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PEOPLE WHO LIVE IN rural or remote settlements, especially in the North, are subject
to illness and injury like their southern urban counterparts — even more so due to
harsh environments and climate, dangerous occupational conditions, and increased
distance from health services. Today 20 per cent of the population of Canada is
considered to be rural, but that segment of the population is served by only 10 per
cent of the country’s doctors. The history of medicine and health care of these popu-
lations remains largely unwritten due often to a lack of interest by professional his-
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torians and to a paucity of sources. A window on the development of medical and
health care delivery and practice in remote areas is available instead through the
contemporary life writings of physicians, midwives, and nurses who lived and
worked in these communities. Typically these autobiographies and biographies are
not widely disseminated, and are thus available only as “local” publications. Yet a
close reading of these accounts reveals a wealth of historically useful material that
otherwise would have been lost.' Often authors write these anecdotal accounts
many years after the events took place, and it is important to recognize that some
“slippage” might have resulted due to forgetfulness or invention over time. What-
ever inaccuracies they may convey, in the absence of corroborating or supplemen-
tary materials, we must rely on them for the time being. These narratives also reveal
the often intimate and emotional connections between people, institutions, and the
communities that nurture them. Thus they contribute to our understanding of what
constitutes rural medicine and health care, demonstrating in particular that it is
much more than simply a type of medical practice defined negatively as “not ur-
ban."”

The three books discussed reveal much about professional activities and inter-
professional and personal relationships. Insights into clinical practice under harsh
environmental and the socio-economic conditions of the people abound. The pri-
mary dependence on foot power and on other forms of transportation technology
(horse and dog sleigh, planes, ships, and boats) for patients and practitioners is evi-
dent in all works. Gender is also an important theme in all of these books, for
women occupied a vital place in the practice of rural and remote medicine. Occa-
sionally, as spouses, but more typically as midwives and nurses, women carved a
niche for themselves that was indispensable in Newfoundland and Labrador. It is
incontrovertible that the scope of work of informal and formal nurses in remote re-
gions far exceeded that of their urban counterparts. Even when subordinated to a
physician-in-charge, nurses often put their (male) bosses in their place. If a mid-
wife/nurse was the only professional practitioner in a region, she would assume the
de facto role of doctor. Indeed, sometimes these women even performed limited
surgery (minor amputations, suturing, tooth extractions, obstetrical work) and pre-
scribed medications. In addition to the women discussed here, there is also the ex-
ample of Myra Bennett of Daniel’s Harbour who became the stuff of legend due to
her over 50 years of service. In addition to national awards and recognition, play-
wrights, biographers, and documentary film makers have devoted attention to her.’
Also notable from these works is that much of the cost of rural health care in New-
foundland was publicly subsidized and community based. Indeed, this fact did not
escape the attention even of the United States Public Health Service when Assistant
Surgeon General R.A. Vonderlehr reported in 1940 that the “provision for medical
care of the people in Newfoundland at public expense is more effectively devel-
oped administratively than in any part of the United States.” *
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Considered together, the preceding generalizations suggest that a “health care
ecosystem” existed around the mid-twentieth century that functioned successfully,
albeit in fragile balance. This situation very much contrasted with the totally frag-
mented and underdeveloped state of Newfoundland medical care of the preceding
decades, and it also differed from the later twentieth-century when increased medi-
cal specialization, technological sophistication, rising costs, centralization, popu-
lation redistribution, new transportation patterns, and, regretfully, a marked de-
cline in the public trust of the provincial medical system became more pronounced.
Additional research is needed to support or modify this perspective, but the three
locally produced books discussed do suggest that we might learn a great deal from
pre-Confederation rural medical practice, and that a more integrated, comprehen-
sive, and scholarly study of Newfoundland’s pre-Confederation rural medical his-
tory might be called for.

