurses and why nursing superintendent, Mrs. Gunn, was in the
diet kitchen rather than on the ward. Based on the investigatondse the specialist for 412
approached Gunn shortly before dinner hour about theream. It was late for a special request, so
Gunn went directly to the dietician. There was none in stock, and a rush order was placed. By
Gunnés account!|l cbhe fWwamaylbéftémemi nutes. 0 Howev
become ill, vomited, another patients came to withnesguste¢y e | | i ng fAwho the hel
flooriwhat the hell ar é!'Thenaersegasdigoed tothht fldunngAghes f or ?
Neill, Mary Robinson, Ruth McMath H. A. Foord, and Ms. Lindsay submitted statements explaining
their whereabouts. The confusion began with the prescription-oféeaen by a doctor who did not
inform the kitchen, but nurses took the blame.

The internal investigation relating to the Howard case was serious. Systems ranging from call
lights to supply requisitioh all forms of disciplind failed to outmanoeuvre human
miscommunication. Sexism caused the situation and directed blame. The reactiwaleof

administrators revealed the precariousness with which hospital space was organized, its reliance on

technology andommunicatios y st ems, and how t here were vul ne
the present system of nursing service in the PrivateiPe nt 6 s Pavi lion it is (
uncommon, to hear of a patientds | ight having
t heir | i g Omganinatonad prasticesxacerbatedhese issues. ing theday, the

private floas averaged 15 nurses for 25 patients, but by evening time this dropped to five. Beyond

361 |bid, 1-2.
k2 Cc.  J. Decker to Mark H. Il rish,o 24 March 1928 1. Fil
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that, nurses were required to assist in preparing meal trays during supper hour which took them away
from medical obligations.

In March 1926 trustees advanced a teveabuilding program including a large private
patient wing. They planned to financebit collecting 50% of the cost through subscriptions and
25% fromthe university and citgach At an April meeting the board estimated its budget at
$2,000,0060%3In Deember an invitation was sent to hospital consultant Dr. S. S. Goldwater of New
York. He accepted, and offered a cautious appt!
to teaching medicine as well as treatment of the sick, the expanded scherhab$y not one that it
would be wise to advocate today if ground were being broken for an entirely new group of
buil di ngs ghoe haodwdéaevdedrds @ step in the development of a hospital which is
already functioning, the plan seems to me sounddaadf e n ¥*Hédidenot believehe plan
would produce aideal arrangement for staff, bitwo ul d A édi sti nctly i mprov
accommodation and treatment of both ward anc
inconvenience, and hiredchitectural firm Darling and Pearson to draft the plans.

Architectural drawings were completed in April 1928 and in June the contract was awarded
to the W. H. Yates Construction Company. Estimates exceeded $3,750,000 when a mere $2,500,000
was pledged. Tdadditions extended the east and west wings as well as the south medical wing to
increase public ward accommodation. A new Pri
with capacity for 280 patients was also getting underway. The existing péroloni913 converted
to a nur seods mnevpavilbewas fimishedWhAprih 1930t stood nine storeys with

320 beds. It had fifteen operating rooms on the sufyinaithd floor, and two floors for obstetrical

BAExcept from Minutes of the Board of Trusteeses0 24 Ma
AExcept from Minutes of the Board of Trustees, o 28 Apr|
%fps. S. Goldwater to Dr. Decker, o6 12 January 1927, 1.

remained in contact with the TGH tugh 1928 by serving as a visiting member of the building committee.
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patients, with nurseries, privaténcthg rooms and kitchens. On the operating floor there were
furnished lounges for surgeons and physicians as well as for obstetricians who often stayed
overnight. Trustees passed alaw in October 1929 to borrow up to $1,500,000 for construction.
The cty offered a grant of $1,400,000, and the university secured $1,100,000 from the province.
Expenditure swelled to $4,500,000 but with a large portion of the cost covered and donations rolling
in the economic side of expansion was largely cov&®the sprad of funding sourcéscity,
university, province, and general pullispoke to the small, federated nature of the Canadian state.
No single apparatus existed to fund a general hospital so administrators went about it piecemeal.

Administrators embraced pudity when the pavilion opened. A 1930 pamphlet gushed:

Perhaps the most outstanding impression to be gained is one of colour, the liberal but discreet use of
which makes the pavilion resemble a palatial modern hotel specially equipped to heal albsickhes
manner of disease. One finds color everywhere from the sumptuougatahed rotunda to the vast
interconnected suits of operating rooms which occupy the ettifie@®. In all of the 15 operating

rooms and their adjacent anaesthetic rooms this @ furnished in a special tile with a soft, gray
motherof-pearl finish, which is confidently expected to sooth patients and present the nervous tautness
which the old batten white produced in many sufferers. Science wedded to comfort: Gleamiteginickel
Monel metal replaces white enamel in practical all fixtures. A subdued but pleasing tone of buff has
been used in the walls of corridors and rooms. Beds and bedside accessories are metal finished with
grained wood effect. Cherry chintz covered armcahaird lounging chairs, curtains that are quiet but
illuminated with deft touches of bright color. Persian rugs on the floor, the electric wall brackets lights
with tinted shades all will combine for the wking and early recovery of the patiéfft.

The mmphlet described comfort, cleanliness, andsébdétyhn e cadence of ¥he o6ro
Some features that were not advertised to the public drew the interest of other constituents. In 1929
Matt hew OO0 Fol ey, Hosgital Mamagenertyrote to ¢he TG waskingaddr more

information on the conveyor belt system it would be using to move meals and dishes throughout the

365 Cosbie,The Toronto General Hospital 1811965: A Chronicle181.

%63 A Greater Hospital: Commemorating the opening of the
TGH, 0 -2@ April 1930, 15. File 1.6.3, Box 8 TGH Fonds UHN Archives

367 Matthew T. Downey et al'he Roaring Twenties and an Unsettled Peace, 19P® Vol. 2 (Toronto: Maxwell

Macmillan Canada, 1992), 181, 6367. After the First World War consumers desir@dilence, and manufacturers

when possible delivered luxury and comfort to patch over the trauma of war. Granted the economy of the 1920s did not
entirely live up to the title of o6roaring. 6
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building %8 Still, the main focus was public marketabilitifundraising had gone welbut
construction costs were high ane thulk of new beds were for private patients. The pamphlet, then,
was as much advertisement as press release. By emphasising comfort, medical efficacy, and
luxuryd even likening the hospital to a hdehdministrators courted a wealthier clientele.

The choeographed opening demonstrated the importance of space and movement. The
opening committee planned everything from where guests would enter to which flooesattiead
by stairs and which by elevasoOn 25 and 26 April the buildings were opdho the mblic. On
most floors only a few rooms were available. Guides were stationed on each floor to give directions.
Flowers and ferns were placed throughout the building to add a feeling of calm, beauty, and
sophisticatiort®® It was a performance worthy of a gtstage. The regulation of space, the guidance
of movement, and the preferential treatment tc
providing highlevel care to those with means.

Sometimes agency comes from the least likely of sourcesn @nel case of patient®uld
takethe form of fear and sickness. Release material for the new pavilion noted the relationship
bet ween space and emotions. AUnder the best o
scarcely claim to have a cheerfulmmary with the patient. Ghostlyhite walls, steaming sterilizers,
smel | of ether, and other wunpleasant featur es

operating room was a powerful space. It affected the patient across many senses: sigbtnsthund,

and feel. The operating room was the core of n
symbol of the professionds efficacy. It i s si
emotion. I n the ne worg]aavebkean eliminabeth inplace tbefeoftEhghsk e t e

¥gMatthew OO0Foley to C. J. DeaxkK@lsT@H 22330uTGK Fohdd BHN, 1 Fi |
Archives

%A For mal Opening, Procedure for Opening, o0 1930, 1. Fil
work employing analysis to how medical space was experienced through movement see Annmariglédicimspy

Design: The Architect and the Modern Hospital, 1-8%983(Minneapolis: University of Minnesota Press, 2008).
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tile of a restful bluegray shade easy on the eye and nerves. The artistic tiling cost three times the
amount of t h3%The bie tilevould aot Hawe fit into the budget, kart anonynous
board member donated funds to bridge the gap.

The next few years saw several small projects and events, but nothing to rival the Private
Patientdos Pavilion. In 1931 the American Hosp
from 28 September toQctober. It was an indication that American administrators were aware of
the TGH, and spoke to how transnational the industry was. In 1933 administrators used a bequest
from the Dunlap family to purchase a building from the University of Toronto locatedsafrom
the hospital. It was renamed the Dunlap Building, and put to use as a pathology laboratory. In 1934
an outpatient annex was erected which added approximately 80 beds to the overall capacity.
However,economic slowdowhalted building plans irhe late 1930s. The TGH returned to an era
of austerity, shortages, and ox@owding as it tried to cope with the community needs during
economic stagnation.

In a 1938 memorandum TGH administrators sought to shame the province and municipality
over inadguate funding. The gist of the argument was that per diems had fallen too far behind costs.

As it stood, the city paid $1.75 per patient day and the province added $0.60. During the 1930s per
diem loss per indigent gaht was approximately $0.1h 1936patient days amounted to 254,348
whichequated o a | oss of $43,239. The board | ikenec
materials are sick human beings and they are more entitled to the use-afate equipment than

i nani mat e r aemindile public that ¢gsipinent upkeep and replacement suffered from

operational losse¥! Medicines, food, and wages were expenses that coulderighored.The

fiOperating Floor of the General Hospital és New Wing Ma
17 TGH Fonds UHN Archigs. Also source of above quote.
SMiMemorandum on Hospital Situation,o 1938, 3. File TG
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mood had changed a lot in eigletars. Descriptions of Persian rugs had been replacedéydieze,
efficient image of a factory.

The Second World War was especially hard on the TGH due to the preeedimgmic
downturn Medical professionals were difficult to retain during wartime, because nurses, surgeons,
and doctors left for overseas seriHowever, the TGH struggled to keep-moedical staff as well.

A mixture of militarywork and industrial opportunity bled away much of its existing labour and left
replacements in short supply. In 1942 teenagers were given voluntary positions to padmrm

tasks such as maintenance, serving meals, and organizing supplies. By the end of the war staff
shortages were so acute that medical students had to double as orderlies. The Depression had done
nothing to soften the blow of a sudden surge in demangled with a shrinking labour pool.
Throughout the 1930s revendecreased to the point that only 16% of patients were covering the

cost of their service¥? City council had been unwilling to raise taxes so per diem contribution did
notincrease. ThE G H act of incorporation limited the extent to which it could increase ward rates

so it could not simply raise fees to cover costs.

Financial relief did not come to the TGH until 1944 when an amendment to the General
Hospitals Acd the first in 17 years rating to paymerd raised municipal grants to $2.25 per day
and provincial ones to $0.75. The cost per day hovered around $3.98. It was a welcome
improvement, but not a solution. The TGH found itself trying to wait out the war with the
expectation that fedal funds would be available for construction. In 1945 the Chairman wrote,
AMany s owarnmedsurgs will te passed to keep mankind healthy, wealthy, and wise and free

from care fr om 38admbistiatorsistrovefor optirhisens and maders.

372 Cosbie,The Toronto General Hospital 1811965: A Chronicle224225.
SBiChairmanods Remar ks, Thd ™o, GenegliHospital d 81865: AChrenizle 227,
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By the end of the Second World War the TGH had movedrtevalocation, solved its
disputes with the university, and grown into a wesldss institution for medical education and
research. By leaving Gerrard Street it was physically and intellgctlaser to the university.
Increasingly, expansion had a bent toward laboratories and specialized clinics that were bankrolled
as much by ward fees as by provincial grants awarded to the medical school. The strain of two world
wars and th®epressiorslowed development. But they also strengthened public acceptance of the
TGH as an important civic and medical institution.

Winnipeg 19111945

The WGH was expanding in 1914 $550,000 project to construct an east and a central wasg w
underway. The priceavs hi gh, but administrators placed
plans for the new hospital building were carefully thought out and redrawn time and time again until
[we] were satisfied they were as nearly perfect as possible and lentbthéore extension when

t hi s becom&Adminestaamrsiewaliscyssed expansion without any hint of completion

in the building programme. Acceptance of ceaseless building was an important development in
administrative thinking during the war yeaandDepression. Trustees were cognisant of their
buildingbs age, and al ways | ooked to expand.

Between 1912 and 1918 bed capacity increased to 650. The central and east wings were
officially opened on 1 November 1913, known as east B and west E. Thirévi@ deficit in 1912
due to buildings costs and loss of revenue during construction. Total revenue for the year 1912 was
$209,466 of which $168,449 came from patient fees paid at the point of service or through municipal
grants, and $41,016 from volungaontributions. Operating expenses, before building costs, came

in at $235,930. While the new wing was built, other areas were demolished, causing a temporary

S“AWi nni peg Gener al Hospital: Annual Report for the
Appendix Ill, Images 3.2 for construction photos.
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reduction in availability of private ward$> Administrators had prepared for reduced incomeg, bu
delays in construction threw off the calculation.

As the WGH grew, its financial situation deteriorated. In 1913 it ran a deficit of $51,519.
Worse, a bylaw to provide building funds was defeated at the polls. Trustees borrowed money to
keepthe buildirg project moving; howevecyreditors did so upon the personal guarantee of board
members. Lack of revenue plagued the institution. Of the 382 patients treated in 1913 only 33 were
private, compared to 94 seqmir i vat e and 255 publ i ctoreqldstea WGHO©O !
$400,000 grant from the province by arguing it deserved public funds as an educational etfity. On
February 1914he province provided $60,000 to clear mortgage payments. Adminisbeliessed
that without its mortgage debtitcouldretn t o oper ating as a Avolunta
it was in the past, believing that through voluntary assistance the public will take a much greater
interest, thereby increasing its 3Thdstatenenency i
was an olive branch to the voting public who had not seen fit to finance expansion. Administrators
learned two lessons: that monies could be attained in large quantities from sources besides rate
payers and private subscription, and despite the ¢araéxt of a problem the province could side
with the hospital.

Until the beginning of the First World War the WGH devoted large sections of its annual
reports to justifying expenses. Theording of these reports revealed the development of a
professionblanguage and philosophy of hospital management. Educating the public and convincing
them to accept taxes was a difficult task. One

day is not very generally understood by the lay mind, and it mgybtdied that the comparison of

SAWi nni peg Gener al Hors ptihtealy:e aArnnludall2 ,Rde plo9rit3 ,f 11. Box 9
376 |bid, 13-14.
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€

costs between hospitals depends entirelPYy on s
Such factors ranging from services, variety of food consumed, numbers of graduate nurses, types of
doctors, to the very sizgf the facility, and the cost of maintenance combined to rhaklgetary
projection more an arthéin a science. The challengeddministrators wasonvincingthe public to
trust them even while its debt and expenses rose dramatically.

In 1913 when the e wings opened they added 250 beds to the overall capacity. It also
mar ked the | ast major construction until 1919

plain exterior the principal expenditure being incurred in the interior, as the Trusteadasigous

of having a complete modern hospital éthe gener

been ac c ofnghinissrdtoesdad éound rhetorical value in the word modern for its ability

to sound both promising and mysterious. €hghasi®n the opinion of authorities distanced the

hospital 6s internal workings form the public.

or complexities of its organisation.

The outbreak of the First World War thrust the WGH into unf@amiérritory; suddenly the
insular general hospital had to help its country in the broadest sense. Winnipeg served as something
of a clearing house favestern troops. It also hadeage population of single men who were recent
British immigrants and e&g to enlistin addition to the WGH he military hospital commission
oversawhealthfacilities such ashe Tuxedo Military Hospital. By April 1917 the commission
reportedthat 3,545 soldiers hadeceived care in Winnipe?® Other duties included typhoid

inoculations, of which the WGH performed 12,000 in 1914. Superintendent G. W. Sinclair noted:

3771bid, 14.

SAWi nni peg General Hospital: Annual Report for the yea

SJimBlanchardWi nni pegbés Gr eat WgWinnipesy: UGversiyof Manitoba Bress, 20136 e

194196. Blanchard mentioned plans for a proposed6@d , $1 mi |l Il i on doll ar sol dieros

never realized.
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iThe war has also resulted in a more3®He | ess
referred to nurses and doctors who enlisted, which was a probléwsfaitals across the country.

Minord and costly alterations and renotians continued during the war. In 1988,rooms
on J flatwere renovated and repaintékter the renovation two, twbed wards on J flat were
sponsored by the International Order aidd-ellows. Outside, the fence enclosing the property was
replaced®! The Jubilee Wing received a minor extension in the form of an additional storey in 1916
which provided space for seven beds in less crowded conditions. Trustees called for further semi
pi vate and private accommodation nothing that
WGH which occupies a leading place among institutions of its kind in Canada are never
endi A®%TBEOWGH had not met demand since the war began.

Renovationinta annex buil ding during 1917 produce
rendered the building thoroughly serviceable and as modern and attractive as any other part of the
hospital .o As a r esul t-privatefadccartmodation. A geehdusdvaso m p u b
added but not openenttil late 1918 because the board could not affbedcost oboilers for it. The
province provided $50, 000 for a 6psychopathic.
Trustees noted n Tprevidieg pioper agconaredation forghe care gf patiemts
suffering mental derangement and nerve shock, among whom are a number of returned
s ol di3% The éeference to military personnietlpedjustify expenditure. It revealed the
tendency of provincial @vernments to download care for mental iliness, and the war exposed

medical problems that were ignored during peace time.

0AWi nni peg General Hospital: Annual Reg@spHSEAMi or t he yea
BlAMi nutes of a Meeting of the House Committee, o0 5 Augu
AWi nni peg General Hospital: Annual Report for the yea

BAWI nni peg General Hospilt@®l7, Anhukhd, ReHp.orBoxX o WeGH Femd
of above quote.
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The war reshaped the hospital campus, leading to additions such as a building for mental
health. In 1916 and 1917 large wa¥d& and Dflatd of roughly 90 beds were set aside for the care
of soldiers. Most of the work carried on at the WGH in the second half of the war was on returning
veterans whose: fibones have been shattered, m
andjoift s ankyl osed as t he ®8whgruesonefrhetoric prasentedtaen d i
institution as serving both a practical and noble purpose. Outpatient services were squeezed by the
fact that so many wardsadconverted to military use. The deasito build a psychiatric facility
alluded to the fact that wards rung with the
Commission provided payments toward any hospital service required by a veteran for rehabilitation.

For patients wardife was not pleasant, but the presence of soldiers had some upside. In 1920
there were still sixty soldiers under continual care at the WGH. The generalwenelat capacity
during all but the summer montf8 In 1921 visiting restrictions on private wardsne relaxed to
allow easier access for organizations that entertained softfigrse wider effect of their efforts was
stimulating administrative thought about the doldrums of a hospital stay. Soldiers had a privileged
position in social discourse, andisgrent adherence to rules did not mesh with that image. The
growing leniency trickled down to civilian patieittalso coincided with a general broadening of the
types of patients entering the wards. A fundraising request from 1919 thetdtbspital was
Ahol ding open the door of healing to rich an
unsett | e d¥® Baldiers djdrnat chbosedwhere they were treated; however, civilians did and

increasingly diverse demographics turned to the WGH.

3841bid, 30.

SAWi nni peg General Hospital: Annual Report for the yea
¥R Mi nutes of a Meeting of the HouHé&ENGpPNAI ttee, 0 13 Apr
®fAThe Hospi®2ado ,ApQplk,ad 1919, 2. File 1, Box 7 WGH Fonds
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Theinl uenza pandemic sti f | ewar luildiag pdfG.HSDee i mme
renovations and financial aid came to the hospital, but in reality it had traded one health crisis for
another’®The two large wards set aside for solider treatment were turnetb@ases of influenza.

Meanwhile the passing of the Charity Aid Act increased provincial payments for general ward
patients by $0.25. More money was helpful, but the increase was marginal compared to operating
expenses. The total payment per patient wsisynder $2.00 when the actual cost was between

$3.00 and $4.00. Parsimony by the province was matched by that of the federal government. Both
entities preferred to view the hospital as a municipal responsitiili§ome renovations occurred
during1919. Wwar d was renovated to provide a O0thor ouc¢
care of eye, ear, nose, and throat cases. K ward was improved to care for orthopedic patients. The
south annex building was converted to an internes residence, and H fiaebesaard for sick
nurses > The postwar model of gradual modernization was one way to maintain older buildings.

The 1920s were a decade of reorganization and renovation. Private anprigatai
accommodation brought in enough money to break evepublit wards operated at a deficit. In
1921 the city issued a $50,000 grant to pay down the debt. The board continued lamenting its
financial position stating, fAan analysis of «cc¢
sustained in mataining general wards and the qatient department. Present costs of hospital
operation cannotbe madesslu st ai ni ng on the per di ®mheal | owe

nineteentkcentury financing framework that treated hospitals as charities|veagidd for what the

38 Egyllt W. Jonesinfluenza 1918: Disease, Death, and Struggle in Winnffpegonto: University of Toronto Press,

2007), 99.

389 James Struther®yo Fault of Their OwnUnemployment and the Canadian Welfare State 11914l (Toronto:

University of Toronto Press, 1983), ix, 208. For pré @éntury see Richard B. Splarsncial Welfare in Ontario 1791

1893: A Study of Public Welfare Administratifforonto: University of Bronto Press, 1965). For a discussion on

provincial parsimony for the late #@entury that echoed into the?8ee Peter Olived Ter r oD oted sBV iPIr i s o n s
and Punishment in Nineteer@entury Ontario(Toronto: University of Toronto Press, 1998) 25805.

A The Hospi®2ado ,ApQptk,ad No6& BonDbWGEH Fbrels 9SCAM. 2
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institution was becoming. The board proposed a new facility, despite the cost of construction. It
hoped to reduce expenses by removing duplicate services through centralization. Each dollar saved
in upkeep was one that general waressfdid not have tprovide

In 1923 WGH solvency improved by partnering with the Federated Budget Board of
Winnipeg (FBBWJ a precursor to the United WA3$% Previously it relied on voluntary
contributions, personal subscriptions, and meagre municipalgresdirhe WGH ran a surplus of
$8,176 the first year; however, that meant the FBBW would award them a smaller sum for 1924. The
FBBW6s intention was to avoid debt not subsid
retroactive, so the city had to pay $1@0 for 1922. An amendment to the WGH Act allowed the
hospital to issues bonds up to $150,000. The province guaranteed the hugldsstdes.

At the close of the 1920s WGH administrators expressed a pressing need for new buildings.
The articulation revaed the complexities of what was becoming a modern era of hospital
architecture and logistics. No longer were hospitals mere dormitories. They were kitchens, labs,
homes, laundries, workshops, storage spaces, morgues, classrooms, social servicebaenkg.data
For the hospital to expand in one area was to expand in all. Capacity remaidedénghdropping
below 90% in the 192@sso administrators called for more beds and for spaces to provide a
growing array of services. A further problem was firepnogfwhich required costly auxiliary
services such as sprinklers.

The WGH had sought federal funds as early as 1931, and initially there was traction. Trustee

C. S. Riley led a WGH deputation to see Premier John Bracken in 1931. Riley hoped to convince

Gene Wal-wadbBhalpni mati ons: The CReargdandJerryWhite eddasthhaf 0 i n Wi
Everything: EnglishkCanadian Cinema Since 188Dalgary: University of Alberta Press, 20023. The Walz article

was one of the only sources connecting the Federated Budget Board with the United Way, and intgraistis iyt

that prior to its formal relationship with the WGH had commissioned an advertising silent film depicting a miser who

would not donate to charities. The imagery used to convey the suffering caused by his frugality was none other than the
childrebs wards of the WGH at the time ravaged by tubercul
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him that the hospital qualified for federal relief funds which Bracken could dispense. The sticking
point was the nature of WGH management. Bracken feared taxpayers would view the hospital as
part of the municipality. Riley countered that the WGH made natfroin private wards, statutory
grants did not cover costs of general wards, and patients came from the whole provincevdsus it

a public institution and deserved federal moifés.

The board sought money to build as well as maintain existing operaNonsiajor
construction had taken place since the 1919 psychopathic building. Bracken admittszdioa d
had not been formalized, and offetedrecommend the hospital be included on the list for relief
measures. City representatives informed the boc®@ptember that the funds were all appropriated
and the hospital was receiving none. Worse, the legalities of funding the hospital were again
disputed. City alderman felt the province coulimatelyovercome the questions about legality;
however, the ida that funding the hospital was a backdoor for providing further money to the city
would enduré® The FBBW increased its fundingput was not an inexhaustible source. The
financial crisis forced administrators to embrace more drastic, internal options.

Administrative artifice came into play during tBepression, especially with finances and
statistical reports to the public. The 1932 annual report posted daily rates for the upcoming year:
$4.006.50 for private rooms, $2.7850 for 25 bed semprivate wards, $2.50 for senprivate
chil dr ends -tE0fodpublicawards. |6 1928 7akes were $53500 for private rooms,
$3.004.00 for 25 bedsempr i vat e wards, while public and c
same3®® With rising costs for fuglfood, and medical supplies how did the WGH reduce its fees?

The answer lay in presentation. In 1928 the ward rates were truly flat; however, in 1933 the decrease

3BAA Conference between Mr. Bracken and a Deputation fr
1931, 12 . Fol der 8, Box 19 WGH FondsoOéPMppeaesuse pDéféhet ave
granted to the Province for dispersion.

¥AMi nutes of a Meeting of the House Committee WGHO 22
¥ AWi nni peg General Hospital: AnBowld WGHRRomps HSCAM.or t he yea
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accompanied a corresponding reduction in services covered. No longer was the operating room,
anaesthetist, Xay, lab, surgical supplies, or ambulance included. Development in the fee schedule
captured the transition from a charitable service where patients were assessed by need, to one more
financially-minded and focused on providing services.

Time was so crucial a resource that its management justified expenditure when food and
medical supplies were scarce. Meal times, surgeries, medicine, ward rounds, cleaning, visiting hours,
and so forth were contingent upon schedules. In July 1933 the W& hommiee approved the
expenditureo$ 95 on a Omaster clock,d® capable of <cont
previous unit was of i &YHowdipguhe boerdfindineoreytphbuya nd w
clock at the same time it wakapting rooftop gardens out of want for supplies? For the \W@Hd
its counterpart time functioned somewhat differently than in other institutions such as prisons,
workshops, and schoot®’ The existence of a schedule unavoidably exerted some degree of
disapline over staff and patients alike. However, administrators also had no choice but to try and
maxi mi ze efficient use of time due to the hosy
one of the few reliable tools administrators had to staveisdrdier.

Another tool administrators possessed was ward arrangementp8lelicare had been
usedbefore butit was not a common practice for the WGH until 193%vdsfirst tried in 1914,
under the conditi on 3fByx988samspablibcare biosightran iportant | i mi

change in hospital organization by extending the honourary attending staff title to all physicians. The

¥FMi nutes of a Meeting of the House Committee WGHO 4 J

397 Though the literature in this field is voluminous consider: Michael Ignatfefiust Measure of Pain: The

Penitentiary in the Indstrial Revolution 175@850(London: Puffin Publishing, 1989) Houston and PrenSofooling

and Scholars in Nineteenth Century Ontaradrew T. Scull, Museums of Madness: The Social Organization of

Insanity in NineteentiCentury EnglangdLondon: Pengui Books, 1979), Harvery G. Simmo#fspm Asylum to Welfare

(Downsview: National Institute on Mental Retardation, 1982).

¥AMi nutes of a Meeting of the House Committee WGHO 26 M
meeting the committeesugge ed t hey be treat®diavatfea oclAeap hfeot mnmef sue
the institution by removing patients from the education pool and discounting a service for no reason.
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WGH had approximately 600 beds, 200 private and geiviate, 400 public and serpublic. In
certain cases wardsreerted to sempublic use had a nicer setting than public wards; however, the
primary difference was serpublic patients could be visited by their own doctor. A general ward
patient could only be seen by a member of the honourary attending staff.

In 193 the WGH was faced with the reality its oldest buildings A and B blocks would have
to be demolished. In some areas wooden floors were in direct contact with risers from the steam
lines and had begun to smoulder. The problem was exacerbated by duseapishgsvcollecting
under the floorboards. In the newer wards builders positioned metal flanges between the riser and
floor to prevent this, and the older wards had to be renov&ted1935 plumbing failures caused
maintenance costs to spike necessitatiggificant expenditure in terms of painting and repairing
water damage. Costs of older buildings were beginning to catch up with the administration, but there
was no realistic chance of construction.

Administrators were worried about other aspects oépatiafety as well. The way patients
interacted with space and the furniture therein can reveal aspects of daily experience. In 1936 the
house committee debated whaind they determined nodi@esponsibility the hospital had for
patients who sustained anuny from falling or climbing out of bedAccidents were bound to
happen, and patient falling from bed does not sound strange. However, the committee called it a
fidai | y o%°eatients falling feom bed so frequently could only mean they were tiging
get out of them. Of course that does not mean patients sought escape rather it suggests that boredom,
impatience, inattention, or some combination thereof spurred frequent attempts to move about.

Children posed a similar problem, and their beds weogpgd with bars and rails. The house

¥AMi nutes of a Meeting of t he,2Holdes% BoCBWGH Fonds EBMAWGHO 2 2
WAMi nutes of a Meeting of the House Committee WGHO 7 Fe
Appendix lll, Images 3.3. Though the image is from 1929, the lack of building during the Depression mamtains it
accuracy.
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commi tteedbs verdict was that the hospital wou
general liability coverage would not apply.

As the austerity of the Second World War settled over Winnipeg the éogmekd difficult
rhetorical territory. As in the previous war, patriotism and solidarity were factors that checked
overreaching criticism or complaint; the plight of the home front could not compare to what those in
uniform faced. Still, administratorsgached as best they could from the gospel of destitution. The
1939 annual report read, AEfforts to have s
unemployment relief works plans which would enable the hospital to participate in government
fundswerecot i nued t hr o#dpaltthere had begnena progiess in acquiring
funds and the board offered one of its most h
Hospital is a private enterprise performing a public service whichis aiveiyfde r e nt “% r opos i
The board argued it deserved consideration through unemployment relief because it shouldered an
increased workload since mobilization.

With no unemployment relief in sight, the board hoped for postwar rebuilding. An executive
commt t ee meeting in 1943 agreed to Al aywapl ans
building project, realizing some months ago that the dominion department was setting in motion
plans for a natioovi de const r u*®The board wantedglars incluale a 300 bed
teaching public ward unit so remaining accommodation could shift to private and-peinate
use. In turn services would be centralized allowing for east and west wing renovations to-add 500
800 pay beds. Other changesincluded mogigge r at i ng rooms, mer ging th

relocating Xray services.

WIAWi nni peg General Hospital: Annual Report for the yea
CRWi nni peg General Hospital: Annual Report for the yea
CBiExecutive Committee 3Vk Eddera, @ox 1AWEHHGFonds PMA.Yy 19 4
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In preparation for poswvar building the executive committee sought to end the use of semi
public wards. The Chairman reiterated the initial intent of such accommodatio®, ast a b | i s he d
the days of city relief for the patients of doctors who wished to keep such patients through difficult
ti mes, 0 and felt this pr a®Séemipablicscirehad bdcotheea c ur t
nuisance for both administrative and neadistaff because it interfered with medical education.
Public patients had to accept the presence of
However, sempublic was a different category and patients could refuse observation. Clinical
experence, central to the training of nurses and doctors, cemented the hospital as crucial to medical
education. Improved economic conditions were at the root of the problemp8blaihad largely
been a type of state support for physicians. Once patienitsagain afford servprivate or private
wards, it left some of the poorer patients in seoblic and fewer in general wards. One
administrator noted: fA[a] | ack of pQThéfieait s an
decision was to repurpeshe largest senpublic ward, west 3, to semprivate immediately, and
phase out remaining beds.

Demand for semprivate care during the 1940s increased, inspiring administrative
confidence for reorganization. In 1942 C flat converted to-geimate acommodation, adding 75
beds. Meanwhil e administrators | ooked past t |
conditions after the war insofar as it relates to Hospital service. We must think carefully about size,
type of construction and equipmentanfi t he ki nd &% Thesbeardwsipectedpest e d e d .
war building andvantedto be ready with blueprints and estimates.

Education was as important a factor as economic improvement. As early as 1943 hospital

Superintendent Dr. Harry Coppinger contagieaiminent doctors in the United States and Canada

WHiExecutive Committee Meeting, WGHO 16 April 1944, 1
SHiExecutive Committee Meeting, WGHO 18 June 1944 1
WHWi nni peg General Hospitthal yeAnnd®l42RepdOtd3, 14. Box 1
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about the idea of becoming a medical cehtlieked with the university and other local healthcare
provider®) rather than remaining a general hospital. In 1943 Dr. Warfield M. Firor, secretary of the
American Surgical Association, forwaed Coppinger a lettétom a Cincinnati professor of surgery

and Surgeon General stressing the i mportance ¢

spaces. The | etter cont ai n eRfeskyteriarawniphthightightedd or N

its mission to Aheal f°KaowlsdgefkAmericad medieahoertresn e w d
focused on educati on beavarmeergacimtoh.r al t o Coppin

I n 1944 Dr. Paul Thor | aténgoesiiorpostvar buildingtaitheo n t h e
Civic Bureau Board of Trade. The scheme called for the demolition of A and B blocks, and
suggested ongoing renovation until the ol der
and arr ange me n t*%Thorlaksen solght sut thefblireaun hopeng for its blessing and
that it might help the WGH secure financial support from citizens of Winnipeg. Thorlaksen made an
appeal by presenting the hospital as farthsommon
medical centre has become obvious with the increasing demand by the public for hospital
accommodati on and specialised treatment. o0 He
Athe public has become c onisinalospdal Thisesin markeee s af «
contrast to the attitude of thirty yeaf ago
Thus he leveraged practicality and universalitite hospital was the best source of medicalicare

to justify postwar funds citizen support. OhApril 1945 the provincial legislature incorporated the

Manitoba Medical Centrf°The Chi l drenés Hospital became i

Y3aDr. Warfield M. Firor, Secretary American Surgical A:
WGH Fonds, PMA

MRReport to Civic TBDur. e aluno rB caakradd, 3oFile B[BoeADWGHI Fontls, PMA

409 bid, 2.

#“0WGH is still used throughout the dissertation since it remains an autonomous entity until 1972.
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formalized its relationship with the University of Manitoba. The institutions withenntiedical
centre remained autonomous.

From a material perspective the 1911945 period was a challenge for the WGH. Lack of
funding curtailed expansion for the better part of two decades. The board failed in several attempts to
acquire new funding from éhprovincial and federal governments. Monies from the FBBW largely
kept the institutiorsolventin the 1920s. However, the general public never fully lost faith in the
hospital. The fact citizens did not wish the hospital to fail shawatinedical caread hospitals
had become fused. There was also a marked difference in the ways patients consumed hospital
services, evidenced by demand for spniwvate and private accommodation. DuringBlepression
and early war years the compromise of spablic wardsdlemonstrated administrative compromise
in the face of patient demand of care.

The World Wars strained the hospital to its limits but also cemented its reputation. Both
society and government leaned on the WGH during those years and it withstooddeepsitgen,
and continued to function. Perhaps what was most significant was in the final years of the Second
World War administrators found a neaurce of funddg-or an institution haggard by hectic day
day operation to find architects and have dr@siand plans prepared is remarkable. The caveat that
organization is not only proactive it can also be reactive remains. Administrators became beholden to
public expectation. It was this demand t hat
reputation, and justified its expansion.

Calgary i 19111945
In Calgary voters played a central rather than oblique role in hospital organization because the city
became directly involved in hospital management. Municipal involvement was an element in other

cities as well, but two facts set Calgary apart: its @a8%3 amalgamation of city and hospital
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administrations, and municipal ownership of its property. Ownership of property and equipment did
not make the city any better prepared to manage a hodpitact the hospital administration
remained separated from civic government. The
results during thé&irst and Second World WaasidDepression.

On28 April 1913 the City of Calgary passed{tgw 1472 which Bocated $10,000 towards
the erection of a smallpox hospital. By October it agreed to transfer property and amalgamate with
the CGH to form the Calgary Hospitals Board (CHB). Management authority, in addition to
property, was part of the transfer. Thewnkoard consisted of 14 memberkrae elected by
subscribers, four appointed or elected by medical professionals, and six from the city either placed
by council or chosen by ratepayétsPerhaps the most significant factor for the CGH was passing a
$200,000by-law which set aside $20,000 for hospital buildings. The agreement specified that all
land used in the process remained the property of the cifyManch 1914an act of incorporation
passed provincially, officially empowering the CHE.

A meeting & the CGH building committee in April 1914 was unable to agree if it should
pursue a new structure or expand existing facilities. If the committee addedngs the main unit
would become a central administration building. Converting that building wouit design
freedom because any lost beds required immediate replacement. Unable to decide, the committee
sent a letter to all Calgary architects seeking their codhSdlith Canada entering the war four
months later construction efforts halted. Enlistm@mong CGH staff was high; its first interne

program came into effect between 1915 and 1920 to cope with slsfagd815, a haggaHB

i Memorandum of Agreement between City Council and CGH
AHSAr chi ves. See Appendix |11, |l mage 3.4 for image of t|
42The CHB performed essentially the role played by trustees at other general hospitals -fbheagayanagement

staff was affiliated more with the CGH as the institution.

WHEMi nutese 8LUil ding Committee,o 20 April 1914, 1. File
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wrote to several hospit@lsWGH, TGH, VGH, and facilities in Chicago, New York, Seattle, and
Bostord asking about theimanagement, standing committees, and nursing currictitim.

It 'S unsurprising that one of the CHBOS
hospitals. Before its mass outreach in September 1915, the board contacted Geo Haddon Business
Manager of tb VGH hoping seeking guidance on how to find an architect versed in hospital
buildings, and what structures should have priority. D. A. McKillop, General Secretary of the CHB
wrote, AOwing to the crowded c oncoughtnesessaryof t he
to enlarge the buildings. We hatyveenty-oneacres and the present building covers two. Our chief
difficulty seems to be to get an architect who has had sufficient experience to warrant as large a
proposition as*™Hadends rnekmpdrysd oembeammsul at ed
design in the early 20century. He had suggestions for McKillop but no firm answers. One option
was to add a privation patients pavilibas Toronto did in 193D and convert the main building to
public and sempublic wards. On the othéand,some VGH administrators felt that the hospital
should split into several cells to serve different portions of the city rather than to cefitfalize.
Haddonalso suggestetivo Vancouveibased architects that he lesied were up to the task. He
concluded on the nebulous note that everythinc
plans were no more mapped out than those of the CGH.

In June 1917 the building committee voted unanimously to petition cibecddor $200,000
to erect a new wing. The committeeds tone was

further the city is running great risks which may seriously endanger the health abewglbf the

WAMi nutes of the Building Committee, o 18 January 1915,

WRD. A. McKillop, General Superint #npldRee i, File3D@6GHFormls Geo Ha
CVA
465 Geo Haddon to D. A. McKillop,d 29 July 1914, 1. Reel
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wh ol e *’Aimbngh.later the ammittee posited a plan to expand nursing accommodation. It
suggested awo-storeywooden pavilion approximately 35 by 50 feet in size with a basement. The
interior portions were intended to be about 7
floor, each accommodating 14 nurses in single rooms 8 by 18%est.14 August the architectural

firm Lawson and Fordyce began drawing plans.

In 1919 the city dissolved the CHB and became the final authority on all matters. The
internal CGH board remainexs a functionary appendage. In so doing the city assumed all debt.
Changes came quickly, such as the council 6s a
Report which specified care for Oment twothey der :
provincial asylum, would become a CGH responsibility. City council did not just suggest this change
they also provided specific, spatial instrucon i We ¢ o n-arfamgenrent bdf tha roomrfoe
this class of patients at the hospital shouldnlagle, whereby the wards for such patients would be
segregated on the ground folAdesmen wereshe arbitereaf f r o
hospital management, and in addition to changing the types of patients, provided economic input
divorcedfromme di cal consi derations. They decided war
rate prevailing at the CGH will not cover expenses consequently a deficit is entertained. In view of
this fact your Committee is of the opinion that this deficit should be iawd*& dhe city
government imposeprotocolsfocused on balancing ledgers rather than healing.

In 1919 a woodeiframe annex for emergency cases was completed with 55 beds for adults
and 20 for children. The budget was $20,000 with $5,853 for furniahithgquipmerf?! The main

building underwent reorganization to increase accommodation. Maternity cases occupied space on

ATAMi nutes of the Building Committee,o 15 June 1917, 1.
WBARMi nutes of the Buil di. Fig3, Baxm@GH RFoede GA 4 July 1917,

WBACity Clark to Dr. Fisher,o 17 September 1919, 1. Fil
2iExcerpt from Special Hospital Policy Committeeo 25 Se

e
2IDr . Fi gh Maa sMayyog 0 16 February 1919, 1. File 1, Box 1
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the first floor, and a childrends ward opene
underwent renovation to accommodatemerdtay i | | pati ents a*ftherpr ovi d
was some accordance to medical practice as sun rooms were still in some degree of use. However, it
implied there was a tindeor at least a possibiliy when such patients were confined with little or
noli ght. The Acell 0o in the WGH basement comes t
even for a city council concerned chiefly with solvency.

