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Conceptualizing Health Care in Rural and 
Remote Pre-Confederation Newfoundland  
as Ecosystem

J.t.H. CoNNoR, JeNNIFeR J. CoNNoR,  
MoNICA G. KIdd, ANd MARIA MAtHeWS

Historical attention to the broad topic of health care for the island of New-
foundland (that is, excluding Labrador) has focused mainly on the period after 
Confederation with Canada in 1949.1 even though services for health care de-
livery formed an important part of discussion leading up to Confederation, 
knowledge of all pre-Confederation health care activities around the island of 
rural (mostly coastal) residents is fragmentary. Various historical studies of 
individuals or organizations and of particular social concerns have given us 
only partial glimpses of the state of health care before Newfoundland joined 
Canada: studies of health care practitioners may describe their work in local 
communities but overlook the extensive medical and surgical work of the 
prominent itinerant physician Wilfred Grenfell aboard ship, on the island, and 
in Labrador;2 studies of public health usually focus on the major urban centre 
of St. John’s and the legislative or governmental aspects of the subject;3 studies 
of nutrition are not contextualized for the whole island or global settings;4 and 
studies of single institutions such as the asylum and cottage hospital highlight 
organizational matters.5 Indeed, with respect to the internationally recognized 
medical mission of Grenfell, we know far more about the man, the home-
based “industrial” work, nurses, and organizational affairs than we do about 
the mission’s delivery of health care to actual patients in Newfoundland com-
munities for the several decades before Confederation. Similarly, as this quick 
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overview indicates, owing to a pervasive view of medicine from the top of 
society as a matter for the state and state regulation, much (if not most) of the 
literature about Newfoundland explicitly and implicitly equates health and 
health care services with public health measures.6 More recent studies of New-
foundland before 1949 begin to offer new perspectives (as we will show), but 
they still focus on only one aspect of health care services, such as the practi-
tioners or organizations that delivered health care services. Study of the history 
of medicine for the whole island has yet to be done.

The piecemeal nature of this published historical literature about New-
foundland thus impedes historiographical discussion. In addition, knowl-
edge of actual health care practices itself for the whole island has relied on in-
ward-looking accounts. Whether by scholars or by contemporaries, these 
accounts present contradictory, negative, or biased perspectives, but with one 
main theme: that health care in Newfoundland before 1949 was inadequate or 
substandard compared with the state-based progress that followed the is-
land’s entry into Canada. Moreover, studies of health care lack analysis of a 
broader range of primary sources to substantiate this perspective, including 
wide investigation of clinical evidence generated by many practitioners and 
organizations in the course of their medical work. Apparently only the re-
cords of the private Grenfell mission hospital in St. Anthony have attracted 
attention for studies of specific diseases in the period, the Spanish flu and 
beriberi.7 Most primary information about the whole island has derived in-
stead from personal narratives of individual practitioners in remote commu-
nities; such anecdotal accounts normally raise questions about reliability, and 
read collectively, they also emphasize hardships of professional and personal 
isolation, harsh terrain or climate, and a large range of conditions treated 
with minimal access to sophisticated medical technology. They are, in short, 
heroic accounts for general readers.8 As international studies of health care 
and its delivery outside urban settings have shown, however, such trends, at-
titudes, challenges, and conditions are common everywhere. yet few studies 
have either examined Newfoundland in this rural, global context or synthe-
sized the extant publications on pre-Confederation Newfoundland to explore 
similarities with other jurisdictions or states in the same historical period. 
Many of these concerns key into a distinct and well-established discipline of 
historical inquiry, the history of medicine, a discipline that has so far not 
been employed to examine the topic of health care for the whole of New-
foundland in the pre-Confederation era.

In this research note, we do not propose to attempt a historiographical 
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analysis of the fragmentary literature (which would certainly be a useful under-
graduate exercise), but rather we identify common preconceptions in earlier 
studies and challenge these preconceptions, first, by suggesting that the whole 
of Newfoundland in this period should be situated within a global context (espe-
cially of islands); and, second, by positing the concept of a health care ecosystem 
viewed from a history of medicine perspective. This ecosystem concept, we 
hope to show, enables re-conceptualization of the totality of health care and its 
delivery in pre-1949 Newfoundland. Many health policy analysts favour the 
metaphor of ecosystem over others such as military or market, but it has yet to 
be used in historical research.9 While we recognize the existence of a hierarchi-
cal arrangement that may not be static, the concept of an ecosystem easily en-
compasses notions of interaction, overt and/or hidden interdependence, adapt-
ability, and co-operative activities that are especially relevant to the historical 
study of Newfoundland. As we discuss here, it serves to reconcile discrepancies 
in the historical record between negative representations of health and medi-
cine in Newfoundland and evidence of positive accomplishments in the whole 
range of health care delivery methods before 1949.