The “cottage hospital” is a good starting point for any discussion of rural health
care in Newfoundland. This overlooked and under explored species of the modern
hospital has been fully appreciated by British historian Steve Cherry.’ Likely to be
found in remote parts of England and Scotland (and occasionally in Canada) during
the late-nineteenth and early-twentieth centuries, it can properly be understood as a
British invention. Not surprisingly, the concept of the cottage hospital was readily
imported to Newfoundland. Between 1936 and 1952, the government built 15 cot-
tage hospitals to help deliver health care to those living in outports and other iso-
lated settlements, which typically could be reached only by boat or with difficulty
over harsh terrain. The Newfoundland cottage hospital was a grassroots institution.
It was also an early experiment in socialized medicine as the government paid doc-
tors at the cottage hospital on a standardized salary with patients paying an annual
fee for basic hospital care.’

Cottage Hospital Doctor, Dr. Noel Murphy’s book-length memoir, offers a
unique insider’s perspective on the activities at a cottage hospital at Bonne Bay near
Norris Point over a ten year period. Murphy (1915-2005), born into a St. John’s
medical family (his father, Dr. John Murphy, trained at the same institution as Sir
Wilfred Grenfell), received his medical training in London. After graduating in
1943, Noel Murphy served two years in the Royal Air Force, returning to New-
foundland to take up his post at the Bonne Bay Cottage Hospital with responsibility
for a population of about 6,000 people who were scattered along the rugged west
coast from Deer Lake to St. Anthony. Murphy lived in Bonne Bay until 1954 when
he and his family moved to Corner Brook where they remained for the next 50
years, and where he continued to practice medicine, became a radio and journalism
personality, and entered into municipal and provincial politics as mayor of Corner
Brook and MHA for Humber East. The first third of this autobiography is arranged in
aroughly chronological fashion, while the remaining chapters are topical, covering
various adventures, family reminiscences, “doctors’ stories,” and historical vi-
gnettes of pre-and post-Confederation Newfoundland.
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Arriving in Bonne Bay at the end of World War 11, Noel Murphy took over
the work of a Dr. Robert Dove who ran the hospital from its opening in 1939. The
hospital itself incorporated two main public wards of ten beds each, two private
rooms for patients, an operating room, nurses’ quarters, a kitchen, a laundry, a labo-
ratory, an X-ray room, a darkroom, a doctor’s office waiting room, a small drug dis-
pensary, and other utility rooms. On the hospital grounds were the morgue, ice
room, and the generator house which contained three electrical generators to supply
electricity (one specifically for the radiology equipment, the others to supply direct
current electricity which was stored in large batteries for use by the hospital). A
doctor’s residence was also located nearby. While basic, the hospital was self-con-
tained. The minimal staff complement required that Murphy act as radiologist, labo-
ratory technician, surgeon, anaesthetist, obstetrician, physician, and administrator.
In addition to his hospital practice, he also did “house calls” along approximately
200 miles of the western coastline of the Northern Peninsula.

As the only doctor for hundreds of miles, Murphy was readily accepted as a
member of the community, but he was conscious of maintaining his professional
demeanor and “distance” as almost all who belonged to it were also his patients. A
respected member of local society, he was often accorded a place of honour at wed-
ding tables and other “times” but, interestingly, Murphy usually excused himself
from such festivities before they got too boisterous, and, as a “responsible rural prac-
titioner,” he did not publicly imbibe alcohol or revel with his patients. Then, as now,
rural doctors needed to establish boundaries when attempting to balance social ex-
pectations with professional obligations.

Dr. Murphy’s case load was as broad as it was unrelenting. Mornings were de-
voted to surgery, and afternoons (which usually lasted an additional eight hours) to
out-patient clinics which functioned on a “walk in” basis as it was impossible to es-
tablish an appointment system. What little schedule existed could be easily thrown
off. When the coastal steamer Northern Ranger or Clarenville arrived with passen-
gers suffering aches, pains, illnesses, and ailments, they took priority. Health in-
spections of schoolchildren, immunization programmes against diphtheria,
smallpox, and other infectious diseases were also undertaken. Psychiatric emer-
gencies (such as disturbed people threatening to shoot others) and occupational and
domestic accidents also contributed to the unpredictability of cottage hospital life.
Medical missions of mercy by boat (Murphy captained his own cabin cruiser, 7in-
ker Bell), Jeep, Bombardier snowmobile, dog sled, and occasionally private aircraft
(often Murphy would hitch a ride with noted American outdoorsman and photogra-
pher Lee Wulff who operated a fishing camp on the west coast) all rounded out the
hectic pace and practice of this cottage hospital doctor.