City council threw its weight arourah small projects and dag-daydecisions, but stopped
short of settlindarger issues. In |at#919 itaskedsuperintendent, Dr. Frank Fish, to prepare plans
for a major expansi on thattha nedical professon pegan to e dksgmo n s t
as both practically and pr ofassfsthechaspithlexpansiomp or t e
we should of course decide upon complete permanent hospital plans. These plans should be
developed with the greatest care and no plan should be adopted until it has been given the most
thorough st udy. decidewhethierithe sutrentbtildings sthoald be incorporated
into a new design or demolished. Dr . Fish pr
building although not planned at all on the most modern lines is-tiee¥ss constructed of the
mog substantial permanent brick wa*tHedavaaredd we ¢
demolition and rebuilding, but the cost was prohibitive.

For patients in the early 1920s one imprin
rules. Somevere medical such as segregation of patients into surgical and convalescent groups, or
therequirementd d o cdnsembéfare a patient transférhese produced different experiences
for patients such as boredom and discomfort. Other rules weretedives and expressed civic

parsimony. A notice posted in the staff area in 1920 summed up the pressure felt by administrators:

22 City Clerk to Dr. Fisher,o 11 November 1919, 1. File
2PDr. Fish to Mayor and-2Cied,Boxil®. CH FbndDAHE Arohvee r 1919, 1

178



PhD Thesis S. Sweeney; McMaster UniversityHistory

AnAl I l ights are to be turned off when not req.l
use of all supplies. Watéaps are to be turned off. Remember you are wasting money that might be
used to i mpr &Ud opurt iremst i twelr.ed0 admi tted throug
Board they were entitled only to general ward accommodation. A patient could pay trenddfer

but had to do so in advant®.

The relationship between hospital and council was punctuated by flashpoints of tension and
complaint that rarely saw resolution. The department of public health operated a clinic for sick
children until 1920 when it dowoaded the responsibility onto the CGH. After three years of
unsatisfactory conditions superintendent, L. I
holding these clinics has not been favourable owing to lack of space both with regpegieto
waiting rooms accommodati on and *4Takingammnefvor t h.
responsibility meant cuts elsewhere. The disruption caused by adding a new department
demonstrated the importance of design, and the-sa@ro nature of sgre. Space was a finite
resource; if one department gained, another lost. Between 1920 and 1923 three different rooms were
trialed as a childrenbés clinic but none prove:
transfers and the other for th@itchboard operator. Irving ultimately resorted to technicalities. He
argued children and infant®unted aseither inpatients nor outpatienend therefore they fell
within the responsibility of the public health department.

Patients had some influenoa ward changes. In 1922 complaints about the sounds of car
engines parked along the west and east wings of the hospital spurred new redéi&mmsplaints

came from both wings, so they represented different ward types. The cars largely belonged to

“2ANoticedoO 24 November 1920, 1. File 1, Box 2 CGH Fonds
“2PANotice to admission and discharge clerkso 30 May 192
p

2L, E. W. Irving, Superintendent WG8SeftembeHioz3, IWdlea3s h i t
Box 19. CGH Fonds AHS Archives
2"fParking Carso 3 April 1922, 1. File 1 Box 2 CGH Fond
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hosptal staff. In response to these complains administration reggtaéfdnembers park thetars
opposite the main entrance. It is true that parking happened outside the ward, but sound travelled in
and affected experience. The fact patients were ablerte fadministration to side with their
preferences against the staff is evidethes theywere not voiceless.

The actions of doctors, too, forced administrative action. In 1923 city council ordered a
report on the use of emergency servicesduetoclaimat doct ors were over st
needs. On 12 June 1922 Dr. Aikenhead phoned the CGH to reserve a private room. When informed
none were available, he added that it was an emergency case. Around 5 pm a nurse called to say
there was still no bedDr. Aikenhead repliediy o u 6 | | have to put hi m s
emergency and s upp d®8lrededpdraiontha murest the patient in dnieas? 0
wing private room whose occupant slept on the balcony. At 7 pm the patient shockedyurses
walking into the admitting office. The next day arra§ revealed a bruised shoulder and he was
discharged. The event created confusion, compromised private wards, caused tension between staff,
and led to an unnecessaryay. On 1 October new rules veegnacted. The superintendent would
issue a warning for a neexigent case, and after a third offeatldéuture requests would lekenied
Admi ni stration would not tolerate doctors Ocr
private ward$?®

The 1930s were such a dark period for CGH that many of the unpublished institutional
histories or alumnae reminiscences completely ignore it. The situation was exacerbated by the 1935
Alberta Health Insurance Act. It was a piece of legislation that couldhedped, but the United

Farmers of Alberta Party was defeated soon after passing it.3dwal Credisuccessors did not

“2fiReport Regarding Dr. Aikenhead-2Ete2rBpeld CGH FRElsAHBY at i on
Archives

2°% Co mmoinsesris ® Report: To His Worship the Mayor and Counc
19. CGH Fonds AHS Archives. The same principles applied to women in labour, and those with typhoid
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enforce the legislation, and new laws were not passed untit*3@@&ff shortages hurt the CGH as
well. In 1933 W. H. McGuffin,CGK b uper i nt endent, wrote to the m
situation. One of his techniques was comparison, which would have been difficult without the
increasing correspondence between hospitals. He noted how at the Regina General Hospital (RGH)
ten wardsupervisors were employed whereas the CGH had only five. The result was the maternity
ward, fourth floor menés surgical ward, third
ward and womends surgical ®M oors | acked consi

Previously the city had suggested that if the hospital lacked supervisory staff that it should
put senior nursing students on night shifts. In a series of rhetorical questions McGuffin attacked the
idea, Als this fair an dcdwelfacepfehe paheat?Inthegventefgrar d t
accident or error resulting in harm to the pa
Mc Guffin saved the most pressing concern to e
businessifitbecme known t hat graduate nursing %upervi
It was a thinlyveiled warning that the city exposed itself to liability and thus financial danger. From
Mc Guffinds perspective mor e e medtiomuai@palpofitiasd e t h e
asmore peopl6s | i vel i hoawithwhe economymslovend) healin and tharitable
institutionsmoved increasingly into publfocus.

The peculiar relationship and administration of the CGH had not escaped publio@atte
and in November 1933 a plebiscite was held on the subject. Mayor Andrew Davison argued city
council should continue as an oversight body. Doctor and Alderman W. A. Lincoln countered that

typically hospital boards oversaw administration and votetslsay. To encourage a vote the CGH

“0Robert Lampard, fAThe HIBYdlde yHe@d mri s snisaur ank®3 A n Al ber
Making Medicare 183187.

Blaw. H. McGuffin, Medical Health Office, and Medical Su
3. File 2, Box 9 CGH Fonds AHS Archives

432 1bid, 3.
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wrote an open | etter: AThe haownplandaldesnanmneithee un d e
havet he time nor the inclination to giw# <cons
Administrators knew how otlhé&ospitals were managed and resented their anomalous situation. As a
compromise the board was reformed to consist of nine members, the mayor-affiaroerember,
two Alderman, and six adult citizens of Calg&tyThe CHB was a corporation separate fritwe
city butit wasnot governed by an autonomous body.
Between 1923 and 1940 the CGH added no structures. Even in the corgeghofic
stagnatiorand total war it was remarkable for a major hospital to go 17 years without any additions;
and not for&ck of trying. A 1929 byaw to provide $1,275,000 for a new wing failed to pass as did
one in 1930 to pr ovi d* The BoBpjtadvead noff statimgmanistrators s e 6 s
rearranged wards, and new equipment trickled in altering techniqueatiadtexperience. The
board also met with architects and consultants. Harvey Agnew, overseeing the Canadian Medical
Associationdés (CMA) Department of Hospital Se
From his post at the CMA Don Afgneweh@&dl fally
for some time, and believed they needed a survey to catalogue all services, property and equipment
to locate inefficiency. The CMA created the DHS in 1928. Dr. Agnew left a teaching position at the
University of Torontotowdk t here because he preferred to 6
vision for the DHS was to create a resource f
house for hospital; information, establish a library service, making personal visitsoitabon and
advice, and to help establish gfPThebDHScdidrot and

chargeCanadian hospitals for surveys, but atemld not guarantegemely completion. Agnew

WAPl ebi Gicti yeHosmpi t al $he Whettar83 Obteberid83 d , o 7.

B4R Cal gary Ho s{3,i1935. File 4 Bor QG Fands AHS Archives

R cCal gary General Hospital,o 18 April 1950, 3. File 17
436 Agnew, Canadian Hospitals 1920 to 1978:Dramatic Half Century66.
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suggested Dr. William H. Walsh of Chicadar. MacEacarn of the ACSor Dr. Haywood of the
VGH as qualified, quicker optiorf§’ The CHB met on 12 May 1936 and agreed to enlist the
services of Dr. Agnewlespite the possibility of a long wait.

Facilities were in such bad shape that the report arrived in Jtime €ame year. It offered
stark news. Alt soon became apparent in this
there would be a tremendous gap between what is obviously needed, particularly with respect of the
physical pl anaa soO raencdo mnheunsd ewdh ahtad t o be @Al ess |
pr act *%%arBdnev.theé most pressing concern was overcrowding. The official capacity was
rated at 191 beds plus 24 bassinets. However, the average occupancy over the last year had been 200
patient s, with spikes as high 233. Here Agne\
namely that once a hospital eclipsed 80% of its capacity proper organization and function began
breaking down as segregation became impossible.

The overcrowdingproblem was further exacerbated by underlying patient systems that
became exposed when the hospital operated near capacity. For example, patients experienced the
hospital as several spaces. Agnew noted that instead of moving from admission to ward they
shuffled from one temporary room to the next. In an overcrowded institution spaces used for short
term rest quickly filled which led to delay and confusion. Further, he felt existing spatial
organi zation was | opsi ded. pafieBtothatextfa bedschave heeni s i t
set up elsewhere, many of thetwee d war ds are obvious!|%’Sush g eno

arrangements violated provincial regulations which required a cegaardootage and amount of

“"fAgnew to Barnes, 0 12 May 1936, 1. File 6, Box 9 CGH
®RA Survey of the CGH and ClIH: By Dr. Harvey Agnew, S
Medi c al Associati on, DCGHionds, GA9 3 6 , 1. File 16 Box

43 bid, 5.
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window ventilation per patrd. He was especially concerned for some of the upper floor rooms
where windows openeahto a glassedh porch.

Agnew made three primary recommendations: to clear cases that could not be helped,
divorce hospital administration from municipal politics, dndld. His frankest comments came
about the state of the building: AThe hospital
considered as anything but a temporary and on
repor t i n dightohnaodernfimedical knbwdedge of hospital administration the hospital was
so badly designed that the only re'®ForAmmewut i on
the building could not be salvaged and was a hazard to patients.

Other complants shone a light on patient experience in a decrepit building. The pediatric
ward was one such area that Dr. Agnew found 1in
and four in another, adequate segregation of children is impossible. The wastinoery dark.

Venti |l ati oen niusr steadd. obtaritded, andairecludsaommsdesigned for two

students having to accommodate asmarsyasx . Fur t her, one hospital v
accommodati on whi ch wa&esfor patieats ancid noticonsideredodesirable t i a |
for the nurses who should intheiraffut y hour s be away frYmhat he ho
ward space could be liberated by housing nurses elsewhere wagm@atfatory. Thedeathat

nurses needed fréene was a unique comment not previously observed in organizational discourse.
There was evepresent discussion as to where and how to house nurses, but the building of these
residences was al most excl usi vel y sdeedeegspaten t he
from their work was a rare moment acknowl edgi:

also an indication that the hospital environmeas stressful to the staffhe spatial organization of

4401bid, 16.
4411bid, 9, 1314.
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the hospital was not solely a patiendoctor matter but one that required complex balance across a
broad spectrum of employees.

Agnew recommended a building with bed capacity for 300. Therein he stressed particular
spatial wuses, namely enhanced pvrandwnat padgiculartyo ms d «
desir abl e*?Hes privatevdomd with mindern furnishing and equipment would increase
patronage as well as revenue. Agnew was pr agma
public and professional support one abséfely predict that even 300 beds would soon be found
i nadequat e duf¥Thegnorp eraadpenceivedithe stape obhealth care became the
more likely it was for individuals to think they required treatment. This was a social process where
doctors and patients were both responsible. With each wave of hospital building there was an intake
of patients who previously had not necessarily considered that their needs could be met. Conversely,
with a flurry of interest and excitement about buildinglc donations would increase. Agnew
believed it was these superfluous operational costs that drained hospital resources over time. He
suggested a serious reconsideration of bedafesas upto-date hospitalvould cost $3000 per bed.

In 1937 the CGH o#ired a mere 215 beds and had not acquired any new structures since
1919. Internally doctors and administrators were aware of problems but had very little power to act.
Patients saw problems too. A meeting of the standardization committee in 1937 n@&ecktiecs
large number of complaints about unnecessary noise on the wards coming from radios, raised voices,
and heavy footsteps from visitors and staff. These issues were as architectural as behavioural. The

design of the hallways, the thickness of wallsors and even the type of insulation and paint all

442bid, 17.

“HA Survey of the CGH and ClIH: By Dr. Harvey Agnew, S
Medi cal Association, o0 June 1936, 1 Bsiondnithe social gerceptmxof 2 CGH
medial service expansion see Roy PoBéwpd and Guts: A Short History of Medicifiew York: W. W. Norton &

Company, 2002), 44.
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affected acoustics. For instanswinging doors on the operating roemvere permanently shut as
the hinges had worn out afidppedopenduring procedure¥

At a staff meeting on 23 June 1938 doctorsted publically about the condition of the

hospital. Dr s. Lincoln and Mackid remar ked on
pointed to |l ack of reserve bed accommodati on w
or epi deni ct,hte asnid e¢ meas i nconvenient. Dr. Hugh
crowding in the hospital, o and that there was

Only Mr. Adams, the hospital chairman, resisted the naysaying. He did not éamseith for new
buil dings, but noted that estimates put the coc
propaganda re obsol ete s*Hetsaw neither Hopeef raisingspcht a |
funds nor value in deriding the institon.

Some support gathered for the building of a new hospital in the 1930s but the beginning of
the Second World War delayed plans. In 1939 a small annex known as B block was added to the
nursesd s residence for the purhelwsne hthe I1940d¢he board g c o
approved an internes residence that was never built. A breakthrough came in 1941 when construction
began on two storey building named after a 1934 bequest of $147,000 from the Perley family. The
Perley wing was the only largeoject attempted during the war and Depression; however, it did not
open until 1944,

Whenthe Perley Wing opened in 1944, it add&tibeds and 60 bassingisisa 2Gbed
surgical ward and 26rib pediatric unit*® There were also delivery rooms, officesid nursing
areas. The building did not have lab or incubation facilities, nor did it have spaces for families to

wait. The Perley wing addressed the overcrowding issue by providing some relief but was not a

““nstandardization Committeeo 18 January 1937, 1. File
“rstaff Meeting,o 23 June 1938, 1. File 4 Box 22 CGH
i CGH Historical Dates, o 1989, 8 File 15 Box 33. CGH
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major solution. In the early 1950s the boardwerted the Perley solely to a maternity hospital. The
decision demonstrated how administrative thought grew more pragmatic. A common complaint was
lack of ward space for female patients and as the Agnew report showed the practice of ward
segregation exadeated overcrowding. Adding an d@#male wing partially addressed the lack of
ward space, provided a place for overflow, an

The Second World War had less dramaticndimenceon the CGH than the depression; in
part due to how bad the situation already was. When doctors and nurses left for overseas service the
patient paid the price. However, the prospect of federal money provided optimism. Learning from
the First World War there were more military health fag$itset up and far less responsibility
downloaded onto municipal and civic instituticiéCivilian demand remained strong and the CGH
continued struggling after the war. The CGhinpughat emerged from the Second World War was
unsatisfyngly similar to theone that existed ih918.

During theDepression and war years Calgary expanded its health facilities in a minimalist
manner. Funding was tihasic concern of administrators, which waacerbated by the anomaly of
direct city involvement. Administratorand doctors pushed for more autoneragd founda
compromise in 193®&hen the CHB was reinstatethe hospital was no longer a branch of the city
government, nor was it run by doctors or charities. No reformation of governance could solve the
money problem. Citizens still controlled the purse strings, and the CGH faced rising expectations
and aging facilities. The promise or hope of
1918 period was lean. As the hospital moved into thel@#Ds it neéded new buildings to provide

health care and contribute to medical education and research.

447Desmond Morton and Glenn T. Wrightlinning the Second Battle: Canadian Veterand the Return to Civilian
Life, 19151930(Toronto: University of Toronto Press, 1987)983
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Vancouver 19111945
In 1911 the VGH was overcrowded and lacksel capital for a major expansiorhe same year it
began construction on a sowttest wing which was finished and partly occupied in 1912. The main
building accommodated 375 beds once fully operational, and represented completion of the original
1888 plan. Overcrowding was so bad that a central wing was planned on the site of the present
power housetldispersed patients but did not add any beds. The central wing also added surgical,
kitchen, and scullery space. A new power plant and laundry were planned, as was a permanent
isolationbuilding. With the removal of these buildings a large area soutiedfiospital was freed
for future expansion. A nursesodos homepayess pl ar
supported expansion by voting in favour of alémy to provide $325,0068

Such a large public grant coupled with major facility exgi@mought to conjure the image of
a secure and wetlupported facility. But the 1912 annual report told a different story. Directors
noted that Athe past year has been marked by
hospitals, eandodlef@neceddf The chairmands addr
of hospitals in the 1910s. They had been established as useful in the minds of theyduatged
behind in infrastructure. AnThe di rgeowihgoim s hav
importance with great rapidity, without adequate provision being at their command to meet the
requirements, and as a consequence coffidrel | i ng
addition to the byaw city council provided a grant of $000 on top of the $0.45 pdiem The
chairman ended his address by reminding citizens that patients who could not pay were the true
reason resources were scarce. It was a stark reminder how the fragility of health could be a potent

political weapon.

RVGH: Annual Report for the year 1912,06 1913, 5. Box
449 |bid, 6.
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Between 1913 and 1918 the VGH added at least one major building per year. In 1913 the
southwest wing was fully occupied, and the power house and laundry completed. In 1914 the
service win@ called the centre wingthrough1¥l&vas compl et e dmeoanmeatbya nur
Heather Street opened. The new service wing was remarkable in its experimentation with semi
public wards. In the 1910svard choice was more often binéryrivate or publié but the
expansion of different approaches demonstrated the growingtance, and thus use, of hospital
facilities more generally. Serpublic differed mainly in how the doctor received compensation but
could also include slight improvements such as portable curtains.

A number of projects were completed in 1915: a patholagiding, ward X for the
chronically ill, and an enlarged operating suite. The wooden isolation cd@tagested in 1908
were removed in 1916. In their place a citfended building was added for use as a military
hospital. The operating suite offereadat e of t he art equi pment, feql
Administrators reached out to several Canadian and American hospitals to inquire about design and
equipment. Ward X, a response to ldegn patients cluttering the wardga s i | alrgigted, wel |
and airy, and at the same time gave direct acc
to add that fithe need for a home for incurabl e
occasion with the government and with the @fff.Incurables remained a category hospitals did not
wish to handle; recovery and healing not main
Still, establishing an incurable ward was evidence that a broader vision was developing.

The 19151916 annal reports stressed the challenge of total war. In 1916 the VGH was
responsible for approximately 300 sick soldiers on top of its usual duties. The rhetorical power of

caring for soldiersvas not | ost on the board: firdatment o b | i g

R VGH: Annual Report f-bHrBoxWXeDG2e24/2, VAHFGnHs, GVA.1IS8ulcé of abdve
guote as well.
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available to men who had been broken by war, falls just as strongly on institutions of this kind as on
the governmenté. Patriotic and civic pride | ef
s e ¢ u“¥'aA dew building was erected next to thaimcomplex, funded jointly by the province,
municipality, citizensand local businesses. The VGH found itself responsible for a medical
emergency which put administrators on edge. However, it was also an opportunity to showcase its
worth as an institutio, insert itself into an important social process, provide an image of assisting in
the war effort, and acquire capital.

Of all war buildings the most important to the VGH was the 1917 Marpole facility which
added 300 beds. For two years the board dsstlhe possibility of purchasing a struggling hotel on
Marpole Street and converting it to hospital use. Early in 1917 it leased the building. In 1916, 8,718
patients were treated at VGH facilities, in 1917 that rose 25% to 11,671. By the First World War
doctors and administrators shared a preference for pubpalsstructures rather than retrofitting
other buildings. However, faced with unprecedented demand there was little*¢fdleebuilding
was designated as a home for convalescent and intereatmént cases, with one wing for chronic
di sease patients. The Marpole Annex was i nadec
fine new building, formerlyanup-d at e hot el éi s very admirably ad
lotsof space,gab air, all possible comforts a*WTteoppor:t
Marpole Annex relieved the main building of a large number of convalescent cases. One initiative
that grew from the new facility was-eglucation and reoccupation for soldie&ich efforts

redefined convalescence, and broadening the scope of medical care and hospital function.

Bl VGH: Annual Report for the year 1916,0 1917, 11. Box
®2AMilitary Hospital Annex, Not es b yD-2WG$l Fonds.CVAT See Roger s
Appendx Ill, Images 3.5 and 3.6.

*BAVGH: Annual Report for the year 1917,06 1918, 40. Box

pg. 10.
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Theinfluenceof the First World War on the VGH was profound. In addition to the Marpole
Annex a military annex on ¥2Street was built and equippdutaugh donations and fundraising.
Together these two military hospitals accounted for 600béda | f t ot al VGHO6s cap
hospital war was, in a sense, big business. The institution swelled in size and was brought into
frequent contact with polital actors. From the perspectives of returning soldiers it became
something of mixed symbol. On one hand a place of hope where a return to normalcy might be
attainable as well one of dread where debilities had to be confronted.

Isolation buildings to treanfluenza patients marked a pause in building activities. For the
next seven years the VGH coped first with financial austerity and, as prosperity returned, financial
caution. The VGH was taxed to capacity by military obligations. Administrators redorted
temporary accommodation in the isolation buildings. Finances were stretched so tightly that in June
1917 administrators agreed to segregate paying forapagimg patients inside the general wards.
Their hope was t hat b yhosp#atcouldfogus its efforts rcektraatiigt 'y  w e
payment from patients who could actually affortPfThe board made small improvements in 1917
and 1918, notably adding balconies to ward T in the main building and sun rooms to the military
annex. Coping wit returning soldiers required more wards and different facilities, but it had subtler,
longerlasting changes. For instance, the board renamed ward T the Pringle Ward in honour of Eden
Pringle a graduate of the nursing schadio died in the bombing offRed Cross hospital in France.

The 1920s started bitterly for the VGH. A-taw to provide funding for the erection of a
nur sesd6s home and maternity hospital was def e:

12" Street military, Haro Street infia, Marpole militarycivilian, and Heather Street isolation

annexes. The board appealed that accommodati on
of the city,o0o and that #Aa | arge defici,in resul
®fiSpeci al Meeting of the Board of Directors, o 18 June
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spite of the fact that the directors e®erted
Though the war and epidemic were over, costs and responsibility lingered. The military annex still
held a | arger +w®smbadéil iadntsdaviver aimingstnators felt the number

was low enough to restrict their treatment to the lower floor and place civilian patients in the rest of

the building. The maternity ward was crowded. Its intended capacity was 25, but coped with closer

to 60. A floor previously used as a dormitory for nurses was converted to cubicles for infants.
Facilities for observation and isolation continued to be a consistent source of worry and were

ii nadequate in every s &h0Obsrvatidiroomdiveere sodimitbdin f or t
number that it was difficult to find time to clean them. Administrators noted observation rooms were
especially battered because they saw alcohol i
circumstances mirrored what manyngeal hospitals in Canada faced, an almost perpetual state of
spatial adjustment without expansion.

Lack of fund forced VGH administrators to renovate rather than rebuild for most of the
1920s. The 1921 annual r epor uedtodethneenain abstaclé h at ,
preventing the board from providing extensions or improving facilities to keep pace with the
advances % hi19%Xthe prdvinge tuthedrer $156,491 collected from taxes on liquor
salesto erase an operating deficit $77,792. Some of the balance went to acquiring aayX
machine and renovating private wards. However, administrators lamented the annex system. They
argued the hospital s fiextended spH®mioe3tef oper

province took responsibility for the Marpole annex. The addition of-aayX¥machine necessitated

“SHAVGH: Annuale Ryeepaorr t1 9f200r, 0t h1921, 9, 11.. Box WX 2 DC 2.
456 | bid, 45.

®"iVGH: Annual Report
®RVGH: Annual Report

r the year 1921,0 1922, 9,
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new quarters in the basement of the saudist wing. Administrators deemed it unfeasible to add a
new building and instead reorganized, creating wards | &8 G.

I n 1923 the board aspired to resume build
additional accommodation has only been acquired after, and not in advance, of very pressing needs.
The immediate requirements seem to point to a separate paviliohfer Mat er ni % Depa
The i mpul se was sensible in |Iight of the prec
off-guard and resorted to a tedious network of annex buildings that were almost always
overcrowded. Administrators in big citiegpagd to build and manage a medical campus of purpose
built structures. Lack of finances blocked the board from achieving its modern vision. Most of its
resources were spent simply keeping pacing with developments, such aayn X

In 1924 rate payers w&d in favour of a bill to fund replacements for the 1906 infectious
disease buildings. There was some debate as to whether the city or hospital should be responsible for
operation. The final decision was to have the board operate it in exchange for naionone
Administrators still beat the drum for a new maternity hospital, but added that a pavilion for private
war ds, an extension to the gener al wards of
necessary totf! Demand and strain fueled these segjpns, but the increased use of the word
6modernd in administrative rhetoric pointed t
justify the alterations necessitated by new technology and techniques. The word modern captured
this idea, anadministrators used it to convey an image of scientific, current, efficient, and effective
healthcare practice, design and procedure. Unlike struggling prairie cities Vancouver had a robust,

wealthy medical communitif?

“HAMi nutes of a Meeting of the Board of Directors, o 11
%0 VGH: Annual Report for the year 1923,0 1924, 32. Box
®lfReport of Special Extensi onA&UCHFRFindsCéle, 0 2 April 1926
2Margaret W. Andrews, fAMedi clad?2 BEtStudiest@(297N:8234. n Vancouver
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Provincial grants anflindingby-lawscame again in 1927. A building previously occupied
by the university passed to the VGH for use as a tuberculosis hospital. It was a cinoceiee
that required significant internal renovation. Once finished it added 70 beds and was renamed the
Fairview Pavilion. In 1928 building commenced on new maternity and private ward blocks, both of
which administrators expected to be complete within a year. Once the new ward blocks opened
extensive renovations began in the maurding. It has been receiving eass patients due to the
12" Street annex closing. Nursing accommodation was a problem as well. Administrators noted
current housing comprised fAseveral wood struc
buil ding and c¢hi l dessamn,@ssarelbwldngs far spécialaepatment sach asn e
X-ray, physi ot ffEheaprsing prafessibn éxmabdsd with patient population and
educational opportunities.

By 1929 the VGH had grown to comprise a main building, private ward buildiagrnity
buil ding, an infantds hospital, infectious di
annex. The maternity and private ward buildings just opened, and extensive renovations were
ongoing in the main building in anticipation of diogthe 12" Street annex. The board was close to
realizing its goal of a modern medical campus. At the end of 192%@H ran a deficit of
$347,752%$265,64had beemxpended that year alone and $80, 888&from construction costs. A
commission formedonsisting of Dr. A. K. Haywoqgdhenof Montreal,and Drs. M. T. MacEachern
and W. H. Walsh of Chicago to investigate the
Vancouver. The board supported this action, but its impetus came from muairaipaitovincial

politicians concerned about cost and accountalffifty.

SHVGH: Annual Report for the year 1928,0 1929, 9. B
®WHEMi nutes of the Boar d ol Bob7\MWGelEddsIC¥A. 6 20 February 1
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The years 1930935 were spartan for the VGH. It added no buildings and even renovation
was limited to little more than an enlarging ofy facilities in 1932. In 1930 the ¥ Btreetannex
was demolished, and ward rates rose from $2.00 per day to $2.50. The commission recommended an
extension programme over ten yedmstit would solve only the most urgent problems of nursing
accommodation and overcrowding. Significantly, the regott g ge st ed, At hat I mmn
consideration be given to the engagafi@ specialist in hospital planning and architecture to study
the whole question of expansion and that your Board secure a plan which will take care of the
community needs for yearso ¢ o 1#¥P&ueh atsuggestion spoke to the emergence of professional
consultants and architects, but also the entrenchment of the hospital as an institution deserving the
attention of fields outside medicine. The board received the recommendation vietking action
due to lack of funds.

During the period of stagnatianinor alterations and reorganization continued. Materials
were difficult to acquire, but labour was cheap. The parks board came to the VGH in 1931 as part of
its invol velmeans i baysheWdrMdi |Campaign, 6 and went
ground adjacent to the private ward pavilion and maternity building. The work was not critical to
medi cal practice, but addressed some esfortehe b
Poorly-kept grounds detracted from the overall image the board wanted to project cbadee#id
and clean space. Therdy addition of 1932 cost $30,000 and was financed directly by city council
after an inspection amencyt e ft UBe 198Gfeafs i@t meodc . t
overcrowding weighed on administrators. Despite juggling beds and converting storage areas into
rooms, accommodation levels were-88%. Administrators and the nascent field of hospital

professionals concurredahit was never advisable to crest 75% capacity.

WHVGH: Annual Report f-al;14tBbhxeVX2 ®@2.2VR2,YGHFonds, CWA3 1, 10
{3 VGH: Annual Report f-&6;18tBhxeNXy2®@2.2VR,9GH Forids, CWA3 2, 15
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Fear of litigation brought the CGH into contact with the VGH. In 1933 Barnes wrote to Dr.
Haywood who had becomigledical Superintendent of the VGHEbout reports he had realolout a
potential lawsuit. Indnuary the VGH had placed a child with diphtheria in its isolation building who
then contracted small pox. Barnes wrote AAIIl hc
possible claims of damageseéit s enstrthe Hds@tal.d | y p-
However it wasAspphirentludggedmarte will | i*ely co
Barnes also asked several technical questions about the approach taken by VGH attorneys. The judge
haddetermined the hospital erred gt mairtaining separate facilities for smallpox and diphtheria
patients. As aesult,meals were prepared in the same kitchen, and the same nurses saw both types of
patient. Haywood noted, fAWe are appealing thi
bearing on Hospital practice in Canada if the precedent is allowed to Btafodtunately these
casesofc@aal l ed cross infection al 1 Hiecommentrand i n
vaccinationsntimatedthat medicine was growing too complicated politicians or lay people to
understand, and that distrusting doctors would only cause harm. What better example than
unvaccinated patients getting sick then suing the hospital?

A tuberculosis wing funded by the province to centralize care opene@i619 The 6 Che
Clinicbéb |l ocated at the VGH was expanded to ad
hand into the design of the VGH campus. Provincial arciditetgnry Whittaked whom the board
|l auded for his fAknowl e dmedthenéw wing ang dortswdtéd orcdesigrs t r u ¢
and expansion. The board had to come up with $830 to cover roofing repairs to the private ward
wing and maternity building. In 1935 the issue of public health insurance was before the provincial

legislature, andhie VGH saw an opportunity to tap into further funds. The 1935 annual report was

%nJ. Barnes ManagewoGG@GH ™MedbDrcal ASukerfHayendent VGH, 0o 2
CGH Fonds AHS Archives.
“%fHaywood to Barnes, o0 30 January 1933, 1. File 2, Box
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cautious about endorsing the i1idea, stating th
adequate funding for the VGH. Provision for the financingew buildings shald aspectsf the
proposed act <call for a greater accommodati on
cases i n sub g% The boary wab eagep fort legislationothat elevated its social
importance, and integration into a major prognaas one way to do so. Howeysome board
members feared it could offload responsibility and cost.

The act passed on 31 March 1936, but was less ambitious than planned, promising to provide
only $50,000 toward the scheme compared to the $1,200,000 tbnestmnmended in committee.
The periodicaMedical Economicd escr i bed it as: #Apruned and shc
enough spectacle. For it is a pale shadow of its former self, anaemic, and paralyzed in its lower limbs
or lower incomd ev ed°Féde@ VGH board was nonplussed: fét
actual effect on the o' Boctars resstad ovef cortcdrrethathtieeis pi t a
income would drop substantially. They already were providing a significant amount of umgaid ca
Of 700 doctors queried in 1936 only 13 replied they would work under tHé%illvas postponed
indefinitely after a 1937 referendum, and never enacted.

In February 1935 the board engaged the Chideagped hospital consulting firm of Dr. W. H.
Walsh and received his report in April 1936. Walsh had been on the earlier VGH commission but his
Canadian roots went even deeper. In 1929 he was a member of the British Columbia Hospital
Commission analyzing health care facilities. Walsh provided extensive prosated consultation

to the VGH. In 1936 he patrticipated in a board meeting where he confirmed the administrative belief

¥ VGH: Annual Report for the year 193mMls, ©®VA1936, 12, 15.
i The Health Insurance Bill of British Columbia: An Edi
May 1 MegliGabEconomic$1936): 685.

TAVGH: Annual Report for the year 1936,0 1937, 13. Box
“2Margaret W. Andrew, fAThe Course of Medical @p93n9,00n on
Histoire Socialé Social Historyl6:31 (1983). 141142. Andrew stresses that a divided Liberal government was a major

factor in watering dowthe bill which led to doctors resisting it.
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that a shortage of beds and occupancy being uffSafalsh gave the board independent support by
confirming its hypothesis, which aidén negotiations with the city and province. In the 1936 report
he suggested nursing accommodation should be a top priority. The board had rough plans sketched
to replace the Anumber of antiquated bootl di ng:
act as the entire hospital had dal most reach
approacH./* The main building was running at 100% capacity with beds lining the hallways.

The years 1938942 were frustrating for VGH administrators and pasiefthe Walsh
Report estimated $1,500,000 was needed for new buildings, something Dr. Hayalsoaf the
commission now VGH superintendénsaw as out of reach and an underestirfatde used the
1936 annual report to ar dduwhenfooerrefefsuontheisiregpfa Al n
hospital, one generally refers to an active treatment hospital, and one of the reasons that we are so
crowded is that our main building should only accommodate 400 patients, whereas the daily average
i s 4%0®her deprtments compensated at the expense of efficiency. In 1937 provincial architect
Whittaker and Dr. Walsh worked together on plans f&8#bed acute facility; howeverthe
outbreak of the Second World War halted all major building. In 1938 a small inesigence
opened, which added 51 beds in the main building. Such statistics can be misleading. For instance,
the removal of interne beds from the main building was not a 1:1 ratio. Internes numbered around
20, but their larger rooms could be converteddo multiple beds.

The Second World War strained Canadian health care provashelisospitals in particular
felt squeezed!’ For the VGH 1939 was an especially bad year. The hospital was already haggard

from overcrowding and austerity; now it faced nuraed doctors leaving for service overseas.

BAMi nutes of the Board of Di-F&VYGHdFondsh)CVAO F
4%V GH: Annual Report for the year 1936,0 1
BAMIi nutes of t he3Recembedld3s,5 BDX7r VGE Fonds,sCVA.
“3VGH: Annual Report for the year 1936,0 1937, 17. Box
417 Rutty and Sue C. Sullivaithis is Public Health76-90.
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Material s, | abour and capital were nearly i mp
building programme which has been referred to now for several years has received an indefinite
postponement. Adequeat s ket ch planséwere completed but Ca
result in the plans being completed revisedéhc
sick are c¢hHdmTeiboag hapedphie dar would increase employmentemsen

demand on public wards and outpatient care. However many cases the i ncc
dependents was not enough to remove them frablipowards. Other chaos ensued, suchas t

building inspector cademning thevooden buildings used as nurgiresidences.

I n 1940 the board |l evelled its direst warni
concerned we have done nothingéwe find our ac
posi tFamtder, the hospdrtadl evosul ah éhaad/,ed fisse rd xius
obsolete. Administrators accepted wartime austerity, but countered that the hospital dealt with life
and death anshould be treated differently thather public agencies. Plans were drawn in 1941 for
anew oypatient department,asemir i vat e pavilion and physiother
to the difficulty of securing materials and
d e | “¥%n Agril 1942 construction began on a sgmnivate pavilion with apacity for 186 patients
divided among wards of two, four, and six as well as a smaller lab unit. Due to the demand and
overcrowding the administration opened the ground floor to provide physiotherapy while the upper
level remained under construction.

Twoofthesemipr i vate pavilionbs three floors ope

Typical of hospital expansion, it solved some problems while raising others. The beds it provided

‘“TAVancouver General Hospitad:1240ual7RePoxtWKo2 DBe2y?2
CVA.

®AVGH: Annual Report for the year 1940, 0
¥WHRVGH: Annual Report for the year 1943, 0
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were sorely needed, but the added consumption of electricity put an ypsatcstrain on the

power house, and the building committee at once began drafting plans for expansion or a total
rebuild. The pavilion itself was financed solely with government monies, equal parts from the
municipality and province. Trustees discovethd greatest obstacle to wartime building was
acquisition of materials, noting that dnapart f
complete the building, a great deal o%f credi
Throughout thevar architects drew blueprints, but they were rarely realized.

Between 1911 and 1945 the VGH survived two global wars and a major ecamsisic
Where the VGH of the early #@entury saw expansion and prosperity ahead, what emerged after
1945 was adbererinstitution. The internal politics and tone that had always been a bit dramatic
hardened as administration experienced overcrowded wards, archaic equipment, insolvency,
condemned buildingsand an exodus of staff into the military. Howeverajor opprtunities
emergedat the end of the Second World War. The spectres of material, labour and capital shortage
were greatly diminished. Administrators hoped that as Canada moved towards a more prosperous
period hospitals would be at the forefront.

There wee more subtle changes as Wetb say nothing of advancements in medical
techniqued specifically the extent to which governments rather than citizens had taken a leading
role in financially backing institutional expansion. The hospital had become inteigtatt larger
governing structure of society due to its rolemarshalling civilians into soldiers, healing their
injuries, maintaining public healtland facilitatingresearch and education. The VGH was much
larger in 1945 than in 1911, bitg sizedid not reflect a longange plan. Administrators undertook
expansion when and where they could. Even in an age of hospital consultants andsacepiédé:

of providing guidancéhe VGH was hostage to the exigencies of its time.

®REVGH: Annual RepdO#2f or 19HM8,yd1. Box WX 2 DC 2.2 V2,
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Conclusion

TheDepresn and austerity of the Second World War were significant antecedents to the building
boom of the latei940s and 1950s. The decrepit nature of buildings, the overcrowding, the inability

to add new services or take on more patérath exacerbated byconanic turmoiland austerit§y

did for hospitals what rhetoric could not. These factors convinced the public how necessary new
buildings were. Administrators and hospital professionals began tdhsed¢he dream of
economically selsustaining institutionswdud never be r ealapprasalasaThe W
(orivate enterprise performing a public serdi@ealed the conundrum at the heart of these hospital
projects. In the final years of the Second World War administrators began to anticipating a shift
towards a model supported by regular influxes of federal capital.

The task of spatial arrangement was growing more complex and began taking into
consideration more than just bed capacity. Accommodation had to compete with other functions
during renovation. Awhinistrators adapted their conception of a hospital campus to comprise
laboratories, physiotherapy rooms, large nursing homes, and surgical space. Increased
accommodation strained the ecosystem. To add :
resi dence. VGH administrators in 1929 expressed
of space for routine work; to say nothing of other functions which a laboratory or the largest hospital
in Canada should preform, namely research, instructionot e r ne s, d%Tthehbspimlh ni ci a
grew physically and professionally. Its scope of service and range of purpose became increasingly
tied to producing doctors, nurses, and research.

The most dramatic events of 191945 were the two world wars. Thprovided a burst of
medical and technological advancement, and the treatment of soldiers reshaped procedure and

administration. The effect of mobilization on hospitals was palpable. Returning troops had to be

RVGH: Annual Report for the year 1929,06 1930, 56. Box
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cared for, potential recruits inspected, mgrand doctors left to serve, and the federal government
began viewing the institution as crucial for rehabilitation. Administrators were eager to show a brave
face to their communities, as much out of necessity as to earn public and political capiduXhe

of patients stretched hospitals to the brink. The war affected daily medical practice too. For instance,
in 1915 the VGH had to stop using its besta¥ machine because replacement parts from Germany
were unattainabl&? For much the latd 9" andearly-20" centuries, nascent general hospitals in
Canada aimed only to provide active treatment. As discussed in the previous chapter patient stays
were long, expensive, and produced negative statistite stay did not end in recovery and
dischargeThe realities of war changed that. Soldiers were maimed, traumatized, and poisoned. They
returned home, at times untreataltlet not quite dischargeable either. The l@sgablished line

drawn by doctors that presented their skills as solelgdtive tratment had to be cross&.