CRoSSRoAdS ANd LABoRAtoRy: PLACING NeWFouNd-
LANd MedICALLy ANd HIStoRICALLy

The island of Newfoundland indisputably has a unique history, with unique 
sense of place. Known as a “crossroads of the world” owing to its strategic North 
Atlantic location, with its long history as a resource-extraction or rural economy 
through centuries of itinerant work followed much later by settlement, it is not 
surprising to find transplantation of formal health care delivery approaches 
from the “home” countries of its eventual settlers. From the united Kingdom 
came trained midwives, nurses, and doctors (including the medical missionary, 
Wilfred Grenfell), along with the cottage hospital concept; under Grenfell and 
his mission, physicians, nurses, and medical students from the united States 
and Canada worked in both Newfoundland and Labrador. Recently published 
studies offer a detailed investigation or more nuanced perspective of each of 
these kinds of imported health care delivery and services. For example, after 
discussing the development in the 1930s of government-owned cottage hospitals 
inspired by and compared with the Scottish model, Gordon Lawson and Andrew 
Noseworthy suggest the importance of the Newfoundland experience as the 
foundation for government engagement in publicly funded health care services 
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and, in turn, Canada’s national hospital insurance program; they also indicate 
that the Newfoundland government relied on Grenfell’s medical mission to 
provide health care services for both Labrador and the northern coast of New-
foundland, and consequently chose not to build cottage hospitals in this region.10 
With respect to nurses, Linda Kealey explores the professional life of one nota-
ble nurse-midwife, Myra Bennett, who arrived from england in 1921 to settle 
in a coastal community roughly midway between the southern limit of that 
serviced by the Grenfell mission and the closest cottage hospital, and whose 
work over the next 50 years was respected by physicians.11 other studies by 
Heidi Coombs-Thorne about nurses in the Grenfell mission, based on archival 
research mostly for the period after Confederation, addressed the often pater-
nalistic social milieux in which they worked.12

Recent work by J.t.H. Connor has marshalled several forms of historical 
evidence, mostly archival, to examine in depth the complex social and clinical 
history of medicine in twillingate. He shows how much the establishment of 
the Notre dame Bay Memorial Hospital owed not just to the organizational 
influence of Wilfred Grenfell, as previously known, but also to the financial 
support of New york City philanthropists, the local inhabitants who donated 
physical labour and what spare cash they had, as well as the transplanted med-
ical students, doctors, and nurses who developed its solid reputation for service. 
This hospital was thus very much “owned” by the people by virtue of the sweat 
of their collective brow, just as it was “owned” by members of the merchant 
class who constituted the hospital’s board of directors. In this regard, this im-
portant node of medical care on the island reflected other local communities 
that invested their time and labour in building government-funded cottage 
hospitals. Moreover, the community in Notre dame Bay adopted a style of so-
cialized medicine for the hospital: a contract system that would offset hospital 
bills of the local population. Connor’s analysis of the diary and other archival 
documents of Robert ecke, one of the physicians who travelled to work in the 
hospital from Johns Hopkins university in Baltimore, suggests that the period 
of the late 1930s to 1940s was a “golden era” for rural medicine in Newfound-
land: with immense breadth and depth, it embraced almost every facet of inter-
ventionist and preventive medical care imaginable at the time. Letters that 
Connor excerpts verbatim from patients in ecke’s personal files also cast valu-
able light from the patient’s perspective on health care practice in the area—its 
broad geographic base, the medium through which patients and their families 
received medical information away from the hospital, and the local dialect for 
laboratory tests and medical symptoms or conditions.13
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These recent article-length studies examine aspects of health care delivery 
throughout the island of Newfoundland, and, as local or occupational studies, 
they do not claim to reflect health care in the whole island. Nevertheless, they 
offer foundational interpretations of the history of medicine that use a broader 
range of primary sources than the conventional legislative and government re-
cords of general historians in order to construct the kind of complete picture of 
health care “on the ground” that has long been required in contemporary his-
toriography in the field. In contrast, earlier writers about Newfoundland often 
made declarations about the whole of health care services in the island before 
1949. Moreover, in so doing, they exhibited an evident bias: they typically jux-
taposed a rhetoric of deprivation with a record of satisfactory performance. 

“Health and welfare conditions in Newfoundland are bad,” declared an econo-
mist and a political scientist, who then offered an arguably positive analysis of a 
network of health care workers, cottage hospitals, and amenities that seemed to 
serve the people well.14 This period had been nothing but “the dole, the dole 
bread [baked with brown, not white, flour], the tuberculosis and the beriberi,” 
proclaimed politician Joseph R. Smallwood in one of his 1948 speeches in sup-
port of Confederation with Canada, which he made many times to thousands 
of people.15 Smallwood and later commentators maintained such a jaundiced 
view to emphasize a direct contrast to the progress and modernity that fol-
lowed: a “revolution has swept Newfoundland since confederation in 1949,” he 
declared. “Swift improvements in our education, health, transportation and 
communication facilities have set the stage for further economic growth. . . . If 
the progress since confederation might be counted as considerable . . . this 
progress will nevertheless seem puny in comparison with the growth I envisage 
for Newfoundland over the coming decades.”16 In the same publication, S.J. 
Colman of Memorial university also invoked the concept of revolution and 
indicated that progress meant Newfoundlanders “no longer having to take their 
sick in small boats to seek medical assistance at a sometimes distant cottage 
hospital.”17 However, those commentators — such as Smallwood — who 
stressed that the roads built after Confederation superseded coastal methods of 
transportation tended to downplay the fact that most roads were unpaved and 
disrupted communications between settlements more than linking them. They 
also overlooked the role of the train, which brought many patients to hospitals 
in St. John’s, for example.18