Of particular note are Murphy’s comments about maternity cases, midwives,
and nurses in light of one other of the books under review. During his early Bonne
Bay days, Murphy did undertake confinements in patients’ homes, but it is clear
that over time he encouraged pregnant women to give birth in the cottage hospital
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(on average about 100 cases a year). This shift from home to hospital births seems
not to have been grounded in any attempt to supplant local midwives. Instead, it
was a strategy to manage and coordinate a busy and mostly unpredictable practice.
Perhaps another reason — one that so far has not surfaced in the literature of male-
dominated midwifery and obstetrics — concerns the physical dimensions of practi-
tioners and their domestic maneuverability. Murphy was a tall man who found that
he could not operate skillfully and with ease in a typical Newfoundland outport
house with its small rooms, low ceilings, and unfamiliar interiors. In one instance
he actually fell on the bed of a pregnant woman, which then collapsed under all of
them. Yet another inducement for Murphy to encourage hospital birthing was local
communication habits and language. Murphy, although a Newfoundlander, was a
“townie” who had spent most of his adult years in London before returning home.
He had difficulty differentiating women who were actually ill from those who were
“merely” pregnant because often the only communication conveyed by a husband
or some other male messenger was that “the wife/woman was took sick” or some
similar laconic phrase. If a woman were to be admitted to hospital, then he at least
could be prepared for most medical contingencies.

Mutual professional and territorial respect and understanding seem to have
been the order of the day with outport nurses such as Myra Bennett of Daniel’s Har-
bour (which was on his medical beat). Such professional relationships were influ-
enced by rural custom and habit. For example, when Murphy was visiting Bennett
at her home/clinic a man rushed in carrying his injured son in his arms ignoring
Murphy but seeking aid from Bennett. She in turn also ignored the district doctor
and began treating the young man. Murphy offered no protest over what other ur-
ban doctors might have construed a snub, but hung back until he was, in effect, in-
vited to consult on the case. Other instances existed where this doctor readily supp-
orted outport nurses and their duties.

Noel Murphy’s account of his “medical life,” while unique, resonates with the
many other similar examples of the nurse/doctor autobiographical genre. Aspects
of his story would be repeated many times over elsewhere in rural Newfoundland.
Of particular note here was Murphy’s response to one of the major challenges of
practicing medicine on the margins. For bourgeois, educated people outport life
could lose its charm, and after a decade of service, Murphy quit Bonne Bay for Cor-
ner Brook. Why did he leave his large handsome house with its cultivated lawn and
flower beds reminiscent of an English country garden? As challenging as rural
medical life could be on the practitioner, it could be even more difficult for a spouse
and family. Edna, Murphy’s wife, although kept busy as a de facto laboratory tech-
nician, founder of the local public library and a Girl Guide company, child care
giver, and educator for their daughters, no doubt appreciated relocating to a town
with expanded educational opportunities along with more social and cultural ame-
nities. This act can be viewed as a highly personal decision in Murphy’s case, but it
can also be generalized.
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John Crellin’s The Life of a Cottage Hospital is a more general historical anal-
ysis of the Bonne Bay hospital. It is based on extant documents and resonates with
Murphy’s personal experiences showing that he and his counterparts at the hospital
practiced an acceptable standard of routine, emergency, and maternity care. As we
have seen, despite usage of the term “cottage,” this hospital was actually a small ru-
ral health care centre. But even if the physical plant outgrew the dimensions of the
original British cottage hospital concept, as Crellin nicely illustrates, the intimate
domestic atmosphere (as contrasted with the impersonal institutional mindset of
larger hospitals) of these community hospitals survived. The example of the Bonne
Bay cottage hospital underscores this fact. From its opening in 1939 until 2001 when
it ceased operating, the hospital at Bonne Bay was truly of and for the people —
quite literally built by them too. Local contributors provided $1,200, 8,000 hours of
free labour, and the building lot on which the hospital stood as a supplement to Gov-
ernment funds. Accordingly, there was a real sense of community ownership.

