PART 1: Hospitals and Health Care
in Montana and Alberta, 1880-1950

different national contexts, communities in Montana and
neij thboring Alberta faced similar challenges in providing health
eire in the decades between 1880 and 1950. Conditions in the
West.often meant that people in need of nursing had no nearby
- family members, and although hospitals did not see their
- function as providing care for dying people, the history
of hospitals in Montana and Alberta shows that some
institutions accepted their role as a substitute
home. The two elderly Métis hunters shown here,
Andre Nault and Ambroise D. Lepine (right),
visited in the hospital where Lepine had been
admitted in 1923. Lepine died at age
eighty-four a week after this
photograph was taken.
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over the spafl of seven decades, terminally

ill people and their families inhabited a &%
type of borderland of their own. Cross- |
ing between home and hospital, between
hope and pain, and from the land of the
living to the land of the dying, patients
and loved ones traversed a landscape that
was fraught with suffering, frustration, and
heartache. Doctors may not have been
able to cure, and a family’s resources and
love might not have kept the grim reaper
from the door indefinitely, but there was
always “something” that could be done
to aid the dying on their final journey.
Although the politicization of care for the
dying emerged in the late twentieth cen-
tury, concerns about where terminal care
ought to be provided and by whom have
preoccupied patients, families, physicians,
and policy makers for at least the past
hundred years."

Today most Canadians and Ameri-
cans die in a hospital. However, this has
not always been the case. Throughout
the late nineteenth and into the twentieth
century, the doctors and managers of most
hospitals in North America preferred not
to admit dying patients, and most people
viewed care of the dying as a family matter
to be handled in the home.? As late as 1945, a group
of social workers studying the care of two hundred
terminally ill patients in Boston concluded: “It is
well known that hospitals have to discourage or
refuse both admission and holding of patients who
are untreatable and in the terminal stage.”3 Yet, con-
ditions in the West often meant that the dying had
no nearby family members, and in these instances,
various types of hospitals offered valuable end-of-life
care.4 As this comparative look at Alberta and Mon-
tana reveals, regardless of where terminal care took
place, women were almost always instrumental in its
provision.

@espite different national contexts, Alberta and
Montana have regional similarities. Approxi-
mately two hundred miles of international border
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Reglonal similarities, including largely rural settiement patterns and
an unequal ratio of men to women, affected the delivery of health
care In Alberta and Montana. Women, who provided most of the
care for the sick and dying, were few in number, and the populations
needing services were spread across vast spaces. A cabin used
as an early hospital in Calgary, Alberta, is marked by an X on the
right edge of this 1884 view of part of the early city that includes
the |. G. Baker mercantiie company's bulldings on the left, freight
wagons circled above the hospital, and tipis and Red River carts

'»&‘;’T:‘«,ﬁw« Y TN o

p s Aok

near the Elbow River in the foreground.

and geographical features such as plains, rivers,
and mountain ranges link the two, and they have
similar early histories relative to the presence of
native populations and white contact, homesteading
and agricultural settlement, railroad companies and
towns, and cattle and sheep ranching. Both evolved
from federal territories, with Montana admitted as
the forty-first state in 1889 and Alberta becoming
the ninth Canadian province in 1905. In addition to
the overlapping histories and movements of native
peoples of the region, the early decades of the twen-
tieth century were also marked by back-and-forth
homestead migration across the forty-ninth parallel.5
And throughout the twentieth century, Montana and
Alberta have to varying degrees shared multifaceted
agricultural and mining economies.
(continued on page 33)
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Public Hoalth and FCealth Care Pobicy

IN MONTANA AND ALBERTA

IN ADDITION to the nursing they provided to
terminally ill patients under the auspices of religious
and private hospitals, Montana and Alberta women
also made significant contributions to the efforts to
establish and expand public health care in the state
and province, an effort that directly affected the avail-
ability of hospital care.
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In the earliest years, the vast distances between
population centers combined with a paucity of
nurses, physicians, and hospitals initially served as
barriers to the development and delivery of public
health or medical services. Even in the late 1800s,
health care services in Montana and Alberta looked
very similar. Public health matters were handled

In addition to the nursing they provided to terminally ill patients, women also made important contributions to
political efforts to expand access to health care in Alberta and Montana; these efforts, although primarily focused on
programs for women and children, also significantly increased the number of hospital beds available for the care of
the dying. The members of the United Farm Women of Alberta (UFWA) were particularly successful in their lobbying
for health-related legislation. Pictured are members of the 1919 UFWA board: (back row, left to right) Mrs. J. W. Field,
Mrs. J. Dowler, Mrs. M. J. Sears, Mrs. O. S. Welch, Mrs. Macquire, Mrs. Charles Henderson, and (front row, left to right)
Mrs. A. M. Postans, Mrs. J. F. Ross, Mrs. W. H. [Irene] Parlby (also an Alberta legislator from 1921 to 1935),

Mrs. Paul Carr, Miss Mary W. Spiller.