The overarching theme of inexorable progress in these commentaries was 
echoed in journalist A.B. Perlin’s belief in 1970 that “great modern hospitals” 
had sprung up in the 1950s and 1960s, which was “all very much to the good.”19 
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He also cautioned that modernity seemed to become almost an “obsession,” 
and that the “province has been precipitated like a rocket into a more sophisti-
cated age and perhaps Newfoundlanders have been trying to adapt too quickly.” 
Certainly it is possible that attempts in the 1970s to bring health care services 
to remote regions distorted perceptions of the past, especially among medical 
practitioners themselves. dr. Ian Rusted, founder of the province’s only medi-
cal school, along with other influential medical authors, ignored the 1930s and 
1940s in retrospectives of health care in Newfoundland, skipping immediately 
from the early 1900s to the post-World War II period, their own experiential 
frame of reference; and the Northern Medicine and Health Program of Memorial 
university, established in 1977 within this context of modernity, stopped 
within a few years in 1984 owing to improvements in technology and expanded 
health care services. Practitioners’ views may also have been influenced by lack 
of analysis for the period: only one history of Newfoundland medicine ap-
peared in 1928, understandably as an appendix in a Canadian survey, and pre-
sented the subject up to the twentieth century from a practitioner’s perspective 
that, too, emphasized the notion of progress.20

Scientific attention to Newfoundland in this period no doubt helped to 
consolidate the perception of widespread deprivation. For a research team in 
1945, the island was an “ideal laboratory for investigation of the value of vari-
ous therapeutic procedures,”21 and studies of the population in some areas were 
thus used to support competing philosophies about malnutrition. After W.R. 
Aykroyd first studied beriberi in Newfoundland for his medical thesis in 1928, 
when he was head of the uN Food and Agriculture organization he pursued 
new research to buttress his contention that malnutrition was less a medical 
problem and more one of politics and economics. Contrasting his european 
approach was the American one that malnutrition was a biomedical problem, 
with eradication achieved through technical fixes such as enriched flour. The 
philanthropic foundation of the main proponent of this approach, R.R. Wil-
liams, who synthesized vitamin B1 (thiamine), funded several research teams, 
which concluded that the nutrition of Newfoundlanders had been improved by 
the introduction of vitamin-enriched foods.22 This and related research was of 
international importance, in addition to its regional significance.

Against this background was cast the enormous shadow of dr. Wilfred 
Grenfell and the clinical activities of his private medical mission, which those 
within Newfoundland ignored or glossed over when they considered the health 
care situation throughout the island. Managed for 20 years by the Royal 
National Mission to deep Sea Fishermen, all the activities in Newfoundland 
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and Labrador became the responsibility of the newly formed International 
Grenfell Association in 1914. early on, as leader of this mission activity, Gren-
fell was resented in St. John’s, publicly rebuked on one occasion as an outsider 
who degraded Newfoundlanders by presenting slide shows of “the most offen-
sive caricatures” as though they represented normal conditions in the whole 
country.23 As late as 1986 a Memorial university Faculty of Medicine bibliogra-
phy on health care in the province did not provide Grenfell the physician with a 
separate subject entry, subsuming him instead under the International Grenfell 
Association; furthermore, this bibliography excluded medical or clinical items 
from the mission magazine, Among the Deep Sea Fishers, on the grounds that 
the magazine was then being indexed separately (this publication is now dig-
itized and online). However, so famous was Grenfell internationally that he 
captures the three entries on “Rural Health and Pioneer Practice” for New-
foundland in a historical bibliography for Canadian medicine published in 
1984; only in the second volume of this bibliography in 2000 do three more en-
tries appear in this section (most printed or published within the province).24 
even so, these items are still biographical rather than clinical, including two 
more about Grenfell. These approaches to Grenfell the man in the historiogra-
phy suggest several conceptual standpoints: internalist vs. external perspectives 
of those in and outside of Newfoundland; centre vs. periphery views of those in 
and outside of the main metropolis of St. John’s; and health care delivery implic-
itly defined by internalist critics as a concern solely of the state. Nevertheless, as 
indicated even by the government’s incorporation of his mission into its plans 
for cottage hospitals, the fact remains that over much of the twentieth century 
Grenfell’s mission addressed a need in extremely remote areas that was not met 
by either the government or other missionaries at the time.

