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ABSTRACT 

In the ear.ly 2 0th century tuberculosis became the concern 

of social reformers because of its links with poverty and new 

medical knowledge about its infectiousness. Although refonr, 

might have taken several directions, tne one chosen prior to 

1914 was in line with the essentially conservative character 

of the reform movement, which revered scientific expertise as 

a solution to many social problems. Voluntary organizations 

were established to deal with tuberculosis, but generally 

accepted the leadership of physicians, who successfully 

promulgated a "cure" in the fo7rm of the fresh-air sanatorium 

regime. Tuberculosis and public health became quasi-spe-

cialties in medicine, with the role of the laity sharply 

reduced. Nova Scotia's sanatorium opened in 1904 as the first 

provincially-established tuberculosis facility in Canada. 

Although it could take in only a tiny fraction of cases and 

left those who could not pay completely unprovided for, it 

represented virtually the only action taken by the medical 

profession or the provincial government until the 1930s to 

cope with a disease which affected thousands. Voluntary 

activities, which had taken on a bureaucratic character by the 

1920s, helped shape a public health system which was designed 

to function as a clearing-house for the sanatorium and the new 

tuberculosis annexes at general hospitals. The system was 

non-threatening to private practitioners at the cost of being 

inaccessible and unhelpful to many people. No action was 

taken toward provision of non-institutional care until the 

tuberculosis death rate had declined so much as to make this 

almost irrelevant; nor was any government action taken to 

alleviate the circumstances of the indigent tuberculous until 

federal money became available after the second world war, at 

which time treatment became compulsory. The steady decline of 

tuberculosis helped justify a variety of programmes, yet 

probably owed little to any of them. 

viii 



INTRODUCTION 

Although tuberculosis is a disease older than 

civilization, it may be claimed with some justice that it was 

"discovered" as a target for public health efforts only around 

the turn of the 20th century. As the greatest of the killer 

diseases, know.* to be contagious since Robert Koch's isolation 

of the bacillus in 1882, tuberculosis became a major concern 

of the burgeoning pre-war social reform movement. No cure 

was known, and efforts to find a specific preventive vaccine 

had so far failed. Yet the instrument preferentially chosen 

for the North American attack on tuberculosis was a 

specialized, "curative" institution run by authoritative 

medical experts: the tuberculosis sanatorium. Nova Scotia's 

sanatorium, the first such government-established facility in 

North America, opened in 1904 to the acclaim of tuberculosis 

activists throughout the continent. Wrote Annie McLean of New 

York's Charities magazine in 1905, "The people generally lack 

confidence in institutional care, and they must be educated up 

to its value before they will take advantage of the 

opportunity offered....[But] it is interesting to note that 

the provincial government is awake to the need of the hour. 

It would seem that the institution must prove a great boon to 

the province."1 

The Nova Scotia Sanatorium was in the vanguard of a 

movement which swept North America in the years before the 

First World War. In 1901, there had been two sanatoria in 

1 
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Canada. By the end of 1913 there were 24 in operation, with 

many itiore in the planning stages. As the main weapons in the 

fight against tuberculosis, these institutions made little 

sense. Tuberculosis infection was virtually universal; 

sanatoria could take in only a handful of cases, Tuberculosis 

was generally diagnosed only in the advanced stages; sanatoria 

promised help only to incipient cases. Tuberculosis was most 

common among the poor, but sanatoria were very often 

inaccessible to those who could not pay.a Nova Scotia's 

Provincial Sanatorium levied weekly charges, payable in 

advance. 

While the number of cases in the province was never known 

with any precision, a 1928 study by Tuberculosis Commissioner 

Joseph Hayes stated that according to "the most conservative 

statistics there are constantly between three and four 

thousand cases of active tuberculosis in Nova Scotia", less 

than 600 of which had been reported to the Public Health 

Department.2 Yet between 1904 and 1945, the Provincial 

Sanatorium, for many years the only facility in the province 

and always the largest, had treated a total of 6,351 

a "Directory of Anti-Tuberculosis Institutions and 
Organizations", CTAAR, 1910. Of the 19 residential 
institutions whose fee structures were known, only seven 
levied no charges. Two maintained a number of free beds, 
while ten were run strictly on a pay basis, with charges 
ranging between $3.50 and $18.00 per week. 
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patients.36 By allocating the lion's share of available 

money to "cure" a few patients who could pay their own way and 

by choosing, at least in the beginning, those whose disease 

had not yet disabled them, the Nova Scotia government and 

other agencies like it had defined public health goals in the 

narrowest possible way. By 1908, serious questions were being 

raised at the Washington International Congress on 

Tuberculosis regarding the value of sanatorium treatment; and 

in Nova Scotia by 1909, something seemed to have gone 

seriously wrong. "Fully one-half of all admissions [since 

opening]", wrote the sanatorium superintendent that year, were 

"in their graves".4 More tuberculosis deaths were being 

reported than ever before, and Nova Scotians, both patients 

and doctors, were increasingly losing faith in the 

institution. In 1910, Nova Scotia's Provincial Health Officer 

declared that sanatoria "must fail" as the solution to 

tuberculosis.5 Yet in Canada and the rest of North America, 

sanatorium-building continued unabated, and the Nova Scotia 

sanatorium, far from collapsing, enjoyed a resurrection in 

public confidence and was expanded in 1912, and again during 

the First World War. 

A satisfactory explanation of these events must take into 

account not only the state of medical knowledge of the time, 

b Table C-7 briefly compares provincial population, 
numbers of tuberculosis deaths, available tuberculosis 
treatment beds and numbers of patients treated between 1911 
and 1951. 

m 0 I 
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but also the nature of tuberculosis as a social disease, the 

rise of medical professionalization as part of a wider social 

reform movement, and the related change in conceptions 

surrounding the nature of public health and prevention. Since 

health matters have been primarily a provincial affair in 

Canada, with much of the financial responsibility 

traditionally devolving upon the municipalities, the study of 

tuberculosis activities in the context of a single province, 

with frequent reference to the national and worldwide scene, 

makes sense. The early involvement of the provincial 

government, the pre-eminence of Nova Scotia's medical 

profession within the Atlantic region, the relative severity 

of the province's tuberculosis problem and the developing 

balance between government and voluntary action make the Nova 

Scotian situation a particularly interesting one. 

Moreover, the province's activities hardly took place in 

isolation. There was an international movement to control the 

disease in virtually all industrialized countries, and Nova 

Scotian practitioners attended and publicized developments at 

regular international tuberculosis congresses as well as 

keeping abreast of the latest research and practices, 

particularly in the U.S. and Britain, through journals and 

professional and personal contacts. The voluntary anti­

tuberculosis movement, afiiliated with the Canadian 

Tuberculosis Association, was also important in disseminating 

information and in helping promote and finance new types of 
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"crusades" such as the health demonstrations of the 1920s. 

Demonstrations and other special projects often followed 

American models, and American agencies — notably the 

Rockefeller Foundation — were frequently closely involved in 

funding and programme design for Nova Scotia, as for other 

parts of Canada. For these reasons, virtually all the major 

factors involved in the struggle against the disease in Canada 

as a whole are represented in the Nova Scotian situation. 

The Face of Tuberculosis 

The nature of the disease itself is an important part of 

the story.6 Tuberculosis can affect virtually any part of the 

body and give rise to a baffling range of symptoms. Before 

isolation of the bacterium Mycobacterium tuberculosis by 

German scientist Robert Koch in 1882, its various 

manifestations were typically looked upon as separate 

diseases. Hence there are a great many terms historically 

used to refer to this disease, including scrofula, various 

"abscesses", bone caries, Pott's disease or hunchback, and 

"galloping consumption" — the rapidly-fatal form known today 

as miliary tuberculosis. Its most common appearance, however, 

was in the lungs of young adults, where it went by the name of 

consumption, phthisis, decline, hectic fever or "white 

plague"; its victims commonly being referred to as 

"consumptives" or "phthisics". Its primary mode of spread is 

via droplet infection from sputum released into the air during 
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coughing, sneezing or spitting. The term "open tuberculosis" 

or "open case" refers to cases in which the sputum tests 

positive for tuberculosis bacilli. Positive sputum indicated 

that a bacilli-filled lung cavity had formed in communication 

with the upper respiratory tract, and the various lung 

collapse theories adopted over the years aimed at closure of 

such cavities to prevent transmission of the disease to others 

and to promote healing. Simple excision of these foci, in the 

days before drug therapy, was usually regarded as impossible 

because of the near-certainty that microorganisms would gain 

access to the blood during the operation and thus disseminate 

throughout the body. Rupture of such a cavity into a blood or 

lymph vessel could accomplish the same thing in the course of 

the disease. Such rupture could also pose an immediate threat 

to life, as blood hemorrhaged uncontrollably into the cavity 

and caused hemoptysis—the coughing up of blood. Bacilli 

could also enter the digestive tract if sputum were swallowed, 

greatly accelerating the progress of the disease; for this 

reason, as well as to prevent reckless spitting, patients were 

encouraged always to carry and use a disposable covered sputum 

cup. 

Gastro-intestinal tuberculosis, especially in children, 

was also a possible result of infection with Mycobacterium 

bovis, or bovine tuberculosis, via infected milk. Although 

Robert Koch announced in 1901 that the bovine bacillus could 

not cause tuberculosis in humans, subsequent investigation, 
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notably by a British Royal Commission before the First World 

War, proved him wrong, and the campaign for clean milk, 

hitherto justified on the same grounds as that for clean, 

unadulterated food of all kinds, took on new importance. Koch 

was also responsible for the announcement of a "cure" — 

tuberculin — in 1890, and its failure to live up to this 

promise caused bitter disappointment in the medical world. 

The onset of pulmonary tuberculosis is usually quite 

insidious. Although typical first symptoms include a loss of 

appetite, weight loss, slight fever, night sweats and a 

persistent cough, individual patients might experience no more 

than a vague feeling of malaise, or even nothing at all. 

Traditional diagnostic methods — observation, percussion and 

auscultation — could easily miss the presence of early 

disease. Sputum analysis, when positive, at least gave a 

definitive answer, but only in cases which had already become 

considerably advanced. Soft-tissue visualization by x-ray did 

not become practicable and widely-used until after the First 

World War. 

The enigma presented to physicians by tuberculosis was 

complicated, in cases which were not too far advanced, by the 

tendency of the disease, always in precarious balance with 

natural immune forces, to go into spontaneous remission. When 

this happened, almost any treatment might seem to have wrought 

a cure or, at least, a substantial improvement. Partially for 

this reason, a multitude of tuberculosis "cures" were 
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discovered and tested over the years, to be clung to by some 

practitioners even after their inefficacy had been generally 

acknowledged, and many patients continued to rely on some 

favorite patent medicine or other. A tendency for relapsing 

patients to emigrate or change physicians probably also 

contributed to doctors' difficulty in following the results of 

a particular treatment. Even after the high frequency of 

relapse was recognized, sanatoria continued to emphasize the 

short-term results of treatment, often to the point of 

obscuring patient's long-term fates. 

The Context of the Anti-Tuberculosis Struggle 

I: A Have-Not Province 

The twentieth-century struggle against tuberculosis in 

Nova Scotia took place against a backdrop of steadily 

worsening economic conditions relative to the rest of the 

country, and the inception and consolidation of regional 

disparity have been a prime focus of historians' attention.7 

Although full-blown depression did not strike until the 1920s, 

the roots of crisis can be traced back much further than this. 

The traditional mercantile economy of shipbuilding, 

fishing and lumbering gave way after Confederation to 

development strategies based on rail access to the central 

continent, resulting in significant growth in secondary 

manufacturing, and later to booming activity in the iron and 

steel industries. These developments were encouraged and, to 
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a great extent, permitted by favorable tariffs under the 

National Policy and favorable freight rates on the 

Intercolonial Railway which allowed the region to compete for 

business in central Canada and the expanding west. But 

although the per capita value of Maritime manufactures more 

than doubled between 1880 and 1910, signs of trouble were 

already evident.8 One by one, locally-owned enterprises 

underwent takeover by central Canadian concerns and thus 

became increasingly vulnerable to layoffs or shutdown in hard 

times. By 1914, the region's most important financial 

institutions had also been transferred to outside interests; 

the Bank of Nova Scotia, for example, had moved its general 

managers' office to Toronto as early as 1900.9 The situation 

was thus exacerbated by a net flow of capital out of the 

region to finance growth elsewhere, and the Maritimes was 

quickly becoming a "branch-plant economy". In Cape Breton, 

where industrialists exploited the richest coal and iron 

deposits in the country, there was early involvement by 

central Canadian and American capitalists, and the emergence 

of the British Empire Steel Corporation [BESCO] in 1920 

marked, in the words of T.W. Acheson, "the final 

nationalization of the region's major industrial potential and 

the failure of its entrepreneurs to maintain control of any 

significant element in the industrial section of the regional 
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economy".100 

A devastating blow was provided by changes in federal 

transportation policy, entailing merger of the Intercolonial 

Railway into the Canadian National and the loss of the 

favorable rates for westbound freight which had done so much 

to counteract the disadvantage of distance from major markets. 

Between 1917 and 1923, freight rates for various commodities 

had increased between 140 and 216 per cent; and between 1920 

and 1926, 42 per cent of the region's manufacturing jobs 

disappeared.11 Other crucial circumstances included the 

rvnift of much central Canadian export business to American 

rather than to Maritime ports, and the long-term erosion of 

national tariff protection for the products of the regional 

coal and steel industry, which effectively annulled the price 

advantage of Nova Scotian versus American coal and which 

became especially significant once the wartime boom in steel 

production had ended. The war had also disrupted world 

markets for more traditional industries such as fish and 

lumber. By the beginning of the 1920s, full-scale economic 

depression had become a fact. Moreover, "hard times" would 

become a permanent feature of Maritime life. 

Once commonly viewed as an unfortunate but inevitable 

result of Canadian geography, regional disparity has more 

c BESCO had taken over both the Toronto-Montreal owned 
Dominion Steel Corporation and the Nova Scotia Steel and Coal 
Company, which had been locally-owned until its takeover by 
New York interests in 1917. 
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recently been the focus for a diversity of opinion. Marxist 

scholars, holding that an unequal distribution of wealth is an 

inherent feature of capitalism, see the region's economic woes 

as a natural consequence of capitalist growth and 

consolidation. Others point to changing market conditions, or 

tc specific policy choices made by a succession of governments 

which failed to see the creation of regional equality as a 

legitimate goal. These views are not necessarily 

incompatible, given the interdependence of politics and large 

business interests; it is certain, for example, that the 

changes in tariff and transportation policy which so damaged 

the region's economy were very much a function of pressure 

from central Canadian enterprises with their own interests in 

mind, and which held a dominant voice in federal politics. In 

1871, the Maritimes had contained 18.2 per cent of the 

Canadian population; by 1921, with the expansion of the west 

and the consolidation of capital and industry in Toronto and 

Montreal; the region's share of population had shrunk to 11.4 

per cent.12 Accordingly, its number of seats in the House of 

Commons was reduced at regular intervals, leaving Maritimers 

with an increasingly weak voice with which to protest 

developments. During the twenties, this factor had a 

spiralling effect as more and more Maritimers left the region 

in search of better opportunities. 

Out-migration, however, was not the region's only 

response to the situation. Wage cuts at BESCO resulted in a 
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series of bitter strikes by miners and steelworkers in the 

first half of the twenties, accompanied by armed intervention 

from troops and "special police". Farmer and labour political 

parties, while seen by some as a vehicle for protest, were 

more often apparently viewed by Maritimers as too 

representative of the interests of other regions, especially 

the West. It was, in fact, the Conservative party which 

successfully established itself as the representative for a 

growing number of people who saw themselves as part of a 

movement for "Maritime Rights". Seemingly a crusade which 

transcended class concerns, the movement was, as Ernest Forbes 

points out, more probably seen by a variety of groups as an 

essential first step in gaining their diverse, and even 

conflicting goals. While labour might hope for full 

employment and an end to oppression by corporate bosses, 

professionals for leadership roles in a society educated to 

recognize their worth, and entrepreneurs for a profitable 

share of the nation's industry and trade, all could agree that 

none of this was possible so long as the region's economic and 

political status within the country continued to decline. 

This consensus resulted in a sweeping victory for Nova 

Scotia's Conservatives in 1925. They continued in power until 

1933, by which time Liberal Prime Minister Mackenzie King had 

taken sufficient notice to appoint a Royal Commission to 

investigate the Maritime claims. The subsequent Duncan 

Commission recommendations for federal action on many fronts, 
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though hailed as a victory for the movement, were largely 

ignored or implemented only in a token way by the King 

cabinet; its major accomplishment, and its likely purpose in 

the first place, was pacification of a potentially troublesome 

region. 

The Maritime depression of the 192 0s was immediately 

followed by the Great Depression of the 1930s, and the region 

continued to bear a disproportionate burden relative to other 

regions in the smaller share of federal money available to it 

for relief and services. Agcin, federal policies, especially 

with regard to the matching-grants scheme for most forms of 

aid, seemed deliberately designed to make the poorest region 

poorer still, and to ensure it would be in the least favorable 

position for recovery.13 Perhaps because Maritime 

underdevelopment had by this time actually come to be seen as 

"natural" and inevitable, the region also received much less 

than its share of wartime contracts in the 1940s, when 

production in crucial industries was wholly under federal 

regulation. Usable steel-producing plant was allowed to lie 

idle, while the critical function of wartime ship repair 

suffered measurably by the underuse of Maritime port 

facilities.14 

Not until the 1960s would regional disparity again become 

a significant issue on the national agenda, with deliberate 

measures being at last taken — with, so far, minimal success 

— to "equalize" regional development. With respect to our 
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consideration of the tuberculosis problem, these later 

developments followed the introduction of effective drug 

therapy and the near-disappearance of the disease. In the 

first half of the century, however, at least until the 

appearance of federal health grants in 1948, the state of 

provincial finances did limit the amount of money available 

for a variety of programmes, including public health. 