Beginning in the 1960s the cottage hospital concept in general, including the
Bonne Bay hospital, was under considerable pressure owing to a series of new pri-
orities. With the increasing specialization of medicine and hospitals and their de-
pendency on sophisticated technology in general, the idea of a stand-alone, all-
purpose, small hospital was becoming outmoded. And, after Confederation with
Canada, the province increasingly had to conform to national and international
standards of hospital accreditation. The salaried doctors’ programme also was un-
der attack as physicians expressed their dissatisfaction in favour of more costly
fee-for-service; it became increasingly difficult to attract doctors to work in a rural
cottage hospital. Finally, due to much improved road communications and other
transportation technologies, previously isolated outports were now linked and
regionalization with broader-based health boards to govern regions became the or-
der of the day. Thus, the autonomy previously enjoyed by the likes of the Bonne
Bay cottage hospital was eroded as it fell under the jurisdiction of a larger regional
general hospital located hundreds of miles away.

In 1984 the term “cottage” was officially eliminated. In 2001 the original hos-
pital was closed and transformed into a historic site and museum. A long-term care
unit was also built that maintained the tradition of health care in Bonne Bay, but as
Crellin demonstrates through his deft use of oral histories, local residents may con-
cede that this new unit was modern — maybe even better equipped than its prede-
cessor — but it lacked the character and community spirit of the cottage hospital.
The community qgua “the people” just did not feel the same sense of ownership that
they did for the cottage hospital that they built with their own hands. Crellin’s study
is a welcome contribution to the historiography of medicine in Newfoundland and
Labrador. This book also ought to enjoy a wider readership in hospital history in
general, for as a micro-history of a cottage hospital it tells us a great deal about this
type of little-studied institution.
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Esther Slaney Brown’s Labours of Love, a collection of biographical sketches
of almost 90 midwives from around the island and Labrador, is also suffused with
the notions of community and service, and their connection to health care. This study,
which provides a fascinating cross-section of those “anonymous” women who
were midwives in the nineteenth and twentieth centuries, is not strictly speaking an
historical analysis of its subject matter. It also does not contain the scholarly appa-
ratus that one might expect in a book based on oral histories and personal narra-
tives. Still, Labours of Love preserves and makes accessible valuable historical
information. The patient reader of these colourful vignettes will discern interesting
patterns that both allow general tentative conclusions about this currently defunct
practice, and challenge some presuppositions.

First, while all midwives were women, not all were fully-fledged mothers or
elderly. Certainly, many entered the field of midwifery as mature women who had
already given birth and raised their own children, but it was not unusual for a young
woman to become a midwife early in her life before motherhood. Indeed, in some
cases, midwives never actually raised families themselves. Second, midwives’
professional relationships with medical men appear harmonious. Doctors and mid-
wives would frequently consult each other, share duties at the bedside, or give way
to the other’s experience and skill when necessary to the benefit of the pregnant
woman and her unborn child. Professional competition or petty jealousies seem not
to have arisen. Indeed, often doctors encouraged women to become midwives,
suggested that they supplement their skills with formal hospital training and certifi-
cation in St. John’s, or even “reviewed” them as a form of continuing professional
education. A third conclusion flows from this last insight and relates to the heteroge-
neity of midwives’ training, backgrounds, and education. With respect to this “sam-
ple” of Newfoundland midwives, the majority learned their skills at the bedside
from their mothers who, in turn, had also learned them from their mothers. Thus,
midwifery was very much a tradition embedded within island oral culture. Other
women might have engaged in formal training in hospitals in St. John’s, occasion-
ally in the United States, or with noted nurse-midwife Myra Bennett of Daniel’s
Harbour. The type of training received may have related to the level of formal edu-
cation or literacy such midwives achieved. Accordingly, often formal written re-
cords of a midwife’s career were never kept at all, or, if kept, have since been des-
troyed, or were primitive, such as the midwife who kept track of the number of ba-
bies she brought into the world by tying sequential knots in a pieces of twine (also
since lost).

Whatever other disparities may have existed, one apparent quality uniting all
these women was their success as midwives. Based on the data provided (admit-
tedly often anecdotal and non-verifiable), midwives delivered (or “borned”) be-
tween several hundred to a thousand babies each during their careers. Even more
spectacular is the fact that both mothers and babies seem to have been lost very in-
frequently. Infant mortality during the first five years of life may have been high
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due to such childhood diseases as diphtheria, typhoid, and diarrhea, but, for their
part, midwives delivered. Another insight to the local understanding of birthing and
motherhood can be drawn from casual remarks by a couple of midwives: pregnancy
was not a topic for polite conversation. People were either silent about it, or re-
ferred euphemistically to it as “being sick.” This interpretation is borne out by the
experience of Noel Murphy, as well as the oral testimony of other elderly New-
foundlanders collected elsewhere.’