Also overlooked or downplayed in commentaries are informed contempo-
rary observations and actual surveys of health care. Thomas Lodge, an english 
civil servant, who was Commissioner for Public utilities in Newfoundland from 
1934 to 1937, gave a positive assessment of the health care facilities available in 
the capital city of St. John’s: “medical organization which in its human as in its 
material resources need fear no comparison with that of any other city of its size 
in the empire.”25 Although his commissioner role may cast this observation in 
doubt for those who rue the British-appointed form of government in this period, 
other analysts from outside Newfoundland brought similar perspectives to bear 
on their assessments of health care in the whole island. The noted consultant 
Harvey Agnew, for example, observed in his 1952 survey of hospital facilities for 
the Newfoundland department of Health that the “boat service has been very 
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helpful in getting the doctors about and in maintaining transportation facilities 
between nursing stations and the nearby hospitals.” Furthermore, Agnew con-
cluded that the cottage hospital system “has been of tremendous value to the 
people . . . the qualifications of the doctors in the service are high . . . the hospitals 
are quite well equipped and the surgical results have been excellent” (emphasis in 
the original).26 Similarly, the Newfoundland Health Survey Committee Report, a 
requirement of Confederation, noted that around and before 1949 the vast ma-
jority of the Newfoundland population had access to primary care through a 
variety of schemes: government-sponsored prepaid medical and hospital care 
plans (cottage hospitals); voluntary prepaid hospital schemes such as that of 
twillingate’s Notre dame Bay Memorial Hospital and the industrial mill com-
pany hospitals at Grand Falls, Corner Brook, and Buchans; the hospital and 
medical services of the International Grenfell Association; and commercial in-
surance plans such as Blue Cross and the Maritime Hospital Services Associa-
tion, whose subscribers lived primarily in St. John’s.27 So pervasive were most of 
these schemes that almost a decade and a half earlier, in 1940, uS Assistant 
Surgeon General R.A. Vonderlehr had reported 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.”28

After Newfoundland joined Canada, possibly deeply influenced by the 
rhetoric of Smallwood,29 the first and long-standing Premier of the new Cana-
dian province, practitioners and historians alike generally have ignored or over-
looked informed surveys of health care and have even questioned contempo-
rary assessments that do not fit the prevailing Whiggish view of Newfoundland 
history. one of the province’s leading historians considered Assistant Surgeon 
General Vonderlehr’s positive evaluation to be a “surprising observation”;30 
and a recent history of the modern-day province by another leaves the impres-
sion that the non-democratic Commission of Government formed during the 
1930s was doing little to address the medical needs of the people, or that not 
much of any non-governmental hospital services or related health care deliv-
ery existed: discussion of the extensive work of the cottage hospitals, floating 
clinics, Grenfell mission and other private hospitals, individual practitioners, 
and so on is thin to lacking.31 only one historian has made the perceptive, 
salient, and necessary distinction between government policy on welfare and 
that on public health: terry Bishop-Stirling noted the former was a failure 
while the latter was flexible, taking into account Newfoundland’s social and 
economic circumstances. She concludes that dr. Harris M. Mosdell, Secretary 
of the Commission’s department of Public Health and Welfare, “set up a 
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workable administrative structure, established guidelines, set priorities and 
most importantly, laid the basis for permanent, well-trained staff.”32 This eval-
uation echoes Commissioner Lodge’s informed opinion:

If the Commissioner for Public Health and Welfare had been respon-
sible for the health services only it is safe to assume that he would have 
been the least criticized of all the six Commissioners. unfortunately 
for his popularity the functions of his department included the distri-
bution of able-bodied relief [the dole], a duty which presented the 
most difficult of all problems with which the Commission was faced.33

even the international research attention to Newfoundland in the 1940s 
has been addressed only recently, in a study by Linda Kealey of nutritionists 
contracted to design public education programs. Her allusion to government 
medical officials persuading American scientists to downplay the image of 
abject poverty and widespread malnutrition as unrepresentative of the whole 
island suggests that concepts of rhetoric, reality, health, and place must be ex-
plored to achieve an informed and balanced medical history.34 to date, 
however, no historian of medicine has examined the broad topic of health care 
in Newfoundland before 1949 — including actual medical records — to situate 
it within appropriate historical context.

tHe eXCePtIoNALISM oF NeWFouNdLANd? oR HeALtH 
CARe eCoSySteM?

Such a pervasive and fundamental tension in earlier representations of all 
health care in Newfoundland calls for analysis: that is, after advances to medi-
cine and health care in post-Confederation Newfoundland many commenta-
tors deemed anything that was not “modern” before 1949 to be intrinsically 
unsatisfactory, ineffectual, or inefficient. Contradictory representations aside, 
according to accepted measures of evaluating health, it is clear that progress 
was indeed made after Confederation with Canada. With respect to infant 
mortality, for instance, in 1999 the rate for Newfoundland and Labrador was 
approximately 5 in every 1,000 live births (roughly comparable to the Can-
adian rate),35 whereas 60 years earlier — in “the most favorable year on record” 
for Newfoundland — the rate had been approximately 93 per 1,000 (double 
the best rate in Canada, which was then 45 per 1,000 live births).36 With 
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respect to disease, malnutrition was found in some localities at certain times 
of the year and tuberculosis was a serious problem. Many Newfoundlanders in 
the 1930s were on the dole (as were most depression-era peoples). However, 
emphasizing these factors without comparison to similar jurisdictions in the 
same period tends to skew the vision of Newfoundland’s past and eclipses all 
that might have been good.