Meanwhile, recurrent periods of severe economic depression and 

continuing underdevelopment combined to make the question of 

providing medical care for the tuberculous indigent especially 

urgent, while at the same time limiting municipalities' 

resources for dealing with it. Yet the ultimate effects of 

curtailed programmes or insufficient sanatorium beds for the 

poor remain doubtful. The most significant consequence of 

hard times for the story of tuberculosis may well have been an 

increased susceptibility among Nova Scotians to the disease 

itself. 

II: Government and the Public Health 

General public health activities in Nova Scotia, as in 

other parts of Canada, are much older than the campaign 

directed specifically against tuberculosis. Before the 

effects of industrialization with accompanying immigration and 

urbanization had taken hold, Canadians had little incentive to 

build a public health machine comparable to those already 

well-established in older countries such as England; hence 
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efforts were usually quite sporadic, organized particularly 

around a variety of nineteenth-century epidemics including 

cholera and smallpox. For most of the nineteenth century, 

tuberculosis was not a focus of these campaigns, since 

accepted medical wisdom generally held it to be inherited. By 

the 1890s, however, the newly teeming cities and the perceived 

social evils of industrialized society led most provincial 

governments to conceive of public health as properly a 

permanent function, and to provide for central boards of 

health to direct and oversee local activities.15 Because 

tuberculosis had by then been recognized as an infectious 

disease, it became an obvious focus for early public health 

organiysrs and a central element around which a growing 

bureaucracy defined and expanded its sphere of operations. 

Bivreaucracies, seemingly destined to expand of their own 

accord forever, have become almost a cliche of modern times. 

The mechanisms of bureaucratic establishment and growth in 

mid-nineteenth-century English government as described by 

Oliver MacDonagh and others offer a model of increasing 

government involvement in the affairs of the population.16 

Although the development of a public health bureaucracy 

occurred later in Nova Scotia than in England, the same 

classic pattern is evident. Briefly, there is initial 

recognition of a social evil, which the government attempts to 

solve with a once-and-for-all piece of legislation outlawing 

it, characteristically envisioning an ideal situation and 
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without providing definite means of enforcement. In actual 

practice, however, it is soon found that little changes; the 

problem is more complex than it at first appeared. The next 

logical step is the appointment of some central authority 

reporting to government to oversee the operation of the act, 

resulting in an increased flow of information about the 

original problem, and a drive to close loopholes and improve 

enforcement by appointing additional personnel who, in turn, 

discover still more aspects of the problem requiring 

attention. From this point bureaucratic growth is assured, 

and adjustments to the pertinent legislation become 

increasingly routine. 

Tuberculosis held a unique position among the diseases 

with which the new public health authorities had to deal. For 

one thing, it did not fit well into the traditional idea of 

public health as protection for the community as a whole, 

rather than for individuals.17 Typhoid, for example, could 

be fought on a broad basis by improvements to water systems; 

smallpox by short-term quarantine and compulsory mass 

vaccinations. Community control of tuberculosis, on the other 

hand, logically meant isolation by some means, and presumably 

concomitant treatment, of infectious individuals for greatly 

extended periods of time: often for years, or until the 

patient died. These measures, moreover, were potentially 

applicable to vast numbers of people, including the indigent; 

perhaps, especially the indigent, given the frequency with 
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which tuberculosis attacked the poor. 

A system of sorts for treatment of the sick poor already 

existed in early twentieth-century Wova Scotia, including a 

public hospital and a visiting dispensary in Halifax and a 

network of poor asylums elsewhere. But this system was 

hardly adequate for the long-term housing and care oi greatly-

increased numbers of infectious tuberculous. Besides, the 

provincial hospital, like others in North America, was 

undergoing profound transformation in the years surrounding 

the turn of the century. For most of the nineteenth century, 

community hospitals had been seen as places which provided 

free care for those who lacked the means to pay a private 

physician, or without a suitable home environment in which to 

be treated; now, in response to a variety of factors, they 

were becoming acute-care institutions which increasingly 

served all social classes. Because chronic tuberculosis was 

a poor fit both for traditional public health schemes and for 

the emerging modern hospital, it would have to be approached 

in some novel ways — as indeed it was. 

Voluntary organizations, including both physicians and 

lay workers, were an early and enduring feature of the anti­

tuberculosis campaign. In some parts of Canada, notably 

Ontario, voluntary organizations were at the heart of the 

anti-tuberculosis struggle, and worked together with strongly 

autonomous municip-'./ ities and a minimum of provincial 

government involvement to achieve their goals.18 In the 
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Maritimes, however, largely because of the relative lack of 

financial resources in the municipalities, concerned citizens 

necessarily looked toward the central government. This 

involved something of a contradiction,, in that public health 

activities were firmly centralized, while welfare — and hence 

payment for treatment of indigent patients — was still 

considered a municipal responsibility. This situation led to 

recurrent trouble over the years as the government attempted 

to wrestle with the tuberculosis problem. 

Ill: Social Reformers and the Medical Profession 

Because the inception of the anti-tuberculosis struggle 

in Canada coincides in time both with a strong drive for 

social reform and with the modern rise to power of the 

organized medical profession, the twentieth-century history of 

this disease inevitably involves some analysis of the role of 

both forces in helping shape the course of events. 

One of the peculiarities of tuberculosis is that, in the 

early twentieth century, it was often perceived as a social as 

much as an individual disease.19 The basis for this was its 

long-recognized association with poverty and overcrowding, two 

of the chief perceived evils of industrializing cities.20 

Obviously, not every consumptive was a pauper; no social class 

was immune. But a strong connection between high tuberculosis 

prevalence and poverty was unquestioned. It was evident in 

the shocking prevalence of "lung blocks" in the slum areas of 
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cities, although the problem was often ascribed to darkness, 

"foul air", filth and drunkenness rather than poor 

nutrition.21 Volunteer workers were also concerned about the 

plight of sweatshop labourers suffering from tuberculosis, 

whose lack of rest coupled with abysmal living and working 

conditions gave then almost no chance to recover.22 The 

connection became even clearer later, when statistics showed 

that tuberculosis mortality in a country varied directly with 

the incidence of "pauperism".23 Physicians in Nova Scotia, 

in particular those working with the Visiting Dispensary, were 

well-acquainted with this relationship.24 The historical 

association between tuberculosis and poverty has been 

frequently noted up to the present day. 

This association was largely due to the nature of the 

disease. Clinical pulmonary tuberculosis typically results 

from reactivation of an infection acquired earlier, often 

after many years of dormancy. Further, its development has 

often been tied to conditions which tend to lower an 

individual's natural resistance to disease. Therefore, 

tuberculosis thrives in circumstances featuring poor 

nutrition, overcrowded living conditions and stress. Since 

it was also the pre-eminent single cause of death in North 

America and the foremost killer of young people, it was an 

obvious target for the burgeoning middle-class social reform 

movement in the years before the First World War. 

Reformers, influenced either by the currency of the "new 
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liberal" philosophy or the religiously-based Social Gospel 

movement which paralleled it, characteristically tried to 

reconcile traditional values with modern industrial society 

and believed that the new age of science and industrial 

technology could provide the solutions to the social evils 

which had accompanied its introduction.25 A wide variety of 

movements came under the reform umbrella, including 

temperance, urban reform, women's suffrage, health, education 

and child welfare.26 

The new liberalism of the reform movement, in rejecting 

the earlier classical liberal ideology of laissez-faire and 

Darwinian "survival of the fittest", drew on the optimism of 

neo-Hegelianism which emphasized rational resolution of 

conflict and aimed at the establishment of an ordered, 

rational, harmonious society in which all groups would 

contribute to and benefit from an expanding economy.27 The 

Social Gospel, primarily an English Protestant movement but 

with a smaller Roman Catholic counterpart in Quebec, 

similarly emphasized the good of the community as a whole and 

the necessity for accompanying spiritual exercises with 

practical, concrete action to better the lot of one's fellow 

creatures.28 An anti-urban bias was common: many health 

reformers, for example, were quite receptive to the "fresh-

air tuberculosis cure" promulgated by physicians. The 

problem, it seemed, could be at least partially solved by 

exporting the urban poor to the country. Dr. S.A. Knopf of 
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New York wrote in 1902, for example, that 

physicians, statesmen, philanthropists, and 
thinking citizens should combine their efforts to 
counteract the ever growing tendency of people to 
emigrate from the healthy rural districts and small 
cities to the crowded metropolises... The family 
physician in particular has a great mission to 
perform in this connection. He should urge ths 
younger members of a family, where there is a 
tendency to tuberculosis, to emigrate from city to 
country... rather than remain in, or come to, large 
cities.. ,29 

This viewpoint, which idealized the "old-fashioned" rural 

life as healthful, was commonly held by Nova Scotian anti­

tuberculosis activists as well, even though tuberculosis death 

rates in the province's rural areas often equalled or 

outstripped those in the cities, as Tables A-3 and A-4 and 

their accompanying graphs attest.d 

Undoubtedly, the conscious motivations of many of those 

whom Weinstein calls "ordinary liberals" or "ordinary social 

reformers" went no further than a laudable humanitarian desire 

to do good, to become involved in worthwhile activity outside 

the domestic sphere, to feel useful, and perhaps to salve 

one's conscience. Certainly, voluntary workers in the health 

field can readily be credited with such motives. 

But there were other motivations as well behind the 

reform movement. Weinstein, for example, traces consistent 

support for the "new liberalism" among American business 

leaders anxious to quell both the ferocity of untrammelled 

See Appendix: Tables and Graphs. 
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competition among themselves and revolt in the ranks of their 

workers. To this end, for example, the National Civic 

Federation aimed at the promotion of "sympathy and a sense of 

identification between the employer and his employees by 

integrating the lives and leisure time of the workers with the 

functioning of the corporation."30 Business acceptance of 

trade unions was encouraged by the NCF as a far more 

manageable alternative to worker discontent than the socialism 

which might otherwise spread. Government regulation of 

monopoly and nefarious business practices was also promoted as 

a way of stabilizing the marketplace and ensuring access to 

services. While reform rhetoric invariably emphasized 

fairness and free enterprise and denied class bias, Weinstein 

shov»s that business leaders in the NCF were adopting a 

political role in full consciousness of their own class 

interests, having, in Weinstein's words, "come to understand, 

as Theodore Roosevelt often told them, that social reform was 

truly conservative".31 

Similarly, educational reformers, adopting the business 

credo of "expansion, efficiency, economy, and expertise", 

tried to inculcate their students with a belief in rational 

development, traditional moral values and, as Wood puts it, 

"the inherent humanitarian progressivism of capitalistic 

business."32 Idealism was thus transformed into an exercise 

in social engineering. In the words of Barry Franklin, 

The social system itself is viewed [by the school] 
unproblematically as pre-given. The concern is 
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with the most efficient and certain means of 
socializing the individual to a pre-established 
normative pattern.33 

The aim to create social unity by educating a group of 

enlightened, co-operative, ethical, manageable and hence 

useful citizens used the rhetoric of equal opportunity to 

gloss over class, racial, sectarian and ethnic tensions. 

Ironically, it also aimed at segregating "different" students 

as soon as possible from general classrooms. Obviously, this 

was not always economically feasible; but in Cleveland, at 

least, "the ultimate in terms of progressive facilities" had 

been attained, entailing separate schools for the blind, the 

deaf, the feeble-minded, the epileptic, the crippled and, 

notably, the tubercular.34 In emphasizing the importance of 

education to solve social ills, of course, progressive 

educators were also promoting their own status and right to 

social leadership. 

Health reformers are quite commonly acquitted of such 

charges of "social engineering" and conscious promotion of 

class interests, probably because the picture presented by the 

turn-of-the-century city, with its high infant mortality, 

ubiquitous filth, unsafe water supplies, adulterated food, 

reeking privies, teeming slum districts and raging epidemics 

is so horrifying to the modern mind. Yet these reformers, 

often involved simultaneously in several other reform-related 

activities, were similarly middle-class "new liberals" with a 

moral axe to grind. Following Weinstein, a useful distinction 
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may be drawn between "ordinary reformers" and those more 

concerned with, for example, enhancement of their own 

professional status. Still, even the "ordinary" variety were 

often quite concerned with such matters as educating the 

ignorant poor about the advantages of good nutrition and fresh 

air and the disadvantages of slovenliness and drunkenness, 

while commonly making no effort to understand or to change the 

conditions which led to the lack of these. In accordance with 

the rhetoric of "equal opportunity", good health practices 

were surely as accessible to everyone as good schooling. As 

in education, one social class typically assumed 

responsibility for the instruction and assessment of another; 

leadership was the function of a professional group with a 

great deal to gain in terms of status; and as the anti­

tuberculosis and public health machine developed, the 

situation became virtually identical to that which Wood has 

described for education: 

The norms of greater efficiency, higher 
professional standards, bigger and better...plants, 
extended programs or...services, and an expanded 
bureaucracy to administer the system were never 
questioned... Progress meant expansion of the 
existing system.35 

In the process, the poverty and class issues which 

underlay the tuberculosis problem were ultimately ignored as 

a basis for programme design, and were raised later only in 

terms of expanding access for the poor to the system as it 

already existed. 

Because the social reform movement revered modern science 
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and the introduction of corporate-style efficiency as keys to 

progress, authority in many social spheres was consolidated in 

"expert" hands rather than being left to the haphazard 

political process; in this way, as Heather MacDougall notes, 

public health eventually moved away from its socially-

conscious amateur beginnings to become, a professional 

bureaucracy.36 Remarkable change has taken place in North 

American public attitudes toward "experts" since early in this 

century. The modern debate on the proper sphere of experts 

has been accompanied by a public perception that professional 

decisions and actions can and sometimes do have harmful 

social, moral or even physical consequences, and that their 

autonomous stature reduces or negates their public 

accountability. Objectives of modern critics range from 

reform of professional practices to the abolition of all 

professional privilege, with a range of political opinion from 

conservative to radical represented in both camps. 

In a sense, given the class-based nature of society, the 

growth of government intervention in public health and the 

turning over of the problem to experts already presupposed the 

direction change would take. Magali Larson, for example, has 

argued that "expert authority" is a construct justifying and 

perpetuating class privilege, involving the narrow 

redefinition of the political sphere itself and accompanied by 

the exclvision of the public from political decisions affecting 

their well-being, with real decision-making power being 
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exercised "invisibly" by entrenched bureaucracies.37e 

Larson's "depoliticization" process may help account for the 

fact that tuberculosis per se never became an overt class 

issue. 

In the eyes of the general public before the 1930s, 

professionals were very commonly seen as selfless searchers 

ror truth; hence, as Thomas Haskell notes, any power they 

might have exercised was held to be disinterested, impersonal 

and, overall, benevolent.38 This thesis must thus deal with 

the extent to which reverence for physicians' expertise 

allowed them to dictate the course of events, their probable 

motivations in choosing that course, and the consequences for 

tuberculosis sufferers and their neighbors. Of all groups 

exhibiting Eliot Friedson's three hallmarks of the 

"professions" — a body of expertise gained through higher 

education, credentialism (exclusivity of membership), and 

autonomy — the medical profession is the classic, and rare, 

example of one which enjoys autonomy in its fullest sense.39 

e This phenomenon may be of particular interest in Nova 
Scotia, where the long-lived Liberal government of George 
Murray (1896-1923) was noted for holding the number of 
ministers-with-portfolio to a bare minimum in comparison with 
other provinces. Public health joined agriculture, industries 
and immigration, rural telephones, public utilities and 
workers' compensation as "expert"-headed agencies subject, in 
the words of J. Murray Beck, "only to the most general control 
by the three ministers". Murray, according to Beck, defended 
this arrangement on the grounds that since "broad questions of 
policy did not exist in the limited provincial field he saw 
little ground for partisanship in the management of local 
affairs." J. Murray Beck, Politics of Nova Scotia. Vol. 2: 
1896-1988 (Tantallon, Nova Scotia), pp. 72-73. 
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In Nova Scotia, this was a development of the late nineteenth 

century. Whereas in the mid-19th century Nova Scotian 

physicians had been beset by competition from irregular 

practitioners and had no control over who could practise 

medicine, by 1872 they had achieved full self-regulation, 

including control over educational standards and licensing not 

only for themselves, but also for irregulars and midwives.40 

The structural basis for power within society had been solidly 

laid, well predating the scientific breakthroughs which would 

give physicians real power over most common diseases. Yet 

while the structure was there, public confidence in and 

reverence for regular doctors; and their abilities had yet to 

be won. The bacteriological and other discoveries of the 

1880s and 1890s, the growing public and governmental interest 

in health late in the century, and the social reform drive 

combined to offer the profession an unprecedented opportunity. 

There is no intention here to paint physicians as solely 

motivated by self-interest; certainly, real concern both for 

individual patients and for public health in general was 

exhibited by private practitioners, sanatorium physicians and 

government officials as well, and is documented in the 

following chapters. But, obviously, neither was the 

profession entirely disinterested. More importantly, it was 

a subsystem, as, in turn, were patients, voluntary workers, 

public health officials, town councils and concerned citizens, 

all of which operated within, and as part of, a particular 
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social system characterized by enduring inequalities in 

social, economic and health status, and which contained its 

own self-protective mechanisms. It is this role, and these 

relationships, which I have borne in mind in examining the 

history of tuberculosis. 

Just as tuberculosis was a square peg in a round hole to 

early public health authorities, so too it must have seemed to 

the modernizing medical profession. For most of the 19th 

century, such factors as filth, "miasms" from swamps, and 

moral turpitude were regarded by physicians as causes of 

disease in general. But in the later 19th century the basis 

of medical practice was transformed. This was the great age 

of bacteriological discovery, hailed as the dawning of a new 

era of "scientific medicine", which helped bolster and justify 

the consolidation of professional structure, and the expansion 

of research-oriented medical schools in affiliation with 

large, centrally-located teaching hospitals. As a 

widespread, chronic, infectious and incurable disease, 

tuberculosis did not fit easily into a network of acute-care, 

fee-charging institutions. 