DAWN NICKEL | AUTUMN 2009

27



28

within local jurisdictions and consisted primarily of
efforts to deal with crises such as outbreaks of conta-
gious diseases.

Statehood in Montana after 1889 and provin-
cial status in Alberta after 1905 did not dramatically
change the delivery of health care services. For one
thing, the diseases and other health issues that arose
remained similar in both places. As with the rest of
North America, the most aggressive public health
efforts were concentrated in towns and cities and
focused primarily on epidemic, not endemic, disease.

Indeed, it was smallpox epidemics that precipi-
tated the creation of state and provincial boards of
health in both Montana and Alberta. The Montana
State Board of Health was created on March 16,
1901." At that time, health officials struggled to deal
with issues related to smallpox vaccination and quar-
antine that were as contentious as the disease was
contagious.? In the next few years, Progressive Era
reform efforts and the political activism sparked by
efforts to obtain women’s suffrage encouraged the
Board of Health to take steps to improve water and
food sanitation and other public health issues.

Alberta’s Provincial Board of Health was estab-
lished under the jurisdiction of the Department of
Agriculture as part of the Public Health Act assented
to in March 1907. By continuing the work of an ear-
lier and smaller territorial department, the province
hoped to get a firmer grip on the health conditions of
a rapidly growing population, an effort supported by
politically minded women. One of the Alberta Board
of Health’s primary purposes was public health
inspection. To that end, provincial health inspectors
devoted themselves to the regular inspection not only
of slaughterhouses and piggeries but also of jails,
schools, churches, and hospitals.

By about 1915, two differences in Alberta and
Montana’s health care can be discerned. The first
related to the degree of government intervention in
hospital development, with the Alberta government
clearly more engaged in building, supporting, and
monitoring hospitals. As historian Terry Boychuk
points out, local governments in the prairie prov-
inces of Canada were exceptional in their readiness
to assume direct responsibility for hospital care.
In 1898, the government of the North-West Ter-
ritories passed An Ordinance to Regulate Public
Aid to Hospitals. Starting that year and continuing
through the next sixty years, each approved hospital
in Alberta was eligible to receive a per diem payment
for every patient admitted. The per diem rate ranged
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from twenty-five to fifty cents per patient per day.
Approved hospitals included religious, community,
and government hospitals but with few exceptions
excluded private hospitals owned by individuals.
Hospitals received their subsidies twice a year, based
on their provision of sworn vouchers. Since they
were potentially eligible for a subsidy, hospitals in
Alberta were also exposed to scrutiny, and from the
time that the hospital ordinance was passed in 1898
through the first half of the twentieth century, inspec-
tors for the Department of Public Health visited most
Alberta hospitals on a regular basis.4

Prior to 1945, Montana state health officials exhib-
ited a completely laissez-faire attitude toward the
existence and business of hospitals in the state, and
most hospitals in Montana operated without govern-
ment support or oversight. By 1915, officials from the
State Board of Health regularly inspected hotels, res-
taurants, slaughterhouses, confectioneries, and bake
shops and licensed only those establishments that
met the conditions of sanitary inspection. However,
hospitals in the state were not subjected to inspection
or licensing until 1941, when the state legislature
passed a law that dictated that all hospitals in the
state receiving maternity patients be inspected and
licensed. Even that program was curtailed by 1945,
due to lack of personnel. The reasons that Montana
hospitals operated for so many decades without state
oversight remain unclear, but a shortage of inspection
personnel played a large part.