What accounts for this enviable record of success given the difficult conditions
they often found themselves in? Based on many of the testimonies related by Brown,
divine guidance is one explanation. Whether Protestant, Roman Catholic, Salvation
Army, or Methodist, many a midwife believed that her hands were implements of
heaven. Prayer before, during, and after birthing was therefore quite common; sim-
ilarly, the use of religious icons and paraphernalia. Occasionally, such faith-based
practices would be extended to baptizing babies if their survival seemed question-
able. But supplementing the power of any deity was the power of disinfectant. It
would appear that no self-respecting midwife undertook her duties without the aid
of'abottle of Jeyes Fluid, a potent English sanitizing agent popular since the Vic-
torian era (even today it is marketed as a killer of H5N1 bird flu virus). Good aseptic
technique (whether learned by formal training or practiced through “intuition”), the
donning of a scrupulously clean bleached flour sack apron, and an abundance of ex-
perience and common sense further enhanced midwives’ overall success.

Another factor that must also be taken into account in their success, was the
lavish and sustained care and stewardship exhibited by these women towards their
kinfolk. While on many an occasion a midwife might arrive just in time to attend the
birth, often she would be present before labour actually commenced; she would
typically stay with the mother for nine days after the birth. During this period she
would cook, clean, and care for her charge along with other family members. In ef-
fect, the midwife not only provided “medical” assistance, but also emotional and
physical help. In modern parlance she acted as a doula (another woman who pro-
vides continuous support from the onset of labour until after the baby is born).* This
was time-consuming, the more so as often it took several days to travel to and from
the birth house. It was also demanding. Memories abound of these women slogging
through blizzards, gingerly crossing treacherous frozen ponds, rowing across rough
water, or being hauled up sheer cliffs in a basket to attend a birth in a lighthouse.
Physical stamina and courage, then, were also important in this occupation. Adding
to these natural challenges was one of the supernatural kind. On Bell Island, the mid-
wife was often forced to traverse Butler’s Marsh, home to the “little people.” While
she did not actually believe in fairy abduction of humans, she still equipped herself
with a small Bible and some pieces of hard bread as prophylactic measures.

Was all this effort worth it? That is, was midwifery in Newfoundland reward-
ing? No and yes. Midwifery was not a means to make a good living as is clear from
this collective biography. Although, midwives were able to charge two dollars and
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up for their services, this fee was rarely paid in full, if at all. Perhaps, payment in
kind (fish, vegetables, or game) might be offered and received, but hard cash was in
short supply and never expected. Instead, as the title of this book neatly expresses,
these women’s toils were “labours of love.” Reward did come their way in the form
of community respect and admiration. Midwives were, quite literarily, vital to the
survival and health of the outports they serviced. With most rural Newfoundland
women giving birth five, ten, fifteen, or more times during their lifetimes in an ear-
lier era, a caring and competent midwife was indispensable. Moreover, as is evident
from this collection of narratives, midwives were also local healers, surgeons, and
more. Many would prepare their own herbal tonics, tend to domestic and occupa-
tional injuries ranging from scalds and burns to puncture and gunshot wounds, and
tend to serious lacerations. In the absence of “professional” medical care, such
women rendered first aid often on par with that of an emergency paramedic today.
Also included in their repertoire of skills was laying out of the dead. Thus rural mid-
wives were integral to the full cycle of life in an outport, from cradle to grave, from
womb to tomb.