This thesis views Nova Scotia's anti-tuberculosis 

struggle as an ongoing attempt by the medical profession, with 

public collaboration, to make tuberculosis fit th.. modern 

institutional structure, and attempts to assess the 

consequences. Where no cure existed, one would be invented, 

beginning with the sanatorium "cure" and progressing through 
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a variety of surgical treatments. Organizations set up to 

fund and carry on the anti-tuberculosis campaign increasingly 

mirrored and supported the centralized, bureaucratic nature of 

medicine and government. The steady decline of tuberculosis 

mortality provided continuing justification for this approach, 

and any attempt at direct social intervention became 

increasingly unlikely after the First World War. The period 

of the most rapid institutional growth followed the Second 

World War, when control of the disease had, for all intents 

and purposes, already been attained. The goal then became 

actual eradication of tuberculosis, and the new "cure" became 

a greatly-expanded public health effort, safely subordinated 

to the interests of the institutional bureaucracy, with the 

personnel and funding potential to carry out such massive 

projects as the regular x-ray examination of every Canadian 

citizen. 

Before the advent of specialized surgery, the concept of 

tuberculosis prevention by lay and professional public health 

workers might logically have included both the diagnosis and 

treatment of disease carriers, hitherto the unquestioned 

province of the private practitioner; in fact, such a 

suggestion was made explicitly by Nova Scotia's Chief Health 

Officer just before the First World War. While laypeople and 

physicians worked side by side in the early anti-tuberculosis 

movement, many physicians avoided involvement in such co­

operative efforts and there was an underlying tension as fee-
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charging private practitioners and salaried or voluntary 

public health workers struggled to define the boundaries of 

their respective spheres. The culmination came, according to 

a knowledgeable contemporary analyst, about 1910, with the 

emergence of a severely limited ideology of public health.41 

The "new public health" emphasized individual responsibility 

for prevention of disease through personal hygiene, encouraged 

a wider role for private practitioners by advocating 

systematic medical check-ups among the well population, and 

shied away from any hint of "usurpation" of the private 

physicians* domain. American medical historian Paul Starr has 

characterized the situation in this way: 

The defense of private interests set one of the 
limits to the rational organization of health care 
in America. Wherever public health overreached the 
boundaries that the profession saw as defining its 
sphere, the doctors tried to push it back.42 

Some historians have argued that this situation resulted 

in the defeat of the social reform movement. Barbara 

Rosenkrantz, for example, has contended that "an explicit 

denial of responsibility for social reform" characterized the 

transition from the old public health concept to the new.43 

Katherine McCuaig also has noted a major postwar shift away 

from broadly-based "amateur reform" to a professionally-led 

movement emphasizing education and bacteriological and 

technological solutions.44 The view taken in this thesis is 

somewhat different. In the context of the anti-tuberculosis 

struggle, professional leadership was much in evidence during 
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the years of so-called "amateur" reform; later, neither 

sanatorium proponents nor modern public health specialists 

ceased to view themselves as reformers. There was thus an 

essential continuity between the pre- and post-war periods, at 

least partly due to the characteristic class bias of the early 

reformers, who rarely, if ever, advocated truly radical change 

in society's economic structure to bring about the 

improvements they sought., 

The "sanatorium solution", while it might seem to make 

little sense from a broad public health viewpoint, thus suited 

both the modernizing medical profession and middle-class 

reformers. That consensus, however, meant an increasing 

limitation of the lay role which, before the First World War, 

had already been virtually restricted to educational and 

fundraising efforts aimed toward the establishment and support 

of still more institutions. 

Ill: The Social Context of Tuberculosis Decline 

The decline of tuberculosis, in Nova Scotia as in the 

rest of the developed world, is more than simply a fact: it 

was also an important factor in the way society chose to deal 

with the disease. Put another way, the ongoing decline 

appeared to justify almost any strategy that was used. While 

the chapters to follow will show that many anti-tuberculosis 

activists credited the decline to their own efforts, they will 

also introduce many who recognized that the question was not 
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so simple. 

The historical literature on tuberculosis has been, and 

continues to be, divided on the causes for the decline of the 

disease. Canadian historians have so far tended to avoid the 

issue, concentrating instead on the dynamics of institutional 

growth or the changing nature of the voluntary movement.45 

Medical writers and historical demographers have been more 

insistent on attempting to understand the changing behavior of 

the disease itself, in relation to societal change. In the 

first half of the century, several factors were repeatedly 

proposed to explain tuberculosis decline. These included the 

effects of treatment and isolation, public education about the 

disease, less overcrowding, better hygiene and the gradual 

acquisition of "racial" immunity through long exposure. 

The most commonly-mentioned factor, however, was a 

presumed improvement in the standard of living. Indeed,, in 

every serious study over the years of tuberculosis etiology or 

of historical decline in mortality, the issue of poverty has 

surfaced as a major element. Georg Wolff, for example, in his 

1938 study "Tuberculosis and Civilization", used the best 

available statistics from all parts of the Western world to 

arrive at the conclusion that economic well-being was the 

decisive factor in tuberculosis decline.46 Ancel Keys et. 

al_!_, writing in 1950, offered more direct evidence, largely 

gained through wartime studies, of the relation between 

tuberculosis and nutritional status, along with one possible 
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explanation for the optimism felt by early proponents of the 

"rest-and-fresh-air" sanatorium regime: the disease is 

"often," they state, "arrested by the simple measures of rest 

and good food."47 Although few writers on the etiology of 

tuberculosis attempted any precise definition of the concepts 

of "poverty" and "standard of living", nutrition was generally 

understood to be implicated.48 

Medical historians have tended to echo these themes. 

Some, particularly physicians writing history as a sort of 

memorial to professional endeavor, have been as eager as early 

activists to claim that the decline was due to such specific 

measures as the sanatorium fresh-air regime, collapse surgery 

and education.49 But others, like Thomas McKeown in his 

groundbreaking work on the reasons for the modern rise in 

population, which he ascribed to declining mortality 

particularly from infectious diseases including tuberculosis, 

denied any role to specific programmes and credited 

tuberculosis decline to a rising standard of living, 

especially with respect to improved nutrition.50 

It would seem that if tuberculosis is so intimately 

connected with living standards, then the study of its decline 

can potentially offer much of interest to social historians. 

Conversely, it seems to me indefensible to offer a treatise on 

tuberculosis within a particuZ ar society without reference at 

least to the contemporary local view of the tuberculosis -

poverty connection, and how public policy on tuberculosis 
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dealt with, or failed to deal with, the economic issues, 

including both accessibility to available facilities and the 

provision of relief where warranted. This I have tried to do. 

But the information which would make the logical next step 

possible is, unfortunately nonexistent: that is, systematic 

studies of the historical mode and standards of living of Nova 

Scotians in the first half of the century. 

The lack is not surprising. Until recently, historians 

have tended to concentrate on political history; even in this 

vein, much less has been written on the Maritimes than on 

Canada as a whole, or on more populated, prosperous and 

presumably "important" regions and provinces. While there has 

obviously been a great deal of interest among Maritime 

scholars in issues surrounding the inception and consolidation 

of regional disparity, certainly no studies of actual living 

conditions exist to compare with Terry Copp's study of early 

twentieth-century Montreal, or Michael Piva's of Toronto.51 

Still less is known of life in rural areas. The Copp and Piva 

studies, impressive and solitary as they are, convince one 

that the surface has yet to be deeply scratched — as, I 

believe, the authors intended. Such studies may be especially 

significant for the Maritimes, where steadily worsening 

economic conditions coincided with a tuberculosis mortality 

rate well above the national average for most of the century. 

Did economic limitations, for example, primarily affect only 

the financial resources available for public health 
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programmes, or did they indeed play a crucial role in 

increasing the susceptibility of the population to disease and 

slowing mortality decline? This, moreover, is only the 

beginning of the problem: there remains the whole complex 

issue of just which kinds of collectible statistics, if any, 

constitute a valid measure of "standard of living". Can 

tuberculosis decline be correlated with specific improvements 

in nutrition, in housing or in public health programmes? Can 

intra-regional differences in mortality be correlated with 

differing municipal living conditions and resources? 

The debate regarding standard of living and its 

applicability to tuberculosis has been complicated by another 

debate among demographers wishing to refute McKeown's larger 

thesis that the decline in infectious diseases had been 

responsible for the modern rise in population. Simon Szreter, 

for example, has criticized investigators who, like F.B. Smith 

and S.C. Farrow, continued to cite McKeown's views on 

tuberculosis and living standards without reference to the 

1981 work of British demographers E.A. Wrigley and R.S. 

Schofield.52 Their study, however, did not primarily concern 

itself with questions of infectious disease, but rather with 

the importance of its decline to rising population which, they 

claimed, had resulted from increased fertility rather than 

mortality decline.53 Citing this study, Szreter argued that 

McKeown's claim of improved nutrition was vaguely-defined, not 

supported by evidence, and was in fact a 1970s-style 
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politically-motivated argument designed to counter a threat of 

increased emphasis by Britain's National Health Service on 

"curative technical medicine" as opposed to the "preventive, 

humanist" variety. Szreter, himself writing in the changed 

political atmosphere of Thatcher's 1980s, believed that 

deliberate public health campaigns along with social-welfare 

programmes had indeed contributed to tuberculosis decline, 

primarily by reducing the prevalence of overcrowding and 

sanitation-related diseases which weakened individuals and, by 

increasing opportunities for infection and lowering their 

resistance left them prey to the development of clinical 

tuberculosis.54 This outlook, of course, presupposes that 

an important effect of sanitation-related disease was a simple 

weakening rather than killing of its victims; that is, that 

acute, fatal enteric disease was not as important as repeated 

debilitating infections. 

Szreter, however, made no claims that specific medical 

measures had caused the decline. Leonard Wilson, writing in 

1990, did. In attacking McKeown's assumptions, he 

particularly defended Sir Arthur Newsholme's work in 1908 

which credited the British decline to the isolation of 

consumptives in hospitals and sanatoria and which, Wilson 

wrote, "disproved a connection between the decline of 

tuberculosis and the standard of living."55 In fact, 

Newsholme's study had "disproved" nothing of the sort. While 

he had found that the degree of isolation was the only single 
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measurable factor which reliably correlated with British 

tuberculosis mortality, he freely admitted that a great many 

other influences were very probably in operation but were not 

susceptible to simple measurement. Chief among these was 

poverty, which he recognized as an extremely complex element. 

Even the measure which he chose, pauperism ("state-relieved 

poverty"), was itself "a bundle of phenomena" capable of no 

simplistic interpretation. On this ground, Newsholme refused 

to draw any solid conclusions, though he found a strikingly 

high correlation between recorded pauperism and tuberculosis 

in all three parts of the United Kingdom.56 

Clearly, the whole question of past standards of living 

has undergone a great deal of scrutiny by demographers and 

others concerned with the rising-population question and, 

while this is not the place to offer detailed analysis of 

their arguments, an important point which emerges is the one 

noted by Newsholme: that of finding a suitable measure by 

which to assess living standard.57 The level of real wages, 

commonly used as an indicator of relative poverty or wealth, 

is at best an indirect and clumsy indicator which takes no 

account of unemployment levels, family size, access to social 

"safety nets" or other important components of a group's 

standard of living. Certainly it can give little real idea of 

nutritional levels or sanitary conditions which might affect 

resistance and hence the prevalence of clinical tuberculosis. 

Arguments such as Szreter's may, in fact, be understood not as 
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discounting a role for an improved living standard, but as 

rejecting a narrow financial definition of the concept, 

broadening it to include such things as improvements in 

housing and clean-water supply. Even the role of nutrition is 

not necessarily discarded if Szreter's views are accepted: one 

may similarly adopt a broadened definition of nutrition, 

recognizing, for example, that individuals weakened from 

whatever cause are less efficiently utilizing the nutrients 

they do ingest.58 The hygiene-sanitation argument and its 

relation both to general education levels and specific anti­

tuberculosis education efforts is slightly more problematic 

and deserves more research. It is difficult to believe that, 

as some writers imply, changing personal habits such as taking 

more care to cover coughs or sneezes have had a great deal of 

effect; people do, after all, still catch colds with great 

regularity, which are spread by droplet infection just as is 

tuberculosis. 

The other commonly-cited arguments were "tuberculization" 

of "the race" through long exposure to the germ, and lessened 

overcrowding. "The race" meant white Europeans, or North 

Americans descended from them. Overcrowding can be readily 

appreciated as an element in the poverty complex; its common 

appearance in pre-1914 studies is indicative of the then-

characteristic preoccupation with simple transmission of 

infection rather than the development of clinical disease. 

"Tuberculization" is similarly a product of its time, which 
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often descended to overtly racist argument. This was 

generally a rather vaguely-conceived theory, based largely on 

the observation that aboriginal peoples and blacks seemed to 

be more susceptible to tuberculosis than whites, which was 

often, though not always, understood as a racial rather than 

an economically-related characteristic. The pattern of 

tuberculosis decline, much more rapid and constant for whites 

than for other racial groups, seemed to support the view that 

whites, gifted with greater immunity to begin with, were 

merely increasing their lead in this regard. Since neither 

tuberculosis virulence nor the susceptibility of whites in 

unfavorable conditions has been shown to change, and since the 

racial argument was eventually seen as a too-convenient way of 

denying attention to some very obvious economic and social 

problems, it has since been discredited/ 

Although poverty and its related stresses, both physical 

and emotional, have been a recurring theme in the literature 

of tuberculosis, there has been a tendency for each succeeding 

generation to treat the connection as something of a new 

discovery, and a recent tenden.;_ ^o discount it altogether in 

f Interestingly, a survey of dietary habits among 
northern Manitoba natives led the superintendent of the Indian 
Affairs Brainch and his associates to claim as late as 1946 
that malnutrition (especially deficiencies in vitamins A, B2 
and C) might be responsible not only for the high level of 
tuberculosis among them but also for "many characteristics 
such as shiftlessness, indolence, improvidence and inertia, so 
long regarded as indirect or hereditary traits in the Indian 
race". The existence of these "traits" was not questioned. 
"Survey Sheds New Light on Indian Problem", Canadian 
Tuberculosis Association Bulletin 24, 4 (1946), p. 8. 
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favor of more easily quantifiable influences. In the past, 

when tuberculosis was more of a threat in developed countries, 

this situation was undoubtedly exacerbated by the fact that 

our society as a whole had effectively decided to leave those 

structures in place which perpetuated poverty, and to trust 

that curative, institutional methods were the best way to 

address the tuberculosis problem. 

Because the social problems surrounding tuberculosis 

were never effectively addressed, the disease continues to 

crop up today in situations which could have been predicted by 

turn-of-the-century observers: big-city slums, underdeveloped 

countries, and among racial and other groups held to a lower 

standard of living than the majority. As in the past, it 

attacks those whose resistance has been weakened by poverty, 

alcoholism, or, more recently, by AIDS.59 Decisions which 

affected the course of tuberculosis in Canada were made out of 

political and economic imperatives still operative today. 

Understanding the context in which they were made can enrich 

our grasp of current issues, as well as our appreciation of 

the social challenge which this disease presented in the past 

and the ways in which that challenge shaped society and was 

shaped by it. This thesis is written in the hope that an 

expanded study based on a reliable economic picture of 

Canadians' daily lives will be possible in the future. 



CHAPTER 1 

THE SANATORIUM SOLUTION 

The following sections examine first, the challenges 

faced by Nova Scotia's first central public health authority; 

next, the context in which the decision was made to erect a 

provincial sanatorium, the first of its kind in Canada; next, 

the first five years and the near-failure of the new facility; 

and finally, its revitalization and firm entrenchment in the 

emerging provincial public health programme. 

The Provincial Board of Health 

The beginnings of official concern about tuberculosis in 

Nova Scotia coincided with the establishment of a Provincial 

Board of Health in 1893. Chaired by Liberal Premier W.S. 

Fielding in his capacity as Provincial Secretary, the new 

Board also included Attorney-General J.W. Longley and 

Commissioner of Public Works and Mines C.E. Church. 

Representing the medical profession on the new authority were 

the superintendents of the Nova Scotia Hospital for mental 

illnesses and of the Victoria General Hospital, along with 

four other physicians appointed by the Governor-in-Council. 

The bulk of the work, however, was delegated to Board 

Secretary Dr. Alexander P. Reid, who had long been prominent 

in the city in a variety of capacities. Born in 1836 in 

London, Ontario and educated at McGill, Edinburgh and New 

41 
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York,, Reid came to Nova Scotia in 1864 and was a major 

participant in the movement to open a medical school in 

Halifax and to press for passage of the 1870 Medical Act, 

which made the profession in the province fully self-

regulating. By the time of his appointment as Board 

Secretary, he had also served for some years as medical 

superintendent in each of the major hospitals, as an examiner 

on the Provincial Medical Board and as an active faculty 

member of the Halifax Medical College.1 

The new Board had been created to coordinate the 

haphazard efforts of a scattering of local boards whose chief 

concern was the control of sporadic epidemics of smallpox, 

typhoid and the like. Its appointment indicated that the 

awakening Canadian interest in public health, spurred by 

industrialization and unprecedented urban growth, had made 

itself felt in Nova Scotia. By 1893, provincial health boards 

had already been established in Ontario, Quebec, New Brunswick 

and Manitoba; British Columbia's was created the same year as 

Nova Scotia's, and all nine provinces had followed suit by 

1909.2 The British North America Act of 1867 had envisioned 

little need for federal involvement in health matters, beyond 

responsibility for quarantine of incoming ships and provision 

of hospitals for seamen; accordingly, ordinary hospitals and 

asylums, which functioned at the time almost exclusively as 

charitable institutions, were allocated along with other 

welfare-related activities to the provinces. Public health, 
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however, was not yet seen as a ministerial function in any 

province. 