Montana’s lack of inspectors was at least partly
due to lack of funding for health matters in the state.
Indeed, the second difference between Alberta and
Montana in the area of hospital development relates
directly to government financial support. In the U.S.,
the federal government launched major health care
programs, especially for maternal and infant care in
the 1920s and more widely after the onset of the Great
Depression; in Alberta, major health care initiatives
remained primarily a provincial responsibility, with
some federal participation to share costs coming
later in the century. Despite diverse political philoso-
phies, the three consecutive provincial governments
that held power in Alberta prior to 1950 appeared
to be committed to making health care a priority.
When elected in 1905, Alexander Rutherford and
his Liberal cabinet understood that as part of Can-
ada’s western hinterland, Alberta was expected to
serve national and imperialist interests.> A healthy
and growing population was absolutely necessary to
meet those expectations. The federal Liberals were
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By the late 1910s, widespread infectious disease
outbreaks had generally abated, and thus no one was
prepared for the influenza pandemic that hit in fall
1918. Tens of thousands of people fell ill, and thousands
died in Alberta and Montana. Montanan A. B. Kimball
(above) is dressed for work during the epidemic,
wearing a protective mask.

instrumental in encouraging and supporting the
development of health programs by their provincial
counterparts, but pressure from the populace was
even more important.

The differences in government response to health
issues in Alberta and Montana were no doubt related
to the power of the United Farmers of Alberta (UFA).
Over the first decade and a half of Alberta’s prov-
incehood, the UFA and especially the United Farm
Women of Alberta (UFWA) pressured the govern-
ing provincial Liberals to keep health care a priority.
The UFWA successfully lobbied the government to
pass a flurry of health-related legislation during the
second decade of the new century. Most of the new
health programs were aimed at improving condi-
tions for mothers and children. By 1921, the UFA had
formed its own political party and had successfully
wrested power from the provincial Liberals. By the
time it was elected, the UFA had, with the instrumen-
tal assistance of the UFWA, fashioned a new public
understanding of health problems, as well as a desire
among Alberta’s population for government solu-
tions to those problems.” Throughout its political
tenure between 1921 and 1935, the UFA promoted
the ideal of accessible and affordable medical care to

people all across Alberta, with special attention paid
to the party’s largely supportive rural base.

Just as the political landscape evolved so did
the types of medical issues addressed through public
health measures. By the late 1910s, widespread infec-
tious and contagious disease outbreaks and epidemics
had generally abated in Alberta and Montana. The
scourge of smallpox had receded, as had the terror of
typhoid, and the use of antitoxin for diphtheria was
doing much to eradicate that disease. Unfortunately,
the worst was yet to come, with nobody prepared
for the havoc brought on by the arrival of the influ-
enza pandemic. The worldwide pandemic was brief
but deadly, killing millions of people in a matter of
months. The populations of Montana and Alberta
were dominated by young adults, the exact group
that the flu attacked most severely. The first cases of
influenza in Alberta were reported in October 1918.
By the end of 1919, there were thirty-eight thousand
reported cases with over four thousand fatalities.
Montana was also hit hard, with thirty-seven thou-
sand cases and five thousand deaths over the same
two-year period. With professional nursing care in
short supply, women often volunteered to fill the
critical nursing shortages in hospitals.?

When the catastrophic flu was behind them,
the Boards of Health in both Alberta and Montana
began to focus on other longstanding public health
problems. Tuberculosis was a serious problem in both
places for the first several decades of the twentieth
century, and both Alberta and Montana established
state-run sanitariums, but the most pressing health
concerns facing both Montana and Alberta by the late
1910s were related to the care of birthing mothers and
newborn infants. Appalling statistics on maternity-
related deaths caused deep concern among both
state and provincial health officials. For example,
Montana State Board of Health officials claimed that
Montana was in the “unenviable position” of having
the highest reported maternal mortality rate of any
state included in the national statistics in 1919 and
the highest infant mortality rate of any of the states in
the American Northwest.9 Similarly, by 1921 Alberta
had the highest recorded maternal and infant mortal-
ity rates in Canada.'®

Throughout the first half of the twentieth cen-
tury, in Alberta and Montana, as in most of the rest
of North America, public health officials generally
took a two-pronged approach to improve maternity
care. They first focused on providing health care ser-
vices to women who delivered their babies at home,
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especially those in isolated communities and rural
areas, where the infant mortality rates were appalling,
often twice or more than the city rates.* The second
approach was to attempt to increase the availability of
hospital-based maternity care.