The hospital és financial dependency i s as
was for rate payers and administrators in the eafc2atury. Unlike other enterprises where more
work generally meant more profne opposite was true of hospitals. Operating costs were relatively
low if patient levels were too. Staff costs were generally low too, since doctors saw public ward
patients gratis, and received payment directly in private wards. Consumption of fiitoes, .@nd
medical supplies in addition to construction caused cost to spiral.

The enterprises most readily comparébte at least seemed to be at the tmveere hotels.

At face value the hotel provided a né@dentical list of services: sleeping spaasnd, comfort, and
entertainmentOf coursehotels did not provide services like surgery, childbirth, or bone setting.

VGH administrators argued thhotels existed to make proftipspitals did nothotels provided

483 Clare Marcugistory of the Vancouver General Hospital ‘7&nniversary EditiorfVancouver: Vancouver General
Hospital Public Relations Department, 1977), 14.

484 Terry Copp and Bill McAndrewBattle Exhaustion: Soldiers and Psychiatrists in the Canadian Army-1939
(Montreal: McGillQueeno6s Uni versity Press, 1990)
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servies to paying patrons; hospitaldypsometimes didhotels could close during effeasons or

deny patrons who could not pand hospitals could né%In 1921 the WGH released a pamphlet
stating that AThe WGH is a | arge business whi
unlike a hotel, yet on a dividend paying basis it would offer a very poor field for financial
investment, because its r éXTaarewmas animpoddntyptieal u al s
difference in that hotelsxisted tgrofit, whereas the hospital was institution for the public good.

The prairies story is important. Winnipeg and Calgary had grown into the fourth and ninth
largest cities in the country by 1945. They faced changing civic expectation for hospital availability
under the challenges ofwaalling population. As David Laycock has argued, the prairies prior to the
Second World War are not walharacterized simply by descriptions of farmer revolt. They were a
region of Afconcerted and diverse atwithnhet s t o
Canadi a " Spcillinstituyonssuch asospitals reflected this impulse. The tenacity with
which citizens clung to their general hospitals by volunteering time and treasure takes on more lustre
considering how hard the Depression histheegiong®®

The period 19111945 saw a significant increase in communication and collaboration
between case study hospitals. Some were mundaNeviember 192%he TGH sent nine poppy
wreaths to the CGH for display in the public wat#€thers were medal such as in 1923 when the

WGH wrote to the University of Toronto requesHt

WRHVGH: Annual Repor t6, 300Box WXR®C 2.2W2'VGH Boads, CWA. 1 9 2
WWHHospitMAmltvdwn ewi thin a city,o [1921], 2. Folder 6, Bo)>
487 David LaycockPopulism and Democratic Thought in the Canadian Prairies, 1910 to (M@6nto: University of

Toronto Press,490), 3, 166.

488 ], E. ConwayThe West: The History of a Region in Confederafiamronto: James Lorimer & Company, Publishers,

1983), 9899.

WiPoppy Fund to CGH, o 6 November 1929, 1. File TG 2. 3.
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on insulin in 1921 hardly requires mentioniti§Many discussions were substantive. J. Barnes of
the CGH corresponded extensivel\ ®29 with F. C. Bell the VGH Superintendent about building
patterns and organization. Bell descried not only the main hospital buildings in detail but also
auxiliary spaces such as the laundry and kitchens. He also detailed some internal arrangement such
asits experimentwith 126 singeee d r ooms known a s*'OtheeintebicRaages e ur t
are mentioned in previous sections as well. Some of the impulse for increased communication owed
to the difficult times of the 1930s and early 1940s. By thmestoken, the entrenchment and
expansion of hospitals between 1910 and 1930 provided a motive for administrators, doctors, and
educators to establish professional networks.

There were limitations to professionalization. The local still mattered. Thoegéfthement
of hospital management accelerated between 1911 and 1945 there was still a great deal of
inconsistency in how statistics were to be calculated, what designs or principles were paramount, and
how to balance the competing uses of the hospitaealirg, research, and education. Hper
diemswere calculated, the funding arrangement with the province and municipality,tieho
administrators wereand what were their goals and competitiovere all differed by city.
Architecture and society playedoletooAs J. Barnes, CGH secretary n
staff is increased or decreased by the layout of the building they have to operate, the services
expected from the staff by both doctor and patient, the patierbuamat ours is highwhich
increases both work and cost**Barnnde slo shedliteivrea tte

was that other than the physical shape of the buiddingich could be reordered but the dimensions

WAMIi nutes oft h#& Meoeati mgtefnding Staff,o 22 Mach 1923, 1.
complete take on insulin research, the University of Toronto, and Frederick Banting see Michadi@&isscovery of

Insulin (Toronto: McClelland and Stewart Limiteti982)

®lgF. C. Bell, General Superintendent G ltBox1JAHSBar nes
Archives. Barnes also wrote letters to the Superintendent of the Royal Alexandria Hospital in Edmonton, H. R. Smith.
2iJ. Barnesnto 1. B8 Gandel934 File 2 Box 9 CGH Fonds
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were fixed local context, institutional qtks, and he political climate were among the most

i mportant factors in determining the hospital
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ChapteriViiappr oxi mating the economi cveatdedelappnenyt of
modernizationand the rhetoric of bigding, 19461960

At the end of the Second World War Canadian general hospitals were in a state of crisis. Depression
and austerity had prevented major construction or renovation for almost two decades. Departments
purchased only the most important new ipment?®® Yet, administrators and doctors were
optimistic. They predicted peace would bring funding and construction, since returning soldiers
would require therapy, rehabilitation, and general ¢¥rélew buildings were needed to
accommodate medical and gizal advancements made during the f¥@Peace liberated the labour
pool and building materials required for larggale construction projects. The industrial demands of
total war helped end the economic tumult of the 1930s, but voters were not corfientetitrn to
half-hearted social program® The federal government prepared to expand its financial role in
social welfare in general and health care in particular.

Unprecedented hospital construction defined the yearsl198® The number and influence
of consultants and architects specializing in hospital design also increased. Institutions become more
rounded in services on offer, rebranded as medical centres, and expanded accommodatien for semi
private caré® The growing demand for serprivate bedowed in large part to an increase in
private insurance. Use of tgpayer funds to operate and build hospitals was not new, but the post
Second World War era saw am important siffiNow the federal government would join with the

province and municipalitysaan important source of capital. However, this was not a takeover.

48G. L. Granatsteilcanadadés War: The Politics o#l946(Toeontdldnivérstyn zi e Ki |
of Toronto Press, 1990), 195.

4% Jeffrey A. KesharGaints, Sinners, and Soldiers: Caaad s S e ¢ o n ¢Vawauvel: dBCWeess, 2004), 258.
Keshan argues the federal government realized it needed to play a more active role in helping soldiers adjust after this
conflict, revealing how health care was becoming a more serious concernealtheof high politics.

4% For a good overview see Mark Harrisdfedicine and Victory: British Military Medicine in the Second World War
(Oxford: Oxford University Press, 2008).

4% Alvin Finkel, Social Policy and Practice in Canada: A Histqiyaterloo: Wifred Laurier University Press, 2006),

9597, 125127.

497Robert Cunningham and Robert Maris CunninghEine, Blues: A History of The Blue Cross and Blue Shield System
(Chicago: Northern lllinois University Press, 1997)

4% Aleck Ostry,Changes and Continuilyn Canadaés He@ttawahCHE Bress, 2086), . e m
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Provinces | everaged the hospital s civic sign
justify federal funding.

Construction was not the only arena in which the federal govermmh 6 s r el at i on s |
general hospitals was changing. In 1957 the St. Laurent Government passed the Hospitals Insurance
and Diagnostic Services Act (HIDS). The act wa
subsidise health cost® The 1957 acwas voluntary, and by 1960 five provinée®ntario,
Newfoundland, Alberta, Britis€olumbia,and Saskatchewanopted into the programme. The act
aimed to provide approximately half the costs associated with inpatient care and diagnostic services.

In 1961 £deraimedicare passed, and applied hospital insurance nationally. The federal government
did not have jurisdiction over health care, but could design programmes that provided funding for
provinces that accepted its terms. Thus, it took several yearadiompeovince to fashion its own
system and work out an arrangement with Ottawa.

Construction could nobegin immediately at the end of the Second World War.
Administrators knew funds were coming, but it was not until the 1950s that major projects could be
completed, staffed, and equipped. This window provided an opportunity during which administrators
interfaced with professional consultants and the general public. Hospital administrators engaged as
many voices as possible to get the most out of the apptyrin front of them. Trustees hoped that
by layering the input of architects and consultants with the goodwill and support of tax payers they
could maximize funds. Doctors were enthusiastic as well. They saw opportunities for research and
education. Cizens grew more convinced in the efficacy of the hospital, and their expectations rose
accordingly. Hospital construction during the 1950s produced campuses bearing the imprint of these

varied constituents.

49p, E. BrydenPlanners and Politicians: Liberal Politics and Social Policy, 19868(Montreal: McGilFkQu e e n 0 s
University Press, 1997), 146.
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Toronto 19461960

In 1946 the management andfstd the TGH were exhausted. They had met increased wartime
responsibilities and maintained their high standard of care amidst a protracted period of limited
construction. Still, the TGH was not as strained as other institutions. Jim Connor and W.&8 Cosbi

t wo of t he T GLHoOpsesenthastly different intérpretatioasnokthe paat period.

Connor placed it within his final section covering 198W0. There he emphasised the role of
technology inside hospital space, the idea of the faciligyvasrkshop, and how this led to patient
alienatiom®Cosbi e viewed both wars as flashpoints i
way. One was a moment of maturation, and the other of metamorphosis. Both accepted that losing
staff to militaryservice strained the institution, but did not see the same significance in their return.

For Cosbie the Second World War usharean age of mairity and growth. Medical staff
returningfrom service brought new knowledge and experiences that appliaitytopkratior?®! He
described 1946 as a moment of social, economi
that government controls forged during wartime would not melt away. Thus, the hospital faced a
new environment requiring new administratdi@mbers of the board and medical school Duncan
Graham and W. E. Gallie resigned in 1947. They were replaced by men such as K. J. R. Wightman,
Robert Kerr, and Ray Farquharsta.

In some ways the diverging views of these historians is not surprising. G@sbéemedical
doctor at the TGH. He focused on individuals that he believed shaped the institution. Connor, a

specialist in the history of medical technology and surgical implements, emphasised interior changes

5003, T. H. Connoroing Good: The Life of Torot 0 6 s G e n gTommto: Whivessityi ot Tarbnto Press, 2000),

214. Connor is influenced by historian Stanley Reiser who examines the intersection of medicine and technology. See
Stanley ReisemMedicine and the Reign of Technold@xford: Oxford Uriversity Press, 1986).

501\W. G. CosbieThe Toronto General Hospital 1811®65: A ChronicléToronto: Macmillan of Canada, 1975), 162

163.

5021bid, 243244.
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relating to technology and workflot¥® The mat visible changes of the pestr era related to
building. Toronto, unlike WinnipegCalgary,and Vancouver, did not rush to expand existing
facilities. Connor6s emphasis on internal t e
Renovation and upkeepdhbaeen delayed during the war, and took place in the second half of the
1940s. It was not until 1954 that the first major construction began. Fror19946iecemeal work
took place that dealt less with patient accommodation than with the amalgamaéwistiolg
institutions and improving the grounds.

In 1948 the Wellesley Hospital integrated with the TGH. Initially it provided additional space
and facilities. C eesqbui i ep pdeeds cfroirb eidt si tt ianse , fidoweblelc
rooms, a labor room, and accommodation for almost 100 private patiéhfhe building was a
private residencthat converted to medical use in 19Mater it received an addition that increased
bed capacity to around 100 and added amy Its name derived from itedation at the corner of
Sherbourne and Wellesley Street. For administrators in 1948, fixated on modern construction, it
seemedhn odd property to want; however, the acquisition personified theéongplanning of the
postwar era. The building may habeen imperfect, but it also came with four acres of prime land.
The Well esley changed its name to 6Thel Wél Teel
province stepped inarabsumd$ 2, 000, 000 of the Well esleyds de
TGH use the newkacquired space as public ward3 Acquisition was one way to stave off
construction.

Internal reorganization was another way to avoid construction. In 1947 TGH neurosurgeon

Dr. K. G. McKenzie wrote his predecessor, Dr. Robert James bitiversity of Toronto, about his

5BFor an example of Connordés work on histor yhnolodyinmedi c al
Victori aBagcgadandna, Bull etin of Medical Hi st &L(986)BuIl | et i n
123.

504 Cosbie, The Toronto General Hospital 1811%965,293.

5051bid, 294296.
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desire to expand and improve patient organization within his department. His foremost concern was
that ward arrangements remagltonducive to education. He also hoped to establish-ayXub
department. A host of otherp at i al concerns, such as centraldi
discussion. Previously, there was no neurological ward. McKenzie estimated that 60 such patients
were scattered throughout the campus. This, he argued, was detrimental to patientsedeo/did
care from doctors or nurses specializing in their ailment. For several months he had attempted to
have such patients transferred to ward D, but that caused several problems. Permanently converting
the ward meant general beds had to be made uwvhese’®® Furthermore, centralization
necessitated structural alterations to allow private,ggivate, and serpublic accommodation in
the new area. McKenzie faced the classic challenge of a hospital administrator which was the
inability to act due to itrerconnected, static space.

The futility of departmentriven expansion helped make consulting firms more attractive. In
1951 the TGH engaged the first of several consulting firms in order to preparerarmgeglan for
expansion. However, not all firnspecialised in architectural or administrative matters. The John
Price Jones Companyo6s (JPJC) expertise was fur
by cultivating sympathy through public appeals about the inadequacies of existing strid¢tares
report is too long for an exhaustive summary, but some aspects warrant examination. The rhetorical
suggestions of a professional fundraising firm are a powerful indictor of where hospitals were
located in the vortex of public opinion, how it couldrbarshalled, and through which methods.

The decision to engage a firm like JPJC was somewhat curious given the public relations
context of the TGH. In 1950 Ron KenyonTie Telegranmad written to a staff doctor hoping to

spur the formation of a publierl ati ons department. He wrot e,

83 Dr. K. G. McKenzie tarRmefndas odr SRolgerty , J&dmesverbBepy of
1-2. Files TG 2.30.1 Box 56 TGH Fonds, UHN Archives
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whatsoever why the press and your hospital should ropetate very closely. Yet |, and | am quite
sure, most other newspaperman feel “fKeman t he T
refered to a situation where the nursing staff had come close to striking. He believed poor handling
of the press hadorsened the situation. He hgldoned several doctors and administrators only to be
told é6no comment d by al the TGH waiveddt$ apmoitunity to shapei s s u
public perception. According to Kenyonods | ette
Aup very thoroughly. o The VGH and WGH founded
CGH waited until thel970s, but it benefited from the guidance of Alderman versed in courting
public opinion. Kenyon6és closing comment was I
facts, and the greater effort made to prevent us getting them the more we g liketk on a
s t 0°P®Fhe GGH ultimately sought guidance, but it was gpbyduct of JPJC fundraising and
carried out by an external agency.

The JPJC believetiatthe key to securing donationss infinding a strong emotional hook
while also avoidingechnicalites] t st at ed, ARnThe hospital has ev
public and expect adequate public support. Unfortunately, however, the public and many of the
community leaders have very little personal or real knowledge of these needshootbep i t al 6 s
activities. o Other statements were blunter, nt
public institution. For instance, it PBeks the
report ®ncludedhat garnering endorsentsrirom highranking politiciansvas the best method to

0sell 6 the hospitalsto the cityods wealthiest

f Ron KeThg belegramtf o Dr . Doyl e, TGH, 06 November -TG2IGH 2. Fil
Fonds UHN Archives

508 |pid, 5.

59f Swey and Plan for the TGHPr epared by the John Price Jones Compan)
2.30.7 Box 56 TGH Fonds UHN Archives
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The true value of such internal reports was the frankness with which they discussed plans. A
consul tant wrot e, i T h eof Needs fer thes tampa@nvis drecdgmized n  t h
weakness in the public appeal. Therefore, the improved services resulting from modern and
centralized facilities will be stressed,; plus that will mean shorter stays and therefore more beds for
otherswillineffec b e a ¥%4tiwads &ue If facilities treated patients faster more beds would
be available, but that required two conditions. First, patients could not seek treatment at a rate greater
than or equal to overall accommodation within short intervalsor@k that those new facilities
would affect the rate at which patients were treated and released. Length of stay trended downward
during the 28 century, but new facilities attracted more patients as new services addressed maladies
previously untreatable

The report made its appeal by way of rhetor
been hospital or management professionals it v
services it provided, and how it measured against indbstighmarks. Instead it appealed to the
6common senseb6 of a |l ay donor. The first half
JPJC took on a tone of disappointment rather
Pati ent 0s inPL830,ihé priocipal buildings of the TGH date back to 1913. The result is
operating rooms and wards which were the last word in 1913 have become hopelessly out of date in
the progr es s The rep&tSorwardedithe stiméhonoured complaints of opr
centralization and obsolescence.

The second portion of the report outlined a strategy to make new additions by appealing to
potential donors. A section with the | oaded ti

how such an institutiowould look and function. Sticking to rhetoric that blamed buildings rather

5191bid, 2.
511bid, 3.
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than people the JPJC stated, Aln terms of hun
modern medi cal science,; i n bri c¥she eonstlantsnor t ar
believed that nurses and doctors were best treated as beyond reproach. Boosting this constituency
made a case for better facilities; why not provide resources to-satiesstaff?

Architects Alvan Matheson and Eric Haldenby (Mathers and Haldeinbyy E9211991)
were in contact with the board during the early 1950s. They provided technical knowledge to the
JPJC. For months they liaised with the departments of surgery and medicine to ensure current
renovation would align with future expansion. Paiiseand medical students were at the centre of the
most urgent needs: establishment of a neurosurgical unit with operating rooms, private and public
wards, radiology, four additional lecture theatres with seating for 350, 200, and 75, a central bank of
opeaating rooms, separation of the radiotherapy and radiology department, and improve wards A, B,
and C. The | i st i ncluded | ess urgent actions
combine the obstetrical and gynaecological departments, 150 bedshrmnic cases, an
ophthalmology department, new library, staff dining rooms, and prosthetic appliance shop. The
project carried an estimated cost of $2,070,860.

From 1952 through 1953 administrative focus at the TGH centred on justifying new
building® per the JPJC report suggestidrnsnd searching out the funds to do so. The 1952 annual
report suggested the main building was fAin sc
building rehabil it at i ¥*durther, the repprimmotediwaabsildimge c e s s a
campaign committee had been formed consi sting

purposes of overseeing subscription collections and fundraising. The report preferred to describe

512 |pid, 10.

BfiMat hers and Hal denby Architects tondrs TNGH,ma n3 QJrJgaunhuaar
1-4. File TG 2.30.34, Box 57 TGH Fonds UHN Archives. See Appendix IV, Image 3.1 for a sketch of a double corridor

floor of the new building.

A Annual Report for the Toronto Gen e rGHIFontsdsipArdhises 19520
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funds acquired as A ma MMgedadminasttatioe mtentded doncomiplétes t a
fundraising within the year and begin construction 1953.

By 1953 administrators were confident that construction was imminent and transformed the
annual report into a promot i thisradortyouwladticeme. Th
concentration on our building programme because we feel that the plans now coming into fruition
are probably the most I mportant sttegeydarséfen i n
s e r v°1° The Cantral Buildingvould reshape the medical campus by adding a modern core.
Administrationboasted about he pl anning involved. AOnly aft
extensive planning did the Trustees feel prepared to start construction. Soon work will begin a major
prop ect; a new Centr al BSThelbuldingwouldhe thirtegn s®reys,arfld b | o
add 400 beds and 200 bassinets.

Unlike earlier expansions where new structures tended to address a specific need the Central
Building offered a range of facilés. Space was set aside for administrative offices, diagnostic
imaging, public operating rooms, surgical supply, obstetric and delivery rooms, neurological
services, and laboratories for biochemistry, bacteriology and surgical pathology. There was also a
new section for medical records, a lecture area for students, and a centralized kitchen and cafeteria.
The south block fronted onto Gerrard Street. It stood three storeys plus basement for admitting,
emergency, rehabilitation, physical medicine, ratieapy, and eye service departments. Some of
the facilities the Central Building replaced dated back to 1913. The JPJC report demonstrated that
administrators of the early 1950s saw rhetorical power in discussing building conditions to justify

expansion andrdw donations.

i Annual Report for the Toronto General Hospital 19530
516 |pid, 8.
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Despite the architectural rhetoric of TGH administration they did not lose sight of human
actors. The night of 2 June 1954 day before the sedreaking ceremony for the Central
Buildngg Dr . J. Sharpe spoke t oe.a Hreeerteimmign iosfc & ch ea Inc
architectural past: the first hospital on King Street in 1820, the Gerrard Building in 1855, the College
in 1913, the Private Patients Pavilion in 1930, and the Wellesley acquisition in 1948. Casting the
i nst it uibarahitedusal tgrrassntide sense on the eve of a major expansion. But Dr. Sharpe
was al so aware of his audience noti ng,sdd Whi |l st
not make the hospital, the people who work witthin °4’ Nurses were indispeable, but laying
bricks and running wires rarely fell within their purview.

The Central Building stood 13 storeys and had two, thteey sister structures, one in its
court, and another on Gerrard Street. It added 300 beds to the campus, but maaniippo
centralized operating rooms, labgays, and other departments ranging from gynaecology to-neuro
physiology. Addition uswually included reorgan
building of course a great deal is goingonintlgwfrep| anni ng and *AWadder ni z a
divisions changed to accommodate more single rooms, growth in the maintenance and laundry
departments, and streamlining to logistics and daily management.

The Central Building was the largest project carrietthetween 1955 and 1958, but it was
not the only one. Some small projects took place including the partial demolition of the Dunlap
buildingd it would be fully demolished in 1989home to the medical records department.
Additionally, kitchen facilitieswere ver haul ed in 1956, and the tuni

Pavilion and laundry was repaired and reopengtio57 saw minor upkeep in the private pavilion

fMemo Dr. Sharpe to Miss L. Bailey, oTGAZTGHE&dndsUHN 54, 2.
Archives
518 |pid.
S Annual Report for the Toronto General Hospital 19560
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where some of the ninth floor operatinglyrooms
refurnished, food services in ward G alteradd a public medical ward in the main building
completely remodelleef’ One feature added to the private pavilion in 1957 that was the addition of

an intercommunication system. It allowed patients and ntosEsnmunicate at any time with the
press of a button. On other fronts problems en
on the Central Building.

By 1959 the Central Building was incomplete, and administration had to admit defeat. The
exparsion programme that included the Central Building as well as renovation and refurbishment of
existing facilities had been underway for seven years, and cost roughly $15,000,000. Administrators
were uncomfortabl e given t domadetetThey explained irdthen g 6 s
annual report that, AThe planning of the new f
and technical staff, hospital personnel as well as the administration in the form of the building
committee and Board ofustees was done with future expansion in mind so the hospital can always
be kept up to date in t er nfsAdmidistrdtossgplitthe hlameapu i p me
many ways as they could. Still, it did not change the fact a significant anfquuiilac money had
been expended with very little functional space to show for it. From January to May 1959 equipment
and staff relocated, which altered the organization of other buildings. For instance, the Private
Patients Building repurposed it§ Boor to provide a cardiovascular service that treated private and
public patients. The report promised an opening by 1960.

The Central Building was a major development in the history of thewssTGH. It was
also one of the most advanced facilities ia tdountry by medical, engineering, and architectural

standar ds. I n the fal.]l of 1958 the TGH convel

8§ Annual Report for the Tor-4HRleTs1Q.6Bexr3dGH FamnmisUHN Archives 1 957 0
2l Annual Reproorntt of o0Qe ntehrealToHospi tal 19580 1959, 1,4. Fil
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completion. Though shefived, the committee provided a unique vista from which to glimpse
administrativeral i sm about the building process. One m
must be an item of first considerationeéel am
complete although we must expect that mechanics of one trade or anothemwitii be for some

mont hs af t &%#indicectly, thepcamnment distlosed that a major urban hospital was a site

for ceaseless construction. The committee had other responsibilities, such as deciding whether to
hold public tours before or after patierttad been moved in. The frank discussion of buildings

delays as part of the procésgather than feigned outrage or handwringindgemonstrated that
administrators had come to terms with the challenges of major building projects. Health facilities and

the canstruction industry had developed in tandem, and were becoming increasingly complex.
Hospital administrators found themselves overseeing one of the most challenging organizational
tasks endemic to affluent cities in the 1950s.

On 15 May 1959the Central Bilding was officially opened to the Toronto public. A
pamphl et gushed, AThis new structure contains
furnished patient accommodation, improved teaching facilities, extensive laboratory services, and
willbe available for public inspection. 0o The ce
section discussing the extent to which research and preparation went into the design process it
described the | ast sever alamog eomglicatecsconSttudtian e f f i
programmeéHow wel | the main problems have bee
i ns p e ¥ Admmistrators believed they had built the hospital of the future. A structure capable

of preempting whatever problentse upcoming decade held.

2AMi nutes of Commi t-T&E Bfii OHf hgi 6 oopeni BgSeptember 19E¢
Fonds UHN Archives
SBATGH Central Bui |l diorkd eGr,®upd,5 YMawv elmi5r9 , B 1 File TG 1. 6.
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The opening revealed the hospitalds shift -
basement was the fAmechanical hearto regul atin
and heat. On its double corridor flo@d$ patient rooms encircled a core of service rooms, clinics,
and elevators. The design reduced walking for nurses by 45%. Pneumatic tubes connected every
department, and a call system allowed patients to verbally communicate with nurses who could
responcr activate an indicator light*The hospi tal 6s purpose was to
was unrecognizabMhencompared to its genesis in 1820.

The hospital was a significant economic boon to the community. Excluding medical and
clerical staff the TGl employed a substantial number of tradespeople. In 1963 it had a staff of 65
engineers, plumbers, steamfitters, electricians, carpenters, bricklayers, machinists, gardeners,
painters and general labourers. In addition to routine maintenance and reuherstaff was
Afrequently called upon to devise and constru
pat i ¥i®sdrubbing floors, repairing walls, emptying bed pans, compounding medications or
performing surgery were all crucial to the instibutj and thus to patient experience and healing. The
diversity of the trade staff was an important reminder of the breadth, and at timmasdical nature
of hospital needs. Further, more than routine maintenance and cleaning were involved. The high
skill engineering work of various functionarieas required to kegpe hospital operational.

Unpaid staff members, namely volunteers, were an important hospital constituent and also a

type of public outreach. They performed roles ranging from patient transfecsibing letters,

5241bid, 3-5. See Appendix IV, Image 4.2 for a photograph of the campus from the air, as well as sketches of previous
buildings.

F Annual Report for the TdnbdielTGl.236Box3 TEH Fodds 8N Archies. 1 95 3 0
For one of the few scholarly economic histories of hospital see Peter Temin, "An economic history of American
hospitals.'in Health Care in America: The Political Economy of Hospitals and Health Insuredicd. E. Frech (San

Francisco, Pacific Research Institute for Public Policy, 19888 715. Temi ndés essay reads mor e
than an academic history; however, it deserves recognition for its statistical contribution. It does not emghasise th
relationship between hospitals and local economy.
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reading, and feeding. In 1957 Dr. Sharpe addressed a group of volunteers. His words deserve full

guotation. By 1957, public relations had become part of the administrative outlook.

Mr. Urquhart has expressed to you the appreciatidheoBoard of Trustees and the hospital for the

excellent services which you as volunteers are giving to the Hospital. | would like to heartily
concuréYou know very frequently when we speak or th
group of buildirys, or a group of beds, highly technical equipment and so forth. But actual hospitals

are people those that come for treatment, and those specially qualified and trained to take care of them.

Whatever our particular responsibility is we centre our atteratiothe patient and we each in our own

away within the limits of our abilities, make our contribution to this welfare.

You, as volunteer workers, have an extremely important function in the hospital. You have among
other things the opportunity to integtrto the patient, and therefore to the community, the services
offered by the hospital because, being volunteers, you are not simply in the hospital hoping to pass
away a few leisure hours but you must feel the need and see the goal towards whichrivengrers

you would not be here. The patient knows this and places you in a preferred and trusted position. You
become essential to the patient and without you the hospital could become cold and scientific. They
say that good public relations is the drhot treating the public like rel@ins and in this regard too

your place in the hospital family becomes most imporitént.

Administrators held an idealistic perspective of how the institution drew together space, place,
technology, community, and humarpexience. The speech was more aspirational than analytical. In
minute books and buildings reports administrators rarely articulated romantic ideas about buildings

as Opeople. 6 Still, they had acceptednwaBe si gt
no longer economically or functionally precarious, but it had also become increasingly impersonal,
hectic, and focused on research and educatitill, for the public to remain a source of revenue

and proxy for acquiring provincial drfederal mores it had to view the institution positively.

The late1950s saw an increase in attempts at providing a social safety net for health care.
These preliminary efforts at something resembling Medicare were often ineffectual or never fully
implemented such & the BCHI® however the reaction of hospital administrators warrants some
exploration. The Ontario Hospital Insurance Plan (OHIP) was one effort that remains active.
Malcolm TayloB® author of the influential Taylor Report (1984jecollected that the guiding

premise of the scheme was that all health costs were currently borne by society. Costs were incurred

6 Dr . Sharpe speech to Volunteer workers at request of
0009TG42 TGH Fonds UHN Archives
27ConnorDoi ng Good: The Li f epitah340.Toront ods General Ho
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indirectly through misery, premature death, and disability, and directly through the fees for treatment
and preventative servicé€Thus, it was in the terest of both individual and society to reduce the
indirect costs by ensuring security for all in the first place.

The Ontario Hospital Services Plan went into effect on 1 January 1959. The board had some
concerns but presented a generally optimistitauto k st ati ng, fAWe are | ook
great interest. Some adjustment will undoubtedly be necessary, but we are confident that with mutual
understanding the Plan will be successful and hospitals relieve of the financial burden of stating
indigentinp a t i ¥ he mecldanics of the plan involved Blue Cross working with the province to
provide the logistics and coverage. Monthly premiums were $2.10 for individuals and $4.20 for
families. 91% of the population enrolled in 1959, and that numbezased to 94% by 1960. The
insurance did not cover outpatient diagnostic care, but it did include mental hospitals, which was a
progressive step’® After the plan had been in effect for a year, the 1959 report presented a fairly
posi ti ve apthattherefavd not bded problenes would be incorrect. With the birth of a
new scheme of this magnitude and the growth of a hospital already of considerable size there have
been difficult decisions to make on both sides. With mutual understanding anpreciamon of
what each is trying to accomplish, sati®sfactor
Municipalities were the biggest beneéigies in the project agaying constituents wouldow
outnumber the indigent.

The immediate poswarperiod strained the TGH, but in ways different from previous years.

For much of its history the TGH was one of Can

facilities and access to firsite research and education. The buildings erected beft@&eénand

528 Malcolm G. Taylor Health Insurance And Canadian Public Policy: The Seven Decisions that Created the Health
Insurance System and Their Outcorfidsntreal: McGillQueends Uni verl®3d ty Press, 2009)
A Annual Report oflotslBe oT @MW 5f9qr 3t.heFiyyearTG 1. 2. 16, Box 3
530 Taylor, Health Insurance And Canadian Public Polidy,2.

SBlfAnnual Report of the TGH for the year 1959,0 1960, 5
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1960 were among the best on the continent; however, the cost in time, political capital, and treasure
reflected this. Between 1946 and 1960 the TGH experienced its first periods of distress and false
starts since before the 1880s. That it showd@pen when other hospitals were expanding is
i mportant. Part of the answer | ies with the TC
as run down as its counterparts in other cities, and lacked the undeniable image of an institution in
need deserate need of upkeep.
Winnipeg 19461960
In Winnipeg both the city and board felt hospital facilities were inadequate and overcrowded. The
1946 chairmandés addr es s -cibwdedfaciitidsenditing listg shgriager a s
of help anda generallyovewor ked st aff éo Pivoting to the i de.
another opportunity which definitely is within our reach and that is the building of a modern
maternity pavilion, which will be a part of the Medical Centre and desticeo the Mothers of
Mani t¥®@ach® a building was in the interests of
would increase accommodation for nurses, and free up beds and space in the main building. The
WGH expected to reclaim sixfjve beds ints main building, and accommodate some fifty nurses
without building a new residence. The board forwarded its plans to Ottawa for consideration as a
Opevaatr proj et of merit. o

Work began on the maternity pavilion in 1946. Progress halted ifMiayeas the
architect® the local firm Northwood & Chivers discovered materials would be scarce for the
remainder of the year and nothing further could be accompliSh&throughout 1947 financial
uncertainty frustrated the construction process. Pledges fromebasamd individuals for the

building remained in place, but the city sought to renege on or reduce its previous commitment of

2 Mi nutes of taeo BD?ar MaFdded4BsltWGH Fonds HSCAM Archives
BAMi nutes of the Board of Trusteeso 9 February 1945, 1
S¥fAMi nutes of the Board of Trusteeso 31 May 1946, 1. Fo

221



PhD Thesis S. Sweeney; McMaster UniversityHistory

$900,000°%° Faced with the prospect of unguaranteed financing and rising material cost the WGH
had to either halt construction cedmme solely responsible for the final ct$t.

War 6s end did not bring I mmediate relief.
difficulties of the war period remain with us amgl accentuated by sharp increase in cost of
maintenance, and shortage of sing and other personnel. The cost of food, fuel, and medical
supplies advanced appr eci ab’ ¥he pdarasd hlso acvealedc o n't i
financial issues. For instance, public ward patients that had cost less than $3.00 per day, now cost
$4.77. With the combined per diems of the municipality and province amounting to $2.50 the
hospital lost over $200,000 per year on public wards alone.

By 1948 the WGH felt, Athe shortage of bed
and awarded a buildlg contract despite uncertainty of its ability to raise capital. As an independent
institution the WGH could take such an aggressive, or desperate, action. The federal government
stepped in and offered a grant of $1,000 per bed on the condition thabtlece provided
matching funds. By year 0s -lasvpayingobt$000D0toyerthirty | e nt ¢
yearss®® At t he end of 1948 four of the maternity p
the utility infrastructure was in plac&.1949 opening proved impossible as it took the entire year to
furnish the interior and acquire supplies for daily operation. When the maternity pavilion opened on
6 May 1950 it marked the first construction since 1%3Between 6 May and 25 May 188 babie

were born in the new pavilion. That included patients transferred from other WGH faedfties.

%A Mi nutes of the Board of Trusteeso 13 May 1947, 2. Fo
f Annual Report of the WGH, 19460 1947, 14. Folder 29,
" Mi nutes of the Board of Tr usHEoads HS8CAM ArchMssy 1947, 1. F
¥fF Annual Report of t h-47 MIGei30, Bb91a \WGHIFontsHSACAM Archives. Bdurce o

above quote.
¥R Mi nutes of the Board of Trusteeso 9 February 1945, 1
0ff Re potrhte tFoo nance Committeeo 26 May 1950, 1. File 3, Bc
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The chairmandés address following the openi
picture. AThe WGH has compl et e din pieniaus yemsby year
shortage of funds, staff, beds, and equipment. For 76 years this voluntary hospital has within and
beyond the limits of its capacity treated all who have applied for admission and given service in spite
of t he uHifwentonto hote@pbrating income for 1949 as $140,997 which had decreased
by $51,910 the year previous. Coping with such losses took the combined effort of municipal and
provincial grants plus aid from the Community Chest and Winnipeg Foundation.

In spite of thee efforts the board remained responsible for $13,614. The WGH had no
endowment, and thus any deficit became overdraft. When adding teaching grants to governmental
bed per diems $4.50 came in per patient compared to $6.50 in expenses. With an avefage of 20
public ward patients per day the annual losses were staggering. The chairman offered a dire warning,
Al't is clear that we must seriously curtail ouU
was the classic threat of hospital administrsit and unsurprisingly comments on construction
foll owed. Administration walked a tight rope v
completed in 1949, but patient admission could not begin. Still, they could not disparage the project.
A Ware very proud of our new building and equipment and of the service it will provide. The work
of the furnishing campaign committeeédeserves
t he s ucc e¥2y¥étthe buildiag rantained ainfurnisheddaunusable with fundraising
continuing into 1950.

The official opening of the maternity pavilion took place on 20 April 1950. It was not marked

by tours and dignitaries, but Superintendent Dr. H. Coppinger delivered a speech. He made some

uplitingcommemt s. The new building put an end to #t
I Mi nutes of the Corporation of the Winnipeg General Ho
Archives

542 |bid, 2. Source of above quote as well.
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beds, 6 and that #Afor years to come it would be
He al so discussed the buil di rsignedandequippedtpgivéi r ect
maxi mum safety and c¢omf ¥The building vas & lespectaltlenfieer a n d
storeys. It also represented educational opportunities for nurses and obstetricians. The notion of
maternity wards designed for comfortobther and baby is not entirely straightforward. For nurses

and doctors comfort meant maintenance of technique and procedure. Prospective mothers would
likely have found that definition incomplete. Childbirth had in large part moved into hospitals, but

Dr. Coppinger still presented arguments against home birth. The value of a maternity hospital was in
the fAiprotection offered to patients by the | at
under the constant supervision of specially trainedica¢ and nursing staff employing the most
modern methods and equi pment Known to sSscience
n ot P*tSpecialization was one pillar of the argument. Inside this space expertise produced a
certain set of resultsnd equipment therein could be marshaled to her aid.

AModernd was staple jargon for hospital ad
addressing the public as well as consultants. In that sense prospective patients appeared as more than
a source ofa@venue. Coppinger treated them as an entity capable of forming expectations about
hospitals. The comment on speed was important also. A longstanding concern for expectant mothers
was that physicians were less patient than midwives in waiting out labowoardioften miss the
delivery>* Delivery rooms that could be prepared in mere moments alleviated this concern.

Coppinger also took time at the end of his speech to mention all ten labour rooms and 8 delivery

% Saf e g Mathedhdodi @f f i ci al Opening of the Maternity Pavilio
544 |bid, 11.

545 Cheryl Krasnick WarchPrescribed Norms: Women and Health in Canada and the United States Since 1800
(Toronto: University of Toronto Press, 2019)2 . Syl via Rinker, ATo Cultivate a Fe

Obstetric Patients, 189D 9 4 Blursing History Review (2000): 119121.This was discussed in chapter 2 in more
detail.
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rooms were air conditioned, well lighted, areuty furnished. While the new mother convalesced
she would enjoy her own pillow, radio, and bathrofn.

The address darkened as Coppinger turned to the costs borne by patients. After both the
provincial and municipal governments refusing to increase persdire board passed its own
resolution. Starting 1 January 1952, patients would not be admitted until the municipality agreed to
provide $5.00 per day. The board argued the cost of indigent patients was not the responsibility of a
voluntary hospital, anchey had taken indigents for too long without sufficient reimbursemiént.

The bluff spoke to the WGHG6s sense of security
was one thing, but holding services for ransom demonstrated nerve and guile. Tiael digen
outmanoeuvred and accepted the ultimatum.

Money was not the only problem. The maternity pavilion was open hardly two weeks before
complaints emerged. ANEvery department in the i
desperately neeal new operating room sap, pathological laboratory, general and diet kitchens,
additions to ther aWr ex@dsTheHeorewead ondto describe the
af orementioned upkeep as Oabsol ut elowo.lathisent i a
address the board leveraged the importance of the maternity pavilion, noting how only two floors
were in operation. A third remained in stasis due to lack of staff. Dr. Coppinger promised by 1
January 1952 enough nurses could be hired to theetinird floor.

Administration sought to solve staff issues internally, but looked for outside help on issues
of expansion. Dr. Coppinger met with Dr. Harvey Agnew and A. E. JobBnad had consulted
fortheVGHb and agreed to have sAgwewbOffitrhm dorsgpud

produce a priority list for construction. The Agnew firm was becoming an important pillar of

6 Saf eguar di n@fficdldOpeniegrottie ddteint y Pavi l i on, d 20 April 1950,
“"iBoard of Trustee Minutes, o 8 May 1951, 2. File 1, Bo
548 |bid, 1.

225



PhD Thesis S. Sweeney; McMaster UniversityHistory

hospital consultation and planning in Canada. Agnew worked for the Ontario Hospital Commission
in Ottawa. However, his philosbjgsstemmed froncontact with administration throughout Canada
andtheUnited States. By 23 November 1951 the survey had been completed and a basic summary
was presented to administratét$Release of the report was delayed. Preliminary copies were
delivered to the Board on 28 August 1952, at which point they were distributed among the executive.
The rest of the membership would be >advisedo

Despite overcoming significant logistic and economic challenges to baldh#ternity
pavilion administrators were not satisfied to
public report | amented the Apressing need for
hospital consultants to survey existing birgs>*! The board speculated timbre thar$3,500,000
was needed to modernize the main building | et
estimate soon grew to over $5,500,000. Knowing federal and provincial grants would not cover all
cod s the board engaged the public in an ambiti
aiming to raise $8,000,000 for refurbishment and expafsi&inom 19521953 Winnipeg residents
donated approximately $3,000.000 to the fund, and voted in fa¥@ureferendum whereby the
municipality would contribute $2,000,000. These large, publielgerated sums ensured that
administrators factored civic expectation into their arguments for new buildings alongside the advice
of medical professionals and arauts.