It is difficult to gain more than a glimpse of the 

magnitude of Nova Scotia's tuberculosis problem in the 1890s, 

since the collection of comprehensive vital statistics was 

then a long-dead art in the province. A system of recording 

causes of death had begun in 1864, but with the coming of 

Confederation this was considered a federal responsibility; 

however, the national government did a partial job at best, 

collecting only comparative urban mortality statistics in the 

1880s and 1890s. Meanwhile, Nova Scotia's own system had 

fallen into disuse. Nevertheless, from the occasional reports 

of private practitioners, almshouses, hospitals and other 

sources, it was clear to the Board of Health in the 1890s that 

"consumption" was the chief killer in the province, with 

"acute lung disease" — much of which was probably tubercular 

as well — running second.3 In 1901, tuberculosis was 

estimated to be the cause of 35.1% of all reported deaths in 

Nova Scotia.4 It would later become clear that the 

tuberculosis mortality rate of this comparatively poor 

province was consistently one of the highest in Canada.5 Yet, 

if Nova Scotia was following worldwide trends, it is probable 

that tuberculosis prevalence had already begun a slow decline 

which would continue into the twentieth century.6 As Table 

A-l in the Appendix and its accompanying graphs illustrate, 

decline was evidently well in progress by the time provincial 
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death statistics were first recorded in 1908. 

Although such urgent projects as smallpox vaccination and 

typhoid control were given immediate priority, tuberculosis 

was without a doubt the major public-health threat faced by 

the Board. Public education was an obvious first step. From 

the medical profession's point of view, the spread of 

tuberculosis stemmed from the public's failure to understand 

elementary facts about germ transmission, coupled with an 

inexcusable tendency to put off seeking professional help. 

The prevalence of the malady, wrote Board secretary Reid in a 

typical opinion, was "as much due to ignorance and lassitude 

on the part of the public as to want of energy of the boards 

of health."7 

Indeed, there is evidence that the public at this time 

did tend to seek doctors' services only for comparatively 

grave symptoms, often preferring to resort to private 

"recipes" or patent medicines.8 People also commonly 

regarded tuberculosis as an inevitable, inherited affliction 

about which little could be done.9 Most physicians had also 

believed the disease was hereditary just prior to Koch's 

discovery, and many practitioners still clung to it to explain 

differing individual susceptibilities to the disease. But if 

old ideas clouded physicians* theories of etiology, they were 

also, for lack of alternatives, the primary determinants of 

therapy. Physicians in the scientific age were re-embarking 

on a trend of active intervention in disease, such as had not 
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been seen since the end of the era of "heroic medicine", with 

its aggressive purging, leeching and blistering.10 Modern 

active physicians, of course, centered their hopes around some 

new laboratory-tested vaccine or antitoxin, but after the 1890 

announcement of Koch's own tuberculin "cure" had resulted only 

in failure and disappointment, practitioners were in a 

quandary. While a host of specifics was often advised, 

ranging from creosote and patent "tonics" to the inhalation of 

antiseptics such as formalin, three time-honored prescriptions 

stood out.11 These were fresh air, rest, and the ingestion 

of immense amounts of nourishing food, especially fatty foods 

such as milk and eggs. Patients were also typically advised 

to travel, seeking hospitable climates where the air was pure 

and invigorating. Such advice had been given since time 

immemorial, and its success had hardly been striking.12 

The problem was compounded, in these days before x-rays 

and sophisticated testing methods, by the fact that early 

diagnosis of tuberculosis was notoriously difficult. Accurate 

diagnosis was further inhibited by the state of medical 

education at the time. With hundreds of ill-equipped U.S. 

proprietary schools fiercely competing for the North American 

student dollar, actual clinical experience all too often had 

to wait until a student graduated. While low standards were 

admittedly less a problem in Canada than in the United States, 

students of the Halifax Medical College, which supplied a 

goodly number of Nova Scotia's physicians, were almost 
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certainly offered little or no opportunity to observe the 

insidious signs and symptoms of early tuberculosis.13 Their 

clinical training was received at the Victoria General 

Hospital, which admitted few consumptives, and at the Halifax 

Dispensary where, according to Dispensary records, "nearly 

every case is a hopeless one, owing to the bad conditions 

existing among the poor."14 

Once diagnosed, the patient who received the usual advice 

to step up nutritional intake and to seek fairer climes was, 

if poor, unlikely to do either. Because the outcome of the 

disease was felt to be inevitable in any case, typical victims 

might sensibly decide to stay on the job until they could no 

longer work, and in this way attempt to provide for their 

families' future.15 Wealthier patients could resist the 

sentence of death lucre actively. By the turn of the 20th 

century, so many consumptives were travelling to more 

"healthful" regions that death rates in these Meccas were 

likely to exceed those elsewhere. By 1904, for example, fully 

50% of all deaths in Los Angeles were attributable to people, 

chiefly consumptives, who had arrived there less than a year 

before.16 Many such places soon began to fight back. Only 

the patient of means, reported Dr. Smith L. Walker of the 

Colchester Anti-Tuberculosis League in 1904, could now get 

into a hospital or sanatorium in the United States, while the 

fate of poorer patients who had, perhaps, exhausted the last 

of their resources just to make the trip was to die neglected, 
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"almost hounded from house to house."17 

For the Nova Scotian patient who could not travel, the 

choice was either to practise self-help, to pay for the 

services of a private physician, or to seek help from the 

health-care institutions of the province, all of which were 

becoming increasingly reluctant to admit tuberculous patients 

in the wake of scientific knowledge about germ 

transmission.18 If patients could prove indigence, they 

could seek basic shelter from one of a network of poor asylums 

in the province: chiefly private homes, which had agreed, for 

a price, to take in the "harmless insane" as well as the 

ordinary pauper. There was also the Victoria General Hospital 

in Halifax, which, as the province's sole public hospital, 

also took in certified paupers, and, despite its long-standing 

rule against the admission of contagious cases, provided acute 

care for an average of 40 to 60 patients with some form of 

tuberculosis every year.19 Most of these were chronic cases 

of pulmonary tuberculosis; but long-term stays in this 

modernizing institution were out of the question. True, the 

Victoria General was expanding in this period, but the 

expansion was aimed at providing special accommodation for 

paying patients, which the hospital had lately begun to accept 

in an attempt to help finance its modern new equipment, its 

planned new specialists' departments and its new operating 

20 

room.£U 

There was also the Halifax Visiting Dispensary, a private 
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philanthropic organization which, although constantly 

underfunded, provided the city's poor with free house calls 

and prescription drugs, making up in some measure for the lack 

of an outpatient service at the Victoria General. Outside 

Halifax, consumptives could turn only to the private 

practitioner, or to the poorhouse. 

The Sanatorium Decision 

Discontent was growing among many members of the medical 

profession with the tuberculosis situation in the years 

leading up to 1900, particularly with respect to the admission 

of infective consumptives to general hospitals; once the 

Provincial Board of Health was well-established, doctors 

wasted little time in pressing for action. Although there 

were calls for government measures on many fronts, such as the 

establishment of a provincial bacteriological laboratory and 

the betterment of sanitary conditions, physicians were 

seemingly of one voice in clamoring for an idea which was just 

then inflaming professional imaginations all over the 

continent: the idea of a sanatorium. 

The sanatorium concept had long predated Koch's discovery 

of the bacillus, and indeed the whole age of scientific 

medicine. Hermann Brehmer's sanatorium, established about 

1854 in Silesia, was the model for the 20th-century movement. 

Brehmer's principles of fresh air, rest and overfeeding in a 

disciplined institutional setting inspired a variety of fresh-
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air resorts for affluent consumptives, such as Nordrach in the 

Black Forest and Davos in Switzerland, of which Thomas Mann 

gave eloquent testimony in The Magic Mountain. The concept 

took firm root in Germany under Bismarck's social welfare 

programmes and, by the turn of the century, a German national 

network of 'popular sanatoria' was claiming spectacular 

results. 87.7% of sanatorium patients, reportedly, were 

discharged either 'cured' or 'improved* after an average 

treatment period of only 15 weeks.21 In 1882, Dr. Edward 

Trudeau established an alpine-style sanatorium at Saranac Lake 

in New York, and to it — many as patients — came a host of 

eminent American and Canadian physicians, many of whom became 

converts and returned home to spread the crusade. By 1897, 

Canada's first private sanatorium had been opened in Ontario. 

Nova Scotia was not far behind. In 1899 Dr. George DeWitt of 

Wolfville, apparently motivated by the illness of his 

daughter, opened his tiny Highland View sanatorium, with eight 

beds.22 

Pressure from crusading physicians on the provincial 

government soon became intense. As early as 1895, the 

government had received several delegations from individual 

doctors and from various medical societies on this subject. 

Calls for a provincial institution came in official reports 

from the government's own Committee on Humane Institutions, 

from Board of Health Secretary Reid, from W.H. Hattie, the 

provincial bacteriologist, and from the provincial medical 
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association. When the physicians at the Victoria General 

banded together in 1899 in a strong protest about the 

admission of infectious tuberculosis cases to the general 

wards, where they lay side by side with other patients, their 

call for a state-supported sanatorium was echoed both by the 

Maritime Medical Association and by a constant stream of 

comment in the Maritime Medical News. All at once, it seemed, 

tuberculosis and sanatoria had become the foremost topic of 

conversation in medical circles. Not counting Dr. DeWitt's 

short-lived Highland View, there was as yet only one 

sanatorium in Canada: Ontario's Muskoka Cottage Hospital, 

founded in 1897 by a private agency, the National Sanatarium 

Association. In Nova Scotia, perhaps because it seemed to the 

physicians futile to try to raise sufficient funds locally, 

all expectations seemed focussed on the government.23 It may 

also be relevant that the leadership of the medical profession 

in the province, in contrast to that in Ontario, formed a 

single fairly cohesive group based in Halifax which had, for 

the past thirty years, enjoyed excellent relations with the 

provincial government.24 

The Provincial Board of Health and its energetic 

secretary had not, in fact, been entirely idle. It had 

established a bacteriological laboratory which was by 1900 

helping to diagnose several hundred cases of tuberculosis 

every year by sputum analysis, and it had produced and 

distributed a pamphlet about tuberculosis. Though seemingly 
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minimal, these measures were not at all out of line with ?hat 

was being done elsewhere on the continent.25 In fact, more 

comprehensive action was, for the moment, probably not 

politically advisable, given contemporary views of many 

physicians, and perhaps of the public as well. 

Clearly, only a segment of the population was 

enthusiastic about health reform. There are indications that 

a great many people had come to resist the imposition of 

public health rules which, they felt, interfered with basic 

freedoms and "branded" patients. The widespread resistance to 

smallpox vaccination so characteristic of the time was one 

example of this concern.26 So was the general fear of 

quarantine and disinfection measures, which were often carried 

to extremes by the vigorous new Board. During one smallpox 

epidemic in 1902, for example, health authorities' plans 

included the summary confiscation of patients' houses, the 

destruction of their belongings, and the shooting of family 

pets.27 During the same epidemic, local Health Officers 

closed post offices and tried to disinfect the mail, but were 

all too often foiled by zealous postal workers who, under 

cover of night, would sneak the mail to the nearest open 

office and send it on its way.28 Dr. Jest, MHO for 

Guysborough County, reported in 1910 that he had just 

successfully prosecuted a group of people under the Health Act 

for tearing down a diphtheria quarantine placard on their 

house and refusing to submit to medical examination. In order 
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to enforce the law in the past, Jost wrote that he had been 

forced routinely to post watchmen to guard quarantined 

premises. The court's imposition of a thirty-dollar fine 

represented the first time to his knowledge that "the law had 

been tested in this manner", and he hoped it would serve to 

deter other would-be violators.29 

But health officials' emphasis on "germs" remained 

baffling to many: suddenly, and with the greatest apparent 

urgency, people were hounded by physicians, by the press and 

by their converted neighbors to boil the water, to stop 

spitting and to beware the deadly germ lurking in even the 

tidiest home. As one anonymous bit of doggerel reproduced in 

the Maritime Medical News put it: 

We have boiled the hydrant water 
We have sterilized the milk 
We have strained the prowling microbe 
Through the finest kind of silk; 
We have bought and we have borrowed 
Every patent health device, 
And at last the doctor tells us 
That we've got to boil the ice!30 

And as late as 1913, the Acadian Recorder commented: 

Germs to the right of us, germs to the left of 
us....To save us from disease, law-makers would 
take away from us all our freedom, and even 
interfere with practices which have become sacred. 
There needs a vast deal of common sense if what is 
good is not to become a nightmare. Germs 
undoubtedly there are, but just now more people 
seem likely to get sick of them than because of 
them.31 

Surely, the last thing many people must have wanted was 

increased surveillance by public-health experts. 
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The situation was exacerbated by physicians' current 

ideas about prevention. Since science had exposed germs for 

what they were, avoiding disease seemed as simple as avoiding 

germs: an individual responsibility. Inquiries into the 

patient's social background, way of life or state of mind were 

increasingly seen as irrelevant. Instead, effective 

tuberculosis prevention was primarily taken to mean such 

measures as safe sputum disposal, meticulous disinfection, and 

isolation of the patient — despite the well-known association 

of tuberculosis and poverty, and despite contemporary studies 

suggesting that host resistance, not germ avoidance, might be 

the key factor in tuberculosis control.32 Such studies were 

typically taken at the time to mean that even more aggressive 

germ-fighting measures were necessary. Dust, for example, was 

an arch-enemy. It could harbor particles of dried sputum just 

waiting to be swept up and inhaled by the unwary housewife and 

her family. Thus, wrote A.P. Reid in 1904, mere "housewifely" 

cleanliness would no longer suffice. "Surgical" cleanliness, 

a complete absence of dust, and an officially-enforced system 

of "sanitary architecture" were essential for tuberculosis 

control.33 Though such ideas were never realized, they may 

have succeeded in inducing in some quarters a sort of paranoia 

about cleanliness. 

The idea of prevention by isolation of the consumptive 

was more immediately effective in arousing paranoia. 

"Phthisiophobia" — fear of and prejudice against those with 
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tuberculosis — flourished despite the best of intentions as 

physicians stepped up their high-powered educational rhetoric. 

The Canadian Tuberculosis Association did not help matters 

shortly after its founding in 1901 with its well-intentioned 

but horrifying announcement that an advanced consumptive, just 

the type least likely to be institutionalized and thus the 

most likely to be met with on the streets, expelled between 30 

and 70 million germs every 24 hours.34 Although reaction to 

such statements forced the CTA to reassure the public the same 

year that it was an "anti-consumption, not anti-consumptive" 

organization, activists continued to make announcements and 

recommendations which only served to aggravate the problem. 

It was recommended at the CTA 1902 annual meeting, for 

example, that trains and ships supply special compartments for 

consumptives, simply furnished so that they could be easily 

disinfected.35 Nova Scotia Board of Health Secretary Reid, 

too, though he had spoken against isolation as early as 1904, 

told a municipal council in 1906 that "a consumptive [was] the 

most dangerous person to be admitted to a school", and 

prophesied that the time was near "that all tubercular persons 

— teachers and pupils — would be prevented from attending 

school."36 The intention of such statements, of course, was 

to rouse governments and others to take action, and this did 

have an effect. But there was a more immediate effect on the 

public, who had been living rather calmly with tuberculosis 

among family, friends and neighbors for centuries. People 
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turned against one another to the point that fear and 

prejudice threatened to undermine the whole movement. 

Communities feared to have a sanatorium built anywhere near 

them; once built, it was difficult to persuade anyone to work 

there. Patients lost friends; employers often refused to hire 

them, or rehire them after treatment. Moreover, this 

prejudice was to prove an enduring one. As one ballad, now 

referred to as "traditional" in compendia of blues music, 

goes: 

TB's is all right to have, 
But your friends treat you so low down... 
Don't ask them for a favor, 
They'll stop comin' around. 
TB's is killin' me 
I wish I was buried in the deep blue sea 
TB's, consumption 

Is killin' me.3' 

Such social attitudes must have had devastating effects 

on individual patients. They also hindered the efforts of 

anti-tuberculosis activists for years to come.38 

Another element hampering attempts at tuberculosis 

prevention, as well as the new Board's efforts to establish 

general public health programmes, was a deep-seated resistance 

among many practising physicians to enforced compulsory 

reporting of infectious diseases. Although the Board's 

initial mandate required it to analyze "available" vital 

statistics regarding death and disease, Dr. Reid soon found 

this meaningless: provincial statistics were kept not for 

births or deaths but only for marriages, and local health 

boards usually ignored the requirement to provide information 
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working through the local boards, which were usually composed 

of laypeople appointed in a haphazard way by the 

municipalities, Reid decided to approach the province's 

doctors directly; but this, too, proved ultimately unhelpful. 

When, for example, he sent out questionnaires on disease 

prevalence in 1897, only 57 out of the 350 doctors surveyed 

responded.39 Reflecting the resistance in their ranks, 

professional leaders were divided on this question. While the 

president of the provincial medical society had that same year 

urged compulsory reporting, the opinion of J.W. Daniel, 1895 

president of the Maritime Medical Association, was perhaps 

more representative of his general membership, making Reid's 

disappointing results more explicable. Although Dr. Daniel 

felt with respect to the federal Animal Contagious Diseases 

Act that "to wait for owners to acquaint the minister is to 

allow the disease to spread woefully", his opinion was 

different when it came to human disease: 

...insofar as [the requirement to report] applies 
to parents, guardians or householders... it is 
general in its nature and just, and should be 
obeyed, though it very seldom is; insofar as it 
places professional work on physicians without 
remuneration, it is particular in its nature and 
unjust. Such work...is something more than 
routine, for it makes [the doctor] liable for the 
correctness of his opinion in cases in which very 
frequently it is extremely difficult to make a 
correct diagnosis, a liability which might expose 
him under certain circumstances to very serious 
consequences. ...A similar act to ours was passed 
in the state of Iowa, but the highest court in the 
state declared it unconstitutional for the reasons 
referred to. In view of the immense amount of 
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gratuitous work done by physicians, and of the fact 
that the happy results of increased immunity from 
disease and increased length of days is a free gift 
from our profession, such action appears, to say 
the least, unwarranted.40 

Naturally, this was an unusually frank opinion aimed at 

a professional audience, as was the 1897 recommendation of the 

British Medical Journal that public health authorities 

undertake "...for the present, a campaign of education only" 

due to "a marked disinclination...on the part of many medical 

men toward any interference on the part of sanitary 

authorities with their treatment of tuberculosis patients."41 

As phthisiophobia spread, doctors were also able to claim with 

some justice that they were protecting their patients by 

failing to report or misreporting diagnoses, or even keeping 

the diagnosis from patients themselves.42 

But these attitudes were anathema to those responsible 

for public health. The reporting provision in the Health 

Act, wrote a frustrated Reid in 1900, was "a dead letter".43 

As his campaign continued and general awareness among 

physicians of the importance of public health measures grew, 

subsequent amendments were made to the legislation and 

reporting, at least for most infectious diseases, grew 

steadily better. Tuberculosis reporting, however, remained 

quite unreliable for years, even after the government 

instituted a Bureau of Vital Statistics in 1908. 