Therefore, it would be more helpful to contextualize the pre-Confederation 
Newfoundland experience within studies of remote areas not just in Canada but 
also around the world, especially to scrutinize three assumptions behind the 
earlier retrospective views that looked inward:

1. That people in Newfoundland suffered more than others and had less 
access to health care than people in both the mother country (united 
Kingdom) and neighbouring countries (Canada and the united States).

2. That the Newfoundland experience is unique, distinct even from similar 
or related experiences in remote/rural — especially northern — places.

3. That missions — especially the Grenfell mission — and their hospi-
tals be excluded from notions of a health care “system” because they 
were private, philanthropic, religious, self-serving with respect to 
Wilfred Grenfell, and not embedded in government programs.

Furthermore, to view health care and medical practice in the pre-Confed-
eration era not with the anachronistic concept of “modernity,” or with a con-
temporary lens that would always find the earlier parameters of health care 
lacking, we suggest a metaphor of ecosystem: that is, conceptualizing health 
care delivery, in which the needs and expectations of residents shaped (and 
were shaped by) the competency of doctors, nurses, midwives, and others who 
took into account geographical and cultural conditions and amenities, allows 
us to hypothesize that the health care “system” — whatever its deficiencies — 
functioned in an efficacious and efficient way.

The concept of ecosystem is not new, and it may run the risk of becoming 
cliché in its application to almost everything in contemporary discourse — 
framed in part by the recent debates over the health care system in the united 
States, and even used to describe the “occupy Wall Street” movement — but it 
is a useful construct to describe the historical situation in Newfoundland. In 
their discussion of the concept, S.t.A. Pickett and M.L. Cadenasso explore 
its three dimensions: its basic definition; its application via models to specific 
situations; and its metaphorical connotations within science and the general 
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public. Based on their analysis of the literature, study of a health ecosystem for 
Newfoundland would resemble a non-equilibrium qualitative model with fea-
tures emerging from the nature of the material itself. In other words, rather 
than determining features of an ecosystem model based on questions guiding 
the research, in keeping with a human ecosystem model, we posit a health care 
situation in pre-Confederation Newfoundland that exhibits persistence, quali-
tative states, dynamic fluctuations, and “pulses of resources or regulators.” In 
addition, this health care situation exhibits “multiple domains of attraction, 
shifting stable states, spatially dynamic mosaics, and system resilience”37 that 
could be explored more fully with this metaphor.

In this ecosystem view, health care services evolve in niches smaller than 
the political unit of Newfoundland in response to shifting political and envi-
ronmental states of the Atlantic coast. It illustrates how disregarding these in-
dividual communities or regions can lead to assumptions that the worst served 
characterize the state of affairs throughout the island. The concept has rich 
potential for uncovering the good that might have been achieved in health 
care, broadly construed. Similarly, adopting the ecosystem metaphor expands 
our historical understanding by incorporating all those involved in dispensing 
health care, including licensed and community midwives, the pre-Confederation 
equivalent of nurse-practitioners, and the self-help practices of laypersons. 
This metaphor also incorporates the general public as community partners in 
health care delivery. Finally, it holds promise to increase general understanding 
of what happens when a health care ecosystem is subjected to new pressures 
such as industrialization; demographic shifts due to population relocation; 
and centralized administrative and health care delivery practices. This view 
would thus help to inform further understanding of rural medicine in New-
foundland, if not any other particular region. In sum, within the ecosystem 
metaphor, health care can be linked to the broader socio-economic, political, 
and environmental milieux when appropriate. In so doing, it may show that 
isolated areas are not necessarily as developmentally slow as often perceived by 
those in cosmopolitan areas.

ReCoNCePtuALIZING tHe HeALtH CARe MAP IN  
PRe-CoNFedeRAtIoN NeWFouNdLANd

Conceptualizing an “ecosystem” for Newfoundland brings all facets of the 
island’s scattered health care delivery and medical practice immediately into 
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view. These facets do not form a “system” in the conventional sense of the term, 
which implies state-run practices and facilities. However, the tradition of 
domiciliary practice by physicians and nurses, along with lay and trained mid-
wives (who were “all-purpose” healers), joined with organized means of health 
care delivery to construct a distributed network of care that was generally ac-
cessible to most people at the local level, especially around the turn of the 
twentieth century: in addition to the (relatively inexpensive) activities of five 
Grenfell hospitals and seven Grenfell nursing stations, there were 14 govern-
ment cottage hospitals (later 18); six government nursing stations; seven gov-
ernment hospital ships with diagnostic and preventive health services (e.g., the 
Lady Anderson and Christmas Seal); the Newfoundland outport Nursing and 
Industrial Association; one asylum, one sanatorium, one non-denominational 
and two church-affiliated hospitals in St. John’s; the Notre dame Bay Memorial 
Hospital in twillingate; and three hospitals in the mill and mining towns of 
Grand Falls, Corner Brook, and Buchans. especially noteworthy were the 
number of young, physically and intellectually vigorous physicians and nurses 
coming into remote areas fresh from elite American medical schools so that, 
despite difficulties in travel, equipment, and living conditions and the relatively 
short stays of these men and women, rural and remote residents were seen by 
the most up-to-date practitioners.38