In Alberta, the Municipal Hospitals Act of 1917
was a major legislative initiative in the development
of hospitals and an important step in improving
maternal and infant health outcomes across the prov-
ince. A Public Health Nurses Act passed in 1919 went
far toward providing public health services in urban
centers but did nothing to lower the high death
rates associated with childbirth in the isolated rural
communities. To address the latter, in 1919 Alberta
accepted a proposal put forward by the UFWA to
enact a District Nursing Program, only the second
province to establish such a program.The program
was tailor-made to address the health needs of farm
families and provided natal care before, during, and
after birth, as well as other public health services,
such as school inspections and immunizations,
emergency care, and even dentistry and veterinary
services. Efforts to continue to improve birthing
conditions for Alberta women stalled during the eco-
nomic depression of the late 1920s and early 1930s,
but the provincial government’s commitment to
improving maternity care was revived in April 1944
when the Social Credit government’s Maternity Hos-
pitalization Act went into effect, guaranteeing free
hospital services for new mothers and infants.

Montana lacked both the money and the strong
lobbying power of an organization such as the United
Farm Women of Alberta. The problem of high mater-
nal and infant mortality rates was not given much
priority until 1921 when the federal government
passed the Sheppard-Towner Act. The act, which
promoted health and welfare for expectant mothers
and infants, made funds available to states in propor-
tion to population, if the state committed matching
funds. The Sheppard-Towner program was in place
in Montana by May 1922 and was administered by
officials from the Montana State Board of Health’s
Division of Child Welfare. Much of the first year was
devoted to promoting the program to physicians as
well as the public and trying to improve an inad-
equate birth and death registration system.'?

Although few in number, the women who admin-
istered the Sheppard-Towner program in Montana,
many of whom were physicians and nurses, were as
committed as the UFWA women in Alberta to the
idea that rural populations deserved the same level
of health care services as urban populations. To
realize their goals, these women attempted to garner
support for the development of a county nursing
system that would have paralleled the district nursing
system in Alberta. But the Sheppard-Towner pro-
gram was discontinued in Montana at the end of its
initial five-year term, and the county nursing scheme
never materialized. Although there may have been
some support for both plans, the desperate economic

When the flu epidemic ended, public health officials in Montana and Alberta focused on the longstanding problem
of high rates of maternal and newborn mortality, especially in rural areas. Alberta enacted a UFWA proposal for a
District Nursing Program to provide natal care and other health services to farm families. Above, District Nurse
Martha Hagerman assists a mother and child at a child welfare clinic in Medicine Hat in 1932.

MONTANA THE MAGAZINE OF WESTERN HISTORY

8-£G6E-VN ‘Buaqly ‘Kiedie) ‘seaiyoly moqualn

MHS Photograph Archives, Helena, PAc 96-71.1 3



Although Montana lagged behind Alberta in providing health care for mothers and children, the federal Sheppard-
Towner Act, passed in 1921, gave Montana and other states funds to promote the health and welfare of expectant
mothers and infants. Montana supporters of the program hoped to develop a county nursing system that would have
paralleled Alberta’s district nursing system. However, the Sheppard-Towner program lasted only five years and the
county nursing idea never materialized. This photograph from Montana’s health department taken circa 1925
shows “Miss Margaret Thomas holding [a] baby clinic.” The poster on the curtain in the back shows
an idyllic landscape labeled “A Birdseye Map of Healthland and the Child Health.”

conditions that persisted in Montana throughout the
1920s and 1930s likely prevented the implementation
of the new plan, and the Sheppard-Towner program
was repealed nationally in 1929 due to pressure from
organized medicine. Additionally, even if a county
nursing program had been created, a nursing short-
age that existed in Montana for most of the first
half of the twentieth century would have limited its
possibilities.'

Opverall, infant and maternal mortality rates im-
proved in Alberta and in Montana between 1920 and
1950. Although historians disagree about whether
or not the hospitalization of birth contributed to the
drop in infant and maternal mortality rates across

North America during this period, medical profes-
sionals of the era clearly believed hospitalization
would improve outcomes. Health experts urged
women to go to hospitals to give birth, and many
Alberta women listened, especially after they were
guaranteed free care in hospital. In 1938, about 66
percent of births in Alberta took place in hospitals,
and by 1949 over 97 percent of Alberta’s babies were
born in hospitals, many of them in Alberta’s munici-
pal hospitals.’5

The improvements in maternal and infant health
were welcome at a time when Montana and Alberta,
like other parts of North America, faced the effects
of a deepening economic crisis that started in the
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