The very combination of factors which hindered early 

anti-tuberculosis planning by the Public Health Board acted in 



58 

favor of the establishment of a provincial sanatorium. 

Mounting phthisiophobia ensured that any proposal to isolate 

sufferers in some out-of-the-way institution would fall on 

willing ears, provided it was built in someone else's home 

town. From the viewpoint of physicians, the sanatorium 

concept was particularly attractive for several reasons. 

Brehmer's old ideas now glowed with a thoroughly modern aura. 

A sanatorium was a specific answer to a specific disease, 

which it claimed to cure. It promised physicians the 

satisfaction of offering active treatment for one of the most 

common and most frustrating diseases they were called upon to 

face. It isolated patients in satisfaction of the germ theory 

— although sanatoria claimed high cure rates only for those 

in the incipient stages of disease. It also fitted well the 

modern profession's taste for institution-based medicine, 

where reliable statistics could be gathered, research 

performed, colleagues consulted, students educated, the latest 

diagnostic and therapeutic methods tried, and a solid, 

specialized core of medical expertise built up. As Dr. Edward 

Farrell, Nova Scotia's representative at the 1899 Berlin 

International Congress on Tuberculosis, noted in his report, 

"There is now a consensus of opinion among medical men that 

tuberculosis cannot be treated successfully in private 

houses."44 The ideas of Saranac Lake's Edward Trudeau had 

become the ideals of a growing movement which, like him, saw 

the sanatorium as the crucial weapon in "the three 
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treatment and study": 

In the town and at the Sanatorium by education of 
the invalid, by the Health Board's regulations, and 
the disinfection of infected surroundings, by the 
intelligent care of the very sick in the Sanatorium 
Infirmary, and in the boarding houses and at the 
Reception Cottage, prevention has found its 
practical application. Treatment has made itself a 
brilliant field in the development of the 
Sanatorium methods and the application of these 
methods to patients in the town, while the study of 
tuberculosis in its scientific aspect has 
uninterruptedly gone on at the Laboratory, and to 
this latter department of the work must we look 
with hope for increased knowledge to aid us in our 
struggle with the disease.45 

In 1900, the Nova Scotian government bowed to the 

pressure of the sanatorium advocates. The Lieutenant-Governor 

announced in the legislature that science had shown the way to 

tackle the tuberculosis menace: the province needed "not only 

to prevent the spread of the disease, but also to provide for 

its cure at the earlier stages."46 The bill to establish a 

provincial sanatorium, introduced by Liberal Premier George 

Murray himself, granted $15,000 for construction and, in 

conjunction with a 1901 amendment, enabled both the provincial 

government and its municipal counterparts to contribute to any 

future civic, municipal or private sanatoria which might be 

built. The act further provided that, although a weekly 

charge would be levied on patients, nobody would be refused 

treatment solely on account of inability to pay: the indigent 

could be admitted, provided they were sponsored by the local 

mayor or the overseer of the poor.47 
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At the same time, spurred by Reid's revelations regarding 

the "inoperative" health laws, the government also began the 

slow process of closing loopholes and expanding its operations 

in the public health sphere. The local boards remained, but 

physicians in each municipality were appointed as salaried 

Medical Health Officers [MHOs], assisted by lay sanitary 

inspectors, who together were to inspect homes, farms, schools 

and other institutions, to deal with health hazards and 

problems as they arose, and to make regular reports to the 

government. When by 1904 several municipalities had failed to 

make these appointments, evidently to save the cost of 

salaries, and Health Officers themselves failed to report on 

any but the most sensational of epidemics, reform was taken a 

step further. The provincial Board of Health was reorganized 

as a "Department" under the Provincial Secretary and Reid was 

named Provincial Public Health Officer (PHO) to whom MHOs 

would report.3 During the next few years, the MHOs devoted 

themselves particularly to sanitation and municipal water-

supply improvements. In 1907, an act was passed requiring 

licensing and regular inspection of dairies and 

slaughterhouses and the following year, the government at last 

set up a Bureau of Vital Statistics. Notification of deaths, 

a The terminology may be confusing; this "Department" 
was one of several functions which came under the umbrella of 
the Provincial Secretary; it did not become a regular 
"cabinet department" with its own minister until 1931. In 
other provinces, the "Board" kept its name until a Minister of 
Health was appointed, when it was generally termed a 
"Department" for the first time. 
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with their causes, was now compulsory. In 1910, tuberculosis 

officially became a "reportable" disease, along the same lines 

as smallpox and diphtheria. The government also appointed a 

factory inspector in 1908, who, noting the alleged high 

prevalence of tuberculosis among factory workers, addressed 

himself in particular to problems of dust, ventilation and the 

provision of spittoons.48 

The government's commitment to these progressive measures 

may seem somewhat surprising given the fact that in other 

areas before 1909, the Murray government was notable more for 

its resistance to reformers' proposals than its championship 

of them.49 This probably indicates a relative lack of 

controversy surrounding sanatorium establishment and the other 

health measures enacted when compared to such divisive issues 

as prohibition. Early health reform may also have been 

regarded as a relatively cheap way to earn social activists' 

approbation. That the government felt pressure to satisfy the 

reformers is obvious from the reform "package" of legislation 

it introduced prior to its election success of 1911, which 

included, among other things, provisions for workers' 

compensation, factory regulations and a contributory old-age 

pension scheme.50 

1904-1909: A Question of Authority 

The new sanatorium, located on a pleasant forested site 

near the small town of Kentville, opened its doors in June of 
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1904, and immediately became the focus of controversy. Most 

sanatorium advocates, it seemed, had contemplated an 

institution which would accept any and all cases of 

tuberculosis, rich or poor, with early or advanced disease.51 

But it soon became clear that the new 18-bed facility, as 

planned in consultation with a group of leading physicians, 

had serious limitations. Its size, of course, was a major 

problem, as was the fact that only patients certified as 

"incipient" would be admitted. Such certificates, moreover, 

could only be obtained from one of two official medical 

examiners, both located in Halifax. Even more controversial 

was the lack of free beds at the institution and, despite the 

government's reassurances of its good intentions, there were 

to be no non-paying patients at the sanatorium for many years. 

The president of the provincial medical society called the new 

institution "simply a pay nursing home for the well-to-do", 

while the Visiting Dispensary staff lamented that the high 

cost asked for treatment ($8 a week, later lowered to $5) 

placed the sanatorium "beyond the very class of cases that it 

would do the most good."52 Meanwhile, tuberculosis patients 

were no more welcome than ever at the Victoria General. 

It was apparent that Nova Scotia's new sanatorium, 

despite the plaudits it was receiving from social activists 

like Annie McLean, could hope to have little real effect on 

tuberculosis mortality.53 Nevertheless, many physicians 

seemed quickly to accept these limitations. A.P. Reid hoped 
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that, if successful, it would serve as a model for others.54 

H.K. MacDonald, president of the Lunenburg-Queens Medical 

Society, felt its establishment was justifiable in terms of 

the indirect education it would provide: 

But you say to me, supposing we had a provincial 
sanitarium [sic] we could not send all cases there. 
I say no, decidedly not, but each county could send 
some cases. Supposing each doctor in actual 
practice could send one patient every year, I am 
sure that some would be benefited and some cured. 
They would return to our county and into that 
individual doctor's practice, and as a result they 
would educate those similarly affected in the 
treatment they received at the sanitarium, and as a 
result when a physician ordered his patient to stay 
out of doors so many hours in twenty-four, take a 
tepid bath in the morning and sleep with his window 
open, his orders would be carried out and not 
countermanded by some busy-body with the local 
reputation of being half a doctor in the 
neighborhood, as so often happens to be the case.55 

The exclusion of the indigent remained a sore point with 

physicians, however, as did another factor entirely: as 

planned, the sanatorium was to receive only periodic visits 

from a local physician. The actual superintendent would be 

not a doctor, but a nurse. Though an unusual and perhaps 

unique arrangement, doubtless designed primarily to save 

money, it was probably not entirely unreasonable in the light 

of current sanatorium practice. As one American tuberculosis 

expert put it in 1904, 

A sanatorium is really a boarding house with the 
life of its boarders under medical regulation, and 
with very little medical service for the 
individual. This is the idea I try to instill in 
the minds of the patients. Seeing the doctor is, 
for the most part, left to their own initiative.56 

Nevertheless, in other North American sanatoria, as in the 
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European ones they emulated, a resident physician was regarded 

as indispensable. Only a doctor could provide overall 

direction and, as provincial medical society president C D . 

Murray put it, "absolute and autocratic authority" over the 

patients' daily regimen. Murray cited with approval the 

practice of one institution which deliberately limited 

admissions so that it always had a long waiting list; the 

superintending physician was thus "able, by threat of 

discharge, to enforce his rules upon such as are fortunate 

enough to be inmates of his institution."57 Such authority, 

it was evident, could hardly be exercised by a mere nurse. 

The nurse in question was Bertha Elliott, who had had 

considerable experience at two American sanatoria as well as 

at the Victoria General. She embarked on her task amid the 

mounting disfavor of the medical profession, establishing a 

sanatorium routine typical of the time. Except at mealtimes 

(five per day) and an evening recreation period, patients 

spent the full day outdoors, regardless of season or weather. 

They slept on broad, open verandahs, warmed by blankets, fur 

rugs and heated earthenware vessels called "pigs". Only on 

the coldest winter nights did they sleep inside, provided the 

doors to the verandahs remained open.58 Visitors were 

permitted only between three and four p.m. and only on 

weekdays, which must have meant that some patients, especially 

those with families living at a distance, received no visitors 

at all.59 The sanatorium population was relatively young, 
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with housewives and students comprising the two largest 

occupational groups.60 Since most women of the time were 

housewives and most tuberculosis patients were young, this 

occupational profile is hardly surprising; however, the 

prospect of loss of pay, and perhaps of their jobs, 

undoubtedly discouraged many regularly-employed workers from 

opting for long-term treatment. The average length of stay 

was between two and four months, though Elliott reported that 

some patients were forced to leave for financial reasons after 

stays as short as one week.61 

Elliott's most pressing problem was immediately clear: 

arriving patients were virtually never in the "incipient" 

stage which was essential if the sanatorium were to show good 

results, though all had been certified as such by the medical 

examiners. In 1908, for example, she reported that over 42% 

were past the stage when any practical benefit could be 

obtained from any course of treatment.62 Some were actually 

on the point of death when they arrived. Because sanatorium 

deaths contributed to a sense of hopelessness for all the 

patients, Elliott made "every effort...to return them to their 

homes before there can be a fatal termination."63 But some 

"failed too rapidly for this", and she was left with an 

ignominious set of statistics indeed. By 1909, her 

frustration with the examiners had grown out of bounds: 

It will be seen here that 155, probably 160, out of 
319 [seemingly an error: figure from sanatorium 
statistics is 309] ex-patients are in their graves, 
fully one-half of all admissions. 98, or about 1/3 
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of all cases coming here were far advanced or 
terminal cases, practically dying of consumption on 
entrance. Nine patients died at the Sanatorium, 
and if it had not been for prompt action on the 
part of the management of course that number would 
have quadrupled twice over. Many of these deaths 
took place within three months of the papers being 
signed to the effect that they were incipient. 
These figures require slight comment from me. I 
recommend them to the careful consideration of the 
profession.64 

The problem could hardly have been more clearly stated. 

The examiners, and the physicians who referred cases to them, 

were either grossly misdiagnosing cases, or flouting the 

rules. Both are likely. Early tuberculosis, as mentioned, 

was at best quite unlikely to be diagnosed in apparently 

healthy patients by general practitioners, especially since x-

ray technology was not yet in general use for chest 

conditions. Moreover, though patients with definite symptoms 

were likely to have well-advanced disease, physicians could 

hardly be blamed for trying to secure for them any help the 

sanatorium might be able to offer. This situation was not 

unique: sanatoria everywhere found they were filling up with 

advanced cases. Dr. W.S. Woodworth, the sanatorium's visiting 

physician, at first ascribed the blame to the ignorance of 

patients who put off seeking help until it was too late; but 

eventually even he had a word to say to physicians who, he 

felt, must have been led to consider the sanatorium as "a 

place for menaces".65 But the profession did not accept the 

blame so easily. In a typical opinion, the Maritime Medical 

News attributed the failure of the institution to the lack of 
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It is a well known fact that the profession never 
liked the scheme of management which was adopted by 
the government. It was very generally felt that 
the authorities were too much influenced by 
economical motives, and that they did not 
sufficiently recognize the fact that the 
personality of a resident physician plays a large 
part in insuring the success of such an institution 
and of commanding the confidence of the 
profession.66 

When the government, in 1909, at last appointed a physician to 

replace Bertha Elliott as superintendent, the News hailed the 

step as indicating "full acceptance by the government of the 

views held by the profession."67 The corner, as far as the 

News was concerned, had been turned; the sanatorium solution 

could at last function properly. 

During these years of disillusionment, reports of 

tuberculosis deaths were increasing yearly. In 1906, for 

example, only 158 tuberculosis deaths were reported; this had 

risen to 990 in 1908, accounting for 13.2% of all reported 

deaths in the province. In the years immediately following, 

a slow decline in reported tuberculosis deaths would become 

apparent; see Table A-l and accompanying graphs. But for the 

moment, there was no indication of any such trend.68 

Phthisiophobia had reached new heights, and the plight of the 

average tuberculosis victim had never been worse. As A.P. 

Reid wrote in 1910, 

The advanced and helpless case of CONSUMPTION is 
worse off than the leper. The General Hospital 
closes its doors to him. The sanatorium either has 
no room or is too expensive — everyone gives him 
the "cold shoulder". The hotel or railway car will 
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exclude him if it can do so, the immigration 
authorities put a veto on his entry into a new 
country, and even towns and municipalities do not 
court his presence.69 

Reid, in fact, had by 1910 begun publicly to challenge 

the sanatorium solution per se. Although he had been one of 

the institution's most fervent apologists in 1904, its poor 

performance, coupled with better statistics on tuberculosis 

prevalence, had convinced him that the sanatorium "for the 

thousands who require aid...must fail." He had begun to view 

tuberculosis primarily as a social problem which would require 

broad social solutions. "Special nursing," he wrote, was less 

useful to tuberculosis victims than a program of free home 

care and "adventitious [financial] aid."70 Consciously, Reid 

was distancing himself from the accepted professional wisdom, 

which stressed earlier diagnosis and the establishment of more 

and larger sanatoria. 

By this time a new factor had emerged in the province's 

fight against tuberculosis. The Canadian Tuberculosis 

Association, fully organized itself since 1902, had begun 

regional organizing efforts and the voluntary movement in Nova 

Scotia, from small beginnings in 1905, began to pick up steam 

as the sanatorium slid quickly downhill. In 1909, the same 

year the sanatorium's record reached its nadir, the number of 

voluntary groups in the province increased from three to 

17.71 Aside from a resolution to support sanatorium 

construction as a major goal, the CTA laid down no hard-and-

fast rules for its affiliates, and the tactics of these groups 
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varied widely. Some concentrated on persuading their local 

governments to build sanatoria, or on raising money for 

private ones. Others spent most of their time on relief work, 

and the provision of medical services to the poor in their own 

homes. Still others aimed at establishing institutions which, 

unlike sanatoria, would be designed to care for advanced 

cases. All would educate; all would fight phthisiophobia. 

The Halifax League, for example, led by members of the 

local Council of Women, displayed true crusading spirit. 

Quickly hitting upon Christmas seal sales as a fundraiser, the 

League was shortly able to support a visiting nurse, to 

distribute milk, eggs, blankets and clothing to needy 

patients, to help find accommodations in the countryside for 

some slum dwellers, and even to establish its own 15-bed 

hospital for advanced cases in 1914.72 Other leagues which 

attempted direct social work were not so successful. They 

quickly found their meager resources drained and were forced 

to curtail activities sharply, or even to disband.73 Groups 

such as the larger Tri-County League, covering the counties of 

Pictou, Antigonish and Guysboro, which was organized primarily 

by physicians and which confined itself largely to education, 

seemed better able to stay afloat. Its chief contribution to 

the anti-tuberculosis struggle was the production and 

distributic. of the book Consumption: Its Cause, Prevention 

and Cure, published in 1912.74 

While the movement involved both laypeople and medical 
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professionals, involvement in direct social service was most 

evident in those groups with a large lay component.75 Yet 

there were also several physicians in the movement who showed 

themselves quite ready to grapple with social problems and to 

adopt innovative solutions. Dr. Smith Walker of the 

Colchester League, for example, was an outspoken critic of the 

"indifference" of the provincial government to the question of 

tuberculosis among the poor, and was convinced that some 

system of home care was the only solution.76 Dr. S.N. Miller 

of Middleton, incensed about the "abandonment" of patients by 

their doctors, reported that he had begun to incorporate 

sanatorium-style therapy into the home treatment of his 

patients, encouraging backyard tents and the like.77 Similar 

trials of "tent colonies" and home-care schemes were cropping 

up all over North America, and for precisely the same reasons 

as in Nova Scotia: lack of funds, lack of alternatives, and a 

persistent feeling that fresh air and good food could be 

supplied just as readily in a backyard shack as in an 

expensive "tuberculosis clubhouse" like the Provincial 

Sanatorium.78 While some more orthodox physicians worried 

that consumptives might be getting the idea they need only 

"eat, drink and be merry" to get well, and thus might not even 

bother to consult a doctor at all, there was little cause for 

concern on this score in Nova Scotia.79 Except for a few 

isolated trials, such innovations did not take root. 