Hence, although settlements just before Confederation were dispersed, as 
most communities were coastal, a kind of health care ecosystem existed in 
Newfoundland. once centralized, as in the resettlement plan of Smallwood — 
who aimed in this way to consolidate the population and provide services in 

“growth centres” — after an initial period of unparalleled affluence for the new 
Canadians after 1949, problems emerged because of Western medicine’s reli-
ance on sophisticated technology and related processes in modern health care 
delivery. The whole “system” then had to cover a massive geographical area 
with constantly escalating demands and inability to match them.

In addition, it is important to realize that despite tremendously high rates 
of infectious diseases such as tuberculosis, the gulf between urban and rural 
practice of medicine was not as wide as it was later (as the Agnew report in 
1952 indicated); that is, medicine was neither as specialized nor as dependent 
on technology as it was later in the century. In short, the demand for, and ex-
pectations of, organized medicine in this period roughly matched what it was 
capable of delivering to society. And in this regard, Newfoundland was not 
alone: studies of rural and remote regions, both contemporary and in the 
1930s to 1940s, strongly suggest that more similarities than differences exist 
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globally in the delivery of health care.39 Indeed, re-examination of the three 
earlier assumptions about Newfoundland through research on primary source 
(clinical) materials enables a truer picture to emerge of medicine and health care 
delivery in an island population before “modernization.” Furthermore, to 
paraphrase Graham Moon from the inaugural issue of Health & Place, under-
standing the “space/time diversity of the epidemiological transition” is partic-
ularly relevant to the study of Newfoundland: health development cannot be 
considered as a “uniform unfolding in which progress leads inexorably to-
wards advanced national health status, rather it deals with situations which 
are place-specific and time-specific, reflecting particular articulations of soci-
eties and the health of their members.”40

use of the ecosystem metaphor in this way sheds light on the currently 
fragmented picture of medicine and health care delivery in pre-Confederation 
Newfoundland by keying it as well to a different historiography: not one of 
Newfoundland history, but one that focuses on region, the significance of place 
in health and health care, and rural medicine.41 The unique role of Newfound-
land as both “crossroads” and “ideal laboratory” provides insights into remote 
medical practice and research in the period while integrating and informing 
perspectives of health care outside Canada.42 Its study in this context entails 
some of the “detailed reconnaissance work” that historians have sought in order 
to begin to understand “how setting shapes the organization of health ser-
vices”;43 it also relates specifically to studies of islands while addressing regional 
themes suggested by Canadian historian Megan davies.44 In these ways, within 
the larger context of rural medicine (and its evolving definition),45 a reconcep-
tualized history of pre-Confederation Newfoundland affords a case study of 
methods of delivering health care to remote regions in general; such a history 
may hold implications for modern-day health policy research46 while recogniz-
ing contemporary themes for health services research, especially in the North.47

As we have been pursuing research on health care in pre-Confederation 
Newfoundland, we have kept this ecosystem frame of reference uppermost in 
mind. It has brought to the fore almost identical perspectives of practitioners 
and researchers “on the ground” at the time. In 1911, Grenfell mission physician 
Arthur W. Wakefield toured communities outside St. John’s on behalf of the 
Association for the Prevention of Consumption, curious “to compare the con-
ditions in South Newfoundland with those already known to us in the ‘sphere 
of influence’ of the Royal National Mission to deep Sea Fishermen in the north 
of the island.” As he wrote in the mission magazine, his first trip revealed con-
ditions “very far in advance of anything we had ever seen in the north. The 
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people were prosperous, the houses clean, consumption, though present, was 
not unduly prevalent, and the sanitary condition of affairs was not quite so bad 
as we had been led to suppose.” Because Wakefield later discovered that “this 
was one of the most advanced districts, if not the most advanced, in the coun-
try,” he took another journey to a mixed-class district where he found “a very 
different state of things”: “even in a certain outport, which is one of the largest 
and most prosperous in Newfoundland, a condition of affairs was found which 
would not be tolerated for one moment in the smallest and unenlightened 
hamlet in england.” Admittedly some of Wakefield’s concerns were initially 
driven by a public health initiative; however, even in this role he recognized 
he was somehow misled about the whole island and individuals settling it. 
Furthermore, Wakefield had made similar, carefully qualified observations 
about different communities — and their individual inhabitants — in Labra-
dor: “The filthy condition of some of the houses, especially on certain parts of 
the coast, is utterly indescribable. . . . This criticism, of course, only applies to 
certain parts, where the people are exceptionally ignorant, dirty and stupid. 
The houses of the more intelligent settlers are as clean as houses could be found 
anywhere, and I would gladly take my meals off the floor of the house in which 
I am now writing.”48 dr. Robert ecke echoed the latter observation in his diary 
more than two decades later, about a family in Manual’s Cove: “They must be 
the poorest people in twillingate, but their house is the one where I would take 
a visitor to see a really lovely fisherman’s home. Clean, neat, attractive garish 
wallpaper. Curtains of bleached flour bags with colorful bits of cloth appliquéd 
to make borders. The kitchen has lots of hooked rugs, a well-shined low stove, 
a few homemade chairs, and a good-looking sideboard, also homemade.”49