Progress was not immediate. In 1953, excluding the maternity pavilion, the most recent
building on the premises was 41 years old. Of the 800 available beds approximately 97% were in use

on a daily basis. I n 1954 @ananid9fBoMeereakr €en

AReport to the Finance Committee, o 23 November 1951,

0fiBoar d oMi nTurtuesst,ebe 28 August 1952, 1. File 4, Box 1 WGEH
i Annual Report of the WGH 1951, 1952, File 3, Bo
2fAnnual Report of the WGH 1953,0 1954, i Bo
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accommodation for nurses and internes and ensure adequate staffing. As recently as 1951 parts of
the maternity pavilion closed due to shortage of nurses. One measure of the financial problems was
that until a major constation projec 6 No r t hd b@gamirgeérly 1956 the WGH still used the

A and B block buildinggrom 1883.

In response to deficits and outmoded structures the board sought to induce more charitable
donations. Thus, from 1952 to 1953 the JHB emerged asn#icagt form of community
engagement. The board produced-g@@e canvassing guide to outline its goals. It spoke directly to
prospective volunteers, fiyou have become a par
Childrends Hos()0 foranew coresteuction $aigd, r&modelling. Of this amount
$3,000,000 must be raised from corporations, individuals, and employee groups. The appeal is the
l argest ever un d@Rrasenting two large suvha, the $eoobdaof which being
smaller, ad thus seemingly more attainable, demonstrated the guile of its authors. The JHB worked
closely with the board, but was technically a separate entity. It shared concerns with the hospital
about being perceived as i nnsfofcapital expenditurefis/as ki n g
major project. That is to be appreciated not only in terms of money but in the quality and scope of
the organization...While the volunteer campaign body is divided teamwork is essential to maintain
i t s ef PHThe JHBwas gognisant of its place as a tool of rena administration informed
by theory, science, and statistics.

The campaign and preparatory literature is rich, but fraught with analytical challenges. It
contained an immense amount of information beyond witknor might want to know. Under a
section explaining why hospitals needed new bt

hospital there is evidence that it is antiquated and overcrow(i@aable] to meet the needs of

3 The Canvasisem:6sTIKe® mpainnt Hospital Building Campaign,
Box 23 WGH Fonds PMA.
4Pl an of Campaign for Commerce & Industry General Cor
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modern medicine. Ime effort to make it modern, needed new units have had to be crammed in
anywhere possible. The result is that many of them are inconveniently located and none has

suf fi ci ¥¥The bcan was eoncérned about spatial allocation, but was this trugoo§@o

Use of the word 6modernd and refer enHospgal t o sp.

Managementhan to canvassing material. The levels of discourse within canvassing literature ranged
from professional to popular and revealed theaditie of audiences. Municipal and provincial
politicians, health boards, hospital administrators, and of course voters would all read parts. The
language is a fascinating cressction of rhetorical scope. Some designed for persuasion at the front
d o o r e buiidifgis a fire hazard, a constant source of worry to all who are responsible for the
children within it. Plumbing facilities are inadequate. There are on bathrooms on the ward floors.
One floor is without running water. Nurses waste much of thee iimwalking that should not be
n e ¢ e s°¥ §uclyan @ppeal spoke to citizens more than an administrative lament about the
inefficient setup of an Xay development room.

Many of the appeals present in JHB literature reinforce currents of hospital lysiphy
associated witthe David and Rosemary Gagamparticular how these institutions interfaced with
civic pride. AOther Canadian cities have rai

the current Chi |l dr eperdngawditng @ontindHe putpatipnadepartnekrise s

S €

nc

Patients for the hospital ds 50 >Wwadmikistratorsc| i ni c

marshalled civic pride by noting what other cities achieved. The reference to the wait times spoke to

thedemand or WGH services. Other appeals were mor

53 The Canvasser ds CointpaalniBouni:l dTihneg JCoai nmpta iHgons,p WGie1,Chi | dr e

Box 23 WGH Fonds PMA.
556 |pid, 37-38.

"APl an of Campaign for Commerce & I|Industry General Cor |

David Gagan and Rosemary Gadaor, Patierts of Moderate Means: A Social History of the Voluntary Public General
Hospital in Canada, 189@950(Montreal: McGillQueen 6s Uni ver siity Press, 2002),
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|l arger, i mproved and modern hospital faciliti
Canada in the construction of hospitals. This lag has caused a seriougesbbioiads and of space

for modern treatments, °®if Wypepegwere todhs @& @mamete an d
Canadian city it would hav® match the hospitalof other metropolises.

Administrators utilized history to demonstrate institutional vaiué.or it s day t hi
was as modern a hospital as was to be found in all Canada, yet it was a hospital built for an age in
medicine and surgery ftThetidea of exgansibrabgcaneipartofittzel | vy
notion of progress. Older bdihgs had done their part, but it was time to move forward. In
canvassing literature a hospital profile emerged ithailved more thanmedicine and healing.
Howevemecessarthese weréo its social utility, acquiring buildings and equipment, attracttaff
and even patients belonged to a complex constellati@ciwirs includingpolitics and local culture.

In Winnipeg, like anywhereghisincluded pride. The canvassers sought a careful balance between
practical considerations and emotion. In a mofleexit city like Toronto, for instance, the pursuit of
a O0state of the artodéo facility was an end in i

The board also pursued less glamorous projects. Medical centre apartment A opened on 1
May 1954 and B followed on 1 September 1955. Neither proydeeht care. Their purpose was to
help attract a figo o oTisedirptpdayment bldck Agcontaided ltsegitesn u r s
and B had 81. The buildings were erected under provisions set out by the Canadian Mortgage and
Housing Corporation (CMHC)The WGH owned all project shares, and the total cost came to
$973,930. These apartments were of a higher overall quality, and more akin to the type of housing a

professional would have. They differed from the school of nursing residence which began

A Annual Report of the WGH 1953,0 1954, 3. File 5, Box
1 The Cearnvsas@Gompanion: The Joint Hospital Building Camp
Box 23 WGH Fonds PMA.

0 WGH Centennial Plan: Submitted by the Manitoba Hospif
Fonds PMA
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constuction in January 1955. The residence contained 224 single rooms, and could bearags many
two additional floors that would add up 108 morebeds. The hospital put effort into attracting
students, but applied special emphasis on potential staff.

TheNot h Wi ngds design and internal organizat
forces. In 1954 the executive committee ordered drawings with a double corridor design. The
committee believed this design would provide the versatility needed to satisfy doatgratients.

Opinion was split inside the executive as to whether the most pressing need was additional beds or
increased laboratory servicéd.In theory more beds equated to more income, and more income
enabled investment. In practice, paying patientsccnot always be found. Meanwhile, public wards
drained the hospitaldéds resources. Ultimately
laboratory space would be assured per bed. Hoping for 825 beds, initial plans specified 16,500 feet
of lab space. Economic realities reduced the final shape of the North Wing to single corridor;
however, it still reached seven storeys plus a basement wittbézadhg capacity for up to two
additional floors. The basement housed lab sediadigical pathology, biochemistry,
bacteriology while the first floor provided for ogpatients and administration. Floor$lad two
semiprivate wards of 36 beds. The seventh was a surgical floor with 17 operating theatres and
related facilities. The final bed count wass3#hd cost $5,732.860; or $17,640 per t9éd.

New ideas of O6management sciencebd shaped we
less precise than the name implied. Administrators tinkered with public ward arrangements out of a
belief that better layoutsere always possible. However, once new arrangements were co®pleted
guided in part by professional thedrgvaluation was a matter of study. Reliable projection had yet

to become a major part of administrative science. Reorganization of public wardewasaisy in

lfiMeeti @agEwéctuhi ve Committee Minutesd 5 January 1954,
2f Annual Report of WGH 1958, 0 17. Box 11 HSCAM Archive
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nature and often done in order to see the re3ifllhe 1960 report of the attending medical staff
covered topics from ward allocation to patient behaviour. It straddled the divide betweaapost
building and the developmental period of th€a®and 1970s. In 1959 wards allocated to public
medicine and clinical investigation underwent substantial remodelling. For instance, the largest
public ward F30 received new beds with curtain enclosures. It also gained two examining rooms
and a foubed r@mm through the removal of a waft!

Completion of the North Wing in 1958 eased overcrowding for patients and staff, but did not
all eviate pressure on the administration to cC«
beginning construction. It euld not be completed until 1961. In 1948 the WGH struggled to
provide services and maintain nursing and medical staff equally. By 1960 administrators perceived
the challenge for hospitals to be mainly spatial. In 1960 WGH adminigtragequivalent of
superintende@ Dr . L. O. Bradley wrote, fAMore space is
equipment it is still inadequate. Staffing is no longer the primary problem; it is now one of space,
l ayout, and equi p meéitPartobtheded arsse feom medica) selvancenmerts d . 0
that expanded the array of treatable conditions and required equipment. However, public demand
and expectation also swelled hospital population.

1959 saw the start of construction on the Lennox Bell House, and a dramatent as the
old A and B buildingd known as H2 and H3 at the tilhheveredemolished. The Lenox Bell House
was an apartment block that began construction on 20 June 1959. It contained 41 units and was

primarily intended to house married, intern and regiseif. It was named in honour of Dr. Lennox

563 John C. Burnhantiealth Care in America: A Histor§Baltimore: Johns Hipkins University Press, 2015), 3325.

%A Attending Medical Staff Annual Report 1960,0 1961, 1
f Annual Report of WGH 19600 26. Box 11 HSCAM Archives.
1956 he resigned in order to Wdor the WGH. In 1967 he left the WGH for an administrative posting in Minneapolis.
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Bell who worked at the WGH from 193D67°°¢First erected in 1883, the A and B buildings had
been visually intrinsic to the WGHO6s identity
grown tired of attemjotg to work around them. The WGH administration hid this frustration from
the public. In the 1959 annual report the mome
nursing and other staff who had trained and served in these quarters. Therelfirephace stood
tall and Il onely as the wr eck &fNostapia bbscarddthéo wn o
suffering, death and sadness that were indel:
attention from the fact that Winnipeg hadsie of t he count r y$easfactdhatd e st h
clashed with the modernity of hospital medicine.
In the postwar period the WGH significantly expanded its existing physical plant, replaced
outmoded buildings, entrenched its role in medicalcation, and received an unprecedented
amount of community donations. It increased bed capacity from 660 to 1050, demolished its oldest
structures, expanded laboratory services, and carried out a major public fundraising campaign. The
physical shape of theospital was more sprawling, and host to new services. It has become what
administrators would consider, at | east for a
Assessed against its own past, the WGH had moved ahead. Assessed against the TGH, it had
affirmed the realities afegional disparities. Seen this way the community efforts to modernize an
essential institution are all the more impressive. The financial outpouring was remarkable, too, in
that it occurred only three years after the devastating 1950 flood. The shlapenaidical campus
in 1960 derived from professional consultation, public donations, and one bold move against the
province. Administrators were nehntirelysatisfied with the shape of the medical campus, but they

were contented. Moreover, the legacy tagsation and austerity had been surpassed, and new

566 J]an Carr and Robert E. BeamigWlanitoba Medicine: A Brief HistorgWinnipeg: University of Manitoba Press,
1999), 155. He also became dean of University of Manitobaltyaof Medicine in 1949
fAnnual Report of WGH 1959,0 18. File 11, Box 11 WGH
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memoriesvereforged of expansion and progress. The WGH was now fsetitexd for the increased

pressure Medicare would put on the networks of healthcare distribution.

Calgary 19461960

The 1949 erectonf t he CGH 61 V6 marked the fourth ti me
demol i shed. |t was al s o-w& dadsgtal byilldng projescts@GGHs i g n i
administrators, like their Winnipeg counterparts, cited overcrowded wards ahcetiteof denying

serviceas cause farebuilding. In 1947 James Barnes, business manager for the CGH, wrote to the
city about the necessity of a new CGH buil din
Hospital is not able to admit all sick pensacoupled with the fact that patients are crowded into a

nonf i re proof Dbuilding.o6 Furthermore, demand w
patients and accident victims A[were] often ac
or general public passing by them. Corridors are draughty, technique is hard to maintain, and this
practice overloads the staff and the hospital and reduces the quality of service and there is no degree
of pr PeBaanesypresented the CGH IV as necadsgprevent denial of service to patients and

to ensure proper medical practice.

Bet ween 1946 and 1947 final drafting took
January 1946the board began discussing a location for the new hospital and wroke ¢dyth
engineer. The board requested a report on poss
Claire Site; 0 an area in use a%Anontnaertkescity gar d e
hospital commi ssi on nanimgupapinich¢hdtthe gresenvgensral bokpital h e i

site plus the additional acreage presently owned by the City in the vicinity is the most suitable from

all points of viewewe would recommend for Coul
%8 J. Barnes to Mr. D. S. Moffat, City Solicitor, Calga
above quotes

°fF Mi nutes of t g oBdar d amfuaTryusit9edes, 2, . File 1 Box 5 CC
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presen o ¢ a Y% Tlerboadd did not relish demolishing another major building; however the
current situation was so untenathatthey valued speed over sentiment.

Once the board reached its decision about the location its attention shifted toward the
logistics of the demolition. Demolitions were costly, and this expense would take away from funds
for the new building. Other parts of the plan also received scrutiny from board members. For
instance, they debated if replacing the power house could be avoi@eldite cost and downtime
due to constructio”’! The idea of relocating the hospital to an alternate site arose again too. One
alderman argued that moving to a new site would be more efficient since it saved the cost of
demolition, andhe old building couldbe converted toonvalescenc®?Bickering aside, the board
and citizens alike were eager for construction to begin. In 1947 voters passed a referendum
providing $4,500,000 for the purposes of demolition and reconstriétion.

The board engaged the provinceegotiation as well as the city. On the subject of care for
the mentally ill the board took up an issue outside its responsibility in exchange for additional
funding. On 2 June 1947 W. Cross, Minisger of
provide a psychiatric ward in your proposed new hospital. | took this matter up with my colleagues
in the government and it was agreed that we would give a grant for this purpose of $5,000 a bed for a
twentybedward or half of that cost, whicheverlise ss not t o ¥Xbbeeward $100
remained under the authority of Dr. R. MacLean, Provincial Supervisor of Mental Hospitals, but it
was a lot of capital in exchange for a task likely to be downloaded anyway. Moreover, if the

province decided to trepatients elsewhere the warduld not be moved

S0AMi nutes of the Board of Trustees, 0 28 February
S"AiMi nutes of the Board of Trustees, 0 28 February
2fMi nutes of the Board of Trustees, o 25 April 1946,5. F
SiChanges b4®Wwéen B310Box 33 File 13, AHS Archives

S“AW. Cross Minister of Health to Mr. J. BarneAslS Secret
Archives

1946,
1946,
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On 3 June the CGH, CHB, and several city alderman met to decide on a development
programme. The plan retained the Perley Pavilion as a maternity hospital, but transferred the
children’s wards to a new buihd). The group also discussed ward arrangements. Private and semi
private would remain as rooms witi2lbeds. Public wards would be somewhat smaller in the form
of4-6 bedunits.Senrpr i vate and private wards were the s
feet per patient to accord with provincial regulations requiring 90 square feet per Pafidm.
overall goal was flexibility through variable room occupancy.

The experience of patients was a central aspect of planning. Psychiatric fatiedts
opr essive and isolating measures. APsychiatric
necessary services are located so that the windows are not visible from public thoroughfares and
away from ot he¥°0thendrchiaturabetemantderftatisstafb Foexamplethe
out-patient, emergency operating theaeay, and laboratories were located in the same wing to
prevent public circulation through these departments. A tray conveyor system was planned to carry
dishes back to the basemeéitthen to control hallway traffic during meal times. Semvate and
private rooms hatbilets so that bedpans would not be carried into the hallway. On pubhds,
there were sever al shared 6ésink roomaendperf or th
nursingun t  f or O d i Dedpite thé suctessfud referendud financial problems remained
central. In 1948 byaw No. 3775 authorized the sale of debentures up to $3,000r@@Mstructing
new hospital buildings. All were sold by 1 Jul94B when interest began accruing. Principal
payments were delayed unti|l 1952. City Compt:t

Hospital will be c¢omp ®uriegdhe arcentunry kogpéatsinereaged o d u ¢ |

iLett erReNmar tl7on Revised Plan for CGH Scheme,d 3 June
576 |bid, 11.
S"RE. A. Hookway City Comptroller to Mayor and Council,
Archives
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surgical success rates, leved infant mortality, and reduced length of stay. However, these
institutions had no such successes in the ree
optimism of the late 1940s that it was possible to utilize the hospital in a way that previdede.
Given the municipal nature of the CGH all parties hoped that revenue production would release both
city and province from funding new buildings.

In November 194%he Alberta Hospital Association (AHA) held a meeting at the Pallister
Hotel on thesubject of hospital design. The convention hosted such speakers as G. H. Hughes Chief
of the Hospital Design Division of the Federal Department of Health and Welfare who presented a
paper titled fiSome Principles wvefOnBldusdreqBedsand C
and Some Principles of Design and Constructio
Several Calgary architects were on hand to participate in the discussion. There was a political aspect
to the meeting. Hughes had the last wandapproving any application for federal building grants
pertaining tohospitals. Board members saw an opportunity to engage with him on the topic of
hospital design and learn his preferent@s.

The conference was also a venue for medical supply compganséswcase products. A
Al arger space in the hotel has been taken ovel
equi pment and s up%tlshaedly famto dotnmehten tise franywof shawcasing
hospital equipment in a hotel fadministrators to inspect and purchase. The convention
demonstrated the Provingade nature of expansion, especially since the second time it was held
delegates were limited by hospital size. A further reason administrators were keen to entrench
provincial connections was fresh action on health insurance legislation. Throughout the 1940s there

was growing public pressure for staten medical and hospital insurance. The Social Credit

8 fiAsoci ated Hospitals of Alberta Notice, 0 29 September
i The Assorted Hospitals of Alberta Convention, o 19 Se
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Government made some concessions such as a 1944 act that providedroaterhity cases. In

1950 it passed legislation creating a patchwork program using provincial and municipal funds.
However, administration was at the municipald]
spurred a more comprehensive systén.

In 1951 construction was underway on the CGH IV, but discussions were ongoing about
internal aspects of design such as paint colour. Colour is a fundamental aspect of the human
experience, but also one of the most obscure. Scientists have determined howatie (e
perceive colour; however, colour itseéfmains difficult to describe using language. Colour was
important to patients, architects, and administrators. It sent a message to those inside the hospital
building, and these effects differed with pnodeed exposure. Colour selectialisointerfaced with
gender. InMarch 1951 the house committee could not decide on paint for the new wards and
Afenlist[ed] the aid of the Ladies Auxiliary an
MairandMrs.Dm c an met and c¢ on s 4At¢he @utlusonohthd neetiogdghe our s .
women recommended painting general wards a cream colour, and that a wide green stripe and small
mahogany strigf or t he furniture be placed Thepalsbot h t
selected two colours for exclusive use in private wards and four forerate.

Room colour was of pragmatic interest to the architect and contractor who wanted the
construction finalized. It was also on the minds of administrators. Howtnesr,saw it as an
aesthetic factor rather than a therapeutic or
has proven difficult to get a night which all members of the House committee could attend a

meetingeéei f the ¢ o mepithetladiesjudgemeptin éhis matter df coloor there ¢

580 Taylor, Health Insurance And Canadian Publicly, 169-170.

%l'fJ. Barnes to Chairman and Members of the House Commi
Archives. See Appendix IV, Images 4.5 and 4.6 for an overview of the CGH in 1950, and some perspective on its
architectural journey.
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will be no need or a °%#Spowhilteercolonrevas of pnagticabimport h i s
administration regarded it as within the feminine domamd a rare component of the building
processvhere women could have a decisive say.

Staff members such as doctors wardedle in shapingthenst i t uti ondés futu
April 1952, a meeting of the medical staff passed a
superintendentoftne Hospitala d t o be a medical man who®is tre
The idea that hospital administration was a distinct profession was not new to the 1950s. Harvey
Agnew, for instancewould have been weknown to CGH doctordde held an M.Dmaking hm
the perfect model for what the medical staff had in mind. By addressing administration doctors
sought a degree of control over institutional direction. They knew approaches to hospital design were
changing to include a larger role for architects andwtenrgts. By ensuring administrators were also
doctorsthere was a higher chance of combining medicine, spatial design, and therapeutics.

Not all staff relationships were on solid ground. In the spring on 1952 negotiations between
the CHB, and nursing sfadnd students reached an impasse. On 29 February 81 nurses tendered
resignations effective 31 March. A report in fBialgary Heraldon 1 March publicised that no
further negotiations would take platélt was not the intention of the nurses to leave thsphal;
the threat of resignation was a negotiation tactic.Héraldidentified its source as CHB chair Mrs.
T. L. OO6Keefad.awy.erW.r etporbebsse,nt i ng the nurses, w
Aon behalf of my aktakemthe posifion thattlgely wilhnatenter irtd furtheo t |

negotiations. It must be clearly understood that any breakdown of negotiations at this state will be

responsi bi | i°%The GHB showeckits tBethanrsuth attransparent effort to tinlicpu
582 |hid,
fH. H. Black, Secretary CGH to J. Barnes, o0 23 April 1

SANur ses t o L e aheeCalgary Heveddr Mafch, B932, 10
5857 AL W. Hobbs, Barrister to Mrs. OFoKdsAaHSArchives3 Mar ch 195
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opinion against the nurses. Among t heiomaur ses?o
renewDr.J.D.Heasli@ps medi cal superintendent. They had
attitude t o t HeThetsanm iday thatdiHolsbs Ibtteravhssecaived, Dr. Heaslip
wrote to OO0OKeefe and resigned. He wrot® dl f
Without support of their chief, appointed administrator the CHB lost all negotiating leverage. It
capitulated, and seBarnes to address remaining demands.

In 1952 a period of acute shortage of graduate and student nurses, internal miscues, and
public pressure forced Barnes into offering concessions to the staff. The CHB rstadiestiyby
offering to allowsick nursedo reportan illnessat any time and to choose which doctor saw them.
Previously they had to report before the start of a shift, and had to see whoever was on duty. The
challenge of finding sufficient staff to operate new buildings was not lost on CGeknarsl they
were not swayed by table scraps. They knbased on the rate of graduations and outside
applicationsthat only five nurses would be availing on 1 April if their resignations went into effect;
that was114 fewer than usual. Salaries had neérb a major point of contention, but Barnes
approved a 6substantiald increase to wages an)
allowed maximum wages to be reached in six months. As achimakessionthe CHB agreed that
AMarri ede ntuo see @accepted on the same basis as
preferred unmarried nurses whom would live on site and pay room and°Bidtases won the
negotiation, but had not raised their professional staring.

The new CGH completed in &9 coincided with the completion oftlaree storeylaundry

building and the start of renovations to the Perley Pavilion. Bed capacity was around 320 in the CGH

A Nur ses t o L e akeeCalgary Haveddr Mafch, B952, 10

5871 J . D. Heaslip to Chairman of CHB, 06 3 March 1952, 1.
8fR). Barnes to Miss E. E. JamesodsARldSAéchar ch 1952, 1 Fi
89 Gagan and GagaFRpr Patients of Moderate Meank45. The Gagans have an excellent chapter relating to-nurse

doctor relations.

239



PhD Thesis S. Sweeney; McMaster UniversityHistory

I I but rose to 628 with the new buil dicog. TI
patients though it was not fully functional until 1954 when 20 beds were opened for that purpose;
includingf our i n A s e¥®Therew milding hada hotsta live up to. In 1945 to Torento

based columnist Richard J. Needham addressed the imatierCalgary Herald.His tone was

pointedly sarcastic:

The Calgary General Hospital has had some pretty harsh words applied to it, the commonest among them
being the word fiobsolete. o0 Just when t ledoctiosui | di ng b
maintain it was obsolete the day it was opened. Building on the present site in 1910 the General Hospitals

has suffered from its poor layout for 35 years. It is still suffering. For example the kitchen with all its

heavy equipment is on the fiffloor of the building. The food has to go up five floors the garbage has to

come down five floors. The ventilation system has never worked properly and seemingly nothing can be

done about it. The wards and offices are far too small. No provision wasagterfor a laundry chute so

l'inen (of which a hospital uses fabulous quantities
seems to have been erected by someone who has never seen a hospital, but had had one vaguely described
to him 59!

Needham preented the building as a healing techno)agy planning as though it were a science. It
would be difficult to construct a paragraph more befitting the state ofy@rdiospitals that carried
a legacy of twenty years of stagnation.

The planning processf the Perley renovations demonstrated the relationship between
production of space and the social class of those who would occupy it. For example, architects
Stevenson and Dewar initially drew plans for fived wards to appease administrative desire to
maximize accommodation. However, this conflicted with the Dominion Government General
Standards for Hospital ConstructbiPG 3408 because wards were short 14 square feet. The
board settled on fodved wards since increasing overall size would be too cddtky architects
conceded that fAin cases of emer ¥ Othectymésgendef i f t h

influenced spatial decisions. Hostancewh en consi dering whether to

A3 CGH Historical Dates, o0 1981, 9. Fi |l eHodpha: AMdraitd3 0 CGH
Calgary Genera{Winnipeg: Hignell Printing, 1981), 180.

591 Quoted in ScollardHospital: A Portrait of Calgary General,84.

St evenson and Dewar Architects to Dr. L. O. Bradley,
Archives
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doctordés roomd i n otnhnee nReerdl efiyFr oDw .o uBr aedxl peeyr ice n
would not be used very frequently and we could put the space to much better use, either as locker
space or just a s*dededne mdleadmanistrafioh madle a dscisiandoe fentale
doctors wihout consulting them. Space was not just architectural theory, doctor recommendations,
patient needer even fundraiser expectationswhs also a reflection of gender and cladations.

Public opinion also influenced space. In February 1957 inrgspont 0 a seri es ¢
articles in the | ocal newspapers, o the hospite
building for patients with mental illness&$. The articles highlighted the presence of such
individuals being detained in poicells. This detention practice coupled with the board's attention
was revealing. It demonstrated that individuals deemed mentally ill were a group that the public and
medical community took an interest in. Subtler observations may be made as well.ritseta
aside for this in the CGH IV were filled, and
Administrators faced a difficult choice when it came to balancing medical preferences and public
demands. Ultimately the boaapted to take in thespatients in the hopes pfeemping city
council from feelingpublic pressured and forcing themdo soanyway.

The CGH added a new n @rasedodeystruceire kndwenascMe an d
buildingd and NorthSouth extensions to the main bufdiin 1956. The medical executive
committee initially had reservations about extensions so soon after completing the new plant. The
committee estimated the renovations would cost $1,050,000 and felt that it could be wasteful to
investsolargeasuminteao mp|l et ed bui l ding rather thRFP&n usin
Again the spectre of obsolescence arose in committee minutes. The CGH IV had hardly settled on its

foundations when there was handwringing that expanding was unwise compareah¢osaaieiv

¥ Memp Dr . Bradley, o 9 November 1953, 1. File 4, Unl i s
“fiHospital Board Minutes, o 27 February 1957, 2. File 2
55 Mi nutes of the Medical Executive Commi AHSArehjives 17 Febr
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building. However, those with doubts did not representthemajoaty per haps t he cos
hospitald was so much in excess of thed$l, 000
and the local firm Stevenson and Dewar were ag@ntracted to draft plans. By April the estimate
increased to $1,401,000, excluding a 5.5% increase in building cost, $70e000dnh ifdesanod 6 s
$100,000 in equipment. However, with a joint federal and provincial grant of $125,000 the board did
not fear going slightly over budgé&t® The board approved the project. Construction began on the
North in 1957 and on the South in 1958.

The financial situation for the CGH was unique compared to other general hospitals. Not
only was it tied into the city courddhrough a formal committee, it could exploit this proximity
when requesting funds. The CHB prepared a for
Government notwithstanding present plans for improved financial assistance to hospitalsgif, as an
when, a further sum of the surplus of gas and oil revenue become available for distribution to the
people that [you] give consideration to the advisability of using all or a major portion of these funds
to provide more or better hospital servicesfotai e peop | e &% ThetlamguagPwas vi nc e
demanding, noting the source of the funds, and claiming they should be used to serve the health
needs of its residents. The CGH was beginning to believe it should expand service to the province
more generallya similar process that was occurring at the VGH. Meanwhile the WGH was sitill
focused primarily on its own community.

The CHB hoped that such funds would be used in the construction of additional hospitals to
ease waiting periods. Waittimes atthe CGHch r eached fAa number causir
| ocal medi cal professions to say nothing of t

moni es would increase hospital per diem paym

i Mi nutes of a Meeting of the Committee of the Whole of
CGH Fonds AHS Archives
"iMi nutes of the Calgary Hospital Board, o 26 September

242



PhD Thesis S. Sweeney; McMaster UniversityHistory

patients who areonsidered to be entitled to free hospitalization such as the blind, maternity, OAP
[ Ol d Age Pensions], mot her s all owance and so
nearly approxi mate the c¢ o%Thepemddn conplaimtsenerg di mi
rooted in the fact that they had never been updated with a frequency acceptable to the hospital board,
and any opportunity for an increase was worth trying. The desire for more buildings spoke to two
mutually-enabling ideologies. Namelg,sense that constant expansion was a necessary part of the
boardbés task, and current buil dings could not
Administrators saw in the revenue from oil and gas that streamed into the province a possibility fo
constant hospital expansion.

Between 1958 and 1960 the CGH turned toward survey and study rather than building. One
1958 project involved a comparison with the Royal Alexandria Hospital in Edmonton which was
approximately the same size and primarily feddy the municipality. The process was highly
political. The CGH stated in regard to its fac
particularly nursing, was excellent. However, it was felt that at the present time the City dould no
afford to maintain this level if the Provincial Government was not prepared to substantially increase
t hei r p%Therlmaattof dénying servieeas as potent as ever

Direct access to the Municipality hadmeupside for administrators. The CGH Isfolaced
a primary building that was only 38 years old. A complete replacement would have been extravagant
for most Canadian hospitals. The CGH Ill had escaped the limiting image of a charitable donations
institution, and did not represent the communalretfat the WGH did. There was less reticence on
the part of administrators to identifgistructuress obsolete. Rather than acknowledge the good

produced by the CGH 111 Barnes stated, Al t 1 s

5% |pid, 3.
A Mi nutes of the Meeting of the Committee of the Whole
Box 6 CGH Fonds AHS
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required da modern hospital, many of which services have developed since the hospital was built.

The Hospital is trying to meet present demands for services with an obsolete plant. There are some
services required which {Banestatener castthbhoardad i n g
caught in a valiant but hopeless stru@gtiespite its role in the design and that other hospitals in
Canada operated in much older buildivgand forced the city to respond in favour of new
construction or appear to condone teersingly miserable conditions. The combination of a strong,

regi onal economy and the hospitalds ties to
fundraising appeals that stressed thrift or emotional appeals. It had the means to emtbeaice mo
archiecture and employeelations.

Between 1954 and 1960 the CGH expanded and altered existing facilities, citing city growth
and lack of space. Population increased from approximately 100,000 residents in 1948 to 170,000 in
1955 while hospital beds ciyide had only increased from 600 to 1000, leaving Calgary with fewer
beds per capita after building the CGH®¥The Perley Wing saw substantial renovation under the
supervision of the architectural firm Stevenson and Dewar. The architects converted itosolely
maternity care which added 95 beds and 110 bassifi¢tesonvalescent rehabilitation centre,
offering 205 beds, began construction but was not finished until 1962. The CGH IV was one part of
a series of additions. The CGH rebuilt its main buildingeaithree new wings, expanded services,
and increased capacity from 320 to 728 beds. Still, the CGHthauldedpostwar legacy. It more
than doubled accommodation while lagging behind population growth. Its tactics differed markedly

from counterpartsni Winnipeg by avoiding sentiment, leveraging public outcry, and engaging a

60j53J. Barnes to Mr. D. S. Moffat, City Solicitor, Calga
80l Meom f rom Mr. Dyck to Dr. L. O. Bradleyo 31 March 195¢
502 Evelyn Hardwick, Eileen Jameson, and Eleanor Tregillhg, Science, the Art and the Spirit: Hospitals, Medicine

and Nursing in CalgaryCalgary: Century Calgary Publi¢ans, 1975), 4&18
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building campaign that lasted into the 1970s. CGH administrators did not enjoy any sense of
compldion. In 1960 its grounds were still essentially in a state of-semppletion.

Vancouver 19461960

The second half of the 1940s and the 1950s were years of construction, marked by increased use of
external consultants on matters of design and organization. Among the firms involved was the
Minneapolisbased J. A. Hamilton and Assoc&td he 1947 Hamilton Report became the most
infl uenti al doc u-wa developnment.tAtnenistva®id wese apxmiss to expand
following the war. AlImost no building occurred during the war other than military annexes that were
generally of pooiquality. With a windfall of men, materials, and cagtar so administrators

hoped they moved to enlarge facilities.

In 1946 the VGH took arpparatory step towards addimgjldings by erecting a new power
house and contacting Hamilt@rBrm. The provine had reimbursed approximately 50% of capital
expenditures during the war which allowed the VGH to stockpile enough money to begin
construction. The power house was a modest building that required the addition of another boiler in
19525%3Hamilton came to ¥incouver in 198 to survey existing facilities, amédturned his finding
the following year. A core suggestion from the report related to how much territory the VGH was
accountable for. For much of the "2@entury general hospitals feared patients frommeot
municipalities would receive care, and then leave without paying. This left the hospital badgering the
patientds municipality for payment. It was an
provisionsincluding hospital careelied on murgipal organization and grants, but whose economic
opportunities promoted migration and transiency. The Hamilton Report appraised this practice as

archai c. ATo an institution considered the Or

583FVGH Building Progres D-7Riep &GH Fords, CVA5 2, 2. Box 535
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decadesthewas truly no geographic bound¥®inéssescet o so
the report affirmed the VGH could not remain entirely local. A similar process was underway in the
United States where hospitals grew in size and st%pe.

As far back as 928 administrators at the VGH began discussirggrteed for enlarged
facilities for the provision of acute care. After the Second World War, the funds materials and
labour became available in sufficient quantities to allow such a project to move aleaddjan
to take shape for an 061855 a pracesBafdrchigdturalgcondultatiam,d f r
fundraising, grant petitioning and public relations dragged out. During this time many of the
intended features of the building changed, as dithitse. Its final title was the Centennial Pavilion
which commemorated@henBritish Columbiabecame Crown Colony 1858.

The end of the Second World War was an opportunity for hospitals to expand and reorganize.
With the prospect of securing major grafimisnew buildings came a shift in administrative thought.
Nurtured by firms like Hamilton and Associates, hospital boards started increasing the range of
services in order to secure capital. Wartime processes likely factored in the shift as wellthguring
war soldierdgrom all over the countryvere treated at different hospitadsd had their cagaid for
by federal dollar§%® As such hospitals saw many eaftregion patients, and also had a direct
channel to consistent funds. Growing popularity ofestatd private insurance also helped make
patients attractive regardless of their origin.

The Hamilton Report made several recommendations. These included expanding

accommodation through the establishment of atisister hospital located at the Univigrsif

43 A Study of the VGH By James A. Hami 4l .(Heneafter Hadniltéhs soci at
Report) Box 1, File 24 VGH Fonds CVA.

605Burnham,Health Care in America: A Historg37-339. For a classic in the field see George RoEee Structure of

American Medical Practice, 187841 (Philadelphia: University of Pennsylvania Press, 1983).

66KeshanSai nt s, Sinners, aamdlWoBbWad/8,8mM.s: Canadad6s Sec
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British Columbi a t %9 THeaeawofameditaheemire asapposed toa dgeeeral. 0
hospital gained prominence in the 1940s and 1950s due to the swelling size of health campuses that
strove to provide the services, labs, and patiesgracnodation necessary for education and healing.

The WGH, for instance, became the Manitoba Medical Centre in 1945. In 1954 the VGH discussed
the idea of a medical centre, and noted how this path had been followed in Houston, Los Angeles,
and Winniped The industry and administrative mindset began to change. The hospital was being
re-conceptualized from its role as a building for surgery, convalescence, or examination and into a
vast complex providing state of the art medical care, training and resealehantaining adaptive

to future discoveries.

Consultants relied on formulas to calculate hospital usage and capacity. These methods
considered projected population, mortality, age of the citizenry, growth of city boundaries, and urban
versus rural resiaes. The use of vital statistics is noteworthy because it was data produced outside
the medical community. The American Commission of Hospital Care developed a formula for
determining bed capacity based on birth and death statistics that become thd stdrwlation for
the 1940s and 1950s. Using thathodthe Hamilton Report concluded by 1971 Vancouver needed
to add 1000 bed®®® The Hamilton Report described health care facilities in greater Vancouver as in
a state of disarray. It recommended closirggHeather Street Annéxconstructed during the 1918
influenza pandemé& and converting the main building to a 36€d convalescent and chronic care

facility.®1°The Heather provided over 80 isolation beds which was a lot to abandon. Moreover, the

A Hami | t on R-47Bok 1, Bile24¥Y@HFonds CVA.

FiThe VGH as a major medi calD-7cV&H Fonds TVWA. It 9e51990s tHe VGHF i | e
entered into a broad partnership with other hospitals and thetditivof British Columbia. In the 1950s there was some
hesitancy on the part of the board to wade into the type of negotiations necessary to bring so many institutions together;
however, internal documents demonstrate administrators saw the VGH perftiiirgle already.

% Hami | t on R-48 Bok 1, bile 24¥@H Fonds CVA.

610 pid, 1-24.
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main buildng could only be shifted to neactive care if a significant number of beds were made up
elsewhere.

The report also favoured a closer relations
in medical education and researchtdct, the report madthis recommendation so strongly that it
suggested no active planning or expansion take place until a decision had been reached relating to
undergraduate teaching at the proposed medical sEHaolgistically it made sense to hold off on
piecemeal constrtion until a broader understanding could be reached. However, the fact that
consultants placed education above the most pressing stated need of more acute beds revealed long
term expectations about hospital use and function. It also demonstrated hdaerit@inectedness
of healthcare interestould shiftdesign, finance, and managemennhf a series of disconnected
buildings to a more organized, functional campus. Managing the sequence of demolition, renovation,
and building remained the challenge.

Thesecond half of the Hamilton Report addressed this perpetual dilemma. It developed a
building programme, and proposed alterations to better utilize existing space. Of primary import was
replacing the main buildirdy erected in 190& which had outlived its uselness as anything other
than a chronic bed area where patients were more warehoused than treated. Other recommendations
foreshadowed planning trends of the coming de
activities. The current plant spreasieo an area equal to approximately five city blocks, and
presented a challenge for medical staff and administration alike. The infectious disease hospital also
became expendable. Heretofore buildings segregating contagious patients were necessary, but the
report noted Ain modern medical practice, suc

modern nursing techniques within t*%Whemthei c al

6111bid, 1-28.
6121bid, 1I-2.
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only medicad and spatid@ response had been isolation new techescand knowledge rendered a
class of hospital structure obsolete.

Thoughts of hospital growth flourished in the rii®40s, but not without concerns that they
could become unwieldy. The Hamilton Report admitted reservations about acute hospitals with more
than 1000 beds. It acknowledged that several American hospitals had surpassed this number and
idepending upon the arr ang e nfé&notedtoafitcauld betdene a n d
safely.Howeverthe consultants still feared that a buildingZ®00 or 3000 beds would carry great
risks anduntenable costs. The report had an international tone. It addressed specific VGH issues, but
with frequent asides toward the state of the industry and many references to the United States. The
report demortsated transnational optimism for building and hospital expansion. Whereas once a
request for 300 beds that resulted in 150 was a decent success, plandeckadi® expand by
thousands.

Bed distribution was one of the biggest complications for the WGI947. It had a total of
1,210 beds spread over eight different buildings with the largest collection being 401 in the main
structure. That figure included 28 beds for patients suffering mental ififeg®ving patients
between buildings strained theftand contributed to administrative overhead. For the patient it
was a hassle as well, and surely recoveries were slowed by the need to shift location or endure
extended waits when physicians were held up elsewhere. The Hamilton Report made several
suggstions for rearranging wards and adding buildings. Specifically, it called or a new structure
between the present private and maternity pavilion to centralize auxiliary services for the acutely ill

and add roughly 815 beds. The board was impressed byrttentof the report, but did not believe

6131bid, 11-3.
6141bid, 11-6.
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it could be followedn totality. For example the building committee had reservations about the
ventilation systems and brought in a different ftoradvise orit.%°

The main building had the longest list of prerols. Nursing units, for instance, lacked proper
auxiliary rooms which caused unnecessary movement for staff and patients. The larger wards were
tooflexible to be remodelled. Time had caught up with the older buildings. Since the time of initial
constructon, renovation and remodelling shoehorned services into existing spaces and medical staff
found compromises between convenience and basic operation. The Hamilton Report rejected this
met hod of spatial organi zat i oaonotihdveisofficiengspacé | n g ¢
and their |l ocations do not | end themselves to
To remodel this building would be far from approximating the economical layout of a modern
h os p§fThebnlydptionwastd e mol i sh and rebuild. When Winn
far older building it indulged in nostalgia and gave an appearance of sad necegaitgduverthe
board presented quiet exasperation and leaned on specialized advice.