Voluntary groups, though often directly involved with the 
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social aspects of the disease, were typically dominated by 

those who believed medical experts and institutions held the 

answer to tuberculosis. As the Tri-County League's book 

stated, the movement's aimed to "cure" every "curable" case of 

tuberculosis, and, for this purpose, a sanatorium was best. 

Even the tiny, financially-troubled Amherst League, which 

spent most of its money on direct aid, dreamed of building its 

own county sanatorium, feeling it was "useless to alarm the 

people unduly with regard to the ravages of the 'White Plague' 

unless we have the proper means for affording relief and 

ultimate cure."80 Moreover, under aggressive new management, 

the provincial sanatorium after 1909 began to enjoy a 

resurgence of public and professional confidence. 

The Path Not Taken 

The new sanatorium superintendent, Dr. Arthur Frederick 

Miller, was a Prince Edward Islander and a 1904 graduate of 

the Halifax Medical College. Contracting tuberculosis shortly 

after graduation, he sought help at Saranac Lake, became a 

disciple of Trudeau, and stayed on to work there after 

convalescence. Having been approached by emissaries from Nova 

Scotia in 1909 to suggest a replacement for Bertha Elliott, 

Trudeau recommended Miller, who arrived in the province to 

find the sanatorium's reputation in tatters. Miller reported 

that the people of Kentville rarely approached the sanatorium 

out of fear of contracting the disease, and local people could 
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be induced to work there only after "much personal 

persuasion".81 Physicians seemed to have lost faith in the 

sanatorium "cure", preferring to treat their patients at home 

and continuing to advise them to travel. Miller, a man of 

dynamic personality with a strong sense of community relations 

that was to prove invaluable, at once initiated an energetic 

publicity campaign, insisting that tuberculosis was curable, 

but only at a sanatorium. Although circumstances eventually 

forced him to be more flexible, at the beginning of his tenure 

he firmly refused admittance to far-advanced cases, keeping 

them just long enough to make arrangements for the return 

journey and never listing them as official admissions.82 

Essentially, Bertha Elliott had done the same thing with such 

cases; the difference was that during her superintendency, 

these patients were officially admitted, and their statistics 

entered into the record to contribute to the sanatorium's bad 

reputation. As a nurse, Elliott had not had the authority to 

refuse admittance to a patient who had been certified as 

suitable by an official examining physician. The immediate 

difference, then, was indeed one of "authority", which local 

physicians had thought so important in the running of a 

sanatorium. But they had been talking of authority over the 

patients, while it was authority to refuse the request of the 

referring physician which was at work here. 

To counter proposals for home-care programmes, Miller 

contrasted the success rates at sanatoria such as Trudeau's 
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with those of New York's Bellevue Hospital Dispensary. The 

contrast did seem startling: Trudeau claimed a 93% rate of 

cured, arrested or improved cases at discharge, a performance 

which Miller was actually able to surpass in his first year at 

the provincial sanatorium with his new, carefully-selected 

patient population. Bellevue, on the other hand, listed fully 

66% of its patients as having progressive disease.83 What 

Miller did not stress was that a dispensary such as Bellevue 

cared for far-advanced and non-paying patients as Miller's 

sanatorium did not, and for far more patients of every kind 

than a residential institution could possibly accommodate. 

Even as Miller began his campaign, an ominous note had been 

sounded at the 1908 Washington International Congress on 

Tuberculosis. A study of Trudeau's patients since 1896 had 

disclosed that even those released as "cured" showed a death 

rate two to three times that of the general population, while 

"arrested" ex-patients were dying at five to ten times the 

normal rate. In one general address to the Congress, it was 

stated that sanatoria had been a negligible factor in the 

attack on tuberculosis, and this opinion was growing.84 

Nevertheless, sanatoria had become so well-established in 

North America that such heresy was largely kept at bay. 

Although far more expensive to maintain than dispensaries or 

local clinics, sanatoria remained the essential element in 

anti-tuberculosis strategy. In Nova Scotia, Miller had by 

1912 garnered enough support to convince the government to add 
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two new pavilions to the institution, boosting capacity to 32 

beds. 

New initiative came from the government in 1913, with an 

act providing for a network of "district sanatoria" which 

would admit advanced cases, with county tuberculosis clinics 

to distribute literature and assist local physicians in 

diagnosis.85 But the whole scheme, which the CTA called "the 

most advanced in Canada", hung on the willingness of the 

municipalities to assume the brunt of the expense, and not one 

volunteered.86 Given their limited resources and a universal 

reluctance to increase taxes, this situation was not 

surprising. Nevertheless, the new act allowed the provincial 

government to bask in acclaim from anti-tuberculosis activists 

for its progressive stance, while the movement's energies in 

years to come were largely dissipated in attempts to awaken 

individual municipal councils to a sense of their duty with 

respect to tuberculosis. The new legislation carefully 

avoided government involvement in the morass of social issues 

surrounding tuberculosis; nowhere, for example, did it provide 

financial or nutritional relief for patients and their 

families. These functions were left to the voluntary groups, 

whose efforts were quickly dwindling for lack of funds. 

However, there were still a few loose ends remaining from 

the government's point of view. One of them wa?> the 

intransigence of A.P. Reid, whose proposals for change were 

becoming ever more radical. By 1912, for example, Reid called 
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for appointment of a corps of lay inspectors to make direct 

assessment of conditions in all homes and workplaces, to offer 

any required financial or other relief, and to arrange for 

free medical care wherever they felt the need existed without 

benefit of a physician's diagnosis.87 By 1914, he was 

quoting with approval the comments of New York tuberculosis 

specialist S.A. Knopf, who had for some time been espousing 

such revolutionary measures as immediate slum clearance and 

guaranteed minimum income levels.88 Although Reid felt that 

institutions would always be appropriate for far-advanced and 

homeless cases, he was convinced that sanatoria as they 

existed were useless establishments, with "insuperable 

defects": they unnecessarily broke up families, denied 

patients the opportunity to work and earn money while they 

were still able and, in short, had been of far less importance 

in combatting tuberculosis than general improvements in 

sanitation and living standards. He recognized that "these 

statements as regards the sanatorium run counter to accepted 

belief and practice", but doggedly insisted that society had 

a debt to its citizens who were "incapacitated by sickness, 

accident or age." In 1912, he wrote: 

The criticism may present that my contentions lean 
toward socialism. Yes, of a kind: The socialism I 
contend for is the one indicated in the Holy 
Scriptures, "The poor ye have always with you," and 
they should receive excellent care, as well as 
recognition,«.[and] the necessaries of life...it is 
not a DOLE, but a DEBT, which is payable when the 
occasion therefor [sic] supervenes. 

Reid's philosophy, evidently owing much to the Social Gospel 
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vision of reform then current among followers of several 

Protestant denominations, was somewhat remarkable in his case. 

He was, in fact, a Roman Catholic whose pronouncements during 

most of his long career had been notable mainly for their 

conservatism.90 Nearing the end of his life (he would be 78 

in 1914) , Reid may well have mellowed his views. At any rate, 

such statements from the head of its own Health Department 

could only have been an embarrassment to the provincial 

government, committed as it was to its master plan for an 

institutional network. This uncomfortable situation was 

resolved with Reid's departure from office in 1914, the 

precise circumstances of which have, perhaps deliberately, 

been left unclear in the records. Health department annual 

reports from 1893 up to the 1950s regularly included brief 

biographical tributes to departing personnel of any stature; 

even quite subordinate employees, such as visiting nurses, at 

least drew a mention upon leaving. Reid is the only 

exception.15 Since in the course of his long career he had not 

only been Nova Scotia's pioneering chief of public health for 

over twenty years but also an eminent leader at the medical 

school, both large hospitals and in the profession at large, 

one can only suspect that significant unpleasantness was 

b This silence has been maintained over the years. Dr. 
J.S. Robertson's chronology of public health milestones in 
Nova Scotia provides collateral information on every chief 
provincial health officer but Reid. See Canadian Public 
Health Association, The Federal and Provincial Health Services 
in Canada (2nd edn.), (Toronto, 1962), pp. 42-54. 
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involved. Reid was replaced by Dr. William H. Hattie, a Saint 

John native, an 1891 McGill graduate, and a strong advocate of 

the government's 1913 plan and of sanatoria in general.91 

Nova Scotia was now firmly committed to the sanatorium 

solution, having rejected a variety of alternatives presented 

from time to time over the last turbulent decade whose 

champions ranged from general physicians and lay volunteers to 

officials of Reid's stature. Help for the tuberculous poor 

remained, at least in theory, a matter for the municipalities; 

in practice, it was usually left to charitable organizations 

and anti-tuberculosis volunteers. Several voluntary 

organizations in the province were hiring nurses and caring 

for as many indigent cases as they could. But such leagues, 

though sometimes receiving municipal support, were for the 

most part dependent on their own fundraising efforts which 

were generally inadequate for any long-term provision of 

direct relief. The vast majority of patients necessarily 

remained at home, but care for them was available only through 

private practitioners, through visiting or drop-in 

dispensaries, or through the voluntary leagues. While Drs. 

Reid and Walker had both called for some system of home care, 

it seems somewhat surprising that no strong local argument had 

been made for the establishment of a dispensary network. 

After all, the Halifax Visiting Dispensary was a venerable 

institution, caring for thousands of patients each year who 

would not otherwise have been reached. The government granted 
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the Dispensary $400 annually; in 1914, by contrast, $17,000 

was granted to the provincial sanatorium. Quebec, in 

contrast, had elected the dispensary option quite early, 

though it too would later invest heavily in sanatoria. The 

Royal Edward Dispensary in Montreal was claiming good results, 

and publicly making compelling arguments about the superiority 

of dispensary methods at about the same time that the Nova 

Scotia sanatorium's reputation was sinking. Yet, while Reid 

presented the Royal Edward's views in his reports, not even he 

argued strongly that Nova Scotia should follow suit. 

Ultimately, the sanatorium decision was the result of a 

consensus of sorts among a number of interested groups, 

including the government, the medical profession and the 

concerned public. The medical profession was, at the turn of 

the century, a group rapidly growing in prestige and power. 

Faced with the beginnings of government and lay involvement in 

questions of disease, practitioners became engaged in a 

struggle to define the boundaries of the "public" versus the 

"private" medical sphere. While the elite of the profession, 

especially those involved in medical education, might well 

have welcomed the expansion of such training aids as 

dispensaries, the average private practitioner was more likely 

to perceive these as a threat. Dispensaries, after all, 

offered free care to many patients whom doctors must have felt 

could well afford to hire a private physician. The Halifax 

Visiting Dispensary made no rigorous efforts to determine 
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whether patients could pay or not; neither did Montreal's 

Royal Edward Dispensary, which frankly admitted that "this 

may, to a certain extent, interfere with private practice."92 

Indeed, given the conditions of dispensary work, such efforts 

would have been extremely difficult. An institution such as 

the sanatorium, which treated only a small number of referred 

patients, presented much less of a threat. 

Other evidence helps place the anti-tuberculosis struggle 

in this context of private physicians' defence of their 

traditional sphere. Reid's efforts to set up an efficient 

system of tuberculosis reporting were met with overt 

resistance. Many physicians also seem to have had little 

patience with the reformist ardor of the voluntary leagues. 

The Amherst League, for example, complained that its relief 

efforts were being hindered by "the attitude of physicians" 

which, "while not hostile, may be said to be indifferent. 

Doctors will not give you the names of their patients, let 

them be ever so deserving of the aid which the League could 

render."93 When the Halifax League proposed in 190S to set 

up a tuberculosis clinic at the Visiting Dispensary, with the 

services of a "chest specialist" to be paid for by the League, 

the Dispensary physicians retorted that they themselves were 

perfectly capable of handling any chest cases that came up, 

and that such a clinic would "interfere" with the Dispensary's 

daily work.94 The Halifax League also found that only a 

handful of doctors would refer patients to them. Such 
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problems were hardly unique to Nova Scotia; volunteers in 

Montreal reported that only one-third of their case list was 

so referred.95 Meanwhile, reports like that of the Amherst 

League, and complaints made by activist physicians such as 

S.N. Miller of Middleton, suggest that at least some ordinary 

physicians were inclined to abandon their advanced cases while 

resisting the eager efforts of lay activists to help. 

The sanatorium concept was a relatively non-threatening 

one which fitted modern medical practices and goals, geared as 

it was toward specific, active treatment and offering what 

was, at the time, the only source of real hope and the best 

available care for individual patients. The government's 

original plan, of course, had been unsatisfactory in that the 

institution had not been placed firmly under professional 

control; the replacement of Nurse Elliott by Dr. Miller 

rectified this situation. The 1913 act providing for a 

network of tuberculosis clinics was explicitly designed to 

eliminate any threat to private practitioners. As planned, 

the clinics would merely "distribute literature" and provide 

technical facilities to assist in the diagnosis of cases 

referred to them by local physicians.96 

Professional hopes and fears were, of course, not solely 

responsible for the outcome. The general public, unused to 

government involvement in their daily lives, was inclined to 

be unenthusiastic about public health measures, some of which 

were indeed restrictive and interfering. In contrast, the 
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establishment of an institution did not interfere with public 

freedom in any way. The existence of widespread 

phthisiophobia was another reason the public leaned toward an 

institutional solution which would, after all, in some measure 

help keep tuberculosis cases off the streets. Dispensary or 

other home-care plans would leave infective consumptives free 

to wander. And naturally, should they too receive the dread 

diagnosis, laypeople as well as doctors wanted the best 

available care for themselves and their families. Voluntary 

leagues, also, with few exceptions, accepted professional 

leadership and the orthodox view of sanatoria as the ultimate 

solution to tuberculosis. The emergence of leagues in Nova 

Scotia seems, in fact, to have been a reaction to the lack of 

sufficient institutions rather than to the philosophy of 

prevention through cure. From the government's own point of 

view, the sanatorium was obviously a far simpler and cheaper 

proposition than any attempt at direct intervention to deal 

with poverty and its companion, tuberculosis. The one course 

offered ongoing financial drain, social disruption and an 

administrative nightmare; the other offered low-cost approval 

from the medical profession and from anti-tuberculosis 

activists. In these terms, the choice made itself. 

Similar choices were being made throughout Canada and the 

United States. In 1913, the CTA was awarded a trophy at the 

International Tuberculosis Congress for its outstanding 

progress in initiating Canada's voluntary campaign, and for 
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its success in encouraging the development of sanatoria. 

Extension of the institutional network, encouragement of 

systematic medical examinations of large groups of the 

population and education on tuberculosis and the changes in 

personal health habits required to control it absorbed the 

energies of volunteers and public health experts across the 

country for years to come. By the end of the First World War, 

the preventive sphere had narrowed considerably from many 

earlier reformers' concerns with poverty relief, slum 

clearance and "sanitary architecture". Meanwhile, 

tuberculosis prevalence continued its slow decline. 

Some activists were predisposed to view the decline as 

their doing, and in fact a just reward for their efforts. The 

Nova Scotian physicians who wrote Consumption: Its Cause, 

Prevention and Cure believed that the distribution of 

tuberculosis pamphlets in 1899 had clearly yielded fruit in 

the relatively low 1911 death rate in Pictou County.97 When 

more interventionist therapies augmented the fresh-air-and-

rest regime after 1918 and were applied in sanatoria, although 

the poor were still excluded from them, it would seem in 

hindsight a vindication of the sanatorium solution, a 

vindication of modern medicine, and a repudiation of those 

who, like Reid and Knopf, had wanted to carry reform to more 

radical lengths. In fact, there was no vindication: the 

solution simply looked better against a very different 

background. 



CHAPTER 2 

THE SANATORIUM: WAR AND POSTWAR 

Initially, it seemed that the Great War would only 

disrupt plans in progress. Most medical institutions found 

themselves increasingly short-staffed as personnel left for 

duty overseas. Anti-tuberculosis activists and the Department 

of Health, intent on trying to implement the 1913 plan, found 

municipalities more and more reluctant to commit scarce 

dollars for expanded tuberculosis programs at a time when food 

and other prices were rising, demands on the public purse were 

great, and there was uncertainty in money markets.1 In fact, 

however, the war provided the opportunity for a much more 

rapid expansion of tuberculosis activity than had been 

foreseen. As federal purse strings opened to cope with the 

treatment requirements of thousands of tuberculous soldiers, 

developments bolstered the centralized institutional model to 

such an extent that by the war's end any other seemed nearly 

inconceivable. A CTA president would later claim that the co­

operation between individual sanatoria and the federal 

government sparked by the First World War, together with the 

impetus for research thus engendered, had been "no small 

factor" in establishing Canada's status as one of the world's 

leading nations in the decline of tuberculosis mortality.2 His 

comments were typical of a great many enthusiasts, convinced 

that the decline was the result of their own efforts. But 

83 
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such claims should be examined carefully, in the context of 

the nature, accessibility and results of the treatment 

offered, and of Canada's general economic well-being in 

comparison to other nations—especially those nations which 

suffered the direct effects of world war. 

In the first section of this chapter, the significant and 

lasting changes war brought to the sanatorium are examined, 

while the second section offers a picture of patient life in 

the postwar period. 

The Sanatorium Transformed 

One of the most worrying and costly problems for the 

Canadian government at war was the breakdown of soldiers due 

to tuberculosis. While increased disease prevalence had 

certainly been a feature of past conflicts, the significant 

difference now was that a "cure" in the form of sanatorium 

treatment existed and the dangers of spreading infection among 

the troops was better appreciated. Although army doctors had 

screened all would-be recruits, over 10,000 of Canada's 

fighting troops proved, embarrassingly, anything but fit. Of 

the 3,000 who died of tuberculosis, 10% had become ill just 

after enlistment, without ever leaving Canada. Others made it 

to England, and eventually to France, before their condition 

became evident. It was impossible to determine whether the 

disease had resulted from conditions in the camps or at the 

front, or whether it had pre-da',:ed enlistment. To physicians, 
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it became increasingly clear that routine physical 

examinations were of little use in detecting tuberculosis. X-

rays, which could have given more reliable results, had not 

been used in the mass screening, partly because doctors still 

tended to distrust radiological findings, and partly because 

the necessary equipment was quite expensive, particularly the 

large panes of glass then used as plates.3a Since existing 

facilities for treatment were utterly inadequate, the 

government was forced to finance vastly expanded sanatorium-

building programs in every province, and to shoulder the 

ongoing burden of examinations and pensions for chronically 

a Early x-rays might give good pictures of bone, but 
were virtually useless for soft tissue; their use for 
pulmonary conditions like tuberculosis had to await 
technological refinement. By 1919, physicians attending the 
CTA's Annual Meeting were generally very impressed with the x-
ray's ability to "see microscopic lesions...[where] nothing 
was found clinically". But there was still doubt about the 
relative advantages of results from fluoroscopic x-ray 
examinations (which used "live" imagery and left no permanent 
record) and stereoscopic ones, which used the cumbersome, 
expensive and infuriatingly fragile glass plates. 