But what caused the demise of midwives in Newfoundland and Labrador if
they were so essential? Some scholars argue that for North America in general there
was a male medical conspiracy to oust female midwives so that doctors could usurp
them from their traditional role at the bedside and monopolize the medical market-
place.” Perhaps for some decades (particularly the late nineteenth century) and spe-
cific locales that argument is valid. Yet, the fact that midwives practiced well into
the decades after Confederation, and that midwives and doctors seemed to enjoy a
mutually respectful relationship suggests some other explanation is necessary. Based
on a snippet of a conversation here, a remark there, a comment somewhere else, we
can infer that perhaps a conspiracy of sorts may be adduced to explain the eradica-
tion of the Newfoundland midwife. It was not, however, a conspiracy of organized
medicine per se, but rather one of “modernity.” Even the existence of cottage hospi-
tals and the medical care that they dispensed apparently had less impact on mid-
wives than the building of new roadways that allowed motorized ground trans-
portation which eclipsed traditional ocean and waterway travel and created new so-
cial and community networks. According to informants government resettlement
programmes and the scattering of families through relocation permanently dis-
rupted accepted birthing practices. They also would have curtailed the training of a
subsequent generations of midwives. Finally, the advent of Medicare payment
schemes led the provincial government to cease issuing midwife licences by 1963.
Yet, by this time most practitioners of traditional midwifery had already hung up
their aprons and capped their bottles of disinfectant permanently. In sum, the fate of
the midwife was similar to that of the cottage hospital — and for similar reasons.
Labours of Love is a very different type of study of Newfoundland midwives from
previous, more scholarly analyses of this topic, but it deserves a place along with
them."’
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These numerous accounts relate to how the delivery of health care in remote
regions of Newfoundland and Labrador was both demanding and rewarding for
practitioners. Similarly, all deftly portray rural people and the periods in which they
lived. Considered together do these three studies offer any other insights into early
healthcare delivery? Without falling into the trap of naively being charmed by the
“good old days,” it is tempting to hypothesize that for a relatively brief historical
moment— maybe from the late 1930s to1940s — there was a “golden era” of medi-
cine in Newfoundland (but by this I do not mean an idyllic era given the tremen-
dously high rates of infectious diseases such as tuberculosis, and other diseases). At
this time medicine, broadly construed, was not as overly specialized or totally de-
pendent on technology as it would be later in the century, and the gulf between rural
and urban practice was not as pronounced. In fact, most doctors considered them-
selves general practitioners regardless of their locale and were satisfied to be desig-
nated as such. Taken together, the formal (and relatively inexpensive) activities of
cottage and Grenfell hospitals, the well-established Notre Dame Bay Memorial
Hospital in Twillingate, the tradition of domiciliary medical practice by physicians,
outport nurses, the diagnostic and preventive health services offered by the person-
nel of the vessels Lady Anderson and Christmas Seal, and the help of lay and trained
midwives cum “all-purpose” healers, made healthcare available to most people at
the local level. Moreover the demand for, and expectations of, organized medicine
roughly matched what it was capable of delivering to society."'

Finally, although the books discussed here deal with medicine’s past, they also
are a bridge to the future of health care in Newfoundland and Labrador. As a prof-
essor in a medical school, it is part of my job to educate subsequent generations of
doctors, many of whom will practice in rural settings. Coincidently, in the midst of
writing this essay I participated in a teaching session with a group of medical stu-
dents in which we analyzed their recent first-hand experiences of rural medical
practice here and elsewhere in Atlantic Canada. This is a mandatory component of
the first-year curriculum. Listening to these students’ narratives [ was struck by their
personal discovery that rural medicine was different from its urban counterpart.
The many more hours spent with patients doing clinical work, being “on-call” al-
most all the time, and the broad range of medical conditions and challenges encoun-
tered struck students. Moreover, students also were conscious of the porous bound-
ary between personal and professional life (for example, doing a quick diagnosis or
follow up when a doctor meets a patient in the canned food aisle of the local super-
market), the lack of anonymity and occasional need to “get away,” the high regard
shown for nurse-practitioners, and the paralyzing and isolating effect that harsh
weather and terrain can still have on the delivery of health care. Indeed, as these stu-
dents expounded on their two-week “shadowing” exercise, my mind wandered to
Noel Murphy’s reminiscences about the interactions he had with his patients sixty
years earlier. Other cottage hospital doctors, nurses, and midwives from past days
would probably still be able to relate to what these students said and they with them.
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Perhaps, then, an audience for these books would not just be historians and those in-
terested in “them days,” but would also include a new generation of doctors-to-be.
jeonnor@mun.ca
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