By 1947 architecturallpans f or a nurseods home and sch
indecision as to location. One of the reasons both the Hamilton Report and board felt comfortable
doing so stemmed from the surprising belief t
integral part of the hospital care facilities
t o be % Whe kel guiestion was a parcel at the corner of Laurel Street and Tenth Avenue
in the northwest corner of the site. In simplest teitrwas true that such space did not contribute to
healing as directly as a patient bed. Land being too valuable for use as nursing accommodation
revealed a paradox within the professional world of hospital organization. Throughout"the 20

century admirstrators had converted nursing residences into actiresections of the hospital, and

53 Mi nutes of the Building Commi-i0V@HFonds, CVA 16 December 1
5% Hami | boh 0R &4 Box 1, File 24 VGH Fonds CVA.
817 1bid, 11-15.
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expended scarce resources to provide infrastructure such as covered walkways to allow nurses to
walk to work with a measure of protection from the elements. On org; bamtralization had
become a guiding principle, under which it made sense to keep the nursing staff near the wards.
However, it also demonstrated nurses were still traatkdrly. Despite growing import to hospital
operation an attitude of dismissivene and di sposability remained.
enough for administrators to place them on prime land. The ballooning amounts of money tied up in
hospital buildings, equipment, and land which made it harder for boards to indulge in acts of
compasi on or o6fairness. 6

The words of the Hamilton Report remained in the minds of administrators; however,
between 1946 and 1950 they were only able to pursue-soadd projects. Pastar shortages and
the outdated nature oifrastructureestricted fulscale construction. In 1947 work commenced on a
new power plant, as well as an overhaul of the ventilation system in the east and west operating
suites. More space was devoted toward the dietary department so thableaeélyd e d O moder
equipment could be add®®The power house was slated for completion in 1947, but strikes among
constructionworkelsr ef erred t o as 0 ddleddoasl$8 opening itsteada n n u a

Administrators executed significant reorganization in 1948 and presented it tdliceagu
growth. Bed capacity increased fron245 to 1327 through tinkering with ward arrangements. The
| aboratory gained 3000 square feet of space al
d e p a r t'HTeeadditidnal space came from reduacsi®o the purchsing department and print
shop, whickemphasied the zeresum nature of reorganization compared to growth or expansion. A
newnursed s home al so began const r fland ifAvenuesaway it w

from the medel 6vatuab suggested in the Hamiltc

8 Fo-Bt ¥t h Annual Report o4 Bixh&GHFendsaAva47, 0 1948, 12
i Fo-Beyent h Annual Report -18.Box5,WEHRO@ECVA9 48, 0 1949, 12
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development of the year involved no construction. Agreement was reached between city and
province for the construction of an addition to the old main hospital building, probeliwgen 300

and 350 beds. The usase was for ambulatory convalescents; those not ready to return home but
who could be cared for without occupying an acute bed. Administrators hoped by adding this new
area that funding would follow to allow for a new sehospital with a similar number of beds.
Initial expectations were that this would require al®4storey building.

In 1949 a nevBC Hospital Insurance Service (BCHIS) went into effect, resulting in a major
change to hospital finances. The initial hcsp#sponse was far from positive. Administrators wrote
that Alt has placed a great strain upon the r
increased demand by wutilizing spac& Onlpt pr e
Saskatchewan haal comparable program at the time. Historian Douglas Turnbull argues the
differences in population and municipal structure between the two provinces proffers little
comparative valu@ and indeed a 1948 study conducted by the Provincial Government of British
Columbia came to a similar conclusiem.

A fascinating link between the development of the system and the hospital consultant
industry is that Hamilton and Associates assistedptiogincial government in designing the
insurance plan. In part the provireegaged the Hamilton firm due to its work on Blue Cross plans
in Cleveland. In 1949 the head of BCHIS stepped down, and James Hamilton took over as acting
head of the organization through 1950. Though the initial result of the BCHIS was to stress hospital
accommodatiod in part because premiums were not enacted untild 966re were benefits. For
instance, the increased demand for accommodation gave administrators a position of strength from

which to argue for new buildings. The BCHIS felt community demanddwhospital buildingso

6207 F o-Baventh Annual Reppr of t he VGH 1949,0 1950, 2. Box 5, VGH F
62IA. Douglas Turnbull, fAMemoir: Early BCestudiesd6 (t9B8):B s pi t al
59.
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strongly that in 1950 it established its own Hospital Construction Division to provide advice to
communities planning to build. The services of this division included approving proposed sites and
blue prints as well as counseti on trends in hospital building and organizafieh.

The most substantial building added between 1946 and 1960 was the Centennial Pavilion, but
it was not the first idea administrators had or attempted. In 1950 plans foba®@@ute unit were
orderedby the boardAdditionally, the VGH embarked on major renovations hoping that the acute
unit might be the onlpew structure needebh 1951 renovations were carried out in Wards A, B,
and C of the main building as well as an addition which added 328Ihddsiuary 1951the main
building addition was completed, and its A and B floors opened each adding 160 beds. In March, D
floor was occupied by patients and staff from the Haireet annex which had been in use as an
infant's hospital. Meanwhile C floavas completed and converted into temporary operating room
facilities for use by the University Of British Columb#asignificant amount of renovation went on
in the main building, Afold and outmoded pl uml
inadequate space for expanding facilities and services made it necessary to completely rehabilitate
the45y e ar o | d*>mlans weré taking shape in relation to the acute building. It would have
six nursing floors as well as other facilities such asrgency department.

By 1954 the plans of a 9dfkd hospital shrunk to a more modest 500. Chairman A. L.
Wright of the board of trustees described this change to the Provincial Minster of Health and
Wel fare as coming after plifaomwmi nyge @&r 4 nofr e@aadrn & fyul
VGH had indicated its intention to pursue a st
nursing floor has been reduced and the area of all lower floors sharply curtailed. In the process of

redesigningspecial attention has been given to every detail by the building committee, trustees,

522 |bid, 66.
fFi ftieth Annual Repo-H.tBoxdfVGHFords®BH 1951, 0 1952, 3
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staff, architects and consultants. WherPdver pc
He wanted to present the image of a board that had gone aheatehtduadiligence because the

following project would beerycostly. Wright went on to elaborate on the importance of this new
structure by arguing that over 90% of increases in health care costs resulted from patient stays
lasting longer than 30 days. ldaw two reasons for this: due to the shortage of acute beds patients

had long waits prior to admission during which time their conddeuid worsenand that a number

of postpolio, paraplegic, chronjand senile cases came from outside Vancouver Vitexdhbeds

but provided no revenue.

In 1954 final posturing took plade advance construction of the Centenniavifon. A
report from the board read: AThe Hospital has
and t he Uni tigdedswBithaaveepsoge®solng both economically and efficiently have
been incorporated. The Board and BCHIS are in agreement as to the importance of building a
modern up to date unit, not one built down to bare minimum requirement which would probably be
out of dat e b &fTrenaurabwayippositionithe possibility of a new building was
celebration. However, the board worried about overplaying their hand. From their vantage expansion
was the natural course of action stemming from professaoivate, but some members worried the
public would be less understanding. The main building renovations and additions were highly
publicised. The last thing administrators wanted was for the public to perceive the centennial
building as a response to falleenovation.

In March 1955 Chairman Wright received approval from the Province of British Columbia.

InaletterHeal t h Minister Eric Martin wrote: AThe g«

245 A. L. Wright, Chairman Board of Trustees VGH to Eric
4 October 1954, 1. File 2, Box 583 VGH Fonds CVA. Also source of above quote.

5257 T h e T1\VAlBerhative Construction costsAcute buildig r e p o r t2, Rile 21B®%585-3 \IGH Fonds

CVA
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hospital s proposal t o aaute bdilding, the laundeynuditeandsthef o r 1
emergency unit, o however it did so with condit
of stone or brick exterior finishing, and any costs for painting and cement rendadrtg be
exclusive of its gant.Additionally, a further $310,000 reduction in costs was required or had to be
acquired independentf*The government also took issue witdt
board. For instance, plans called for wiring patient rooms to accommodate aaditelevisions.
Radios were not new, but televisions were. Administrators envisioned them as a strong source of
future revenue. The provintas reservatiorsbout financing potentially profitable infrastructure
from which it would not see a return.

TheVGH Public Relations department treated the Centennial Pavilion as the crown jewel of
a new medical centre, and the last piece in a process that began in 1928 with the first discussions on
the need for more acute accommodation. It served the trifecbspitdl aims: diagnosis, treatment,
and research and educatf8hThe building was designed by Vancouver architectural firm Townley
and Mat heson. The b o ar-dodgynufesutwmged drucifartn buildingeta s an
class A construction, reinfoed concrete, fireproof, nine stories above ground level with a complete
sub ground floor, partial basement and-bua s e i€ Fulfilling one of the lingering questions
from the Hamilton Report, the UBC Faculty of Medicine agreed to consttiueestorey medical
school building on VGH property.

In May 1955 theboard released a detailed description of the building to the local press. The
report paid special attention to surgical capacity and patient accommodation. It noted how the new

operating rooms add be used to perform any procedure needed by a patient on the medical campus.

2R Eric Martin, Mi ni ster of Health and Wel fare British
1955, 1. File 11, Box 53&-2 VGH Fonds, CVA.

27 VGH A Centre of Hoepd bprJthBMosimak Rabderthpon Public Re
Box 535E-2 VGH Fonds, CVA.

628 |pid, 2.
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This meant the building would not exclusively serve its own patients as the private pavilion did, but
also that no patient would need to be transferred elsewhere. It alsedtifespresence of available
nurses. Ireffect,it was a promise to patients that there would be no shortage of attention. To stress
this point it noted the new call system to contact nifi€es.

The release also offered a fldoy-floor description whichediously demonstrated the
boardbés perceptions of desire f orfirstdlgoenousedi ¢ k nc
offices for the departments of nursing, social services, purchasing, accounting and admitting. The
second floor contained centrlpply, operating and pesperative recovery rooms. The third floor
was designed primarily for the dietetic department, with a kitchen capable of preparing 5000 meals
per day for itself, the privaheaedfoomnggnswoud wo me:
move meals to other building while a tray conveyor system would service internally. Floors four
through nine were designated exclusively for nursing, each with two such stations. The wards on
these floors were typically fotved, with dressingables, lockers, overheard rails for curtains and
electricaloutlet8®®Despi t e the technical nature of these
decision, every move has been influenced by the needs of the péfttétee building was
technologicay modern, but patients still mattered.

Unlike earlier VGH buildings the centennial opened with much ado. Dignitaries included
Lieutenant Governor Frank N. Ross, Eric Martin Provincial Minister of Health, Acting Mayor
Evelyn A. Caldwell, and trustees andspial staff®®> Ceremonial tours for the public were held on

18 and 20 June 1959. The tours were carefully planned to emphasise the civic and medical value of

3 A Description of-bedeAdduteoButbdVvVey: 504 released to t
Box 535E-2 VGH Fonds CVA

630 |pid, 2-4.

81 The Centennial Bui-D-8VAHdFondsC¥A File 1, Box 535

52/ The Centennial Pavilion of the VGH to be officially
Honour able Frank N. R 0As5sVGHH Fohds 6\AA, 1. File 7 Box 570
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the facilities as well as draw attentitesn t o
wi t hi n t F¥Thése todrsdrvera gin lly volunteers armed with talking points from the
hospital s public relations department. Vol uni
foremost teaching and medical centresonthe contineré. Tdescr i pti ons were gtr
official opening of the Centennial Pavilion, we record the culmination of great dreams and hope
which through planning and appl i c*Thedetorihave b
stressed the difficulty fo t he public to appreciate the pro
planning that preceded the final call for tenders on 14 May 1955.

The talking points emphasised architecture and organization in detail. Some features such as
the presence of 504 reguland 27 emergency beds was not surprising. However, the board
marshalled the production of space as a means to awe the public. The points noted how 50,000 cubic
yards of earth had to be removed from the site before construction could begin, that teeconcr
used in construction was equal to a solidecthe size of a fiftyoot, tenstorey tall city block, that
150,000 tons of steel were fabricated and erected along with 700 miles of wiring installed. The total
floor area including laundry annex amounted 92,272 sq. ft, 156,000 of which being devoted to
nursing floors. Elevators moving 500 ft. per minute conngaétiénts and staff tibss 18 operating
rooms, recovery areas, patient spaaes storage units?

Such descriptions spoke to an architedtdisconnect. Tie building was not beautiful. On
the contrarytiwas plain, utilitarianandthe product otheoretical and statisticplojection rather
than passion. Yéhat did not make it less grarile board sought to impart the notion tih&tas an
undertaking worthy of a great city. There was, however, another set of details with a different

purpose. The report mentioned such amenities as electronically adjustable beds that did not require

63 VGH to Volunteers, 0 12D-3IVGHEonds€%O, 1. File 3, Box 535
45 Centenni al Pavi |l i onrD-30/GH RoBd8 CVA1 . File 3, Box 535
635 |bid, 2.
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the assistance of a nurse to operate, personal lightkyckaas in each room. Spatial comforts and
comments on the architectural and engineering grandeur were intended to impress the tour attendee
who was ultimately a patient or donor in waiting. By presenting the hospital space as a technological
marvel and Aven of comfort the board prepared citizens of Vancouver for their eventual stay.

Such salesmanship helped justify the projec
functional at the time of opening, and volunteers were posted outside roonsslitliajuired
touching up or lacked equipmétif. The control over which areas would be accessed, indeed the
very practice of a tour itself, spoke to the artificial, constructed nature of the space and the
fundamental importancadministratorplaced upoithe perceptions of those who entered. Though
the Centennial Pavilion opened in a statenobmplete operation, with almost half the number of
beds intended, and nearly $3,000,000 over budget it was less disappointment than common story.
The art of negoti@on between province and board account for some of the discrepancies such as
size, and hospital buildings routinely went over budget, especially when the lowest bid was accepted
on that basis alone as was the case in 1955.

The centennial building remaiden service beyond 1980, and despite renovations to the
main building fulfilled its original intent of becoming the centrepiece of the medical campus. Unlike
other buildings constructed or renovated between 1946 and 1955 that required consistentaipkeep th
Centennial held up. The pains of contractor and architectural excess experienced when the building
opened in 1959 were mitigated by its service over the next two decades.-Ehsaiséthe building
itself spoke to the cementation of acute, generalasatiee key role of the modern hospital and the

heightened expectations by both society and the medical staff of shortened, comfortable stays.

53 The Centennial Pavilion of the VGH wil FA-SWWEHFoRdEi ci al |
CVA. See Appendix IV, Image 4.7 for exterior view of the Centennial Building in 1959.
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The Centennial Pavilion was one building on a medical campus consisting of several
structures, but the proceserh design to building to dap-day operation provides a useful window
into the myriad factors that influenced spatial ordering and organizational practices. These two
elements formed the basis of experience within hospital space for patients and thosstedh
them, but also for the nurses, doctors and ancillary staff who worked there. When the building
opened, unfinished, in 1959 politicians and administrators celebrated it as a moment of success and
promise of a bright medical future for the communithe public presentation demonstrated the
important role of civic perception in defining hospitals in thé ééntury.
Conclusion
For the period 1948960 hospital building occurred at a start and stop pace, as much hindered by
staffing as material ahcapital shortage. The essential motivation ofpastbuilding came from
the gener al pu b bdemondtsatedsby fandrdiding, sefereriienk, ane donéations
the hospital és <c¢ci vic v awaubeildinggeridd isaabriglthe mgst t o h e
significant in the history of Canadian general hospitals. This was the first majefunaddid period
of expansion where trustees did not need to
community. The reputation of the institutioachbeen ransomed from dark images of past decades,
and now promised effective care, education, modernity, and discV&gality was not so neat.
Despite the availability of funds, capital only flowed after much posturing between boards and
provincial goernments. The provincial hospitalization insurance schemes helped in the long run,
despite initial resistance and failli&.

Building was a constituent element of the pwat period, so much so that it became almost

inseparable from every other aspedbto$pital management and operation. A 1952 progress report

637 Gagan and Gagalror Patients of Moderate Mean$81. The Gagans refer to this dramatically as the hospital
becoming 6the temple of scientific medicine. d
638 Finkel, Social Policy and Practice in Canada: A Histof25-135.
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from the VGH read, ADoctor s, nurses and othe
construction business to their everyday tal kért
apaof t heir conversati on a*3Afertagtotinaelgtoqdecadesa nd t
of meagre and highly contested expansion construction was back on the agenda. Architects, builders,
and consultants were again in demankkewise,doctors and admisirators who survived austerity

saw an opportunity to expand and turned towards expansion. Citizens continued turning to the
hospital for care which erased doubt over whether these institutions were wanted. Donations,
opening ceremonies, toyend especiy the volunteest est i fi ed t o the hospit
among <civic instit uservieesjithad béedmemdndthe enostsizeablge ci t y
dynamic, and challenging to manage. But it had miatured fom charity's stegehild to a beaan of

civic pride and stability.

The rate of postvar building demonstrated a divide between patient expectation and medical
reality. The image spun by consultants and administrators about the efficacy of modern hospital
worked almost too well; generabgpitals began to see that there was such a thing as being too
successful. Dr. Burns of the WGH advised the ¢
staying |l onger than necessary in the hospital
Associ ation, and see if they d&%4Theshmesahtimentawase s f c
echoed hardly a year | ater when a report by th
to] the crowded conditions of the hospital sometmmgstbe doneto hasten the discharge of
patients. Because of the urgent need for beds
a week and in any instance wher*Thaughguadswezent i s

available buildings still took tim to erect. This meant the only solution to overcrowding was

¥ VGH Building Progres®7VGHFrBIQCVA2. File 1, Box 535
0 Mi nutes of the Executive Committee Meeting, o0 13 Febr
41 Mi nutescotivee CBxei ttee Meeting, o6 17 December 1946,
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increasing rate of discharge. It was not a simple approach. As much as medical efficacy had
improved to allow for shorter stays, patients were more convinced of safetyrardigh to leave.

That is rot to suggest a patient would prefer the hospital to home. Yet with vanishing stigmas,
lowered mortality rates, and higher surgical success rates altered the impulse to avoid becoming an
inpatient.

The production and experience of space may beugagptoutside dramatic moments of
architectural expansion or engineering calculation. The most frequent parties to interface with space
were nurses, patients, maintenance workers, and doctors. These individuals walked the halls, sleptin
the wards, and usebe facilities. Spatial organization and change frequently came about without
professional assistance through trial and error; often because administrators lacked the budget and
time to wait on studies to be completed. In 1946 the CGH had an issue mtitatian in its drug
storage area. The floor was made of a single concrete slab. It aided in fireproofing, but also restricted
air circulation and hobbled the ventilation system. Rather than calling in professionals the
maintenance staff experimented leynoving the top panel in the door and installing iron B&rs.
Pleased with the result, the same procedure was used in similar areas of the building. Though a
relatively minor issue, it was one of many modifications to space that took place daily. Even in a
time of sophisticated planning the hospital remam@thce of ad hoc adaptions. Isenseit was
the complexity itself that necessitated constant maintenance.

Architectural historians of hospitals and health care facilities, such as David Theodere, ha
associated the i dea of obsolescence with the

facilities utilizing interstitial spac®?® However, with both the CGH IV and VGH Centennial

2 Mi nutes of the Board of Trustees, o0 16 January 1946,
3David Theodor e, APl anning the Hospi tmpmilt aolf, tchae. FLudt7ulroe
presented at Hospital / Hopital IHSP 2015 Conference , Montréal, Quebec, Oc®li#gd15). Stephen Verderber,

Innovations in Hospital Architectui@ew York: Routledge, 2010), 18B84. The concept of design after rested on the
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Building there were overt references to concern for buildingglut of date before completion.
Administrators had not moved on to some of the later solutions such as interstitial space, and viewed
the only real response a Shusthe gdeaiofrhospitgl buildings a® n e we
machines of healingas not new to the latter third of theé"2fentury. Ratheit existed beforehand
in the minute books of administrators and maintenance departments rather than architectural
journals.

Though optimism defined the pesar building period administratorsddnot abandon all
semblance of caution. In a 1954 letter CGH administrator Dr. L. O. Bradley confessed to WGH
superintendent Dr. H Coppinger that @ACalgary -
sufficient time and care was not taken in theptai ng o f f*Birsa dh cesypdist all.umnt n
proportionate to his concern that the current rate of construction migte sutaimble If he was
right, current additions would need to last. Inleiger,he sought to convey how seriously deciding
what type of building to erect was. Bradley was interested in the WGH, and told Coppinger he
wanted to visit during the next bout of construction. The relationship between the WGH and CGH
wasmutual; Coppinger had previously written to Bradley for advit@wv much time architects
needed to plan a major expanstéhThe hard times of the preceding forty years did not numb
administrators to hope, but they were not entirely convinced the boom would last.

The increased speed that patients moved through Hespitlhe 1950s was an important
change. Operations that once required weeks of rest and observation now needed only a few days.
Maternity cases in the 1930s typically entailed two weeks as an inpatient. By 1950 long stays were

only for complications. Thdays of large, open wards were over but patients still shared rooms.

assaimption that a design would become outmoded in the time it took to move from drawing board to physical reality. To
counter this, architects designed spaces that were flexible and open such that once the structure was erected it could then
be laid out in ananner that accorded with cutthegige planning principles.
4fL. O. Bradley to H. Coppinger, o
%fH. Coppinger to L. O. Bradley, o
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However, these social moments were shortenedpatients hadess cause and opportunity to
communicate. Rules changed too. The length@@em lists of authorized behaviours stopped
being produced by organizational committees. In part reduction in regimentation results from the
hospital being more streamlingghitients entered, were treated, and were discharged. The same went
for food preparations, laundry, supplies, and medicatiimsera of the ward was ending, replaced

by a new philosophy of buildings as a technology in its own right. There were lines of people
seeking hospital care, and less mystery about the cause and treatment of many conditions. The
hospital process reachegbigch of mechanization far removed from delays and dysfunctions that
administrators often associated with 6the past
once building rapport, trust, and familiarity had been normal functions of warddifepded of
recovery and the use of purpdsailt wings for convalesce fragmented that social experiéfice.

Following the Second World War the general hospital in Canadian society became
medi cineds premier institut i oas new Tebhaolodies brdr e we
successful research pointed toward seemingly endless advancement in treatment. Where once these
institutions struggled to survivihey now held prominent positions in the social order of virtually all
Canadian citie§*’ Perhaps morstriking isthe way these institutions captured the imagination of
other professions. Architects and administrative scientists threw their efforts into hospital
organization with fervour, hoping to enable the next advancement in community medicine and
pulic health. At the level of federal politics hospitals had not been forgotten. During the next two
decades legislative incursions into hospitals further demonstrated how they were contested spaces; as

difficult to maintain as they were sacred to sociakordivic, and ultimately national, identity.

646 D, Scollardhospital: A Portrait of Calgary GenerdWinnipeg: Hignell Printing, 1981), 42.
647 Gagan and GagaFRpr Patients of Moderate Meank36-188.
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Chapter Vi iTo avoid the atmosphere customarily d
Obsolescence, and Hospitals of the Future 18880

A strong economy during most of the 1960s helped entrench pypéctation that hospitals would
continuously i mprove and expand. Ottawads comr
the federal government into health care as never before. Politics and medicine had come into contact
many times previous, buhe Hospital Insurance and Diagnostic Services (HIDS) Act of 1957
followed by Medicare in 1966 clarified funding, management, and recipients. For nearly a century
the question of who would pay, govern, administer, and establish standards was addressed by a
patchwork of compromises, professional networks, and qoa&@rnmental institidns.
Clarification was at handhe federal government would provide funds, the provinces would match
and then dispense, and hospitals retained some administrative auttmpragtice it was not so

simple, nor was the preceding provincial policy developments. In the 1970s Ottawa grew uneasy
with its expenditure and scaled back the breadth of funding. Nonetheless, a major increase in
available federal money helped definestheriod.

Like general hospitals, health and hospital insurance legislation developed within individual
provinces such that there is no single antecedent. Economic historian Gregory Marchildon argued
thatthe reason Canadian historians had paid scantiatiga Medicare stemmed from the volume
of provincial attempts prior to the 19688Sas kat chewands attempts are
almost every province and territory dabbled in the messy business of insuring health. It was not until
the end of the &ond World War that public demand and parliamentary willingness aligned to begin
the transition to a formal welfare st&f@ More recent accounts have paid closer attention to the

Depression and postar political climate as important facto’s.W. Johnsa 6 s bi ogr aphy

648Gregory P. Marchildon, AEdi t Making Medicart:NewePerapgatls odtbek n o wl e d
History of Medicare in Canadad. Gregory P. Marchildon (Toronto: University of Toronto Press, 2012), ix.

649 Alvin Finkel, Social Policy and Practice in Canada: A Histqiyaterloo: Wilfred Laurier University Press, 2006),

9597, 125127.
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Douglas government argues the 1944 CCF election victory was evidence of the electorate giving
socialism a chance. I n this account the el ect
standard of living aftealmost two decadesf war and economic lassituéi®

Prosperity in the 1960s was a boon to architects who specialised in hospitals. Iff the 19
century their imprint was nalwaysapparent on the scrapéaether projects of castrapped
administrators. The J0century hadsome lean years as well. In the 1960s architects thrived as
hospitals throughout North America rebuilt campuses to embrace new technologies both medical,
like dialysis machines, and administrative, like computers. Computers also aided in research and
recod-keeping®®! After the Second World War, hospital administrators experimented with a more
technical type of architecture by implementimeyvsystems to regulate temperature, ventilation, and
power usage. Further, the advent of building techniques sucheasséhof interstitial space
represented an architectural attempt to create buildings that would never become tB3dlete.
building projects carried out in the 1950s often consisted of a sesigsalizedvings or additions
constructed around a cdpeilding. Architectural enthusiasm in the 1960s and 1970s strove to use
internal rearrangement and malleable infrastructure to create ageless structures.

The tools of the medical trade grew more sophisticated during this era with devices such as
the implartable pacemaker in 1958, the EMtanner in 1971, and wireless EKG heart rate monitor
in 1977. For much of medi cal hi story the act
organic tissue innate to the individual. The perfusion of technology gitin@ 1960s made
Oi mprovement of the bodyd skyrocket to the f

accurately determine what was happening to a patient. A corresponding surge in research followed.

650 A, W. JohnsonDream No Little Dreams: A Biography of the Douglas Government of Saskatchewas!,9f44

(Toronto: University of Toronto Press, 2015), 4.

lDavid Theodore, fATowards a New Hospi t7Aa3a (AR kBrnalliescst .u,r eH
University, 2014).

652 Stephen Verderbemnovations in Hospital Architectur@ew York: Routledge, 2010), 86.
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Clinicaladvancements al so aldél oAveworfnor o unte wh edarretp ag a
mechanically, or an organ implanted from another body. Medicine advanced in efficacy and
capability, but mysteries persisted and patients remain important. Thee@tury may well be
medi cineds cetnher ya dtudr y tofi scompl ete triumph
against sickness, disease, and suffering.

The years 1960 to 1980 began with a sense of administrative confidence that projects could
be completed before funding ran out, and cemented theabgnof hospitals to medical practice
and social organization. In part this owed to federal hospital and medical insurance. Care was,
theoretically, covered. The uneasy bedfellows of the health ministry and hospital boards
compromised by accepting theidance of outside professionals, and waves of consultants washed
over general hospitals leaving behind a small library of-kemign plans and institutional surveys. As
medical campuses grew so too did their cohorts of students, the services providdtirand t
economic role in the community. By the 1980s the ecormayslowedThis was worst in Alberta
as oil prices crashedespite the best efforts of architetie® 1960s and 1970s did rede the
emergence oftuehospi t al s of t h éscéarstaep upleepicastmmune t o ob

Toronto 1961-1980

The TGH added buildings during the 1960s and 1970s, but its main focus was on organization and
O6moder ninitigdiytfi oandes troubled administrators | e
teaching hospal rose, and a stream of medical advancements poured¥o@ne of the most

i mportant influences on t he eighbvdlonsestuaybgWoods,e ct ur ¢
Gordon & Co. Planning Consultants and Mathers and Haldenby Architects. Thadixsltimes,

released in 1964, summarized the program and provided a planning overview. The following five

653J.T.H.ConnoDoi ng Good: The Lif e oTForoftmWniversityoblsron®emess,2G00), Ho s p i
262-263.
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dealt with inpatient facilities, medical and hospital services, clinical teaching, and science facilities.
The reports provided a language and fommatiministrative thought on building and spatial
organization in latd 960s and 1970s. These studies had practical value, but TGH administrators also
saw them as vehicles to bypass financial obstacles. With a more formal provincial apparatus in place
for dispensing funds the TGH became one institution in line with mantymis,it was unable to

act because of that, which revealed a break from its history of timely donations. Focusing on internal
organization and efficiency was a way for the TGH to impreteen funds were scarce.
Furthermore, a plan in hand strengthened funding requests.

Between 1960 and 1961 administration struggled with several issues related to ongoing
construction projects. INovember196@, he bui | di ng ¢ o mmi takinereasemet t O
i n cforsehosadiosin the MulockLarkin outpatient wing®®* According to their findings the
escalation in costs was due to wages for electrical and mechanical labourers. An initial quote of
$449,000 had risen to $1,408,291. Dr. Normaqubart suggested Mathers and Haldenby review
the entire construction programme, and asked them to refrain from making its figures public. The
Central Building had beemnder construction since 1958#was nearly done, but issues ranging
from malfunctionsin the ventilation and air conditioning system to draughty windows caused
delays®*°*Renovation of wards A, B, and C, first suggested in 1950, were still underway. Inthe non
medical areas sliding glass doors did not operate properly, terrazzo floors ciauttdighting
fixtures remained boxedhere was a seeminglyeverending list of loose endthat plagued
administrators The committee was open to organizational changes to save money or increase
efficiency, but were not prepared to abandon some oldshdbor instance, wards remained

segregated by gender, and the committee preferédaeds per room over8despitdhighdemand

4 Mi nuBasl df ng Committee, o 30 November 1960, 1. File T
55 Mi nutes of the Buil di-4 Fle CIMt19Boxd6 450 GH8 Fordds WHN ArtHiveéso , 1
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for semiprivate and private accommodati®iln other areas design readily adapted to new ideas.
Il n an efforpgatioecbnfslod wad abre. 6Shar pe advocated
public in order to reduce the number of required waiting rooms and nursing stations.

I n 1964 the first two volumes of the TGHOGs
demonsttked a detailed vision for the institution
planning was a break from older models where an architect drew plans within a budget, and the
contractwasawarded as soon as possible due to a mix of shakynigireeid urgent patient need.

Now the board engaged consultants with a mind to establishing a specific plan in minute detail. The
volumes abound with tables demonstrating the required square footage per bed, labs, and offices.
The hospital of the future aaoted to scientific and technical preferences rather than local exigency

or shortage. Such planning also considered a wider range of details and interests such as how space
might be repurposed or adapted as institutional needs changed.

The plan (hereafteiWoods Report) was compiled by two firms. One specialised in
architecture, and the other in organization. It included input from the board of trustees, medical,
nursing, technical, and administrative staff, and University of Toronto faculty. The diversity o
participants in the planning process demonstrated a notable development in hospital expansion. The
hospital was more than a structure run by civic leaders, philanthropists, and doctors. It was a
complex society whose fabric reflected, and smaaotimingrequired, the input of its fulime
occupants. Absent this list are patients. Patients were not forgotten during the design process, but
consultants sought to understand their needs through different channels. Namely through the input of
the professional@ho cared for them. Despite this seeming oversight the goal of the Woods Report
was to produce O0an outstanding Canadian Heal ttr

the consultants who blended in their own ideas.

6 Mi nutes of the Buil di ndeTGa.m20iBdx{T@ 45, TGH Forids UHN Arehivds9 6 1, 2.
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As consultants addressed @spect of expansion they encountered new vistas from which
complexities and heretofore unseen problems emerged. In 1966, The Woods Firm felt it could go no
further without the architectural expertise of Mathers and Haldenby. In an introductiostiodhe
consul tants wrote, Alt was felt essential tha
practicality within the severe limitation of the site should be tested. lw#tyighe Planning Report
would present a workable solution to compler jr | &fMAs the planning phase continued,
centralization of office staff became a pressing concern. There were other influences such as changes
in University of Toronto curriculum which increased demand for educational space and ward access.

Theconcerns f pl anners designing the 6hospital o

around a fear of obsolescence. The Woods Repo

obsolete in a short period of ti nmé80.onomerh pr oj ¢

achieve this goal Aspace was planned i n such
growth of the activities taking pl ac®itwas it , i
an architectural philosophy offunconal i ty i nstead of beauty; t he

interior meant that as demands changed the space could too. The addition of new wings had been
part and parcel of hospital expansion in th® @éntury. Administrators preferred new structures
because medical requirements for a buildoftgen changed rapidly. To meet these through
renovation typically involved removing exterior walls in order to alter utilities such as plumbing,

heating, and electrical. The costs of these alterations quickéhaththose of new constructiéii.

fToronto General Hospital: Planning Report. Volume 1
Pl anning Consultants and Mathers and Haldenby Architec
Archives. See Appendix V, Image 5.1 for an example of 1

858 Stephen Verderber and David J. Fitealthcare Architecture in an era of Radical Transforma¢dew Haven: Yale

University Press, 2000), 97.

A Tor ont o Ge ner rglRepdro \éoumet 1s&8ummark Pregramme: Prepared by Woods, Gordon &Co.

Pl anning Consultants and Mathers and Haldenby Architec
Archives. Above quote on page 5.
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Preventing obsolescence meant more than the superficial flexibility of movable partitions could
offer. To keep pace with medical chasgetruly malleable space was nee@&d.

Authors of the Woods Report did not neglectbhe i | di ngds rol e in heal
plans considered a single tall edifice that would constitute a healingttomeriookthe city and its
hinterland. Further revision shifted to a network of structures that could be easily expanded. One
secon of the report noted, ATo avoid the at mos
conscious and continuous effort is being made to introduce daylight penetrations and eliminate long
internal corridors wherevietupiosesabdef @éell tisnadi
into a consciously scientific exercise. The r
complex of approximately 2,000,000 square feet, the maintenance of human scale can only be
achieved by separating thengplex into its principle elements and by separating these elements into
|l ogi cal component parts none of ®iTheipofassionals e x ¢ e s
sought utility, efficiency, and efficacy; however, they also took the emotions of {sadied staff
into consideration whesuggestingnternal arrangements.

An important change in pe§econd World War hospitalization was the speed with which
patients were treated and released. Despite this, administrators still sought large bed counts. The
doubl e corridor | ayout was common in North Ame
increasing numbers of patients are treated through the clinic, and with the growth of preventive
medicine the ratio of patients to oupatients will declinebut the medical severity of-patients

conditi ons °®Hfla3965iconsukkantstook tigis adstep further. They suggested instead of

660 Ann Sloan DevlinWhat Americans Build an@/hy: Psychological Perspectiv@ambridge: Cambridge University

Press 2010), 820.

i Toronto General Hospital: Planning Report. Volume 1
Pl anning Consultants and Mat fdile2.251Bdx TB &84 TGélrdngs UMM c hi t ec
Archives

662 |bid, 29.
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rushing patients through wards they should be kept out enfirgbgsible As hospitals became
more effective andafe the public naturally grew more comfortable in them. Administrators faced
with the ironic problem of trying to keep patients out unless absolutely necessary.

A major bent of the Woods Report was the idea that institutions should move toward more
single rooms to enhance privacy. The consultants referred to research by the Nuffield Foundation in
1955 that established criteria for placing a patient in a private t6t®aome reasons were classic
such as the patient being contagious, or susceptible to camt&tpwever, the other three were
more complicated to evaluate: those who were seriously ill or dyatignps likely to disturb those
near themor anyone requiring special attention. Since the ldteéstury hospitals sought to avoid
the dying. In prt due to the risk of contagion and the deleterious effect on the morale of those
around them. In the hospital of the 1960s the ipdiyg to keep patients alive, aven pull them
back from the brink, was more plausitden d &6 dyi ng 6 b gorydorestablish. Thefacd e r ¢
patients could disturb each other serves as a reminder about shared rooms.

Legislative developments also affected the TGH during the 1960s. The Ontario Medical
Services Insurance Plan (OMSIP) came into effect on 1 July 196&cadime the Ontario Health
Services Insurance Plan (OHSIP) in 1969. In 1972 the plan was shorted to Ontario Hospital
Insurance Plan (OHIP). TGH administrators saw the legislation as an opportunity to advance the
institutionds i ddmtl967 Ghairmman Thomasd.Bell exiplairgd thabirslight t a
of the new program Adtraditional patterns of
community for well over a century would have t

patet s were to enjoy maximum benefit from the t

663 The Nuffield Foundation was a charitable organization established in 1943 by British motor manufacturer and
philanthropist William Morris. The tvoreseattnat firstnredusatiogoal wa
and social policy before establishing a separate branch to fund science projects in the 1960s. For more information on
this organization see Mary WaHisiony of Edudati®®:8 (979228280 ANt 0 Nu f f i
Ronald ClarkA Bi ography of t h@ondboo Longmards,d97Bl oundati ono
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Oprivated and O6publicbé system which had been
modern, University TE&%ari968hg TAGHhadmitdtahl|243dedp r o ac h
spread over four buildings. Approximately 31% of these were private rgf8iBy. changing a
definition Bell added 31% to the teaching capacity without spending a dime or laying a brick. His
actions demonstrated how expansion could be achtbvedgh reorganization.

In the late1960s the TGH took a more conversational, measured tas@ublic outreach.
The 1968 annual report referred to how fAvibra
day, 06 a city s uc bwaagenerdl baspmtal bught tovlzest jts cammdnityh The
exterior of the hospital did not match the pizazz of administrative rhetoric. It was not a new problem.
Hospitals had long been frustrated by the difficulty of explain seemingly complete extertors wit
unfurnished or unfinished interiors to the pu
outside you may detect little change in the complex of buildings which is the TGH. Inside these
buildings however there is constant change. In this atgebhological progress to stand still is to
f al | BP%ttventronlto ninte renovations, particularly in the College Wing, and mentioned some
new departments such as the Coronary Care Unit. Administrators cleverly made the criticism they
expected to facenly to briskly explained why it was sensible but wrong. The board sought to speak
in the same languadecritical or otherwisd of those who stood outside its walls.

The final years of the 1960s were marked by internal disunity, power struggles, andgvaveri
public confidence. In 1969 tensions flared between administrators and nurses. According to historian

Jim Connor the result was nursing becoming its own branch of power alongside doctors and

%A Annual Report of the Toronto General Hospital,o 1967
53 Toronto General Hospi t alPatienftFaciitest Prapgredg Wandst Gordon &Cou me 3
Pl anning Consultants and Mathers and Haldenby Architect
55 Annual Report of the Toronto Gener al sHiNsAxhivea$ee 0 1968
Appendix V, Image 5.2 for an example of a drawing intended for public consumption.
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administrators. In 1971 organized labour ascended into thatwiriate®®’ Sarah Growe iWho
Cares? The Crisis in Canadian Nursi(iP91) argues that often patients trusted the machines and
medicines around them, while harbouring concerns about the institution and its adminftation.
Enduring public ambivalence towts hospitals rested on a strange polarity of reverential scientific
faith and unflagging political distrust. Public cries for transparency in government are ubiquitous,
but there is no corollary call for inquiry into how research funds were allotted oEba dould be
trusted but not the aldermaXurses as a collective were caught between both sides.

Despite the amount of capital and time spent planning during the 1960s nothing had yet to
come of it. A 1968 public building freeze ensured the decade weodlavithout construction. The
1971 annual report tried to frame the situation in a positive light with its suggesti@nsection
titled &égr ounddwohrakt ffioirn tshpe tfeu toufr etbhe f act your
wit h &ébr i c plannirgfiodtherfuburet 1871 proved a year of achievement. Today as a
result of these achievements we are in a stronger position to continue our roles in service, teaching
and r e®%%&ha remot waé carefully vague as to what had godeimtiernal plaming related
to demolishing two buildings in the near futirand instead celebrated that the average patient stay
had dropped to 11.9 days.

Between 1973 and 1974 the TGH took preparatory steps towards expansion. Administrators,
at the urging of the provamal government, abandoned the Burnside Wing. Following this the adult
bed count fell to 1,103. Pending provincial proposals called for the reduction of a further 100 beds
by 1974. The TGHOGs political power tunitesaneg d upo
fulfill a role in the broader profession of me

about any proposal that reduced beds. The 1973 annual report navigated the difficult terrain of

867ConnorDoi ng Good: The Life o0235.Torontodés General Hospital
668 Sarah GroweWho Cares?: The Crisis in Canadian Nursifigronto: McClelland & Steward, 1991), 17
°fF Annual Report of the Toronto General Hospital,o 1970
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building demolitiomowasedi b wiol & ie®f@re aas thepevate s pé d a
patientodés pavilion first built in 1930. The s
Throughout 1974 the TGH claimed small victories and improvements where possible;
however, frustration wasiounting after a fruitless decatteng planning programme. The annual
report | isted a variety of changes to O6soft i
safety programmes. Changes to procedure were an inexpensive way to make spaefuhdileaus
operating roomreceiveanew-grondi t i oni ng system, and the res
buildings easier to navigate came into effect. Demolition of an east residence represented the most
substantive step toward expansion. Chairmah Belh ot ed t hat f#fApl anning fo
desperately needed to repl ace %dtherpiecdsdal intar e a s
place,aMat her s and Hal denby produced a 6functi one
the internal dravings for the new buildings to ensure that the plans remained reasondblgate
after so many years of delays.