Inconsistencies among communities also appeared in a nutritional survey 
in 1933. Margery Vaughn and Helen S. Mitchell were from the Battle Creek 
(Michigan) Sanitarium and Battle Creek College operated by the Seventh-day 
Adventist denomination under the directorship of the famous health reformer, 
dr. John Harvey Kellogg (with whom Grenfell shared a mutual admiration 
for espousing the tenets of “right living”). Their survey identified chronic 
constipation, malnutrition, dental problems, and low resistance to diseases 
such as tuberculosis in some communities around St. Anthony; but they con-
cluded that it was “futile” to “correlate food supply to nutrition diseases,” for 
some outports with relatively better food supplies also had higher rates of the 
deficiency disease beriberi. In deadmans Cove, for example, which had the 
highest number of cows (for milk) and the largest availability of potatoes and 
other vegetables, 15 per cent of the population suffered from beriberi; similarly, 
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in Green Island Cove, almost one-quarter of the population had beriberi, de-
spite one of the higher cow-to-person ratios as well as a better supply of pota-
toes and other vegetables. Conversely, Savage Cove and Flowers Cove, which 
were relatively worse off with respect to food supply, had the lowest rates of 
beriberi. The researchers explained these perhaps unexpected results as likely 
due to the “wide extremes encountered among the families of certain villages.”50 
Such reasoning once again underscores the fact that making any generaliza-
tions across communities — or within communities — regarding nutritional 
and disease status in Newfoundland is fraught with difficulty.

Clearly, these keen observers, who consciously compared individuals and 
individual communities, did not share the views of those who later promulgated 
a portrait of extreme deprivation for the whole island for its entire history 
prior to Confederation with Canada, and they thus provide valuable insights 
within the context of their own time. Further work may reveal the extent to 
which Smallwood’s rhetoric in particular spouted schoolboy notions, perhaps 
imparted by American depression-era textbooks on health, nutrition, and 
public health that were assigned by the department of education and widely 
circulated to Newfoundland children.51 or, indeed, it may determine the degree 
to which such rhetoric was self-referential, as contemporaries in the early 
twentieth century recognized occurred with mass persuasion.52

In the meantime, we have been addressing the ecosystem concept incre-
mentally through several forms of historical evidence in studies of key nodes 
in the delivery of health care for the island outside of St. John’s. For example, 
J.t.H. Connor published a reprinted 1933 report on the activities of the Notre 
dame Bay Memorial Hospital in twillingate that shows the degree to which 
the island’s health care activities were closely intertwined: although the hospi-
tal did not belong to the International Grenfell Association, it remained closely 
tied to Grenfell, who commissioned the report and selected a Grenfell mission 
alumnus to undertake the medical audit and site visit. The resulting report 
concluded that despite the difficulties of hospital practice in a remote area, the 
performance was that of a Grade A hospital. For medical historians, the de-
tailed report demonstrates how busy and up-to-date the hospital was, and it-
self invites reflection on the prevalent notion that pre-Confederation health 
care in Newfoundland was lacking.53 Connor has now extended the analysis 
presented in this report to examine combined twillingate and St. Anthony 
hospital activities in depth.54 As he shows, after the St. John’s medical establish-
ment maintained that no hospitals existed beyond the capital city, Wilfred 
Grenfell invited the American College of Surgeons (ACS) to study these two 
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hospitals for its rigorous accreditation standards. Both hospitals not only suc-
cessfully achieved the ACS accreditation, but they were among the 20 per cent 
approved for the whole of North America. despite sometimes spotty or un-
available data, their annual reports of descriptive statistics for the 1920s to 
1930s reveal the extent of the work they undertook. Between 1926 and 1937, 
for instance, the St. Anthony hospital had over 6,000 people admitted and al-
most 34,000 treated as outpatients. Although most of the patients were from 
the general region, almost 15 per cent came from across the entire island, in-
cluding St. John’s, and from coastal Labrador. In both hospitals, the primary 
reason for admission was a surgical procedure; surgery was also inextricably 
linked to tuberculosis (which was not just pulmonary). Most significant were 
the technology and treatments used: from 1918 the only place in Newfound-
land, and north of Halifax in Canada, to have radium was St. Anthony; not 
surprisingly, patients came from all around the island for treatment of their 
cancers, and by the mid-1930s their numbers rose dramatically to hundreds 
each year. Similarly, the twillingate hospital acquired an electrocardiograph 
machine (eCG) for cardiac examinations around 1936, just when this technol-
ogy was becoming widely accepted in leading teaching and research hospitals 
in the united States and the united Kingdom; again, no hospital in St. John’s 
could match this capability.