There was also concern that persons trained in radiology 
might pose a threat to regular clinicians, especially if they 
overstepped their bounds with regard to diagnosis. The career 
of Charles Puttner well illustrates the situation in the early 
days of radiology: actually a pharmacist, he was also employed 
concurrently as professor of Materia Medica at the Halifax 
Medical College, "electro-therapeutist" at the Victoria 
General, and, in 1917, as the hospital's "Radiologist" [JHA, 
1917, Appendix 3 (B) . ] At the 1919 CTA meeting, applause 
followed one commentator's remark that the X-ray "is tc be 
considered only as an aid in the diagnosing of tuberculosis 
and in giving us some idea of the probability of the patient's 
return to health". Yet there seemed general agreement that 
sanatoria, in particular, had an absolute requirement to be 
well-equipped in this regard. Both the CTA and the Nova 
Scotia Sanatorium installed their first X-ray equipment in 
1919. 
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disabled veterans. Some 3,000 new beds had to be provided, 

along with treatment, pensions or both for 7,500 soldiers.4 

Some twenty years later, federal tuberculosis expenditures 

resulting from the Great War, including new-bed provision, 

treatment, and pensions, had totalled an estimated 150 million 

dollars.5 

Tuberculous soldiers began returning home in noticeable 

numbers in 1915. By 1916, the trickle had become a deluge, 

creating a full-blown crisis far beyond the capacity of the 

existing military hospital" network and civilian institutions 

combined. In all provinces, young returnees were hastily 

crowded into convalescent homes, hospitals, asylums — almost 

anywhere a bed might be found. Yet all these facilities were 

already suffering an acute shortage of competent staff. Male 

orderlies had rushed to enlist early in the war, followed by 

nurses and laboratory staff.6 The Victoria General 

Superihtendent noted that nurses and other staff had departed 

in droves for military service, leaving the nursing world in 

"an unsettled and disorganized condition."7 By late 1916, 20% 

of Nova Scotia's physicians had joined the troops overseas.8 

At the sanatorium, Dr. Miller reported that while all 

available tuberculosis beds in Canada had been placed at the 

disposal of the military it was "impossible to make room for 

half the number applying for admittance". In the year ending 

September 1916, only 130 patients had been accepted out of 248 

applicants; it looked to Miller that year as if September 
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applicants would probably have to wait until January. Only 57 

tuberculosis beds, counting those at the Hazelwood Hospital in 

Halifax as well as the new pavilions at the Provincial 

Sanatorium, were ctvailable in the province where, he 

estimated, there were some 3 000 cases—with more returning 

from overseas all the time.9b 

In the summer of 1916, the federal Military Hospitals 

Commission (MHC) approached the administrators of Canada's 

sanatoria and the CTA for help in dealing with the problem. 

By 1917, a formal deal was struck whereby the sanatoria, with 

the help of voluntary organizations, would be expanded at 

federal expense if they would take on the responsibility for 

the treatment of soldiers, and agree to live with a measure of 

federal co-ordination and planning. After the war, the new 

Department of Soldiers' Civil Re-establishment (DSCR) became 

the federal watchdog over sanatorium administration and 

treatment of ex-military patients, and published its own 

statistical reports as an appendix to the regular sanatorium 

annual reports. Veterans, if still disabled upon discharge, 

then came under the auspices of the Canadian Board of Pension 

Commissioners, and their disability status was regularly 

reviewed by re-examinations at the appropriate sanatorium.10 

The profound transformation which war brought to the Nova 

Scotia sanatorium actually began quite modestly, with plans 

for a couple of additional open-air pavilions to house 

b See Table C-7. 
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ambulatory patients, a 24-bed infirmary, a recreation hall and 

a workshop to train convalescent soldiers in various crafts; 

in all, accommodations were projected for some 100 military 

patients.11 But almost immediately the slow pace of 

construction was outstripped by events. In 1917, the MHC 

suddenly learned that a hospital ship was en route to Halifax, 

intending to discharge "within a few days" a much larger group 

of tuberculous veterans than had been anticipated, and for 

whom accommodation did not yet exist. Within the next 18 

days, the sanatorium somehow managed to provide housing — of 

a sort — for over 100 returning soldiers and a number of new 

medical staff. A "colony" of hastily-erected tents provided 

full facilities for toilet and washing, dining and recreation, 

with a heating and lighting plant and a sewer connection 

independent of those for the main buildings. Despite a severe 

August gale which flattened the tents as effectively, wrote 

Miller, "as if there had been an aerial bombardment from the 

sky", the tents provided an effective stopgap while permanent 

buildings were under construction.12 

Both the new buildings and the numbers of ex-service 

patients far exceeded all earlier expectations. By the end of 

1918, there were two infirmaries, eight pavilions, a 

recreational building, a vocational workshop, an 

administration building, an isolation annex, service building, 

nurses' home, orderlies' quarters, a superintendent's 

residence and a laundry and powerhouse. Staff consisted of 



89 

five physicians and twenty-four nurses, two dieticians and 

clerical workers. Nova Scotia's once-tiny sanatorium could 

now accommodate over 350 patients, a sevenfold increase since 

1914. But these were only the most obvious changes. The 

institution had also changed in fundamental ways, occasioned 

perhaps by wartime exigencies, but destined to become part of 

its permanent character. 

One abrupt change concerned the sanatorium's reluctance 

to admit advanced patients. Thanks to the influx of new money 

enabling the addition of infirmary facilities, tuberculosis 

cases at all stages of disease became welcome. Initially, the 

change was reflected more in rhetoric than in reality. Before 

the war, Dr. Miller had carefully selected his patients as 

best he could; but the available pool consisted so largely of 

advanced cases that it had been impossible to exclude them 

entirely. In addressing the Nova Scotia Medical Society in 

1914, Dr. Miller had called, without much hope at the time, 

for the erection of a "Hospital Infirmary" to "do away with 

the only disagreeable feature of our work—the refusal of 

advanced cases for treatment."13 During the war, there could 

be no question of refusing treatment to any military case. 

The soldiers had nowhere else to go, and the federal 

government was footing the bill. Dr. Miller, who had accepted 

a commission as captain in the armed forces, and was 

personally involved in federal tuberculosis planning, now 

accepted, as he was certainly expected to do, moderately and 
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far advanced cases almost without question. During the actual 

years of the war, however, the change was not dramatic. 

According to its annual reports, the sanatorium in 1914 

admitted 71 patients, of whom 24 (29.6%) were classified 

incipient, 55 (67.9%) moderately advanced, and 2 (2.5%) far 

advanced. In 1919, of the 284 military patients discharged 

during the year, 44 (15.5%) had been classified incipient on 

admission, 217 (76.4%) moderately advanced, and 23 (8.1%) far 

advanced. Yet it would be dangerous to take these figures at 

face value to indicate that little change had taken place in 

admissions policy. Soldiers, as a class, were far more likely 

than civilians to get treatment as soon as symptoms became 

apparent, and this fact, not continuing exclusionary policies, 

accounted for the low numbers of far advanced cases. By 1923, 

by which time civilians had again begun to predominate in the 

sanatorium population, the long-term trend toward increasing 

admission of advanced cases was unmistakable. Dr. Miller 

classified 26.4% of patients as "early or minimal", 35.9% as 

"moderately advanced", and fully 37.7% as "far advanced".v> 

Yet what, in fact, did the wartime sanatorium have to 

offer patients with advanced tuberculosis? Not affordable 

treatment, surely; and advanced tuberculosis patients were 

still unlikely to be successful breadwinners. Neither, for 

most of the war, could it offer advanced diagnostic 

techniques: the Nova Scotia sanatorium did not receive its 

first X-ray equipment until 1919. Nor were there reliable new 

r 
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treatments. Although many sanatoria, including this one, had 

begun to experiment with collapse therapy, most notably 

artificial pneumothorax, it was as yet far from reliable, 

especially without x-ray support. For ambulatory soldiers, 

the sanatorium offered much the same fresh air, rest, and good 

food regime that it had always done. For more serious cases, 

the infirmaries were analogous to a palliative-care isolation 

wing in a regular hospital. 

Presumably, then, any medical institution could have done 

a comparable job with federal largesse. The choice of 

sanatoria to do the job is indicative of the success these 

institutions had had in establishing their credibility as 

special places whose staff possessed special expertise and 

wherein patients stood the best chance of cure. It is also 

indicative of a need for institutions which would offer 

facilities for long-term care and follow-up in the wake of the 

regular hospitals' renunciation of this role. 

Expansion also made the sanatorium far more expensive to 

maintain and operate. Indeed, expenses had begun to rise 

sharply as early as 1916, due at least partly to rising food 

prices; but this was not an immediate problem during the war 

since federal compensation for military patients even before 

the comprehensive federal/provincial deal was made had added 

to revenues "more than anticipated".15 When the agreement 

was finally signed, it included the understanding that, once 

the need to care for soldiers had passed, the vastly expanded 
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facilities would be available to civilian patients and would 

thus be a permanent asset for the province, a federal gift it 

could ill afford to pass up. But there was no clause 

regarding ongoing federal contributions, and how the province 

could afford to keep such a mammoth enterprise running was a 

question left unaddressed—for the moment. 

Another lasting change the war wrought at the sanatorium 

was a new commitment to therapeutic research and statistical 

study, with publication of the results in medical journals. 

Research had become the sine qua non of the modern, 

centralized medical school, and research was thus a key 

activity for those trying to make tuberculosis work a true 

specialty field. As Allen Krause, tuberculosis specialist at 

Johns Hopkins in Baltimore, pointed out in 1921, there were 

several obstacles in the way.16 For one thing, physicians in 

other specialties apparently did "not entertain a particularly 

high opinion of the medical knowledge and ability of the 

professed practitioner and student of tuberculosis". He felt 

that only foundations to finance departments of tuberculosis 

in modern (i.e., research-oriented) medical schools attached 

to general hospitals could possibly change this state of 

affairs, attracting the best students and capable instructors 

from all areas of medicine. To centre tuberculosis studies in 

sanatoria would, he felt, be wrong. Sanatorium physicians who 

were also active investigators and publishers were rare. 

Krause thought there might be several reasons for this. For 
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one thing, their role as "business managers and stewards" left 

them little time; for another, the location of sanatox-ia in 

isolated spots ''cut [them] off from that close association 

with their confreres which is so...necessary, if intellectual 

stagnation is to be avoided". Krause also suggested that 

because sanatorium physicians were often sufferers from the 

disease themselves, the resulting "weakness" might hamper not 

only their day-to-day functioning but often had also hampered 

their education, to the point that they were intellectually, 

as well as physically, weak.17 

Dr. Miller, though he did indeed suffer from 

tuberculosis, and did operate in a rather isolated spot, 

certainly did not seem to merit charges of intellectual 

stagnation or weakness. In his 1914 call for a "Hospital 

Infirmary", he had clearly envisioned a facility which would 

do far more than simply treat patients. Such a building would 

need "modern conveniences for scientific study and treatment 

of tuberculosis", including a research laboratory and a 

radiological department "for early diagnosis" and the study of 

the disease in all its stages. The war offered not only many 

of the needed buildings and equipment for this project, but 

a large pool of "clinical material" as well. The expanded 

patient population, mainly ex-soldiers who were relieved of 

money worries by the DSCR and further required to return 

regularly to ensure continuance of their pensions, comprised 

a much more reliable and trackable group for statistical study 
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than a voluntary and transient patient pool could ever have 

been. One of Dr. Miller's first demands immediately postwar 

was $20,000 for the construction of a proper laboratory, vhich 

had been left out of the federal blueprints.18 

Based on their studies of the military patient 

population, Dr. Miller and his like-minded colleagues at other 

sanatoria began systematically to investigate the reliability 

of their own diagnoses, to inaugurate new techniques, to 

experiment with new therapies, and to publish paper after 

paper in a wide variety of medical journals. ?In the process, 

sanatoria found justification for their own existence as 

research centres and providers of specialized tuberculosis 

therapy, losing their embarrassing vulnerability to the charge 

that "backyard shacks" and subsidized nutrition could 

accomplish everything they could, and far more cheaply. The 

sanatorium, in Nova Scotia as elsewhere, would remain the 

institutional centre of tuberculosis work. Dr. Krause, 

however, may well have felt vindicated in his opinion, for 

tuberculosis never did attain the standing of a "real 

specialty" in medicine. 

More than research, however, would be needed to keep 

sanatoria alive and dominant in the postwar age. The 

inauguration of pneumothorax therapy was seen as a vital step; 

for the first time something specific could be offered to 

advanced patients who, it had long been known, were poor 

candidates for the classic fresh-air-and-rest "cure". It was 

I 
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the development of specific treatment for tuberculosis which 

would ensure the continuance of the sanatorium, with the 

character of the institution changing in the process from that 

of a spa to that of a hospital. 

Artificial pneumothorax is a procedure involving the 

introduction of gas into the thoracic cavity, between the 

pulmonary pleura and parietal pleura, to collapse a lung.c 

By squeezing together the walls of bacteria-filled tuberculous 

cavities and reducing or eliminating lung motion, the 

operation was designed to promote healing and render the 

sputum non-infective. Since the gas eventually disappeared by 

absorption into the tissues, patients had to report for 

"refills" every week or so. When first introduced, artificial 

pneumothorax was used only for patients with one relatively 

"good" lung which could assume the whole burden of 

respiration; it was more widely applied later. But 

satisfactory collapse was often prevented by the existence of 

adhesions, caused by the inflammatory process itself, which 

produced scars holding the lung lining to the chest wall and 

preventing lung collapse. 

This procedure was first tried in Nova Scotia's 

sanatorium in 1913, in an emergency hemorrhage case; the 

patient, a man from Yarmouth, survived and recovered.19 

There was no X-ray support, and hence Dr. Miller was working 

c Figure B in the Appendix demonstrates various lung-
collapse procedures and how they worked. 
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"blind", relying only on physical signs to choose the more 

diseased lung to be collapsed and to estimate the degree to 

which adhesions, if any, had prevented collapse. Because the 

procedure was still experimental, only a patient who "had 

about given up hope of recovery without it" could be persuaded 

to take the risk.20 In some cases, the patients were in such 

poor condition that no hope was held for any permanent 

improvement, and the operation was conducted simply as a bid 

to alleviate the worst of the symptoms. 

Patients were selected for the treatment on the basis of 

one to six months of observation confirming their failure "to 

respond to the usual hygienic-dietetic or rest-cure treatment" 

and the results of a complete physical and radiological 

examination to rule out contraindications. Half an hour 

before the operation, the patient received "codeine or 

heroin", supplemented by Novocain for local anesthesia at the 

injection site. The chest was punctured at the sido between 

the ribs, and a quantity (200 or 300 c.c.) of filtered air 

introduced. The patient then rested for twenty-four hours. 

The entire procedure was then repeated every second or third 

day for the first few weeks; after the third week, patients 

received increased quantities (up to 500 c.c.) every four to 

seven days "until the collapse is complete"—or, at least, as 

complete as adhesions and other problems would allow. 

Following this, refills were given "at intervals of twelve to 

twenty-one days as long as the patient remains under 

/ 
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observation." 

The procedure was not without its risks. For one thing, 

it was not always clear which lung should be collapsed, even 

after introduction of the sanatorium's first x-ray in 1919.d 

Thus, while some patients with histories of hemoptysis*6 

experienced "truly dramatic" improvement, results in other 

cases were "disappointing", "either because of inability to 

produce sufficient compression, or because of the 

impossibility of determining from which 3ung the bleeding 

came."21 Dr. Miller published his first report of his 

methods and results using artificial pneumothorax in 1921.22f 

Pleurisy with effusion9 was the most common complication, 

occurring in 16% of the cases reported on. In a 1935 study, 

he reported the rate of this complication at 36% "for the past 

six years", with 8% going on to become puriilent—that is, to 

develop tuberculous empyema.11 By 1939, he was reporting that 

"70 to 80% of pneumothoraces are followed by effusions of a 

mild or serious nature".23 8% of patients also experienced 

bilateral extension of the disease following collapse therapy, 

This first x-ray, donated by the Red Cross, was 
replaced with a more modern one in 1927. 

e The coughing up of blood; see Introduction. 

f See also Tables B-l-a and B-l-b in the Appendix. 

9 Inflammation of the pleura, giving off fluid. 

h The production of pus by the inflamed pleura. 

• I I 
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and 5% adhesive pleuritis.1 Other complications included 

hemothorax — bleeding into the chest cavity (0.4%), and 

surgical emphysema, the escape of air into surrounding tissues 

(0.4%). Another danger involved the uncontrolled tearing of 

adhesions due to gas injection; if this happened adjacent to 

a cavity in a lung, the result could be spontaneous and 

dangerous lung collapse due to cavity rupture, with escape of 

germ-laden material into the thoracic cavity.24 Many other 

possible complications are mentioned in the literature. The 

tissue of the lung itself could be injured by inadvertent 

penetration by the needle, resulting in abscess formation. 