When 1975 passed without sbrkaking the administration used the anmepbrt to cast
blame on the municipalitgnd province. The physicall ant r emai ned fAan ar ea
progress has been made with the development of the functional program and early drawings of our
planned construction. A start in 1976 of the actual building would do much to restore confidence in
the future ofour Hospital and with the cooperation of the City and Province this should be
p o s s P"4rheeepait blamedthersfor slowing the process, while presenting an active hospital
that had drawn plaredwas eager to build. To bolster this narrative the dhazntioned handful
of minor renovationssuch as adapting Ward A in the College Wing to serve as a headquarters for

the division of ONucl ear Medicine, ® and alter

A Annual Report of the Toronto General Hospital,o 1973
"fAnnual Repotra @dndrhel THGSRITE hI.17,BoxB IGHFondsAUHN Archives
2fF Annual Report of the Toronto General Hospital,o 1975
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As hospitals grew more sophisticated, movihgough the space required increasing
organization. New procedures for the operating and recovery room occupied a significant portion of
administrative time in the 1970s. Patients wer
OR is difficultfor patients and depends on a, multitude of elevators and comes from three directions
iColl ege Wing, N. U. Elevators, %Adnotedringhet y wi |
third chapter patients had some influence on the design of operating race®sguch as the way
equipment was storexhd the colour ahe wall® but these provisions considered fear rather than
convenience. The new model emphasised both. Surgery was safer, but-gtidideary. It was also
more successful, and administratomnsidered speed and volume. The pdtie led to the
operating roonwere beginning to matter as muchitagid.

There was no major construction in 1976, but the Ontario Ministry of Health (OMH)
approved plans for new buildings. The OMH subsequently edeasds to the TGH. In turn the
board issued a contract to excavate the foundation. Citydyws fir emai ned i n a
preventing the building from going ahead and 7
ending cos*tLaesctal aheonwear the city approved th
way for construction to begin. The erection of the David Eaton building was the main, aahard
project of the 1970s. The TGH caught an updraft in 1971 when the province rdlaadedor
capital projects, but it still took five years to move forward. There were alsmedical reasons to
build. Connor has argued an important factor was competition with the nearby Mount Sinai Hospital.

The Sinai had moved to University Avenuempleted a fullymodern 18storey structure, and

fiOperating RoomApgparddiix ALowhtl®| Nead9d Box 639TGH FondB UHNFi | e T
Archives
f Annual Report of the Toronto General Hospital,o 1976
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become affiliated with the University of Tororft.It served as a visual reminder that the TGH
could fall behind if it did not expand. It was not until 1976 that requisite fundraising, planning, and
demolition was finished and construction could begin. Federal, provincial, and municipal
governments contributed $62 million of the total $74.5 million. The difference of $12.5 million had
to be made up in public outreah.

The first phase consisted of a-4#rey twin tower wing east of the Norman Urquhart Wing
that included an ambulatory care tower with 155 medical specialists, examining rooms, and
diagnostic testing facilities. The other tower offered 304 inpatient beds and an additional 69 for
intensive carePhase one was the most significant, costing $53.7 million, and would open for
occupancy in September 1980. The second phase, at a cost of $12 million and scheduled for
completion in 1982 would renovation the University Wing, addingaiditioning, libray and
educational facilities, and expanded patient rooms. The final phase aimed for complei@&anal 9
cost of $8.8 million, and ivould convert part of the College Wing into a research centre. During
construction accommodation decreased to 1,000gth¢he renovations of phases 2 and 3 would
raise it. The parkade was slated for completion, and would accommodate 450 autdiiobiles.

The reputation of nurses improved during th& @éntury, but old prejudices persisted. In
December 1978he operating rom and recovery room committee dissad a seemingly trivial
matter inthe purchase of new coffee machines. Howeverg#tsionrdemonstrated the endurance
of hierarchies among staff by gender, and profession. The dietary department noted new machines
could combine hot and cold drinks, for under $0.30 a cup. The committee chair ended the meeting

with a telling summati on: AAfter discussion

6%5ConnorDoi ng Good: The Life 235286 Fooaristaryobthe®euntSinaidee Lstes pi t a |

MarrusBarskyFr om Gener ation to Generati on: ATotdntosMcGlellgnd& f Tor o
Stewart, 1998).

%f Renewal Plan,o 1980, 1 File TG 29.0.2 Box TG 103 TGH
A Annual Report of t he97FI®7802nFiledlG G2 1V Boxa8 TGHFonslpUHN Arthives
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surgeonsods lounge, and to a®knuhate s*@fallithe lud gma ¢
technology in a hospital a beverage dispenser is among the least significant, but its deployment
nonetheless reflected social and professional inequalities.

Between 1978 and 1980 progress sped up. In November 1978 theeTlGldh an 6 al mo st
celebration. Vicechairman of the board of trustees Aldred Powis and Health Minister Dennis
Timbrell poured the last load of concrete. Such efforts were transparent attempts to remind the
public the project was nearing completionamdts al vage some positive pr e
exterior was all but complete and already there have been many complimentary remarks upon its fine
appearance. o0 In further good news replacement
tmead budget. The senti ment was shared interna
done but already excitement is growing among the staff of relief from crowded and inadequate
f aci PF'iTheiTéwasrelieved to be able to discuss construdtiemtao decades of planning.

The 19708 marked by economic slowdown and a national sense of pesgimisisinot the
TGHG6s finest decade. When the Eaton building
process that began in the 1960s. For an actital era defined by fear of obsolescence such a lag
time reminds historians of how difficult these projects were. Further, this era marked a changing of
the guard for the TGH. The philanthropy of the past had faded. In the cdetagdes itvould
returnin the form of branches such as the Munk Cardiac Centre. Still, in an era of increased
provincial involvement the TGH had to wait in line for funds rather than exploit its ties with civic
elites. Medicare and a | ul laloff-lbalafcel Cdnrbripregentgpaut T O

conflux of declining professional prestige for doctors, bureaucratic intolerance to hospitals operating

87 Operating Room and Recovery Room Committee, o 20 Decerl
Archives

°fF Annual Report of the TIOMAnFledG G217 8B aGH FonossUpIN Arehives.0 19 7 8
Source of above quote as well.
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at a deficit, and a fraying in relations with
f a d e ,nétituttbonatisurvival to return as a guiding princigi&Amidst the optimism of the 1960s,
administrators entertained grand plans of campus expansion. The abrupt economic reversal of the
1970s produced significant delays.

Winnipeq 19611975

The 1960s dawmnk brightly for the WGH with a series of developments: steam boilers were
converted from coal to oil, the service wing opened, and the old isolation wing was demolished. For
the perpetually casbtrapped WGH such improvements were a source of pride. Thesefdhe

1970s diverged from this path. The major developments of that decade related more to
administration and bureaucratizatfopassing of the Centennial Health Sciences Centre Act
(HSCA) in 1972 for instan@e rather than construction. The UniversifyManitoba became more
involved, and in turn increased the institutic
a major disruption to the provision of health care. Winnipeg had long relied on public appeals as an
important funding stream. Follng the passing of the HIDS Act in 1957, the Manitoba Hospital
Commission (MHC) oversaw healthcare financing and constructions funds. It became the Manitoba
Health Service Commission (MHSC) in 19%%.

The process that began in 1957 with the passing Hto& the bulk of the 1960s to
complete. On 1 July 1960 its first form took ¢
and required a Ademonstration of need, 0 befor e
and home calls, drugs, ptbstic appliances such as eyeglasses, hearing aids, and orthotics. There
had been some initial unease on the part of WGH administrators who feared the outpatient

population would shrink. The opposite occurred, and the board grew concerned that if e progr

680 ConnorDoi ng Good: The Life o2342BH26Bntods General Hospital
581 ]an Carr and Robert E. Beamigflanitoba Medicine: A Brief HistorgWinnipeg: University of Manitoba Press,
1999), 13.
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expanded it could affect t he i n°tThet ipittali on 6 s
i mpl ementation was not O6universal coverage, 060
more. The findings of the federalgppointed Royal Commission on HiiaCare Services (Hall
Report) rendered its verdict in 1964 that a universal health care plan was dé&iabi 1966
federal passing of Medical Care Act (MCA) guaranteed-fifty sharing of expenses with the
province. The Manitoba Medical Associationted in favour of the proposal, but it was not
implemented until 1 April 196%*

More patientgreated aeed of new buildings. The service wingpon which the sistorey
O0HO® wi ng wa $ wasdinter donstructiot i@ @0. Administrators wereetagsee that
it remain on schedule, and had cause to fear delays. The Lennox Bell House, which was supposed to
be ready for occupancy by 1 July, was behind schedule and quickly becoming a matter of
iconsi der a*¥itwas adessga@md buildingeth the service wing, but administrators did
not want to acquire a reputation for overseeing inefficient construction. The basement and third floor
for the service had been poured. The second was planiteddone by7 May. By 24 June the
building stood dller than G wing, and saw the completion of several internal fixtures: doors
widened, additional lights installed, curtains added around each bed on ceiling tracks, and new

flooring.?2¢On 16 September the executive committee met again noting the comepfdtitking,

2 Annual Report of the WGH, o 1960, 27. File 12, Box 11
883 Canada. Royal Commission on Health ServiBegort of the Royal Commission on Health Senvidgls 1. Ottawa:

Queends Printer, 1964, 13. ebartafierChiefdustioedEmmneit Matthefveélallwed t o a
was chairman of the commission. It offers an eloquent argument for provision of health services as a fundamental public
good, almost on the order of an investment. It recognized individual responsililthefoown health, noting such

factors as diet, use of leisure time, exercise, safe practices and the like fell within that purview, but that modesn medicin

had also expanded the health needs of individuals well beyond what could reasonably be nwbipbleteviour

alone.

684 Carr and BeamisiManitoba Medicine: A Brief Historyl35.

i Mi nutes of the Executive Commi:t
8 Mi nutes of the Executive Commi:t
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ventilation, and pludbi n g . The buil ding was fdAapproxi mately
and administration hoped for an opening as early as 1 Juné€®1961.

Administrators knew their institutions were most vulnerable during construaticause
money had been spent but the results were not yet tangible, bed capacity often dropped, and delays
or miscalculations smacked of incompetence. Quickimpleted renovations could help distract
from this, and the board commissioned them when pessib&eptember1961 the board contacted
the Woods, Gordon & Co. Management Farrthen at work with the TGH as wallhoping they
could provide some insight on how to effectively use extant busdingng renovations. A shorter
Wood Report was issued in Wipeg. Its comments focused on streamlining protocol for operating
rooms reports and centralizing purchasing departments rather than planning new bifldings.
largest project for the year was total renovation of wardsRd F4 in the Jubilee Wing built in
1898 which included new flooring and #iring. In the North Wing wards A, A-5, and D4
received minor renovations to avoid disrupting ward routines. The nursefiesnd F2 were
updated so they could provide intensive care, and received ggteioit the first time since opening
in 1950689

Funding prospects in 1961 were good in light of a favourable report made by the MHSC
calling for $35,600,000 in expenditure over the next seven years. Large sums had already been
released in Manitoba: additismvere underway for $2,000,000 in Brandon, $1,400,000 in Dauphin,
$4,000,000 in Winnipeg plus another $3,058,000 for the WGH service wing. The report prepared by
Dr. J. D. Adamson a Winnipeg medical consultant, J. A. McNab, deputy director of the hospital

service branch of the Ontario Hospital Services Commission, and Dr. Joseph Willard federal deputy

A Mi nutes of the Executive Committee, 0 16 September 19c¢
Image 5.3.
8fiReport done by Woods, Gordon & Co. -6MierlBoxP.ABAWGHCons ul t
Fonds PMA
¥ Annual fRéeper WGHl, 0 1960, 54. File 12, Box 11 WGH Fond
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minister of welfare. It recommended the H wing project and J wing expansion continue. In addition
it supported the idea of a new laundry and a building foceatreatment. The report noted
Winnipeg had received over $13,000,000 in the last decade, and other regions needed $fhds too.
Johnson called it Aone of the most comprehensi
especially pleased that it wka provincial perspectivi@?

In 1962 the WGH saw its firgtonstructionlull in over a decade. The recession of 1959
1961 placed pressure upon the hospital, but it enjoyed strong community support and continued
buil ding. The 195 9s mast encoardging te qepont & total ef $X00,185 in i
donations and bequests. This seems to reflect the growing realization by the community that
hospitals need *tlimthetspringuHeaitly MirsstempGearge tlohrison presented a
program to reforrmental health care in the province. It included adding ali@@Dwing onto the
WGH 5% 1n December 1963 the board awarded the contract fisedloor expansion above the
service wing that administrators referred to as H wing. The H wing benefited frodo#pital
Insurance Act which permitted hospitals to retain 20% of differential earnings for the use of capital
construction. Renovations onBwere completed, and served as the pilot project for the remaining
wards on B and E wings. Renovation added 2 lvehich upped the total to 939

Some construction represented social, rather than medical or scientific impulses. In 1964 the
WGH added an ecumenical chapel. It was the first religious space on its premises. Back in 1907 the
Church of England donatedL ®00 to the WGH to build a chapel; however, the plans never

materialized and the money was used for general expenditures. The 1964 chapel was a small

690 Joesph W. Willard, J. D. Adamson, and J. A. McNdanitoba Hospital Survey Board Report on Hospital Services,
(Winnipeg, 1961), 12433.

®lfiSurvey Board Recommends $ 35 Néetfordore Ghroni@Gar € r Bac ialmi t iEenp
March 1961, 1. (Information Section: Dept. of Industry and Commerce, Winnipeg)

28 Annual Report of the WGH, o0 1959, 17. File 12 Box 11
¥ 3Annual Report of the WGH, Fnddl8SEAM 18. File 12 Box 11
%f Annual Report of the WGH, o 1963, 18, 24 File 12, Bo
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structure designedteeas i ncl usi ve as possible. It was a in
bea i ng symbols of #fAthe six major religions, o0 Jl
and Hinduisn?® For most of its history the WGH had been carefully secular. The St. Boniface
served the regiondés Roman Catith@mpustogignpithbrat i on
emergent diversity. It was acknowledgitigitas a public institution all patients, and their loved
onesneeded tdeel accommodatedithin its walls

In 1964 the Trident Constructiddompany beganthe nesix-s t or ey ©dlj avé th.gd pl
would provide four floors for regular nursing wards, one for maximum care, and a service floor.
Other projects were simultaneously undeay. The Winnipeg architectural firm of Green,
Blankstein and Russel Ltd (192D04) assisted in the desigpr a central laundry service, and
architectural firm Moody, Moore, and Associates reprised their position with the Widare
for a new emergency department. A recent decision by the Manitoba Legislature allowed the city to
directly assist in the cetruction of hospital facilities rather than having to uséalms °°° The new
laundry buildings commenced in 1965, as did renovations in C wing.

By February 1965 trustees appraised constr.
was due for complein during the first week of March, and the others at approximately five day
intervals. By 21 May the buildings were furnished and patients had begun occupying the new
wards®®’ Most of these patients came from-B8 which, now empty, was renovated in turn. A
shortage of nurses, and mechanical issues on the intensive care wgrdalised delays. The

cardiorespiratory unit onH could not be operated properly in the space allotted to itnhiasite

%fiBeatrice FiilAesluNMdnesdciept s ¢elé6. Adld b Bax R4A9DWGHFGndAs,PMA 4 5
% f Annual Report of the WGH, o0 ddiMB86AM, 18. File 12, Box 11
7fMi nutes of the Board of Trustees, o0 26 February 1965,
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alterations to the design called for a Kidney Unit (diaydiut the implementation proved
difficult. 5°® Administrators hoped H could be opened by September.

Throughout 1965 the WGH strengthened its relationship with the University of Manitoba.
Executive director, Dr. L. O. Bradley pledged that his board andh&dration would study how the
WGH coul d fimeet a greater responsibility for t
Bradley wanted to add a 2@@d extended care unit, a 208d psychiatric unit, and enlarge the
emergency department. ldsowant ed t o hel p the wuniversity, bu
WGH are now depleted from carrying *8@nlytheever a
department of medicine had a reasonable amount of labdsi&c@00 square fe@tcomparedd
12,000 in surgery and 10,000 in obstetrics with another 10,000 divided between the basement and
small, scattered support areas.

In 1966 the university took a transformative step in its relationship with the WGH by hiring
James Hamilton and Associategxplore renovations for the main medical departrféithat firm
hadworked for the VGH and Province of British Columbia during the 1950s. The WGH welcomed
the assistance, having just repaired defects in the parking garage roof and buitteasl firalyss
unit at the cost of $265,000. In 1945 when the Manitoba Medical Centre Act passed both institutions
carefully ensured their autonomy. The WGH did not want to give up authority over its campus. This
meant both sides trusted the Hamilton Firm to serva aaartial broker. Bradley resigned in 1967
and left Canada to become president of the n@pbned Minneapolis Medical Center. Peter

Swerhone became Executive Director on 21 April. In September he overhauled the board to

A Mi nutes of the Boar d-3oFfle 4 Box23MGel EBds®SCAM May 1965, 2

i Dr. L. O. Bradley, Executive iDierrescittoyr oWGHJatnoi tDorb.a ,H). 1H
1. File 4, Box 2 WGH Fonds HSCAM

i Annual Report of the WGH, o6 1966, 19. Hinde 12, Box 11

283



PhD Thesis S. Sweeney; McMaster UniversityHistory

strengthen its ties to the unigdy. The executive shrunk, and new rules allotted more power to
department heads in déy-day operations for facilitating education and resetth.

Between 1967 and 1970 the WGH continued to build, but at a slower pace. In April 1967
renovations were umdway in F3, 4, and G5. The renovations in F wing provided better
accommodation for clinical investigation and teaching while C wing alterations added administrative
spaces. There was also the question of an emergency service department which badheen
agenda since the 1950s. In one of his final actions Bradley stated that despite the addition of this
depart ment bei ng a-3, 4 anthGevere mesently pacant@and thtisyligd ot F
provide value for patients or staff makingitrmor o f a ‘& The enlergendy depastment had
not yet been built, its cost to the institution was theoretsain wastegotential. However, the F
and C wards were already built lhurthelpful without renovation.

In March 1968 renovation on ward@inished, which raised bed count to 968. Thé E
ward renovations included installationafiropped ceiling to conceal heating pipes and recessed
fluorescent lighting for the corridors. The board chose pale pastel colours for the walls to make them
Abhtengc heer ful, yet soothing to the eye, 0 and t
sound of footsteps. One of the most unique features of théveare that harkened to luxurious
health care spaces built during the 1920s in cities like Todowas a dining room for ambulant
patients. Six patients could sit in vinyl chairs the colour of Goddlosen to accent the effhite
wallsd vinyl around Arboritet opped tables. with a view above t
of <%Dgmaad for nurseemained high so the board used third year studestaffdhe ward

insummerandpadhem on the unregistered nurseods scal

1967, 18, 7 Onpageird. e 12, Bo
stees, 0 7 April 1967, 1.
File 4, Box 8 WGH Fonds HSCAM

“AaAnnual Report of the WGH, o
™A Mi nutes of the Board of Tru
HiRenovat e-@p &a @#ht Géeratol0:4 April (1968): 1.
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Despite increased involvement with provincial ministries the WGH continued reaching out to
its community. In the 1970s publielations publications began eschewing the stuffy formality of
opening ceremonies and the Dickensian alarmism of fundraising literature. In an issue of the
i nstitut i odnThesGemeratodlfioccautsiionng on surgery the edit
Opg ating Room, the I|Iife and death decision, tt
captured the imagination of writers since the days when barbers were surgeons. But to the 110
people who work on thé"loor, north wing, the OR is a day byydaay of life, though it can never
be call €8The uaritniecloe described the floorodos | a
labour between the 16 operating rooms. They were evenly split betweergn the west and A
wing on the east. D wingas/ to general surgery which included open heart procedures, rental
transplants, neurosurgery, and plastic surgery. A wing handled ear, eye, nose and throat cases as well
as urological procedureshe Generatowas primarily for the staff, but contained seoontent for
the general public or prospective patients.

In 1972 the WGH celebrated its centennial which coincided with the HSCA. The Act
amalgamated six care facilities under one aegis and on a single site known as the Health Sciences
Centre (HSCY® These i ncluded the WGH, Childrends Ho
Rehabilitation Hospital, D. A. Stewart Centre, Manitoba Cancer Treatment and Research
Foundation, and Winnipeg Psychiatric Institute. The University of Manitoba would be represented
on the HS@oard. The HSCA also contained language to dissolve the amalgamating institutions.

The WGH, upon word from the Lieutenant General, would transfer without payment all property to

the new HSC Corporation. In turn it became responsible for any debts or egtedmtween the

AThi s i ShetGhnerat@R3 (2972): 1. File 8, Bo® WGH Fonds HSCAM

%51n a sense the WGH ceased to exist. Though it had entered into the Manitoba Medical Centre agreement in the 1940s
the institutions had retained autonomy. The HSC Act in effect nullified existing boards and set up a-tiew top
administation. The WGH was the largest entity to joint he amalgam, and as noted below the joining members sought to
have it wellrepresented. For the remainder of the chapter | will refer to the HSC, rather than WGH in particular.
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WGH and other parties. Furthermore, it repealed the 1968 Winnipeg General Hospital Act and any
remaining legal references to the WGH would hence forth refer to the#8@lso changed the
governing structure, necessitating a new boaatitivolved members from the Cancer Treatment
and Research Foundation, the Sanatorium Board of Manitoba, and the Board of Governors of the
University of Manitoba.

The WGH and its allies had decided in 1970 how they wanted the new organization to
function.Such careful plannirdy well-aligned with the time$ allowed the consortium to present
the scheme asfaitaccompliAs a member of the executive put |
Company operate under the umbrella of the WGH because it was exemptriunicipal
t a x at ‘P"Bheiéitial plan called for eleven voting shares, six of which being given to the WGH
members and one each per additional institut@mnly talks included the St. Boniface Hospital, but
ultimately it did not join.The numbers hatb be tweaked as a result, but the basic agreement
remained intact.

I n 1973 the O6Basic Medical Sciences Buil di |
plant opened. The province brought in the Caldgmyed consultancy of J. Graham Clarkson to
provi de a plan for redevelopment. Clarksonds re
rate at which monies from the H#mResources Fund could be spent, and while some new medical
schools were conceived and built in the heyday of the laiesi{&algary, McMaster, Memorial)
most building programmes ran into rough weathe

between 1975 and 1977, the first of which appraised existing facilities. In 1975 the HSC included

1,363 bedsandwasone¢oh e | argest in Canada which fAgives
6Manitoba. Legislatie Assemhly A The Heal t h Sci e n'Sessiond®rd WinepeghdhteR. SBi | | 1
Evans Queenbts Printer, 19 7534539 Pes Appendixe/dmageo5.4Jouan gutlinedf0 , 1 9
the campus.

HFMi nutes of a meeusitnege so,f0 t2h7e NBoovaerndb eorf 1T70, 2. File 4,
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i mpersonal .0 For decades administrators strug
growing too | arge. Further Athere arallocgedoss i r
to major functions, with patient services, i n

quarter of the buil@® fMgmeaerphowddi maseapsotbt
but it held the same sentiment.

Among the most pressinconcerns cited in the Clarkson Report was the provision of
diagnostic treatment services. It noted that a new hospital in Victoria had purposefully left room for
additional beds in case they had devotgad too
accorded with the thrust of architectural thought related to hospitals in the 1970s that sought to make
interiors versatile and adaptable. In setting out an agenda for the final design the first volume of the
report noted it hoped to retain 75% of exigtHSC buildings and mostly in their present use.
However, the most I mportant tasks came i n man
AParticul ar emphasis has been placed on the ujyg
accesstothefdcii t i es and cross site communication sYy:¢
crossing the site to a O6HSC precinctd with re:
hospital and education staff,6 treetrsygstenpthadwaouldi on C
connect all parts of the compléX.

The second Clarkson volume laid out a more specific design that it described in inflated
architectural rhetoric. AThe opportunity to de
of the complex is exploited, and wherever possible the buildings are continuous. At the upper levels
they take the form of extension and infill between existing buildings so as to form a network of

continuous strands of accommodation appropriate for inpatiesta s |, research | abs

iHealth Sciences Centre Wi nnipeg Manitoba Vol .1. Pr e
Consultants LTD of Calgary Alberta.o 1975, 22 4. Fil e
709 bid, 94.
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further that Ait is an essential characteri sti
can be used interchangeable for these and similar functions because of the flexibility which is
imparted tothemby he design of their "¥The H3Cwastalbe aser v i
structurecapable of recalibration, adjustment, and if necessary radical physical adjustment.

I n some respects the Clarkson report is th
important for HSC going forward due tts ability to avoid taxationandstrongstanding in the
community. The finathapternf the Clarkson report offered three phases for redevelopment, and a
sketch of what the 01l evel sagecaldd focaaneweentsaiceand d ad
communications system, the erection of a 6bed
the General Centre (WGH buildings prior to th
handling building to servas a huband a relocation of referral clinics. Phase two would demolish
the Gener al Centreb6s ol der wings, expand canc
the Psychiatry Institute. Phase three represented the completion of the HSC; ac@uvsento
facilitate cross site circulation, and a system of pedestrian walkiriagdly, the campus would be a
precinct with landscaped gnods to limitvehicular acces8?

The WGH had travelled far. It served the city through floods, epidemics, two wars, a
depression, social unrest, and the expansion of provincial oversight that made its autonomy an

obstacle rather than an asset. Throughout T®ig2Generatoran a wistful historical blurb:

To our patients: We are entering a significant yeanérhistory of the WGH. In December we will

celebrate our 100Birthday. The hospital was organized by citizens concerned over an epidemic of

typhoid in the growing settlement of O6Red River. o 7
Street, set upife beds and hired a steward to take charge. The first patient was admitted on

Christmas Eve 1872. Now the WGH has 970 beds and extends over 18.57 acres. It is known all over

the world for achievements in the care and treatment of thé'Sick.

"fHealth Sciences Centre Wi nnipeg Manitoba Vol .2. Pre|]
Consultants LTD of Calgary Alberta.o 1975, 5. File 1 B
"1 bid, 47-49.

"2 To our The Generatotlds3, (£072) 1. File 8 Box 8 WGH Fonds HSCAM. Some of the facts are
apocryphal, but that was largely unimportant to the editors, their interest was connecting with the public.
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Health provigon carried on in Winnipeg, as did medical education. However, the WGH was no
longer a distinct or autonomous entity. [Eonsultantsthis was a sensible amalgamation to make
health care more efficient. For the community it marked a different momennsthetion wa$

by virtue of its history of donatiedriven expansiod more public, more civilian, more Manitoban

than other hospitals. It saw the most significant changes in the Medicare era by becoming more
closely linked the university, and by its areltiture drawn back from the city. The hospital would
continue caring for the sick, but it had crossed into a more impersonal realm that focused on
education and research. Ultimately, and by a more window course, the W@ahhetd mirror its

Toronto countepart.

Calgary 19611980

The CGH gathered steam during the 1960s with modest expansion, and mushroomed in the early
1970s as Al bertab6s economy soared along with
had 728 beds; by 1973 this number had ris@d®) and in 1988 when the Peter Lougheed Facility
opened capacity rose to 1,000. In Calgary development was fragmentary. Administrators demolished
and built when times were good, and coped when they were not. The cadence-blisbaras an
important faceof the lived experience of Albertans, and left its mark on hospitilfie period of
renovation and consultation in the 1960s prepared the field for a frenzy of expansion in the 1970s

and 1980s that was often bankrolled by windfalls in oil development.

"3 Harry H. Hillier, Second Promised Land: Migration to Alberta and the Transformation ofidlan Society
(Montreal: McGillQu eends Uni v er s-1519094.Fhedsosbust Gdde®Ihe 1970k 4nd early 1980s
produced a small library of literature popular and academic. For a popular book that largely holds Peter Lougheed and
his partyresponsible for failing to safeguard the province see Andrew Nikiforuk, Sheila Pratt, and Don Wanagas,
Running on Empty: Alberta After the Bo@&tmonton: NeWest Publishers, 1987) for more academic examination see
John Erik Fossun®il, the State, and Fedlalism: The Rise and Demise of Pe@anada as Statist Impul§€oronto:
University of Toronto Press, 1997),-2@. Fossum argues the intent of Diefenbaker's 1961 National Oil Policy was to
expand the domestic oil industry. There was, however, an oygysafil in world markets so it was not until the 1973

OPEC crisis that Lougheed was able to capitalise for Alberta.
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Occasionally all general hospitals receidestensiom r om | ocal newspapers
position as a branch of the municipal government made it ripe for criticism. In November 1961 Mr.
McKenzie Dyck, business manager for the CGH, wrote to city Aldaron Mclintosh in response
to Arecent publicity given to thievery and was
has been magnified out of all proportion to the actual condition; as the facts at our disposal would
indicate thatany thiever t hat i s present fGn3Nowembenth@albayy at a
Heraldr e ported o6t housandsé of dollars in petty t
from an undercover private investigator hired by the board-H€ha&ld claimed to hae known since
the summer, but refrained from printing anything so the investigation could be completed. According
to its report an employee said 6we just take &
admi tted t he pr'dThdarticie wasaensatiosabst, dutcanceded that the theft was
limited to linens and utensésmeaning no medication had been pilféremhd that the perpetrators
comprised a small fraction of the staff.

Internal documents suggest Dyck was less concerned.dfe Al man Mc Il nt osh he
all honesty | must agree that there is likely some petty stealing present in our hospital buildings;
however, if there were none we would be in a most enviable position, for this is a problem facing all
large hospitals in Canad.”*®Dyck blamed the last decadles gr owt h of hospit al
campus now coveraifourblock areabut hachot increased its staff which reduced supervision for
all employees. Early in November the CGH dismissed two men who worked in the kitea€h ar

Theft was an old problem. During the 1930s safe rooms became common for medication. In the

"3 Mr . Dyck, Business Manager CGH to Alder man Mclntosh (
Box 6 CGH Fonds AHS Archives
HAThousands of Dol l ars i n T hTedQalgayHerads Havemtber 2061, 28e ner al H
"6 Mr . Dyck, Business Manager CGH to Alder man Mclntosh (
Box 6 CGH Fonds AHS Archives
iThodsaaf Dollars in Theft TdeQGalgaryeHeraldd Novembes #961e47al Hos pi
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early 20 century the TGH stamped crockery to make it identifiable. Theft crossed staff and class
lines; staff stole from patients, patients from patient$f, tan the hospital, and patients from the
hospital. By the early 1960s it was a political problem. Unlike embezzlement in the private sector
this theft affected an institution funded by and for the public.

A convalescentehabilitation(C-R) building upa the former site of the CGH Il had been
under construction since 1958, it would add between 175 anoE238nd was nearing completion
in January 1962. The CHB invited the public to join in the celebrétfofn official opening was
planned for 4 Februgwith formal invitation issued to approximately 275 people. CGH surgical and
psychiatric services were limited; theFRCwas a direct response to the former and an indirect
solution to the latter. The increased bed count relieved pressure in other Isuigdipgcially the
main where existing operating rooms were located. Staffing remained a bugbear for administrators.
However, unlike traditional staffing issuie$ack of skilled candidatésthe current dilemma was
partly seasonal. During the summer vacatigistrgeons disrupted operating room schedtii@he
other half of the equation was physical space. Population inéresmeling between 1956 and
1971 to over 400,0@ andbroadened thecope of treatment meant more people sought hospital
care. Existing suigal facilities had been designed for a bed capacity of 570, but the CGH now had
952. The surgical committee suggested at least 8 major operating rooms had to be added in addition
to renovating existing surgical facilities.

Psychiatric facilities prior tthe GR building consisted of only 22 beds. When these filled,
as they did frequently, patients occupied beds in the emergency unit or were transferred to temporary
accommodation on B west. In comparison, Edmonton General had 68 beds for psychiatisc jpatien

had other advantages. The Provincial Mental Institution was located in nearby Oliver adagyng

A Mi nutes of the Regular Meeting of the Calgary Hospita

Archives,
"HReport on Sur glFily3, Box @ EGH Mangs AHDABCRIves
p
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relocation of patients. The CGH had to send its overflow 120 miles north to Ponoka. PriorR® the C
building psychiatric occupancy hovered around 9S#&me patients were under mandatory detention
dueto the Mental Disease Act (MDA), and did not coastinpatients which meant no provincial
payments2°

TheGR buil ding expanded provision for 6day
diversional herapy. The programme helped keep the mentally ill out of police "éeln
interesting development among members of the psychiatry division was consensus that there was no
need for special protective devices anywhere that psychiatric patients were hoGsgdember,
the CHB designated 20 beds on th&fdor of the GR building for minor psychiatric cases,
allowing B wing to care for more seriouscaé8§heGR r epresent ed a br oaden
scope. Like its counterparts in Toronto, Winnipeg@l ¥ancouver it had always been an active care
facility. Thus, it avoided convalescents because they occupied beds with untreatable patients,
prolonging length of stay statistics, and inconvenienced or harmed others. Psychiatry helped blur the
lines betweeronvalescentchronic,and active treatment.

In April 1965,the board met to outline a plan for future expansion. One member noted how
Afor the | ast eight or nine years, this hospit
previouslackb pl anni ng f or hospi tmasttsbedsunavhilablebntilthe hi | | s
end of 1966. The Rockyview would not be open until 1967. Holy Cross was adding 170 beds, but it

was at least two years away from completion. This reduction in altenaticommodation

pressured the CGH during 1966 and 1967. Changes were needed, and they had to come by addition

22Dr. J. C. Johnston CGH to Alderman Mclntosh, o0 27 Aug
721 |bid, 2.

2AMi nutes of the Regular Meeting of the CablCGHRFoyds Hos pi t
AHS Archives
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rather than renovatioto avoid further disruptiod?® Mr. Hookway estimated that it would take
$2,000,000 to provide new buildings, and only afteensive research and planning were carried
out.

The lack of sufficient facilities caused frustration for patients as well as administrators.
Surgical facilities were so overbooked that they often waited between three to fiadtdalysing
checkedin Patients could check themselves out on
accommodation anyway* Medicare would have covered the stay had thgept remained in
hospital. Ifthey chose to pay for the legvass it was effectively purchasinglaceholder in line. It
led to extra costs on the part of the patient, and created unoccopieghusablebeds in the
hospitals. Enough patients were willing that the issueantapicat board meetings.

In 1965 the CGH hireAgnew Peckham hospital cemtantsandarchitects Stevenson and
Dewarto assist in planning for expansion, but a serious administrative issue stood in the way. In July
Dr. Jas R. Francishe western representative of the Canadian Council of Hospital Accreditation
contacted CGH»ecutivesHea | ar med admini strators by stating
what is done elsewhere, there is a lack of control of what goes on in the hospital, and a lack of
control of the medical staff. The reason for failure to do what should leasibacause this hospital
has a de mo c’f aheidemocsaticssyseemm Dro Francis referred o his words a
Apopul ar ©wasthe practiceds allawing the staff of each department to elect their own
departmental head everytwo years.Dr.Erans s uggested the termds bre

being taken seriously, and that staff members were unlikely to elect anyone strict. His view was that

fMi nutes of the Meeting of the Committee of the Whole
AHS Archives
AMi nutes of the Meeting of the Committee of Fordee Whol e
AHS Archives
fFMi nutes of the Special Meeting of the CHB,o0 28 July
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department heads should be appointed to longer tenures by the executive committee based on merit
and efficacy.

Dr. Howard P. Wright, Chairman of the CHB, accepted the concerns of Dr. Francis, and put
forth a resolution to ensure the CGH did not lose its accreditation. As hospital management solutions
went it was highly predictabl&Vright establisheda commi tt ee and ordered a
motion called for the formation of a committee that included Dr. Francis. It would review the
medical staff and bring a report to the CHB. From there, the committee was to prepare
recommendations as to whiclatmembers should take over each departniémis,voting would
be indefinitely curtailedFinally, the CHB would appoint new heads without term linifs.

Dr. Francis | auded the CHBGO6s proposal on tt
interested n patient care, butéthe attitude of some
certain things, rul es n o t*iThetgbod daf thepdtiem aqpuldsbeat s e e
odds with the good of the medical profession. If doctors sought@alyvance their careers under
lax departmentalegimesthen in the longun the patient and institution suffered. Patient welfare
had long been an effective rhetorical tool; however, Dr. Francis was a practicing surgeon with
special expertise in managingedical staff making his comment at the highest level of
administrationHere the idea of patient welfare helped bring about a staff ch&angk.infighting
deepens an understanding of doctors by demonstrating their professional concerns. The
administraion no longer faced the interests of local doctors; national and at times international
interests exerted pressure.

In January 1966 Mr. F. Hall representing the Agnew Peckham and Associates along with

architects J. Stevenson and E. Raines of StevensbAssociates presented suggestions for the

28 bid.
271bid, 6.
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future of the hospital campus. Hall unveiled schematic drawings of the proposed alterations and

additions. He noted that #Asince the present b
buildinghaschange over radically, o0 and new b Rdindsi ngs s
spoke in support of Hall dés plan; however, it v

drawings which the board wanted before it requested a provincial granbardenas pleased with
the overall scope of Hall s wor k -stored 9660p0Opr ov ed
square foad addition south of the hospital. Some members bristled at what the project might cost.
Mr . Hookway, f or melier| asked ithitevas(possilyedte modeonineg dsserdial
services, or pursue something cheaper. Members such as Mr. English and Mrs. Walker agreed the
five-storey plan was expensive, but they had been impressed by the presentations. This was
especially truelaout Halb s p i t tagped an® thé wogue of hospital planning; versatility,
flexibility, adaptability, and thwarting obsolesce. Hospital administrators were no less immune to the
dream of perpetually modern facilities than architects or consultants.

By September 1966 plans had advanced apprecibdbave time, Raines drew a layout of
the surgical floor that could be copied throughout the building and on any additional storeys. During
the summer he visited the Swedish Medical Centre in Seattle andithets surgical directors.
Upon review, they endorsed his floor plan. Raines was optimistic that construction could begin in
June 1967 so long as funding and supplies were forthcoifiifige June date proved unrealistic.
Raines made a final major reptotthe CHB in April. If the board approved, he hoped to able to
move ahead with tending and begin construction in August. The CHB remained concerned about

cost. The final estimate was $30.00 per square foot, or $3,299,400 in total. Once the archgect's fe

AMi nutes of the Regular Meeting of the Calgary Hospita
Archives
AMi nutes of t

he R
AHS Archi ves. The

eqgul ar Meeting of the Calgary Hospit:
0Swedi sh Hepeofithospadl. 6 was founded in 19
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and renovations were factored, the cost rose to $3,788,480. Cost of renovation was estimated at
$20.00 per square foot. The fact that renovation would cost 66% per foot of what new construction
served as further evidence to administrators that buifdimg scratch was always betfé? Ground
breaking commenced on 19 September 1967 with a small celebration that included Reverend J. J.
Cunningham, Mayor John Ja%Khe celebratibniwas atoaedd Ch a
down affair as delays were harddelebrate, and September could not be disguised as June.
Teaching had | ong been a part of the CGHOSs
it principally as a teaching hospital. At a meeting of the medical executive committee in June Dr.
McEwensat ed t hat it was fAcorrecto to describe th
board that the university was going to play a more significant role in educating doctors for general
practice. Some associated with the CGH did not wish the movet¢o bieastic. A member of the
medi cal advisory committee asked: Als this ho
influence of the University?0 The board agreec
cooperate, but wishedtomant ai n i ts autonomy a’®Teachingovasmuni t
important, but the board was not inclined to see its authority usurped by the university.
In 1969 hospital chairman S. A. English, videairman M. Chorny, and alderman J. Ayer
met with thregplanning firms. The first was Kates, Peat, Marwick and Company who impressed
with their fiMadi son Avenue approach and the ve

Meanwhile the Woods, Gordon and Comparnwho worked for the TGH in 1966sstruck

administrators as unprepared. The final organization, Wilson and Associates, lacked enough

AMi nutes of the Regul aal MeBoand, 0 f2AlclBpxB8 BEGHF@Es;AASH o $ p i t
Archives

BlaMi nutes of the Combined Meeting of the Medical Advi s
1967, 3. File 4 Box 6 CGH Fonds AHS Archives

AMIi nutes of t he tChoembMendeidc aMe eAtdivnigs corfy and Medi cal Execu
File 4 Box 6 CGH Fonds AHS Archives
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experience specific to hospitals. I n a colourtf
a fiyoung married coupl e r umwombeforgthey talked etween | t a
themselves. 0 She did not deny the value of ex
Afasking our administrators to put their heads
consultant's century. Theivords helped shape administrative, medical, and civic thought about
hospitals. For an administrator to suggest that the knowledge of these individuals was not so
different from what internal employees possessed was almost revolutionary. In closingghe foite
dondét believe | have to remind you thd&%# o6peop
Chorny i mplored the board to have confidence,
The 1970s was one t he CGHgswere added:ehe Gertrdidec a d e s
M. Hall Memorial wing in 1970, the South Service Winghiflding) in 1971, a threstorey
addition to it in 1973and thecompletion of a Centennial Wing {Ruilding) in 1977 that also
provided psychiatric care. In 1979 theabd embarked on an extensive expansion and renovation
program from which arose the idea of two 481l hospitals as opposed to a single, large main
buil ding. The plan cul minated in 1988 in the
hospitalontw si tesd with a combined capacity of aprtg
The idea of maintaining two sites emerged as early as 1971. Consultancy literature generally
warned administrators about the risks associated with hospitals becoming too large. Based on this
advice hospital planners typically pursued linked facilities. Patient welfare emerged as a pivotal
component in solidifying concerns over facility size. At a meeting in 1971 Dr. R. C. Selby raised the
relationship between staff size and quality of patient ce . He noted Awhen the

hospital becomes too large, this constitutes an encumbrance to good patients care, it is difficult to

HRepor tChhdi vin@ere Concerning Meeting with Hospitals Con
Fonds AHS Archives. A note on lang@ggvice-chairman is preserved to be consistent with the documents, M. Chorny
was a woman. Quotes earlier in the paragraph are Ibid.
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control a large staff, organize it, to undertake educational activities, and maintain medical
r e c o’P*mlay départments were understaffaslit wasSpecialist areas such as dermatology and
gastroenterology struggled to attract experienced practitioners.

In 1970 the Gertrude M. Hall memorial wing opened. Hall had been the CGH director of
nursing from 19521960/%° In September 1971 the CGH closed its nursing school, the oldest in
Cal gary, f ol |-wideitrend to placé the prepatation of nurses in an educational
s e t t"®lrhgd.been in operation for 79 years and graduated over 2,940 nurses. Théhitigpons
for training nurseaowrested with the university. Thus, the boundaries between two of the defining
institutions of posSecond World War Canada, namely the hospital and the universigghifting
toward increased cooperation.

Increased involv@ent in public health issues nudged the hospital towards a standard of
patient care divorced from moral judgements. At a meeting in May 1970 the board discussed drug
use. The CGH was concerned about a rumotur t hat
every actual drug problem. o The board did not
was possible other institutions had. Ambulance drivers, as civic employees, were theoretically
required to report any criminey withessed which wouldh¢lude drug use. Alderman Farran
defended the practice on those grounds. Al der
through changing times, should we look at the ambulance contract and take a different attitude
t owar d t h é&'THerboad feluthe effiectsdf drugs were unclear and was reluctant to act;

some staff doctors argued marijuana was less harmful than alcohol. The board ultimately settled on

A Mi nutes of the Meeting of the Joint Conference Commi
Archives

HiCoy of information sheet and questionnai R2&ile9dBoxt t o Dr
33 CGH Fonds AHS Archives

“ASchool of Nursing Closing,0 1972, 1. File 1, Box 29
BiMi nutes of the Rabyghay Meepihglsef Bbhed, 0o 28 May 1970
Archives
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putting patient welfare first, and resolved board resolved that any sick person shioelpdak It
passed a resolution to keep a psychiatric nurse in the emergetnagce area. The board even
consideredproviding valiumto these patientsbut opted not to due to concern over possible
chemical complication§®

In 1972 the CGH hired the Stewson, Raines, Barrett, Hutton, Seton and Partners
architectural firm to oversee plans to the service wing to expand obstetrical facilities and laboratory
space. Construction began on 23 November 1972 and finished 31 Jul{?1A87he same time
plans forconstruction of a Centennial Wing were underway. On 4 October the Alberta Hospitals
Services Commission (AHSC) wrote to the CHB to grant permission to begin construction and draw
up future plang?° Stevenson architects Hugh Seton and Dave Thompson thefjany, which now
included a psychiatric wing. Floors&of the original building would receive renovation worth
$3,462,194. The intensive care unit would include an electrical vault and penthouse for a total of
$895,457. A new food service system inclgdeguipment, installation, and necessary structural
alterations was estimated at $2,313,370. The psychiatri wiih remand and detention flo@rs
cost $7,304,897. A final expense of $100,000 was added to the city budget for demolition of the
Perley Wing/"The Perl ey found a niche as a maternit
worth less than the ground on which it stood.

The year 1974 was something of a bridge between two eras. The Perléytthwngldest

building on campu® was demolished, ante final class of nurses from the CGH School of Nursing

The relationship between what have become o6recreation
exploration. It is easy to forget how many drugs originatedegiiaime. Two Canadian histories include Marcel Martel,

Not this time: Canadians, public policy, and the marijuana question,-198%(Toronto: University of Toronto Press,

2006) and S t Ma&imgtthe Scene:dYerkvéleoanddHip Toronto in thé&d®(Toronto: University of

Toronto Press, 2011) Henderson also explores drugs such as LSD.

AMIi nutes of Regular Meeting of the Calgary Hospitals E
Archives

"{FMi nutes of
“fAMi nutes of

a4l0gtaberi973HloFde Box 8 CGH FBruiaAHS Archives
algary Hospitals Board, o 4 October119
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graduated. Simultaneously the additions of the previous two years were completed, and construction
of the Centennial Wing was imminent since it would stand partly where the Perley had. The final
two relics of an older era of hospital organization had disappeared. The replacesrensrt of
long-ranging plans. They representeations of function that extended beyond the immediacy of a
filled ward or an outraged public to a broader vision of whaatiministration, and to some extent
the university, hoped to sGem the campus going forwar@GH administrators and planners in the
provincial government alike were desirous for buildings with longer life spans. They were
influenced by architectural aptism that buildings could last longer thanks to design that allowed
for inexpensive, though major, renovatidf.

In April 1974,the Calgary Area Hospital Planning Courszhtthe CHBmore bad news.
The Minister of Healthwould e p | aci ng erovmdhheath care in the cnnmunity in
the facilities that presently exist. Therefore, it is not likely that any new facilities will be developed
nor any of the existing facilities increased other than those that have already received provincial
approvald®*An additi onal i mportant aspect of the co
Southwest Calgary near the Lake Bonavista with a mind to purchase the area for the purpose of
future development. The final area of the Peter Lougheed Centr@8mEs approximately 23 km
northeast of Lake Bonavista, but this Wasstart of boking for property in that area

In August 1974 with the Perley Wing demolished the Stevenson firm began evaluating
builders. Cascade Builders Ltd. presented the lowdgbbconstruction manager of the psychiatric
building. The Stevenson firm warned that over the past five years Cascade had only been involved in
threelarggo udget projects, and they were O0simpled a

that in allrecent builds Cascade listed at least one professional designer as a consultant, and did not

742 Eberhand H. ZeidlerHealing the Hospital: McMaster Health Science Centre: Its Conception and Evolutio
(Toronto: Zeidler Partnership, 1974), 265
™HMi nutes of the Calgary Hospitals Board, o 4 April 197
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have a registered engineer on staff. Stevensor
in scope and complexity to the commercial apartments atese very often the builder himself

modi fies design to meet econ*ie QHBGS derahiito
advisors placed a premium on experience. Three members opposed Cascade in the final vote, but on
14 August in a movement secondgdMayor Rod Sykes they got the contrégt.

On 8 July 1975the board decided on the construction contract, recommending the Poole
Construction Company. The CHB had to forward plans to the city, which in turn sent them to the
AHSC for approval and fundindf was a significant project, covering over 230,000 square feet, ata
cost of $15,666,28%°The time between excavation and completion hospitals was a difficult period
for administrators. O4 March 1976t he boar d, i n responedsupgod t he
for hospitals, o0 reduced services by closing 6.
20 surgical and a further 21 psychiatric beds in tHe lailding, and the diabetic day care centre.

The board amalgamated the nursing units we& and 2 south to take 31 beds out of service. When

deciding which floors to close the board har ke

i mportant to the 1970s. #fAAreas of concern incl
inflexibility, o gover ne dithadreglucetmmacitgas efficientlyasn d t h e
possible’*’

Late in 1977 the Centennial Wing was officially opened. CHB chairman L. W. Roberts
presided over a ceremony with an opening address bgo@GdF. Miniely, cabinet minister of

hospitals and medical care. The ceremony included the unveiling of a mural paid for by CGH

“fHlLetter from Stevenson, Raines, Barrett, HuttlWSh, Setor
Archives

AHAMi nutes of the Calgary Hospitals Board, o 14 August 1
AMi nutes of the Calgary Hospitals Board, o 8 July 1975
“AMi nutes of the Cal agchioy6, HEis2Box8LGHFoRkieAHS Archives.SeeMppendix

V, Images 5.5 and 5.6. The former showing how technological innovation was changing hospital procedure and the latter

for an aerial overview of the campus in 1976.
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employees, dedication of a chapel by a coterie of priests) @ahadgerformed by a soloist and
pianist. The CHB producedabe f pamphl et that reiterated how
to give the highest cal wonldbei adt calriezed mnots @@atk
human concern and expertise of its staff, but also by having modern and upfteedaté | i t i es . 0
new Centennial Wing would Areflect this respo
community as well as the continuing edud*®ation
The ceremony lasted for an hour, follmve by t our s. Admini strators wa
as soon as possible.

By 1980 time and efficiency determined more than the brevity of public ceremonies. A
regime of discipline was pervasive. Patient experiences reflected these changes. Neastatdds d
how many visitors could enter a room at a time. Supplemental insurance was required for private or
semiprivate room8 with exceptions for pediatric, psychiatric, labour, intensive care, day surgery,
and ophthalmology. Patients were forbidden freambn gi ng medi cati on wi t h t
6voiced was changing too. The size daémdadse i n st
of readily identifying patients as people and
braceleshowing you name, sex, age, hospital number, doctor, and date of admission. The bracelet if
for your protection, ensuring the hospital staff treats the correct patients. Babies and mothers wear
matching bracelets. This identification must not be removed iuth after Your di
Technological change occurred too; televisions proliferated throughout lounges and waiting rooms,
patients brought batteryperated radios, and rented telephones in their rooms. The hospital grew,

paradoxically, more comfortabénd cold.

A CGH Centenndiadl Womegni rOfd fRr ogram, 06 2 December 1977, 1.
AFor your information: A Handbook to Acquaint-19 ou wi t h
File 1 Box 43 CGH Fonds AHS Archives. Quote is on page 7.
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The CGH campus changed significantly between 1960 and 1980. The CGH that existed at the
end of the 1970s was incomplete. It made major advancements such as the 1977 Centennial Wing,
and was becoming increasingly involved in medical researcledunchtion. Fed on oil revenues
administrators embradea philosophy of demolition and rebuilding. The apogee of this ethos was the
CGHOos fifth move to the Peter Lougheed site in
caused delays in comsttion. However, it reflected a mindset that even when major céasheh
as in 1978 took place revenuegouldrecover andead to nevibuildings. The decision to split the
CGH into 6one hospital on two sitleexéeptthattheo st he
distance between the two would be large enough that they could not be considered to share a
campus. Instead, administrators placed convenience over efficiency when funds were plentiful. The
CGH remained uniquely strange. It was an ingtih of central import to the city and surrounding
area, but it did not achieve the emotional connection observable in cities such as Winnipeg.

Vancouver 19611980

The VGH saw few major building projects or institutional realignments between the yehetd

1980. The 1960s had its share of problems: the Heather Annex drew the ire of patients and staff

alike, in 1964 the Laurel Street Pavilbrerected in 1928 was demolished, and for most of the

1970s the Centennial Pavilion was the only building coastdtand architects deemed worth using.

By 1966 the facility boasted 1,578 beds, but administrators still set their sights on acquiring more

space for mental health care, teaching, expansion to the Centennial Pavilion, and additions for

surgical day car&he lull in construction during this period clarified how important the Centennial

Pavilion was to the campus. VGH administration relied on it to hold the line when issues arose, and

it served as a useful symbolccassandmedcal impgortande.e p ub
In June 1961the medical board addressed staff and patient concerns relating to the Heather

Annex. The minutes present a mixture of naked honesty and equivocation. They provide a glimpse
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into the way space was experiencedin f f er ent ways dependi™Oge a pat |
could add medical condition to that |ist. The
Annex is not the most attractive hospital in many regards. It is an old building, whicleeued up

a few years ago [in 1955].0 Patients were no
complicated treatments. The report noted the significantberof senile patients held there, and

that it was still functional as a nursing hosngce building code requirements for ttygie offacility

had lower baselinésa si ngl e storey frame building could
Hospital Annex is not a goo dthp niaueg!Herespace hi s t
correlated with patient Otypes,® shaped their
perspectives on space were not impartial.

One of the largest initiatives of the 1960s was the modernization programme to improve
utilization of the LaurePavilions i t e. Demol i ti on was a foregone ¢
the building could not be used economically to provide preganstandards of hospital care. But
conversion for any hospital services would be so costly and require so many casepriirat a
replacement of the building is vali doftheaOnce er
health services for fAmothers and newborns, an
w 0 me’PPTheé plan resulted from administrativedgcision. In April 1962 voices as powerful as
the chairman Dr. Gould favoured the anathema approach of renovating and repurposing old
buildings over new construction. The matter was ultimately returned to the building committee,

which issued a new repoevouring demolition in May>3The board intended to seek funds for the

750 For the best example of this approach see Annmarie Addedicine by Design: The Architect and the Modern
Hospital, 18931943(Minneapolis: University of Minnesota Press, 2008)
“IiMi nutes of the Medical BoaA-dVE@IFAINGCVAUne 1961, 4. File

iModernization Programme of the VGH: Utili A&¥eHon of th
Fonds CVA
SHAMi nutes of the Medical BoaA®tVGBFobh&&CWpril 1962, 1 File
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project from provincial and federal grants, but those could only be acquired if the City of Vancouver
relinquished its ownership of property near and adjacent to the Laurel and Willdiori3a

Much like their brethren in the CHB, VGH administrators stressed their intent to provide the
best patient care to the citizens of Vancouver. The board argued that all administration, patients,
planners, architects, and nurses suffelgelto curent arrangements, and thahovation would not
hel p. AnConversion of the building to chronic
terms serviceswillover ax t he i ngenuity of any planner . 0 F
by at leas$6.00 per patient day; a burdée provincial insurance service would not bear. Doctors
and nurses felt hobbled in the inadequate space and that hindrance, it was alleged, would-have long
term repercussions for the institution and éyA new building ould provide facilities for
maternity, reduce stress on the rest of the campus, and raise the bed count from 1,594 to 1,758. The
board valued efficiency and bed capacity evenly, believing thereca@serationto be found
between them.

Evaluation of spacdy its efficiency was not limited to medical use. Administrators
dismissed the suggestion that the pavilion would be converted4matient services. Clerical space
Amust be planned to produce -tiowmthenmesesofusdful i ci e n
efforts for personnel as well as froWmTh¢ he sp
structure required more than renovation, it n
kitchen, central supply, and department of soc@lkwere inthe Centennial on the other side of
campus so access was limited. The placement of core services in the Centennial was by design and
indispensable ta¢ h e VliGngtren plan. Relocating them, it was claimed, would send a

disruptive ripple thragh the entire campus. The report referred to this problem using the language of

“HAModernizati on Pr oiglriazmantiei oof ofhet WVeGH:-a urtel PRARIMGHI on Ar e
Fonds CVA
55 bid, 8.

305



PhD Thesis S. Sweeney; McMaster UniversityHistory

futuristic planning. AFor reasons of economy
services to the periphery would beacewouldbeasoned
i mposed on the staff by | e YyThehcarrest glanttaledifor ont a |
overhead, grountevel, and tunnel connections to ensure the Centennial could be easily reached
from nearby buildings. Much has been made of the inflaef architects, patients, administrators,
politicians, and doctors in the various ways their thoughts and expectations influenced design, but
buildings also had influendey virtue of their permanence.

The May report was convincing, and the board seat@tive director, L. N. Hickernell to
make the case to tlogty. In a June 1962 J. N. Robertson, public relations director for the hospital
sent a blunt warning to Hickernell about what might happen itthe y r ej ect ed t he

presenting again éhLaurel Pavilion program to thaty it is believed to be essential that the

Hospital 6s case should be established upon an
Obstetrical service which can be prttunherded th
suggesting, fAln effect, the Council, by its ac

will be in the position of denying the community, or facilitatingyach-neededervice to Mothers

and B &tHerethe.VGH sought toverage public opinion against ttigy, and force its hand.

Such tactics are explained by the internal decision to destroy the Laurel Pavilion. Talks eiiyh the

hit a snag on finances. Evengty cooperated by transferringal estateeeded for expasion to the

VGH. Victoria pledged $1,989,000.00 toward a new building, and Ottawa offered $2,000 per bed.
The VGH expected the city to cover the rest. Its hesitédidmo a spoke in costBy March 1964

estimatesad riserfrom $4,000,000 to 5,800,000wfh i ch t he fcityo6s™shareod

756 |pid, 9.

“"fl nteroffice memo J. N. Robertson, Public Relations Di
1. File 2 Box 570A-5 VGH Fonds VA

“BiBanfield Press Statement -A3VGHEFoMiaEVAh 1964, 1. File 2
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In the afternoon on 16 April 1964 the board announced it would move forward with plans for
the Laurel Pavilion siteand awarded the demolition contract to Merchants Cartage. It promised in

only afewweeksthdtt he st accato chatter of Jack Hammer

wi | I | ou’Thgboardissimed a péess release that emphasized the necessity of demolition.
The Laurel was dinflexible to chaealgesporsihilly i s no
to the community in maintaining facilities ai

recognising that major changes to our physical
the Laurel was it mechheededetv fasilityeigch wilbbenefittbousands ng a
of paftiTeet soardébés victory cannot be removed fr
design required centralization.

As the Laurel Pavilionb6s wal | snewlwideg. A own,
tentative design appeared in June 1964, which consisted of 200 beds for gynecology and obstetrics,
80 specifically for gynecological patients, ar
on demand. laddition,it was to inclae 140 bassinets, with 20 for intensive ¢carel another 20
for premature cases. The proposal called for 40% of the beds to be public (maximum four per room)
40% twobed semprivate and 20% singlbed private. Inobstetrics,each nursing unit was to
coniin 3640 beds. All rooms hagrivatetoilet facilities. Some BC Hospital Insurance Service
(BCHIS) research suggested sharing washsavas less objectionable to patients than
administrators might assume. However, the committee preferred obstetricaltodoeng private

toilet facilities. The door to each patient room was to have aglass window, though the report

noted fithis glass is not necessarily for corr
fHLaurel Pavilion Coming DowsS5¥GHFONdAGVAI | , 1964, 1. File
760 |pid, 2.
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l eaving the pat nhé @1Tifesviodowveasto preventmursesfrem colliding with
hallway traffic. Each nursing unit had two separating rooms for patweintshad contagious
infectionsor mental issues. Bddition,each unit contained ten sitz bathsmall, shallow devicesf
cleaning between the anus and val&ix showers and two bathtubs. The units contained a variety
of other rooms, some of obvious import such as examining rooms but also areas for medical
supplies, and storing suitcasesught by patients

Important astie wards wer@ they were the main reason for the new buil@ireghost of
services and spaces were needed in the new pavilion. Some of these were functional: each floor
required public washrooms, waiting areas, and payphones. Other factors were medical or
prof essi onal . For instance, the BCHIS favoured
involved a designed delivery bed in a small room. Plans calledX0rl&bour rooms each with a
private washroom. There would be four case rooms, with air conidigjand separate rooms for
caesarians as well as circumcisions. Riaditvery rooms would contain2beds, and there would be
a nearby suite for gynaecological operations. The University of British Columbia was promised
5,000 square feet for laboratoristaff offices, and research. Finally there were social areas. Family
visiting rooms, space for the preparation of formula, and maternal instruction. Other areas straddled
the social and economic sphere: aotgsefvite,aachop r U
beauty salori®> The hospital was becoming ever more integrated with the community. It was a
regulated space, but also a porous one.

While the pavilion had social functions, its nurseries were an entirely different matter. Strict
regulationgelated to these spaces. No more than 10 infants could be accommodated in the same

room, and each bassinette required 25 square feet of space. There was one isolation nursery that

®lCommi ttee Studying the Requireméertsitsesr; Glheaprcopoggdo:s
15 June 1964,-2. File 30, Reel 34 VGH Fonds CVA
82 |bid, 6,9, 1014.
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contained eight cubicles for higisk or sick infants. A separate area sed 40 incubators for
premature infants, each requiring a minimum of 36 square feet. Even air was subject to a
technological regime. A forced air draft positive pressure ventilation system would perform 12 air
changes per hodf®l nf ant 6 s washrinffueénoel omesign.

The architecture of the new building was informed by a highevalu flexibility and
efficiency. The new pavilion reflected medical need and expectation while attempting to maintain
the cadence of social life. Foistanceall obstetics wards were to have a socialization area capable
of accommodating approximately 50% of patients on the ward. These areas viengfd non
patients, and in some sense was an echo of a bygone era when the@sasdnuch social as a
medical expeence. Efficiency dominated discussion of essential services. The plan called for
singleroom utility spaces if at all possibkend even then to add bed pan sinks in them to maximize
usevalue. Gynaecology wards were largely identical to obstetrics etkept had two examining
rooms per ward rather than offé.

The 1964 annual report was an attempt to re
January 1965 the hospital employed more than 3,000 people and spent approximaéely 72%
$12,700,000 of its annual operation budgets on salaries. Average length of stay hovered around
13.6 days. Occupancy was very high at 91.9%, leading to the accumulated 533,203 patient days. The
board i mplored the public to consiomteptsoficabew @ n e\
have occasioned the need for more space, more material and mechanical aids, more financials
support, new skills and added knowledge, all of which call for continued planning in every sphere of
the hospit & Tbhedaueldemolin redoaed béd capacity by 135 and lowered total

capacity down to 1,867. Also in 1964, an anonymous donation financed dé&u@dot project

83 |bid, 7.
764 |bid, 3-4.
SfiAnnual Report of the VGH-1VGHRbRdsCVA965, 1. File 4 Box
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began in the Heather Pavilion for a dialysis unit. The program flourished and by 1970 produced one
ofthecounty 6s first home dialysis units.

Despite the hopes of administrators for a gynaecology and obstetrics building two factors in
themidl 960s ensured it was never realized. One w
other resulted from the increasedloivement of provincial planner$heMinister of Health Eric
Martin, corresponded with the board and ultimately approved the demolition of the Laurel. Despite
this cooperation, the board was sending contradictory messages. On 23 March 1964 a confused
Martin wrote VGH Chairman Walter J. McNaughtan outlining the history of the plan since 1961
when it began as a bid for renovation that turned into a rebuilding scheme. Referring to an article

that had appeared in tlancouver Suabout the board wishingtocn st r uct an o6acti ve

Martin noted: fAln various correspondaehmanie wi t h
unito facility. I n exasperation Martin statec
statement of preciselywhtaty pe of f aci |l ity vyour®mnostpldtertkel pr op

gynaecology and obstetrics plans further complicated the matter. The VGH wanted the grant money,
but on its terms. The second issue was that the Greater Vancouver Regional Huosipicl
(GVRHD) was incorporatedn 1967 as part of implementation dfledicare. It assumed
responsibility for planning and construction, and voided previous negotiations.

The gynaecology and obstetrics expansion never came to pass. In 1966 the cgrisaitanc
of Agnew, Peckham, and Associaiealso employed by the CGH at this tifn@rovided short and
long-range planning reports to the board. The reports suggested a vision wrapped in the future

oriented language found in comparable reports in Toronto Wegnignd Calgary. Just as their

"REric Martin, Mini sHospitalInsurancd ® Wil Walter B MaNaupghtae, €haiammamnl, board of
Trustees VGH, 0 23 March 1964, 5. One of the complicatio
and O6nursing home type car e6 dvdudhashcustedias nunsimgyfcara, comtiduing o by
treatment care, and extended éathroughout the country according to Martin. Whatever the name, patients were not
expected to recover but required nursing attention and occasional medical care as well.
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administrative brethren he VGH was deluged in the | anguage
master plan will have been completed, you will have a magnificent, closely integrated and efficient
hospital second to none on tbentinent. Your Consultants have been greatly impressed with the
tremendous amount of in work being done in the hospital despite the handicap of several obsolete
u n i ‘"@hatfollowed were 300 pagtsatexplairedthe surveyand provigda logistical véion
for the future of the hospital campus. The proposal focused on the Centennial Pavilion which it
descri bed as fAthe most recent and s atbacksf actor
during construction as original plans had 18 floors aedtgr room deptff®

The survey provided athreet age Omaster pland that revolyv
buildingd the Centennial Paviliah as a focus point with a broad base at tunnel, ground, and first
floor levels extending to the west, north aatgt the east and northeast, connecting it with two more
patient tower s °%Stmge | wouldasld an eémergendy ehvale and pbysical medicine
facility west of the Centennial Pavilion. Stage Il addressed the east wing surgical suite, terf floors
nursing units (926 beds) doctorsoés facilitie:
auxiliary space. This would also include a north wing for laboratories and dietary department rooms,
mechanical facilities, and space for teaching. Stageltiéd more floors to the towers, or another
tower if funds permitted. The report railed against the pavilion layout of the campus as it slowed
patient movement dramatically. To direct a patient from emergency to the adult outpatient

department requiredialking the distance of two city block&?

“"fiHarAgryew to Mr. Ross Wilson, Chairman Board-De3f Gover |
VGH Fonds CVA

"iPresent and Long Range Program of Development for t
Consultants, 0 1968YGHFGdsCNA Il e 1 Box 585

769 |bid, 12.

70 |bid, 43.
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Affirmation of the hospital as a community institution was an important objective for
consul tants. fiThere iIis not a widespread recogr
in particular, should be neh broader than they have been in the past. In the evolution of hospitals, it
has at last become apparent that the hospital cannot limit its responsibility to those patients who may
be wit hi flThabks to mad rdliable finding from Ottawiaspitals had the potential to
extend services beyond urgent needs and provide diagnostic and treatment services to the general
public as well as inpatients. The buzzword of
care @ brdke from the tradition obutpatient clinicdy attemptingto provide more consistent
care’’2 The longrange plan suggested that the hospital could provide care without admitting a
patient. This notion dovetailed nicely with the other argument put forward in the report that fiospital
should be reducing intake of inpatients to those in urgent need.

The Agnew report proclaimed several of the older paviiowsllow, Fairview, and Heather
builtin 1906 and 192 Af uncti onal ly obsolete.d Consultant:
demolishing relatively new buildings. The older pavilions were expendable by virtue of their age,
but others such as the North Wing, erected in
building that we are reluctant to suggest thatit, tooosul d be used for a purpo
care. However, we cannot see any long range planning in this location and believe that it must have
been | ocated here because beds were urgently
architectual 'y abhorrent: nit continued the ol d st

washrooms, the narrow room depth, and limited nursing service facilities. There arpattenp

" 1bid, 59.
"721bid, 59, 69.
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|l ounges nor st ud@ugpatiem, shose wiotcould elysleaveeteis beds,
constituted a new constituent for consultants to consider.

The Agnew report signalled a return to the utilitarian ethos not seen in hospital buildings
booms during the 1920s and 1950s. Buildings were better if rectangular and madtlar.e
interesting and aesthetic plain shape of X0s
functionally satisfactory. Both expansion and flexibility of such structures are difficult and
sometimes impossible.o The @Huthwre zbay &l nexxipa
Demolition was the current necessibtytlooking ahead planners and architects considered addition
and internal adjustment. Hospitals would add more floors as new techmetpgsed Architects
sought a cosgffective way to adeve this without sacrificing the existing structure.

By 1970 there had been no substantive building progress. In its annual report the VGH tried
to curry public favour, juxtaposing the fAmeas
tension an@nxiety that surrounds and accompanies the endeavours of those who skillfully comfort
and heal the desperately il and injured, 0 wi
Aviolently disturbed psychi amateioréinanreate thiegathat s ] b ¢
can be reached, a nedgad derelictfromskid ow, a heart sur’@Eergporor wha
dredged up 6éderangedd patients to reinforce hc
how important it was to hatke funds to expand capacity. It also suggested the advent of Medicare
increased the need for modewndleuel dcalimedlei Mpei E
now poured into the hospital, and revealed the persistent importance of clatsdafta hospital

insurance formally removed the categories of public and private.

"731bid, 36-37. First quote on 36, following one on 37.
74 |bid, 306.
™HiAnnual Report of the VGH-1VGHFRdsCVA970, 4. File 4 Box
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In 1971 the board finally had good news to report. The GVRHD had approved its request for
expansionand the VGH could issue a contract for a-b@tl extended care unit, iwh would be the
first building approved on VGH grounds since 1959.7December 197Q@he province granted
permissionto commence planning for another major project that would look at emergency and
ambulatory care. However, public relations comments iredaas reminders that the board
remained seltonscious about its seemingly superior prowess in drafting plans rather than
completing them. AThe general public seems to
It is increasingly expecting ¢hprovision of a high level of health care service as a right to an ever
growing population. It does not seem to want to face the responsibility of planning the resources and
supplying "®mRleardfmnindg édad come to r i vahospitalmoder n
administration. Through planning the board hbpe keep pace with advancemeand remain
within the constricted budget of a puhilistitutionwith high expectations.

In December 1972he extended care udithe Banfield Paviliod came into sefice. Winter
openings wereat as attractive as spring onesbRcity was relatively muted until the week of 13
May 1973 when the VGH reintroduced the building to the public with a string of hospital tours to
coincide with National Hdth Week. It was a tiee-storey building, on the outskirts of the campus at
11" Avenue and Ash Street; it remains in service as an assisted living facility albeit heavily
renovated and sporting an additional flé6tn 1973 it had 201 beds. Banfield differed from other
buildngs on campus in several i mportant ways. Fo
relied upon the main campus for logistics such as food services and maintboanantained its
own nursing stafind had moreutonomywithin its walls’’® In order to be admitted a patient

required a physician recommendatigviards were limited to five beds. Each floor had four wings

™HAAnnual Report of tlk&BoY&EB-1VGHFRNdSCVA9 71, 6. Fil
77 See Appendix, figures 5.1, 5.2, 5.3.
™iNews R&IGélaslespital Week, o 9 MBYGHFPMSCVA2. File 8, Box
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which radiated from a central hub where patients took meals, participated in group activities, and
received physical therapy. &lBanfield boasted the largest square footage per patient among units of

this type in therovince. Its expanded size resulted from an effort to accommodate more educators.
No longer were elderly patients unhelpful in the quest for medical knowledgeyiédidds to care

for themsoonfollowed.

Three projects occupied the VGH between 1975 and 1980: constructing an additional storey
on the Centennial Pavilion, adding a new surgical day care unit, and deciding what to do with the
land freedoy the Laurel deralition. The most straightforward of these was the additional storey. It
was a rare moment where ideals of architectural flexibility were borne out in practice. The building
had been designed to bear the weight of extra storeys. The building commitkeedite project
substantially completed on 26 May 1975. It was not yet functional, but had much bigger problems on
the agenda, and took victories where it cdifd.

What to do with the Laurel site and the expansion of s@ayesurgical facilities was paot
a broad expansion project known as thg&r plan estimated to cost $106,000,000 between 1975
and 1979. In March 1975 $1,640,000 had been approved for constructing the surgical day care
facility within a oneyear time frame. Reports in October cameki®290,000 above budget and the
process slowed for revaluationA decision abouthe former Laurel Pavilion finally crystalized in
July 1975 as the ONew Emergency Department,h 0
the project in principle. Whedliscussions began in January 1975 there was a split in opinion among
the building committee. Some members favoured an emergency building, but others argued for

general consolidatioff® The result, a gargantuan project intended to be the cornerstone in a

HEMi nutes of

Pl anning and Building ComndVAtee, 0 2
AMIi nutes of 1

Pl anning and #.FiellibiReehlO CGHFRandstC\VA e, 0
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corsolidation of all existing hospital buildings apart from the Centennial Pavilion, addressed both. A
large section of Laurel Street had been closed and would be covematkbybuilding’®!

In 1976 the VGH presented its project goals. The new building wouldnpr ove hospi
services, create a major emergency facility within greater Vancouver, centralize existing and new
hospital facilities, establish a simplified flow and control of traffic, and allow for systemic expansion
of hospital services within a lgn r a n g’& The M@Hhconsisted of 1,516,843 square feet,
covering 33.23 acres. More than any other hospital in this study, the VGH embraced the pavilion
stylepopularat the turn of the 20century. It suffered as layouts trended in a different doeciihe
board lamented how decentralization had caused expenses to spiral, and saw the Laurel project as a
chance to put things right. This could not be achieved without careful considefdticsthe
planning report culminated in a call for more plamgniBeneath the report bubbled two overriding
factors;t he ri sing cost of providing medical ser vi
whereby health insurance imposed pressure upon medical infrastructure. Health care coverage
contributed to the yblic demand for sophisticated surgical and therapeutic techni¢i€ise
surgical day care unit began construction on 5 April 1976. It was scheduled for completion in
January 197784 Theannouncement was somewhat hollow given the same adpoitdicatedhat
the Laurel project would only have a budge$®6,000,000.

By 1978 construction had not begun. A variety of consultants had @oedngone between
1975 and 1978. @ exampleH. A. Simon Internationalwas hired to oversee the construction

project eypected it wouldoe completed no earlier than 1985, and provided the board with such

unsettling commentary as fiSince we do not hayv
lAMi nutes of the Planning and Building Committee, o 12
RAVGH Facility Pl anni7hBg3,VGHHAIEGVA 5. File 4 Box 5

83 |bid, 56.

iExecutive Directords Report to theGBWEHHIFahdsCVA Trustees
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firmsdés involvement a detail eds sddhfeduwlud®d dfo er
It was this sort of uncertainty that frustrated administrators and doctors. Dr. F. P. Patterson of the
Department of Surgery at UBC wrote in 1978 th
Master Plan possibly becausedlod haste and worry that, though the planner may be very efficient at
planning it is not our view that they necessarily understand that we really to have a proper
functi oni n &°®Theel@rasrhadrheconte a decade of planning with little action.

The Laurel project continued on into the 1990s. In June 1982 the first phase of the project,
the largest emergency trauma centre in the province, was completed. It was 32,000 square feet and
included an area with separate ambulance entrances depending orr Wieetbetient required
observation before admittance, a psychiatric unit, diagnostic unit, and consulting area for teaching.
Additionally, it included a separate building for cardiac care with 26 beds and ultrasound diagnostic
service. The second phase ed@l4-storeybuilding withfive floors for administration, andine
for 26 bed nursing unitsyhichamounédto an additional 500 bed3he Laurel project was more
than an increase to accommodation or research and teaching, it was a remaking of the_g@onpu
completion of the second phase all building with the exception of the Centennial Pavilion and power
pl ant were sl|lated for demolition to make room
and a duck pon®#’ Administration did not expeaompletion of the plan until the 1990s, but it
retained the core objective of centralizing services in modern buildings.

Growth in provincial influence over planning contributed to the stagnation of the 1970s, but
so did the ype of construction require&ome projects includingenovatons, demolitions, and

additions did take plac&ven thedecrepitWillow Pavilion received $500,000 for enhancement in

AH., A. Simmons International t
RAF, P. Patteemns o, SDegartymUBC t
1. File 118 Reel 21 VGH Fonds CVA

87 peter WaltonThe VGH Story: A History of the Vancouver General Hospital, A Century of CAramouver:
Vancouver General HospitalBlic Relations Department, 1988), 264
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1977. The VGH in the late #&entury was the subject nfimerous planning inquirieand it had

accesso funding. Howevemot enough for a solution smldress the main problem as articulated by
consultants and administrators which wasaatiquated paviliorstyle campus. The language of
advanced building was an important tool. An article in\thecouvefSunc onveyed t he bo
message OPresent W2AWHasthelbeah vdntéda Hosptdl of the fuguree . 6

did not finish its first phase until 1982, and its second until after 1990.

Conclusion

Roy Porter6s synt hesiThe Grdatest Beeefit toiMarkiodr A’ Medidal me d i
History of Humanity from Antiquity to the Presét®97), accorded much value to medicine without
lionizing the profession. Instead it reminded historians that longer life also meant more sickness,
injury, and enggement with the medical system. Western medicine had never been able to cope with

so many ailments, and yet thé@ntury saw several moments of medical impotency such as the
19181919 influenza epidemic, Ebola, AIDS, and Marburg fé§&Even in a timef great medical

success the patient remains central and health foremost an experience. Medicine, practiced in the
hospital or elsewhere, has sotvedliness, injury, disease, age, or death. The general ho8paals

medical centras of the 1960s and 198 were technologically and scientifically sophisticated
institutions, but they were by no means complete.

The socialization of hospital and health insurance between 1957 and 1966 affected a cultural
change in Canada that contributed greatly to movirgpitals further along a course sdcial
integration Citizenscontinuedo insist on better facilities and services. The public could also think
of health care as something within their reach, and thus worthy of research and the better training of

doctorsand nurses. In turn the hospital and university became twin institutions financed by the

BHRPatient War ds Maacbuger SusdMaydlb78,®22.et e, 0
8 Roy Porter,The Greatest Benefit To Mankind: A Medical History of HumaifNgw York: W. W. Norton and &
Company, 1997), 710.
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public purse. As detailed in the introduction, the implantation of federal Medicare did not
dramatically alter the existing marketplace for care so much as it pdoaid@mination to a long,
local, and piecemeal proce’$8Turning the economic and administrative power of the federal state
toward the provision of health care led to each province finalizing a permanent and universal system.
New provincial departments estled with the autonomy of municipal general hospitals and were
empowered to approve plans for expansion and renovation. The hospitals that existed prior to 1957
charged for services, but had always operated to some extent as a charity. Patients ctectktexpe
contribute if they could, but health care was not withheld. Patients employed agency in shirking
these payments, but many also contributed by volunteering, fundraising, and votindgies iy
finance expansion.

The word & moder redtral toathke rhetario gf hdspétad administrators,
consultants, and architects. Between 1960 andth@80ord privacy joined.iThe Woods Report of
the 1960s noted that, AEach human being has a
lesswhen he is sick than when he is well .o And
communicate best under conditions of privacy, absence of distraction, and minimal personal
embarrassment €A nurse can pr ovi deithdgrtheenurfeorst i mi
the patient are di st r°aPrivacy ad Appeared irtreistee minutes amch t s /
architectural reports before. However, the emg
experience during treatment,noddi i t have any | anguage that wused
Report concerns for privacy helped uproot onehef oldest hospital conventions, which was

segregation of wards by gender. The report noted that if administrators stopped taking patient se

70 Carr and Bemish, Manitoba Medicine: A Brief History,30, 135.

®laToronto General Hospital: Planning Report. Volume 1 |
Pl anning Consultants and Mathers and Hal denbdbdsyUHRr chi t ec
Archives.
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into consideration they could allocate beds more efficiently. The gender segregation stemmed from
social rather than medical impulses to begin with. By the 1960s even the design process was
becoming clinical.

As hospitals became further entrenched m dbcial landscape the loftiness of its perch
began to raise expectat®for staff conduct in increasingly minute ways. Spatial organization
contributed directly to this phenomenon. Where once patients saw the doctd¥ mamdlpn his
terms) spaces were lbeming more mixed and far larger numbers of people entered the hospital and
used normedical facilities therein such as shops and restaurants. A meeting of the VGH medical
board in 1961 resolved to fitake i misppsdlioffatee act i
maskséthe medical board strongly condemns t he
the ared@®dDrnarmead.dyment had raised the issue, ir
leave face masks hanging around their necki$) bo the wards and in cafeterias and urged the
board to take steps towards o6disciplined the
with what the hospital wanted to present. The doctors looked casual, perhaps even cavalier about
hygiene. Fuiher, the masks were a reminder of contagions and sicknegsdi a hospital needed
no more’®® Areas such as cafeteriagre places ofocial congregation where patients or their
families could catch a glimpse of doctors and form impressions.

The 1960s iad 1970s were home to a paradox of administrative preferences for bed usage.
On onehandthere was a developing ideal that other than-ppstative recovery or severe ilinesses
patients should be ushered home at the first opportunity. However, theatéswasmovement to
expand the types of facilities associated with hospitals to include acute beds, and for educational

purposes an increased interest in these patients. The bent of hospital construction had long been

™AMi nutes of the Medical BoatrAd7VEHFABIsOMANe 1961, 10. Fi l
™™ibr. A. F. Hardyment Senior, Department of Paediatric
Box 584A-7 VGH Fonds CVA
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towards ative treatment facilities. & there was growing appreciation for chronic beds as well, and
administrators began delegating some space for rehabilitation as a core component of health care just
as surgery or active therapeutics were.