Should the needle point lie in a blood vessel, fatal embolism, 

either by air bubbles or by dislodgement of pre-existinc 

clots, could occur. Injury to the pleura or to the 

pneumogastric nerve could cause problems ranging from pleural 

shock, which could be rapidly fatal, to dyspnoea (distressing 

and sometimes "sermanent "air hunger", or shortness of breath) 

and loss of speech.25 

Often, there were practical problems as well. While the 

time needed for healing before lung re-expansion could be 

allowed differed from case to case, the minimum was variously 

estimated as between twelve and eighteen months. But general 

practitioners were as yet not equipped to give the all-

1 Adhesive pleuritis was the process responsible for 
creating adhesions. It commonly followed tuberculous empyema, 
and involved the formation of tough, fibrous connective tissue 
sticking the lung to the chest wall. 
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important periodic refills; patients had to return to the 

sanatorium. For many, this was impracticable or unaffordable; 

the result was the abandonment of treatment. Even at the 

initiation of treatment, according to Dr. Miller, despite the 

procedure itself being free of charge, civilian patients 

"usually" could not afford the long stays essential to a "good 

arrest" of their disease.26 

Despite these problems, artificial pneumothorax would 

quickly become the most widely-used specific therapy in 

sanatoria. Because of the perceived benefits of lung collapse 

in successful pneumothorax procedures, several surgical 

techniques would later be developed to produce collapse where 

adhesions or other conditions made pneumothorax unadvisable or 

inefficient. Before the mid-thirties, when the sanatorium 

itself acquired surgical personnel and facilities, any 

recommended surgical intervention was done at a nearby general 

hospital. 

Collapse proved "impossible" in about 15.3% of the cases 

Miller had attempted in 1921. Of the remainder, 74% were in 

the far advanced stage of disease, and 26% moderately 

advanced. In 72% of these patients, the disease was 

bilateral; they were still, however, regarded as suitable for 

artificial pneumothorax treatment by virtue of the disease 

being "inactive" and "confined to a small area" in the 

"better" lung. 

In view of the fact that 21 of the 50 patients reported 
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on in 1921 had been treated in the pre-x-ray era, that in 7 0% 

of the cases only a partial compression could be achieved, and 

that treatment was sometimes undertaken with only a palliative 

result in view, Dr. Miller was well pleased with the results, 

which he rated as follows: 

Excellent 4 patients 8% 
Satisfactory 16 " 32% 
Fair 11 " 22% 
No change 19 " 38% 

In an effort to gauge long-term results, Miller also 

rated the present condition of pneumothorax patients who had 

been treated from one to seven years previously (since the 

beginning of his adoption of the procedure) , and found that 17 

(34%) were "well and working", 16 (32%) were "living but not 

working", while 17 (34%) had died. Because this and most 

subsequent studies concentrated on such things as immediate 

post-treatment results, or death rates among all patients who 

had had a certain type of illness or a certain degree of 

collapse, but did not relate these to elapsed time, no 

appreciation of whether these procedures actually influenced 

life expectancy can be gained. Occasionally, a little 

information on this point can be gleaned from Miller's efforts 

to prove other points. For example, in a follow-up study 

conducted in 1932-3, it was desirable somehow to divorce the 

poor results of artificial pneumothorax patients treated 

before the x-ray became available from the better ones of 

subsequent patients, thus indicating the importance of careful 

case selection by x-ray. It was discovered that 70% of all 
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patients who had received artificial pneumothorax before 1919 

had died.27 These, of course, constituted a sizeable 

proportion of the patients whose "encouraging" results, 

presented in the 1921 study, served as a spur for the 

increased use of this procedure. 

No complementary figures exist to show that patients 

treated in 1920 or 1921 had done any better by the time of the 

later study; it was, apparently, simply presumed that they 

had. Though Dr. Miller often wrote of the sanatorium's annual 

mail-out of questionnaires to keep tabs on the condition of 

ex-patients, these relied on patient-supplied information 

alone, and further relied on comparing ambiguous categories 

such as "well and working" with simply "living"; these could 

mean little in practice, since a "working" patient was not 

necessarily in any better health 'Jhan a "living" one who might 

work at home, who might have chosen not to work, or who could 

not find any but unsuitable labor. Nor did Miller himself 

appear to put much faith in these yearly returns. When he 

conducted his study of 460 artificial pneumothorax cases, 

published in 1935, he acknowledged the difficulty of effective 

follow-up: 

It seems hardly necessary to mention the difficulty 
we had in tracing those who had once been under our 
care. Some patients were still to be found at 
their original home address, while some had moved 
elsewhere in the province, and others to different 
parts of Canada or t o the United States. A number-
had also died without our knowledge. With 
patience, much correspondence, and following every 
clue at our disposal, we were eventually able to 
gather sufficient material to enable us to proceed 
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with the preparation of the graphs 28 

In the absence of concrete evidence for the procedure's 

long-term benefits, Miller was encouraged by the fact that 

symptomatic improvement often followed even partial collapse, 

and that the treatment worked dramatically in many cases to 

stop life-threatening hemoptysis. Thus, although 38% of 

Millar's treated patients had received no benefit from the 

procedure, and over a third were dead by the time of the 

study, he concluded that there had, overall, been a net 

benefit: 

...taking our pneumothorax experience as a whole, 
we are inclined to agree with other workers that 
this operation holds out a hope to many 
tuberculosis patients who, without it, seem unable 
to recover. We are using it more frequently every 
year, and we intend to continue its use.29 

The question remained, however, whether these patients would 

have done as well or better with no treatment at all: to have 

studied this issue directly by comparing these results with 

those of an untreated control group would, of course, have 

been ethically objectionable.30 Certainly, despite his 

desire for good results, Dr. Miller did not withhold treatment 

from desperate patients who seized upon the new procedure as 

a last chance, even when their cases were otherwise 

"unsuitable".31 

What was the logic of collapse by artificial pneumothorax 

and later, more drastic methods? By alleviating distressing 

symptoms and reducing the risk of other forms of tuberculosis 

resulting from the swallowing of one's own contaminated 
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sputum, collapse was felt to be, and perhaps was, of great 

benefit to individual patients. Still, it was not applicable 

to the vast majority of patients. The ideal case for 

artificial pneumothorax—the unilateral case of pulmonary 

tuberculosis without adhesions—was not often encountered, 

more than 80% of patients having bilateral lesions.32 Dr. 

David Stewart of the Manitoba Sanatorium remarked in 1920 that 

this therapy was applicable only in about 10% of cases; but 

improved technique, particularly the introduction of 

thoracoscopy which allowed the safe division of adhesions, 

later allowed its use to increase somewhat. Still, by the 

early 1930s, Dr. Miller felt that it was suitable for "not 

more than twenty per cent"33, and had already begun to use 

more radical measures such as thoracoplasty and phrenic 

paralysis in cases which did not respond to artificial 

pneumothorax.j Until the mid-1930s, such surgery was 

performed outside the sanatorium, with the patient returning 

there for follow-up treatment.34 For the many patients 

considered unsuitable for collapse therapy, sanatoria still 

offered fresh air, good food, rest, congenial company, and the 

peace of mind gained from knowing one was in the hands of 

experts. As late as 1932, Miller would write that "rest in 

the open air is still the outstanding measure to restore a 

patient to health."35 

1 These procedures are discussed in detail in Chapter 
Four; see also Figure B in the Appendix. 
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Even in suitable cases, the benefits of artificial 

pneumothorax were all too often temporary. The work of Miller 

and others with the ex-soldiers soon made the great frequency 

of relapse frighteningly clear: patients were "continually 

returning for re-treatment, usually in a much worse condition 

than that of their previous illness."36 Of the 13 3 8 ex-

service patients treated before 1924, nearly a third (430 

patients, or 32.1%) had returned, "many of them several 

times". And this, it must be remembered, was a uniquely 

privileged patient populationr "Civilian patients," wrote 

Miller, "cannot usually afford the extended period of 

sanatorium treatment necessary to a good arrest of their 

disease, few remaining longer than six months; and civilians 

have no government support for themselves or their families 

during the post-discharge period and no regular examinations 

after discharge."37 Overall, re-admissions accounted for 

between a fifth and a third of all admissions at the 

sanatorium in the twenties and thirties, but the rate was much 

higher — about two-thirds — among ex-servicepeople, probably 

because their recurring problems were diagnosed and treated at 

government expense. For this reason, the higher rate is 

probably much closer to the true frequency of relapse. 

To add to these problems, it had quickly become clear 

during the war that reliable diagnosis of tuberculosis was a 

far more complicated and demanding process than had been 

thought. The failure to detect tuberculosis in the physical 
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examination of so many recruits had driven home the importance 

of radiological examination as nothing else could have done. 

Further, it was discovered that a great many patients whose 

symptoms and histories would have led to a definite diagnosis 

of tuberculosis before the war in fact were not tuberculous at 

all. Of 1200 consecutive ex-service cases reported on by 

Miller in 1923, 27.7% were found to be non-tuberculous.38 

With the importance to the government of saving pension 

dollars, physicians began to worry quite as much about 

diagnosing too many cases of tuberculosis as too few. Chest 

pain, for example, was found by Dr. Miller to be a symptom of 

negligible importance in diagnosis, being present in 90% of 

all cases reporting for examination, tuberculous and non-

tuberculous alike. Studies on the value of hemoptysis as a 

symptom were showing widely varying results, leading Millar to 

speculate there must be some factor causing more frequent 

occurrence of this symptom in civilian groups compared to 

military ones.39 Percussion and microscopic examination of 

sputum were both much less reliable than had been formerly 

thought, as were histories of cough, expectoration, weight 

loss, and weakness—the latter two being actually more common 

among non-tuberculous patients. The great influenza epidemic 

of 1918-1919 had also forcefully pointed out the problems in 

differential diagnosis. Lurking in the background, though 

usually unspoken, was the disturbing question of how many 

prewar "cures" wrought by the classic sanatorium regime had 
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actually occurred in patients who had not had tuberculosis at 

all.40 "While we can still expect much, and have by no 

means lapsed wholly into pessimism," commented David Stewart 

in 1920, "still the disease seems more difficult in its 

several phases and complications and more obstinate in its 

course than we considered it to be. The real good results in 

cases of definite disease are possibly even less the rule than 

the exception."41 

Artificial pneumothorax and its kindred therapies had 

another role, quite apart from their purely physical effects 

on patients: they gave sanatoria a function which could not 

practically be duplicated anywhere else. No busy general 

hospital was yet equipped to offer repeated in-house 

monitoring and "refills" to patients who must be watched 

carefully for as long as eighteen months. There was also, 

undoubtedly, a "psychological element", such as Dr. Stewart 

perceived for the now-discredited "specific", tuberculin: 

Something a little beyond his [the patient's] 
comprehension, beyond imitation in his own home, a 
rite or ceremony as impressive as the subcutaneous 
administration of Tuberculin tied many a patient to 
"the cure" who would otherwise, with only ordinary 
modes of treatment in sight, hr>ve lost faith and 
gone home. Instruction of patients is good, but 
something impressive should remain, and Tuberculin 
had a secondary usefulness in that it was 
impressive.42 

So also, surely, was artificial pneumothorax. 

Collapse therapy was also intended to benefit the public 

health in general, by rendering patients' sputum free of 

bacteria and hence making them non-infective. Still, by the 
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1920s public health workers throughout North America were well 

aware that infection per se was not the driving force behind 

the tuberculosis problem. Wrote U.S. tuberculosis specialist 

Allen Krause in 1921, 

Infection, of itself, is relatively unimportant... 
The problem of preventing the outbreak of frank 
disease in the legions of the infected is the crux 
of the programme of prevention... 

It is when we come to follow this phase of 
tuberculosis that we gain some realization of the 
true place of tuberculosis in our daily affairs and 
the delicate interrelationships between it and 
society. More or less poverty in a community will 
mean more or less tuberculosis: so will more or 
less crowding and improper housing, more or less 
hygienic occupations and industry, more or less 
occurrence of other diseases... Under the 
circumstances, our duty...is plain and permits of 
no equivocation. It is to contribute to the 
attainment of civic decency and cleanliness; of 
light, space and food enough for all...43 

And Dr. Miller quite agreed: 

The development of tuberculous disease in the adult 
and older child is a question of general health and 
vitality. Everything that bears upon the latter 
bears upon the former. If we are going to 
strengthen the chain of our endeavor to overcome 
tuberculosis and supply the missing links, one of 
the first moves must be to turn some of our 
attention away from the "germs" we have been 
chasing or avoiding and turn it toward the 
promotion of individual and public health.44 

However, despite such rhetorical recognition of the social 

element in tuberculosis and the necessity for broader-based 

preventive work, the efforts of physicians and governments 

largely remained focussed on the sanatorium "cure". 

The Patient Experience 

Besides changing patient-selection policies, adding to 
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expenses and increasing staff involvement in research, the war 

brought about a transformation in sanatorium life. By 1918, 

the institution had become a virtual military hospital. 

Despite the tremendous expansion which had taken place, fewer 

beds were available to civilians in 1918 than in 1914. This 

was offset only slightly in 1921 by the addition of 48 

tuberculosis beds in Halifax's newly-opened Morris St. 

Hospital, so named to avoid use of the dread word / 

"tuberculosis", though its more commonly-used name was the 

Halifax Tuberculosis Hospital.45 In essence, this was a 

replacement for the Halifax Anti-Tuberculosis League's 

Hazelwood Hospital, taken over by the city in 1919.46 

The character of sanatorium life depended on whether one 

was a bedridden infirmary patient or well enough to be housed 

in one of the pavilions. Pavilion life ostensibly proceeded 

with military discipline and clockwork precision according to 

the following schedule: 

7:00 am: First bell. Patients rise, bathe, dress; 
temperatures taken. 

8:00 am: Breakfast. 
8:30 - 9:00 am: Sputum boxes changed, beds made, 

rooms cleaned. 
10:30 am - 12:15 pm: Exercise as prescribed. 
12:15 - 12:45 pm: Rest in chairs, reading 

permitted. First bell: prepare for f 
dinner. 

1:00 pm: Second bell: Dinner. // 
2:00 - 2:30 pm: Rest in chairs; no talking allowed. 

Lunch hour temperatures taken. 
3:30 - 5:15 pm: Exercise as prescribed. 
5:15 - 5:45 pm: Rest in chairs. First bell: 

prepare for supper. 
6:00 pm: Second bell: Supper. 
7:00 - 8:00 pm: Rest in chairs; temperatures taken. 
8:00 - 9:00 pm: Recreation, music, etc. 
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9:00 pm: Bed. 
9:30 pm: Lights out; talking not allowed for any 

purpose.47 

Besides the daily bell-ringing regimen, there was a host 

of supplementary rules to govern patient behavior. Patients 

were "forbidden" to talk of their disease, their symptoms or 

any related topics during meals, and this sort of talk was 

"discouraged" at all times. Meals must take at least twenty 

minutes. Visitors must be received in the reception room. 

There was to be no beer, no gambling, no swearing, no loud 

laughing or other boisterous conduct. Patients could not 

visit the town without permission, and permission would not be 

forthcoming for excursions after 7:00 p.m. No two patients of 

opposite sexes were to meet on or off the grounds without the 

presence of a third party, and there would be no visitation 

between men's and women's pavilions.48 

Naturally, things were not really so well-ordered. The 

sanatorium, hitherto a quiet, secluded retreat, had suddenly 

grown into a bustling small town, populated for the most part 

by spirited, if ailing, young men with time and money to 

spare, whose immediate past histories and uncertain futures 

perhaps contributed to a resolution to live for the moment. 

To some extent, the new facilities catered to the perceived 

need for wholesome amusement. There was now a recreation 

building for the evening "recreation period", which provided 

a succession of "picture shows", concerts, and other 

entertainments. It also hosted Protestant religious services 
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every Sunday; Roman Catholic veterans were less well provided 

for by Masses celebrated only on the first and second Mondays 

of each month. A vocational training program was also 

available for those whose health could be expected to limit 

future job prospects. Eventually to become one of the 

paramount areas of concern for sanatorium administrators, the 

vocational programme was perceived at this period as something 

of a luxury, ultimately expendable. At its peak, the 

programme employed ten instructors in such areas as general 

education, commercial training, motor mechanics, woodworking, 

and other crafts. All but training in carpentry and in the 

duties of "ward aide" had been dropped by the time of the 1922 

annual report, due to "great expense and small attendance".49 

The presence of "our boys" had helped to improve the 

public image of the sanatorium, attracting the attention of 

patriotic and benevolent organizations who contributed still 

more diversions. Red Cross volunteers, the Knights of 

Columbus, the International Order of Daughters of the Empire, 

and the YMCA paid frequent visits and sponsored regular 

"socials". Groups or individuals donated books, cigarettes, 

a greenhouse, a car, a library, musical instruments including 

a piano, and many other gifts. A patients' orchestra was 

formed, and military patients in 1919 brought out a sanatorium 

newspaper, The X-Rav, renamed Health Rays in 1928. The paper 

featured health articles contributed by sanatorium staff or 

reproduced from similar magazines across the continent, along 
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with local news, humour and gossip under such names as 

"Squirrel Food" and "San Skandal".50 Patients also engaged 

in productive work. The "garden", wrote Dr. Miller in 1920, 

had grown "amazingly", producing tens of dozens of bushels of 

turnips, thousands of pounds of squash, and tons of hay. It 

was hoped, indeed, that expanded farming would make the 

sanatorium self-sufficient in milk, eggs and vegetables.51 

But there were times when wholesome amusements failed to 

amuse sufficiently, and incidents occurred which would have 

been unthinkable at the prewar sanatorium. On one memorable 

evening in 1917, for example, Dr. Miller was thrown from a 

window by a group of drunken young veterans. The ex-soldiers 

also delighted in saluting the doctor as he drove his 

temperamental Maxwell up a particular hill on the grounds, 

knowing that, as a captain, he would have to salute back and 

chances were excellent that the car would stall, necessitating 

another "run" at the hill.52 Miller is said to have enjoyed 

the veterans, and to have taken such antics with good grace. 

Still, one can sense the earlier tension and almost feel his 

relief when he reported in 1920: 

It is a pleasure to be able to report that the 
general discipline at this institution has greatly 
improved... This is probably due both to the fact 
that the spirit of unrest left over from war time 
is being overcome and the men are settling down to 
take their civil life problems seriously, and also 
to the growing conviction among our patients that 
they are being met with just and fair treatment... 
[They now] appear to be contented and desirous of 
doing their best for themselves and for their 
fellow patients...[and of entering] into co­
operation with the management.53 