Between 1960 and 1980 challenges to construceoinet chiefly from political and legal
developments which placed provincial oversight on planning and financing. Boards found the
methods and conventions of their professional sphere changing. Planning now involved the costly
production of encyclopedicxes spanning several years and often decades. The consultants, too, had
changed. They were professionals who commanded respect and held much sway with the
provincially-constituted committees that came to control funding and planning for general hospitals.
More capital than ever was becoming available for healthcare facilities, but it came with added
scrutiny. The model could not easily be rejected. Modern hospitals required too much forethought
and equipmed and indeed sought to please too many pdrtiesfind enough finances from
benevolent citizen8* The boards of general hospitals in Toronto, Winnipeg, Calgary, and
Vancouver dialogued with municipal and provincial governments for most of their history; hpwever
the reduction in autonomy of the 1960s wagigering. By the 1970s these hospitals were in thrall to
the province and to some extent the university. Now branded as medical centres these institutions
shifted from relatively independent sites of healing to a cog in a state apparatus responsible for

health care.

794 Rosemary fvens,In Sickness and in Wealth: American Hospitals in the Twentieth Cefatymore: Johns
Hopkins University Press, 1999), 2889.
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Conclusioni Still Standing: General Hospitals and Society

During the 18 and 28" centuries hospitals moved from marginal charitable services to the
locus of successful surgery, clinical education, and medical research. Hedgujadsticipated in a
broader cultural change that saw medicine rise remarkably in public esteem. By the 1950s, readily
accessible medical care was so central to Car
enacted a national insurance program desgpitarig the constitutional authority or responsibility to
do so. Decades before this political recognition of health caie perceptions of the hospital had
been evolving. Alert to new opportunities, several emergent professions responded. Architects an
administrative consultants grew increasingly interested in hospitals in'tice@@ry, chasing after
the dreamd and fund$ of trustee boards that space could be more efficient, ldageéng, and
medically useful. However, it was the general publét #xperienced the most significant change in
attitude. Concomitant with a process occurring in Europe and the United States citizens from across
the class spectrum began entering general hospitals in large ndfidns.conflux of effective
surgery, edud@nal necessity, and public acceptance in the eaffyc2@tury relocated hospitals
from the medical mar ket pl aceds periphery to i
Canadian provinces and territories held the legal responsibility to maintain hospitals for the
sick and mentallyll. The federal government was responsible for quarantine and marine hospitals,
and for First Nations health needs through an 1867 tf&ty practice municipalities took up the
|l ionds share of responsibil ity s Monicipafitiesnaadn ci n g

charitable organizations across™@ntury Canada set up general hosgita¥ontreal in 1820,

%5 Roy Porter,The Greatest Benefit To Mankind: A Medical History of HumaiiNgw York: W. W. Norton and &
Company1997), 386381. Michael BlissThe Making of Modern Medicine: Turning Points in the Treatment of Disease
(Toronto: University of Toronto Press, 2011);48.

796 Maureen K. LuxSeparate Beds: A History of Indian Hospitals in Canada, 19289s(Toronto: Uriversity of

Toronto Press, 2016), 1778 2. Lux6s history focuses on the 6medicine
federal effortd disciplinary and inadequaieto provide health care for First Nations.
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Toronto in 1829, Hamilton 1854, Winnipeg in 1872, Victoria 1876, Vancouver in 1886, Calgary in
1890, Edmonton in 1895, Regina in 1901, Hiatifax in 1909 as examplésn response to a lack of
healthcare. Provinces maintained separaispitals for the mentally ill. Such facilities were often
inadequateandanyoverflow was foisted upon general hospitBiswnloading care for the menial

ill had economic motivations, asran counter to medical conventions that preferred to treat the
mind and body in separate faciliti€é Cities typically lacked the funds to establish hospitals entirely

on their own, thus most arose from a conflux of pevataritable donations and the acquisition of
private medical ventures. A melting pot of provincial, municipal, and private funds paid the salaries
of the first nurses who worked these sites, purchased medical supplies, food, and maintained the
buildings & much as possible. There was a faimberof donations in kind as well, including
domestic items like irons and cooking pots, and major assets such as buildings or land. Fledgling
hospital administratods who ranged from private groups of concerned aisz® municipal health

or hospital boards depended on charity and community supporutotheir hospitals.

There was no common impulse that led to hospital establishment and construction in Canada;
however,some general issues were comm®he most obwus, and pressing, was a general
shortage of hdth care. Citizens of frontier cities that grew up along expanding rail lines often had
no recourse other than CRRedicalfacilities. In other cases governmeagenciessuch as the
NWMP established temponarhospitals that attracted civilians and troopers alike. Neither
organization had the budget or inclination to provide medical charity tem@toyees. The sick and
injured imposed on these institutions for care, and were often unable to pay. Thédhcggneral
hospitals in Calgary and Vancouver were repurposed saugistituent institutions belonging to the

NWMP and CPR respectively. In Toronto aniinnipeg,general hospitalowed their genesis to

7 David Gagan and Rosemary Gaggor Patients of Moderate Means: A Social History of the Voluntary Public
General Hospital in Canada, 189B50(Montreal: McGillQueen6s Uni ver sity Press, 2002)
From Asylum to Welfar@Downsview: National Institute on Mental Retardatit882), 174.
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charitable impulses; one soudbtcare for veterawhile the other addressed waves of epidemic
disease.

The surgical and medical scope of the early general hospitals was not large. They were not
yet technological marvels. Often these institutions were basic affairs consisting of a handful of beds,
a nuse, and perhaps a cook or laundress. Often a physician was not even on staff, rather one would
visit once or twice a day to check with patients and advise on treatment. The initial host of options
was limited as much by space as by staff. Surgeries wera naind usually these facilities dealt
with victims of accidents or those struck with illnesses such as typhoid. The general hospital grew
with the city. Asthe population increased there were more patjemtd eventually more doctors.
Universities and mdical schools were natural allies since hospitals could provide an unmatched
source of clinical material for education and later rese&fch.

Canadian hospitals appearing in the-tE& century were largely spared a draout debate
and professional s@m over aseptic and antiseptic procedures. Jim Connor argues in his history of
the TGH that the use of carbolic acid was so widely accepted that the medical staff implemented it
without issue. British and American hospitals were sights of controversyadver st er i s m, 0
effects of incorporating its tenets into hospital managenrifihe latecomer status of some
Canadian hospitals, especially in the prairies, allowed for the leapfrogging of a major episode in
hospital history. One of the earlier innations of the CGH, for example, had a bowl of carbolic acid
placed on a stand near the main entrance so that anyone who entered or left would pass it by and

wash their hands.

78 Morris J. Vogel,The Invention of the Modern Hospital: Boston 188380(Chicago: University of Chicago Press,
1980), 23.

™) T.H.ConnoDoi ng Good: The Lif e oToroftm Wniversityoblsron®emess,2G00), Ho s p i

1290.
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The experiences of patients in general wardspecially in the early decadestbé 24"
centuryd were often highly structure®Rules shaped experience, but also had a practical purpose.

The institutions were casdtrapped and understaffed. Medical treatments of disease and injury had
improved since the days of the custodial hosphiaithere were still limits. Patients constituted both

the purpose for the hospitalds existence and
function. If patients spread iliness, aggravated an injury, hurt one another, or if word gotaut that
institution supported through donations and taxes became a venue for unscrupulous activities the
enterprise was jeopardized.

As a settler colony, medicine travelled through imperial chadffeBeoffrey Bilson argued
thatpre-confederation medical ba#s emphasized the colonial nature of British North America by
exempting graduates of universities in the British Empire from licensing exams, and allowing
anyone with a commission from the military medical services to practice. This observation was
echoeddy historians of colonial era medicine who noted how settler colonies attempted to recreate
European societ§?* In 1839 the Privy Council, responding to lobbying from the Royal College of
Surgeons, nullified an Act tge omrse atfe Ugp pékCo IClae
Royal College viewed the establishment of an independent professional body as an unwelcome step
toward selregulation. The move ensured that for the next three decades Canadian medical
knowledge derived mainly from British saes. InOctober 186the Canadian Medical Association

(CMA) formed in Toronto, signalling a shift from the predominance of British to American

8%0Rel atively little |Iiterature examines Canada as a Oset
aspects of western medicine on First Nations; of which there has been more written. Ssparate Beds: A History

of Indian Hbspitals in Canada93. MaryEllen KelmColonizing Bodies: Aboriginal Health and Healing in British

Columbia, 190660 (Vancouver: University of British Columbia Press, 1998),J.R.Milleri ngwau k ds Vi si on:
of Native Residential Schod[Boronta University of Toronto Press, 1996)

80lMi chael Worboys, #AColonial and | rvedcne Tadnsfoved Healthne , 0 i |
Disease and Society in Europe 180830(Manchester: University of Manchester Press, 2004), 212.
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influence®® A good example of this continental align
Flexnerreportsoght t o define fithe relation of profes
system of education. o It was an ASiNanédthelessit d o c un
influenced Canadian medical schools for decades. Over the course df teat2@y the influences
on professional medicine in Canada became increasingly American.

Hospital insurance was important to many patients throughout'free@tury, and the HIDS
Act marked a crucial moment .effedtsomgen€ral hosptalsad ut | i |
the start of direct state involvement in runnihgstinstitution the destruction of a lingering 1.9
century patient classification schetmé pauper 6 0de s eqased bemdelevant ndi g e
categoried andthe transformation ajereral hospitalnt o f ntildadslse egal i t ari an
By virtue of state payment all patients becamailable to medical students. There was alsbift
toward curative rather than preventative treatm&ifBhe most significant change for patiewtss
their full availability to educators. Throughout the 1960s and 1970s administrative boards and
building committees experienced delay and frustration when navigating this new bureaucratic
terrain.

In the early 28 century, hospitals begaecepting mee classdiverse patientdut they were
far from egalitarian institutions. No longer did they primarily house paupers; howgatrents
experience once in the hospital varied depending on their ability to pamskamcejn 1907 the
WGH established second operating theatre exclusively for paying patients. The addition coincided

with renovations to the existing operating room that added a swinging instrument tray and tilting

802GeoffreyBils;m, A Public Health and th€eMediryalCaRadfe 9si @an Rioy
Milton Lewis edsDisease, Medicine, and Empire: Perspectives on Western Medicine and the Experience of European
ExpansionLondon: Routledge, 1988), 158, 1488, 173.

803 Abraham Flexnemedical Education in the United States and Canada: A Report to The Carnegie Foundation for the
Advancement (NewYdrke he Garnegg Faundation for the Advancement of Teaching, 1910), viii.
804Connor,Doing Good: TheLf e of Tor ont o24924Gener al Hospital,
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wash basins. Despite architectural similarity between the operatingtodnms pati ent 6 s
experiences were different. For example, the hospital only provided rubber gloves for surgeons in
the paid operating room. The staff differed also. The private theatre had an extra graduate nurse and
a senior assistant on hand fdr@derations, and an anaesthetist whenever possible. Iulie p
operating room there wgsr ovi si on only for a table upon wh
chloroform, ether, and inhalers could be placed rather than consistently moffitored.

The type of rooms available to those with means differed in terms of medical treatment and
social experience. For patients who entered pébdiemetimes referred to as genéralards they
were surronded by fellow sufferersf the same sex. Patients could heactherersations of those
around them, see who received visitors, recognize neighbours or coworkers, or even establish
friendships. In the first half of the $@entury hospital stays were more often measured in weeks
than days. The social effect was twofgddtients had meaningful interaction with each other on the
ward, and communities were disrupted by the lengthy removal of individuals. Consequently,
administrators faced pressure from friends and family to, @isd visitation became part of ward
routine 8% This differed for private ward patients who faced laxer regulations. Public wards operated
under a litany of rules that included prohibitions on swearing, wandering, gambling, and any other
forms of disruptive interaction. Private patients were exctreed most restrictions.

Health care was a concern for all citiespeciallythe metropolises of Vancouver, Toronto,
Winnipeg, and Calgary. Some common themes stand out, but before turning to these, it is important
to emphasize the differences becaa®all variation is a substantial merit of a comparative study.

The locales were distinctivandregional context shaped the initial physical space and the longer arc

85 Mi nutes of the House Committee, o 18 March 1907, 1. F
8 Graham Mooney and Jonathan Reinarz, fAHospital and As
| ssues, 0 ioney&d dohatham Rbimarz edPermeable Walls: Historical Perspectives on Hospital and

Asylum VisitingNew York: Editions Rodopi B. V., 2009) T0.
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of their history. The TGHO6s rel ati onsreiap wi th
frontrunner in North American medical reseafehits access to donors such as Flavelle and Eaton
mattered tod% All case study hospitals had a charitable genesis and relied on donation from time to
time. Yet in Toronto the source of donation cameuegdly from a richer clientele than elsewhere.
Of the four, Winnipeg is perhaps the best example of a commiomiityedifice. The first WGH was
ephemeral. It came into existence during an epidemic and was not intended to remain afterwards. A
group of citzens pressed on with makeshift buildings and fundraising drives to keep it open.

The administrative history of the CGH is unusual. It originated with the NWMP before
passing briefly into civilian hands only to become an organ of the municipality in A9 ddesult,
the CGH operated in a more subordinate manner with its local government. It was an arrangement
that allowed for some positive outcomes such as the erection of new wards dubDegtéssion.
The municipal connect i-wan degelogment to the dadenck ef th€E GHO s
provincial oil economyT h e \$ &dtys oneof plodding advancement until the 1960s. The VGH
made use of consultants very early in its history, and established a pattern of growing its campus
through a variated pawin style of establishing annexes. The world wars elevated the social
significance of general hospitals across the country, but of the four case studies the VGH profited the
most in terms of buildings. The VGH was quick to incorporate vacated buildimgssimampus.

As the reputation and clientele of hospitals changed so too did the reputation of those who
worked there. During the 30century the role and image of nurses shifted from an ambivalent

position in social consciousss to a respected profess the practice of which was fused to the

807 Michael Bliss,The Discovery of InsuliToronto: McClelland and Stewart Limited, 1982), 8.

808 Michael Bliss, A Canadian Millionaire: The Life and Business Times of Sir Joseph Flavelle, Bart:19398
(Toronto: Macmillan of Canada, 1978), 2286. Joy L. SantinkTimothy Eaton and the Rise of his Department Store
(Toronto: University of Toronto Press, 199050162.
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modern hospitél®1 n July 1916 the WGH hired two 6women
themd with payd soon after because Dr. Ross was ill and could not supervise them during surgery.
Among the minutes accompang this decision the board kept a clipping from a Pennsylvania
newspaper addressing the |l egality of nurses a
assume the place of the physician and practice medicine and surgery, but she assistsshim in h
practice, and in some respects serves as eyes, hands, and feet for the phgiseciara human
instrument, used and employed by th&%°Spneysici a
hospital administrators such as Charles Clarke ofthe TGHsbughtr e habi | i t at e nur
means of boosting the hospital. In his 182 ory,h e wr ot e AThe women who af
too often, crude, uneducated, and, not unfreqt
amerepittancé, he wor k so repul sive and hopele®%!s that
Clarke did not spare the #@entury nurse negative comments, but sought to show the public these
woman, like his hospital, were changing.

Progressive change waspin coming for nurses, whose identity as determined by their
male superiors remained tethered to notions of domesticity, femininity, and fragility. In 1957 an
injured Jack Hutchinsd@n fullback for the Winnipeg Blue Bombé&yswas photographed in bed at
the WGH surrounded by teammates and staff nurse Maureen Finn. The photo appeared in the
Winnipeg FreePressi t h capti on quoting Hutchinson as j o
Bring us more nurses | ike thi sbelevetchend bullthee r ep o

againfyou coul dndét bl ame t hem. Not with pretty ¢

809 Kathryn McPhersonBedside Matters: The Transformation of Canadian Nursing, 1958D. (Toronto: Oxford

University Press, 1996), 34.

803 St atement of William H:GeKelrladr ,of FiPresntn sd pruatnyi a Ati tno rin
Commi ttee, 0 1 August 1916, 1. File 1, Box 18 WGH Fonds |
811 Clarke,A History of the Toronto General Hospita®1
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b y&2&inn was a trained, medical professional butFnee Pressreducel her to a feminine
caricature. The photo juxtaposed her with Hbtoson whose physique conformed to an
unambiguous image of muscular masculinity. Despite the desgsained sexism this aspect of
hospital culture, nurses of the la@@" century were highly skilled medical operatives. Most had
university educationgnd laboratory experience. In soweays,the nursedoctor relationship in the
early 20" century echoed the medieval schism between physicians and surgeons; one was work of
the hand the other of the mind ame thierarchy was clear. Doctor and admintsteadiscourses
during the first half of the 20century treatedurses as useful functionaries but little more.

Nurses Alumnae organizations have played a crucial role as community organizers,
fundraisers, and chroniclers of institutional histories. Bsitsad long been an organized and self
aware group at the institutional level, though this solidarity did not reflect as strongly on the national
labour stagé!® Alumnae associations for all the case study hospitals kept historical records of the
institutions they worked at and helped sh@&his dissertation could not have been written without
them. These organisations reveal an internal perspective of how nurses saw themselves, wished to
remember their past, and to what extent viewed themselves as agehGHA nur ses d6s al
bulletin from October 1972 described its annual homecoming banquet which was set to the theme
6t he march of time. 6 Members came from as f ar
put together an exhibition showing changesimr seds uni forms between 18
and aprons t o moder nHenexhibit displayedl cheekigdnad impodantt s u i t

level of selfawareness.

82 Ne ws CIl i fL95B.nirgage frb@Vinripeg Free Pres4, 4 November 19570 Box 35 WC
Also see appendix 6.1

813 McPhersonBedsde Matters: The Transformation of Canadian Nursing, 2200Q

84A Nur sesds Al umnae Bullet, o October 1972, 2. [Unnumber
fellow nurses Evelyn Hardwick and Eileen Jameson, Tregilus published a histoey@GtH in 1975.
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Discussion of space had powerful rhetorical value for hospital administratots;daudicut
both ways. One of the most powerful public relations tools administrators possessed was description.
To describe a building was to define identity, purpose, and occupant. As the public information
relating to the VGH Centennial Pavilion in 198&monstrated, this could amount to an attempt to
dazle the public. Iwas an old practice. Even a casual glance 8icg@tury hospitafs at least
those designed and built as siiateveal architecturally imposing buildin§®. The elaborate
cornices, pointé roofs, chimneys, argtandentrancesoften ascended by a flight of staid#fered
markedly from the plain, utilitarian exteriors of so many g#t5 hospitals. The public could be
awed in other ways, of course. What had been lost in aesthetic ibetratal majesty was replaced
by technological sophistication and feats of engineering. The size, scope, and technological prowess
of hospitals in the second half of thé2®ent ury became the focus of
outreach. New technologid&ke magnetic resonance imaging (MRI), and computerized axial
tomography (CAT) scans replaced older virtues like calmness and domesticity. Hospitals inspired
hope for boundless expansion of treatment.

For citizens, the press, and at times elected affiche most natural corollaty hospitals
washotels. After all, both institutions provided beds, food, and comfort. Hotel comparisons occurred
throughout the 20century and tended to reflect larger social or economic context. When length of
stay wasadng, and the hospital had not entirely shed its reputation as a storage house for the sick,
comparisons with hotels were sometimes welcomed. The Puiniatuding those with meadsdid
not mind staying in such places. In 1919 the WGH implored the publictog i der how ft he
daily register of patients is considerably larger than the average daily complement of guests at both

of Winnipegbs big hotels. 0o In an attempt to e:

815 John D. Thompson and Grace Goldirhe Hospital: A Social and Architectural Histofilew Haven: Yale
University Press, 1975), 23.
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even blunt eraqgspgiiptralmaird Inyottthiend mor e 88ln1925ess t h
the VGH annual report | amented that fAhospital
linen, and housekeeping supplies, but in addition to maintain expensive undertakings Xray
departments, surgical operating rooms, emer gen
to supply skilled servi c®Inone ofthe firsurepdrtséamtrend o n
TGHOs private pati eeaft diaestiildioaan i mo tleOd3:1 it jhwes tc h
patients who is at home in the hotels of the world, told us that this was the finest food service he ever
h a @28Intthe early 1900s general hospitals lacked a strong identity. Administratkesldwaielgo
contextualize their institutions.

The hotel comparison appeared in internal discussions as well. In a 1937 memo describing
the experience of TGH internes Dr. Stephens brought up hotels. Rather than comparing the fact each
institution provided bedshari sed a | egal issue. AWhile the ho
appear paramount, admission of a private patient is a business propibsitioat of a hotel except
that the hospital has not the | mafjesitaqgimimat ect i o
procedure to obt ai A°Patiergsdoutinelylprpmiseadresitfor ggmiate e n s e s .
or private accommodation only to later default; something punishable by law if done to a hotel.
Legally, hospitals were not within tlsame constellation of enterprises that required protection from
defaulting clients. Hotels also accepted superficial similarities between themselves and hospitals. In

1944, J. Barnes business manager of the CGH received a request from the proprietor of the

86 The Hospi&2ado ,Ap@PpGdm | No b.erited eBox 7WEHEH Bonds ®MA. Above quote on pg. 5.
87fATwentyFour t h Annual Report of the VGH, o 1925, 30. Box 3
88 Report of the Chief Dietitian of the TGH for the yea
Fonds UHN Archives

%31 nt erimBeys Dlri.f eSt e p h e n s3, Folde#1 BBxeld TG &ands UHINDABCHives. Interestingly Dr.

Stephens notes that in New York state it was a felony for a patient to receive free medical treatment if it could be shown
they were able to pay.
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McNamara Hotel in Peace River to provide a reference for a former CGHEowkhile
administrators made rhetorical use of the compadissngrew frustrated by thednthere is
evidence that employees movedvioeen the two industries. Nétever social differems existed
there is evidence that experience gained working irsetteigwas transferrable to the other.

By the 1960s lingering hotel comparisons served only to frustrate hospital administrators. A
1965 issue of t he WGH GIBe GeneratbrdddressedthewanparisomAn n e ws
i ssue arose over a | arge carpet installed in t
havendot got more money than we know what to do
lobbies.No;idi d not cost a s m&iAdministoators wanted totuse theaarpet h a s e
to trap dust, snow, dirt, and water so that detritus wasaked into the hospital, dowts halls,
and into the wards. The article admitted it was expensive, fatdthie purchasing agent was
cognisantof how pleasing to the ey® was The newsletter promised such a carpet woalees
hundreds of hours of labour, whiathotel could also appreciate. Maaythe newsletter responded
thougl® that the hospital was nottampting to compete with hotélsdemonstrated that for the
moment at least administrators disliked comparison of their institutions with -peeking
enterprises. The newsletter dipped back into somewhat utilitarian rhetoric to justify the carpet.

One dentifiable characteristic of general hospitals prior to the 1950s that administrators
emphasi sed was their role in dactive treat men
mental iliness, or anything the medical establishment deemed untreaebdlenwelcome. From an
administrativeperspectivethese patients did nothing for the institution other than occupy beds,
prolong wait times, and lower ward morale. For fledgling general hospitals, active treatment held the

promise of legitimacy throughffecacy. In an environment of limited funds admitting untreatable

820ffJoe Jensen to J. Bia2BorX.,C&EHBonds AHSWARHivesl 944, 1. F
821fi Ca r pThe Generatqr25 January 1965, 2. File 1 Box 8 WGH Fonds HSCAM
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patients bordered on irresponsibility. By the early 1900s general hospitals issued public annual
reports which contained statistics such as average length of stay and treatment ratesen@nsp
elevated the standing of general hospitals. It could also embarrass administrators. Public response to
statistics became a new consideration for administrators when outlining patient policies.
Administrative preference for active treatment didswwive the 2t century. In part this
was the result of the expansion of hospitals; however, developments in medical practice also
broadened the range of what could be treated. Changes in the direction of education and research
found ways to realize value different types of patients. February 1962he CGH added an eight
storey ConvalescerRRehabilitation (GR) Wing. A Calgary Heraldreport promised the public it
would Aprovide proper facilities to meat an
progressive patient care dur P*rgenewdbuilsirgbfferedc e n t
services such as hydrotherapy, therapeutic gymnastics, speech therapye and postnatal
physiotherapy. The range and specialization of teeseesspoke to the maturation and expansion
of medical practice in general and hospitals in particular. These techniques were being pioneered at
university hospitals, and were breaking through into generaf&aEarlier incarnations of the
CGHd or any ofthe other three case study hospd#atbd not embrace convalescence. Rather,
administrators saw it asavoidableThe goalposts had moved, and noedmine had to do more
than stitch patients up and send them home. It had to see them return to wortaaad psssible
to resume a 6normal dé I|ife.
In addition to medical care, hospitals expanded the range of social services on offer in the

second half of the #Dcentury. In their account of hospital architecture, Stephen Verderber and

22 Conval escent Wi ngThaCalg@eHemld33aFebruirg 1962p26 n, 0

823Walter H. John# History of the University of Alber@dmonton: University of Alberta Press, 1989), 254. Elise A.
Corbet,Frontiers of Medicine: A History of Medical Education and Research at the University of Aledrtenton:
University of Alberta Press, 1990).
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David Fine argue peugsively that hospitals ceased being exclusively medical spaces. Rather, these
facilities served an array of functions from medical, to economic, to social, and even gbfitical.
the 19" and early 2t century administrators and architects emphasiseih@avards and operating
rooms when designing new buildings. The auxiliary services iadludthis model were pragmatic:
power houses, laundry facilities, Kite n's, nur s e s tusnels. &fterithd Secondéorld a n d
War, more functions crept ontoedical campuses. By the 1960s beauty salons, barber shops, cafes,
smoke stands, gift shops, food courts, and waiting rooms equipped with television sets became part
of the architectural landscape. The expansion of hospitals into education drewpiatiaots. The
presence ahedicalstudent®n campugnsured libraries remained. The clerical staff members who
organized medical records, drafted schedudesl ordered supplies mattered too. The doctors,
students, nurses, visitors, maintenance workers, aletiaff, shopkeepers, and outpasdrggan to
outnumber patients. This wageocess that was as much enabled by changing uses of space as it
was a cause.

If the 19" century was an age of efficiency and discipline, thH&\®2as that of the social,
welfare state. In the F&century hospitals were overcrowded, pestilent, and feared. In so far as there
was a management paradigm it was the utilitarian search for waste, including squandered space or
aging structures that could be put to another purposedheentury witnessed a shift in attitudes
about space. Administrators, doctors, and architects began considering how space could be organized
to promote the dignity, welfare, comfort, and social standing of patients. These views differed from
the focus bthe medical community or treasurer. Hospital historian Jim Connor argued that by the
end of the 20 century the TG likely other institutions tod had lost the human touéf

Connor6s point aligned with the ikmesvrdedfteghet hat C

824Stephen Verderber and David J. Fitealthcare Architecture in an era of Radical Transformatfblew Haven: Yale
University Press, 2000), 28.
825ConnorDoi ng Good: The Life 0243 Torontods General Hospital
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economy began to slow in the 197@mphasis on efficiency crept back in the language of
consultants and architectsytthe design process remained aware of the patient.

The idea of cultivating, hmeaalntthad nwansg ,a aned ti
the nascent Canadian welfare state. As Maureen Lux reminds historians this reorganization of daily
life was not perfectly universal or egalitarian. There were casualties and segregation. First Nations
were especially affeatieby this®2® On a more mundane level, the development of the welfare state
would naturally interface with hospitalsdyn theoryd reducing the number of indigent patients.

The influx of federal money after the Second World War influenced the size and $igeperal

hospital campuses, and administrative thought. Previous chapters noted the optimism of boards that a
new age of better funding would follow the Second World War. To some extent this was correct;
however, it was also shelived. The 1948 NationdHlealth Grants Program (NHGP) dramatically
increased hospital accommodation across the country by providing $30 million in annisfbgrant
construction and researéfl.In 1945 there were approximately 1,102 hospitals in Canada with a
rated bed capacity df11,000. By 1959 there were 1,481 hospitals with a rated bed capacity of
186,000%%8 In the 1960s the NHGP provided less funding for the construction of new general
hospitals. Instead, its budget and development agenda focuaddingbeds to existing falities.

By the 1960s and 1970s the mission of general hospitals was no longer exclusively medical.

A 1969 CGH operations manual offered an explanation:

In essential terms, a hospital is a place where one goes for care when sick or injured. But it is much
more than that. It is an institution unto itself, borrowing motives and methods from many fields,
but characteristics of none but its own. It is not primarily a charitable institution. It is not
essentially a business operation. It is not basically agublity. Since a hospital is no longer a
charitable institution because of social, economic, and scientific changes, it is a new concept

826 | ux, Separate Beds: A History of Indian Hospitals in Canada, 19380s 46.

827G. Haney AgnewCanadian Hospitals, 1920970 A Dramatic Half Centur§f oronto: University of Toronto Press,

1974), 205.

828 Aleck OstryChanges and Continuity i(QttadaaQHA Bress, 8006),5881.Note Car e S
that the number of hospitals inclusive; that means general hospitals, mental hospitals, tuberculosis hospitals, etc.
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motivated like a charity, operated like a business regulated like a profession and governed like
nothing else in soety8?°

The social status of general hospitals in the 1970s was almost the opposite of 1870. To be sure, it
retained many of the old, fundamental aspects such as charity and health care. However, the
6ventured of a hospit al tstndedits degisover thercaunsg théh2@ n d s
century. It was a unique institution that mattered to civilians in ways that ranged from employment
to the preservations of life. The fact society had come to embrace general hospitals more completely
was not wihout drawbacks. Real limits to medical efficacy remained in terms of cost and scope of
care. Medical research leapt ahead in thec2®itury, but progress had limits. Administrators began

the task of managing public expectations that increassayghosptal medicine as a panacea.

As the scope of health institutions grew so too did the responsibilities and competencies of
professional consultants. Architectural and management consultants interfaced with hospital
administrators for most of the 2@entury®° Initially these firms were fairly limited in what they
could provide, as much by constrained economic resources on the part of hospitals, as by the
ongoing development of their profession. As hospitals became more complex so did management
research angrofessional literature. There may have been some hubris between 1920 and 1960 on
the part of hospital specialists, especially during periods of booming construction. But by the 1960s,
the complexities of health facilities appeared more and more dauatmigfirms sought to
specialise, a process observable in professional identities and the/ohuttie hospitaplanning

reports in the second half of the"2@entury®3!

82 CGH Manual, o 1969, 3. File 1, Box 35 CGH Fonds AHS A
80pDavid Rosner, fdADoing Well or Doing Good: ThHelhmerighmbi val e
General Hospital: Communities and Social Conterts Diana Elizabeth Long and Janet Golden (Ithaca: Cornell

University Press, 1989). Agne@anadian Hospitals, 1920970 A Dramatic Half Century.

831 Though there are many viable examples, one thatsfits@ally well with the emphasis on rhetoric in this chapter is
Jacqui e Public Balationsgn,Britain: A History of Professional Practice in thE26ntury(London: Routledge,

2004). For a more theoretical piece examining the changing world k¢ jurivate, and professional relations as well as
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As much as hospitals depended upon citizens, architects, and professional conlseitants t
also worked closely with universities. These relationships did not always begin well; the TGH and
University of Toronto were on particularly shaky terms in the early 1900s. In 1942 when the WGH
entered in a health centre with the University of Winnip&gas careful to ensure the institutions
were not merged. The initial synergy between general hospitals and universities nvaslieef
patients collected in one space. Such conditions enabled efficient clinical education, while also
providing opportaities for doctors to hone their skills and enhance their reputation. As universities
embraced clinical testing and research and as medical practice moved into the wards, the two
institutions became natural allig€.The training of nurses in this way waguelly important,
however, general hospitals were more inclined to run amouse training school for these
individuals. In the lattehalf of the 28' century nursing schools left the medical campuses for the
university. The relationship between patiestsl education was generally defined by the type of
ward they could afford. Private patients chose their own physician and did not have to be seen by
students, whereas the general wards had low daily rates precisely because they had no such
exemption. Mediare ended this division by granting student access to all hospitalized individuals.

The history of hospitals has evolved into a history of professionals and patients. But as parts
of the city landscape and civic pride, the buildings themselves haveeddtier In the fall of 1920
Mark Irish, Chairman of the TGH property committpannedfor the demolition of the Gerrard
Street hospital. An unremarkable event on the surface, it demonstrated how buildings came to hold
communal meanings, and how ideasp&ans, and myths could be transplanted through physical

artefacts. Irish wrote city council stating that the TGH wanted to sell the Gerrard lot with the

the power dynamics between them see Jurgen HabeTfmasStructural Transformation of the Public Sphere: An
Inquiry into a Category of Bourgeois Soci¢Gambridge: Polity Press, 1989).

832 Edward ShorterPartnership for Excellence: Medicine at the University of Toronto and Academic Hospitals
(Toronto: University of Toronto Press, 2013).
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condition that the buildings be demolished. He described the entrance, above which hung a carved
stonebearing the inscription 61 was il/ and Ye \
figures.o I rish noted that the stone had no c
and placed on the propert ymimnialambuetofeow af@eaat er al ¢
i mperil the sale. That said he confessed Alt I
to sac®®iti wasi hod the | ast time in the TGHG6s h
surface to take ogentimental prominence. In 1960 an elderly man contacted the TGH and offered

the return of a stone angel he had acquired while purchasing brick rubble fro®2@uemolition

site. The angel had sat in tgarage for years, and he wanted to return iheo TGH®** The

inscription and the angel addressed the image of the hospital, rather than the experiential side that
patients endured. They each made sentimental, positive, and hopeful statanteoisveyedhe

social importance of visitation. Those whansthem could imagine themselves performing a selfless

act and associate that feeling with the institution.

The eminent medical historian Charles Rosenberg described the 1900s as the century when
ithe hospital became meditcal ii®2tmvdsadittmgstatemmentd i c i n e
though limited in its scope. In the 2@entury the hospital came to hold a position of social
prominence equally important to the one it ascended to in professional, scientific medicine. In
Canadathis process occted rapidly at the end of the " @entury as what had been frontier
outposts grew into large, urban centres. In parts of the country that were more developed such as

Ontario and Quebec this process occurred earlier. This was especially the case snmegibies

83 Mark I rish, Chairman of the Property Committee TGH tc
Octdber 1920, 2. File 1.4.2 Box 5 TGH Fonds UHN Archives

84A Memo: Dr. Doyle toi®rd BaGhHrpel ReSe Ktegmdheoemel960, 1. Fi
41. TGH Fonds UHN Archives

835 Charles E. Rosenber,h e Care of St r ang e Haspital SystetNeviYerle Bagid Bodkspe r i c a 6
1987), 189.
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were more closely connected with the United States and its professional networks. On the prairies
and west coast civilians rallied aoldressheir healthcareneeds. Part of this process was wresting
medical infrastructure from the hands ofvate enterprise or the government. It also required
compromises. Doctors, architects, and politicians lent time and experniigealways with
compensatiod to see that general hospitals were realized in emerging metropolises.

In 1880 general hospitals wdatent forms of the institutions that existed by 1980. Much has
been made in this disseitat about the physical changestmpuses moved from a few wings or
pavilions to interconnected complexes covering acres, beds proliferated from single digits to
hurdreds and thousands, and the range of medical specialisation and treatment surpassed all
expectations. Howevgihese comprise only one portion of the change important to the social history
of general hospitals in Canada. The advent of Medicare affectedktivery of health care and
services. Throughout the 1960s and 1970s a proliferation of group health societies, minor treatment
facilities, and semprivate institutions for the mentally ill, chemicalddicted, or chronically ill
(aged) occurred. Thesermed a substructure to medical delivery and affected the form, function,
and reputation of general hospitals in the latter third of tHec2atury®3®

The evolution of the social status of general hospitals was as dramatic as that of their
architecturaexteriors and interiors. The movement of these facilities from a peripheral station to a
central one happened in several arehasg the same several decadegial, medical, educational,
and political. With so many interests rooted in general hdspitae physical space invariably
reflected the motives and desires of interested parties. So varied and many were these interests,

however, that no singular entity could claim sole credit. The general hospitafsei®0ry Canada

836 Guenter B. Rissévlending Bodies, Saving SowksHistory of Hospitalg§New York: Oxford University Press, 1999),
681-685.
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were fundamentally scomunity institutions that reflected the needs of professionalizing medicine

and public expectation
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Health Authority.Example of interstitial space prepared by consultants for the VGH. The bottom middle cell on all
floors is a hallway; the first and third cells change. On the lowest floor in this example there is a kitttteeleft and

office on the right. Note how in the interstitial space above there is basically no infrastructure. Above are two operating
rooms, and above them more complicated ventilation apparatus. On the floor above are two labs and again above them is
advanced ventilation equipment. In theory the interstitial spaces could be easily entered to modify these systems at far
less cost than in a traditional building.
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Appendix Il

2.1

838

838 Toronto General Hospital, Administration, Basement Plan B, Sheet No. 3, issued Sep@hiofardhitectural

drawing], Toronto General Hospital fonds, Plans and Architectural Drawings, TG 33.0.1, University Health Network
Archives, Toronto. Credit: Darling & Pearson Architect
partid drawing due to size limitations, the building extends further back. On the right is an exterior representation of the
entranceway.
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2.2

839

893 WGH Annual Report for the year 1889, 0 File 7 Box 9 WG
in use. Theperating theatre was attached to the main building by a covered hallways but also set purposefully aside as
to be isolated to some extent.
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2.3

840

83 WGH Annual Report for the year 1906, 0 File 23 Box 9
numbered@@as. Produced for the annual report to show the n
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2.4

841

%A CGH Annual Report, 1905.0 Box 12, File 2. CGH Fonds !/
(CGH | Cottage Hospital 1895), Maternity Hospit&00, and Isolation Unit 1905; left to right.
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2.5

WARD |
N MAIN BUILDING, 842

842 |bid. Image showing public ward in main building. Patients and nurses visible.
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Appendix 11l

3.1

843Toronto General Hospital, Pathological Building, Third Floor Plan, Sheet No. 7, issued August 1910 [architectural
drawing], Toronto General Hospital fonds, Plans and Architectural Drawings, TG 33.0.4, University Health Network
Archives, Toronto. Credit: Darling & Pearson Architects, Draughtsman W.G. Browne. Blueprint depicts third floor. Note
several rooms with drainage holeglie floor. Another Darling and Parsons drawing, this building strove to address
efficiency and educational/scientific needs.
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3.2

8443 WGH Annual Report, 1911.06 Box 9, File 28. WGH Fonds |
Eastand CentralwingB.ub |l i ¢ di stri bution of these types of photos
also allowed the board to present images of progress.
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3.3

845

HFWGH From the Air, 1929.0 Box 17, File 4 WGHumRaends HSC
Journal depicting the campus from the air. The decision for this sort of sketch reinforces awareness of, and desire to
express, the size of the campus.
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3.4

8A CGH Annual Rep

ort, 1913.0 Box 12, File 5Ildnf@GEH Fonds A
1l 60l d General 6)
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3.5

847

%"AVGH Annual Report, 1917.0 Box WX 2 DC 2.2 V2, VGH Fo
annexi warehouse design, two storeys.
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3.6

AN )

RO
BERT RINTOUL REST Room FOR SOLDIERS ”

848

8RVGH Annual Report, 1918.0 Box WX 2 DtrioRoftBe Miliary VGH F o
Annex. Specifically the Robert Rintoul Rest Room for Soldiers.
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Appendix 1V

4.1
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Hospital at

King & John &

Streets, :
1820

Hospital, Gerrard Street, 1854
X
Hospital.
College Street,
1913
849

849 0ne hundred and forty years of service, unpaginated, 1960 [photograph], in Toronto General Hospital Report for
1960, Toronto General Hospital fonds, Board of Trusteesrds, Annual Reports, TG 1.2.17, University Health
Network Archives, Toronto. Image of campus from the air. Sketches of older buildings included.
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4.3

NORTH WING
of 1958, and will have a capacity of 324 private

850

803 WGH Annual Report, 1956.0 Box 11, File 8 WGH Fonds
Intended to spring opening in 1958; would add 324 private and-pedte beds.
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4.4

ROOM IN THE NEW WING

851

%13 WGH Annual Report, 1958.0 Box 11, File 10 WGH Fonds
Wing; note it is a room now, not a theatre.
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4.5
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4.6

853

853 |bid. Photo courtesy of the Alberta Health Services Archiazial depiction of CGH campus c. 1950.
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Appendix V

5.1

855

855 Floor 1, Toronto General Hospital, 1968 [architectural drawing], in Mathers and Haldenby Architects and Woods,
Gordon and Co. Planning Cauigants, Toronto General Hospital Planning Report, v.2, 1968, Chapter 8.4 Floor Plans,
Elevations and Sections, Toronto General Hospital fonds, Office of the President records, TG 2.25.2, University Health
Network Archives, Toronto. Image from the WoodgpBe showing the building as a concept and then several floors
artificially spaced out. The idea was to conceptualise the whole building as one unit or interconnected entity rather than
discrete floor with their own functions.
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5.2

856

86 Over vi ew of TG3B6 File I®26.8.2 ImBge ftom a pamphlet meant to promote the new buildings
to the general public. A useful contrast with the Woods Report to show the differences in detail with what was public and
what was not.
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5.3

857

8F WGH Annual Reporeél2 WGH Bdhds 6ISCRM.Sendcé WiFg uhder construction.
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