In addition, with funding from a Canadian Institutes of Health Research 
grant55 and the substantial support and help of Labrador-Grenfell Health, the 
current health authority, our team of two medical historians, a physician, and 
a health policy analyst, along with research assistance, has worked over the 
past five years to access, preserve, and anonymize clinical admission case-
books created by the Grenfell mission hospital in St. Anthony. From an antic-
ipated “vacuum” approach to gathering evidence from every conceivable kind 
of source in print and manuscript form, the corralling of this rich resource of 
unprocessed primary material has therefore taken priority in our research. 
For the approximately 15,000 extant chronological records from 1904 to about 
1940 that we redacted, saved electronically, and stored in a secure location, we 
designed a separate index (database), in part with our ecosystem notion in 
mind, to identify not just health care workers (physicians and nurses), diagno-
ses, treatments, and patients (age, sex, residence, religion, occupation) but 
other information such as mode of travel. The design phase had its first 
time-consuming and cumbersome iteration before we returned to the simpler 
process of using the Microsoft office Access program to provide the sophisti-
cated version of file cards that we envisaged.
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Completing detailed entries for the database, which required close read-
ing of the daily clinical records in various manuscript hands before they were 
typewritten (around 1918), has provided unique insights into the state of 
health care before Confederation for a large number of Newfoundlanders — 
including those referred to and from St. John’s hospitals or travelling around 
the island. This node of the island’s ecosystem was vital to the provision of 
modern health care to a far greater degree than earlier writers and the St. John’s 
medical establishment would know or acknowledge. Given the narrative na-
ture of the records within a formulaic framework (a millennia-long medical 
tradition),56 they reveal patients’ social background and occupational condi-
tions, along with patients’ comments and activities; attitudes of physicians 
towards their patients and of patients towards the hospital; health care workers 
as patients; and other medical activities of the mission organization (such as 
the orphanage). All of this qualitative information has been identified in our 
database as a critical aspect of contemporary methodology in the history of 
medicine. Indeed, such identification fits methodologies in related disciplines as 
well. As Julia epstein long ago suggested, for us to understand medical dis-
course, it needs to be viewed in relation to other explanatory uses of narrative 
language:

Physicians act as ethnographers, historians, and biographers when 
they take patient histories and when they write up case reports. Rec-
ognizing these historiographic functions of the diagnostic process in 
the context of other kinds of historiography allows us to recognize as 
well the way medical practice participates in the production of cul-
tural discourses.57

using a separate report software program (Crystal Reports), our database can 
be queried in a methodical way to uncover historical trends and identify all the 
cases for analysis from a variety of historiographical perspectives.

Preliminary consideration of about 2,600 extant records for the period 
1904 to 1919 uncovers the peaks of activity owing to seasonal ailments and 
transportation or the availability of visiting specialists such as an ophthalmol-
ogist or dentist; that is, the records increase numerically during summer 
months, and consecutive pages become dominated with a typhoid outbreak in 
one community, or with eye operations or dental work. They demonstrate the 
degree to which the whole region from twillingate to St. Anthony was a catch-
ment area for patients, making the need for a hospital in twillingate a clear 
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and persuasive endeavour with Grenfell’s support: approximately 30 per cent 
of patients came from the immediate local region, while 26 per cent (the 
single second largest group) arrived from the Notre dame Bay area; the re-
mainder came from almost all around the coast of the island, including St. 
John’s. Corroborating information about patients being transported to and 
from St. Anthony (usually on the S.S. Prospero) and expressions of gratitude 
from patients for their care there can all be found in the public press.58

The clinical records also show how much the hospital in northern New-
foundland relied on American facilities and leaders in medical specialties: 
pathological specimens were usually sent to Baltimore for testing, with results 
received fairly quickly; on one occasion in 1910, Wilfred Grenfell performed a 
neurological operation for epilepsy after receiving advice from Harvey Cush-
ing, the renowned surgeon then at Johns Hopkins who was the founding father 
of neurosurgery and of endocrinology.59 Not only can we quantify and analyze 
the range of procedures performed by Grenfell himself, but we can compare 
them with those of other physicians in his mission. For instance, preliminary 
analysis shows that the average length of stay for patients admitted to the 
St. Anthony hospital between 1904 and 1919 was 25 days. If the admission/dis-
charge practices of specific doctors are analyzed, however, it becomes clear 
that American-trained physicians such as drs. John Little and Charles Curtis 
were very close to the overall average length of stay (24 days and 27 days, re-
spectively), while British-trained physicians such as drs. Wakefield, Grenfell, 
and Stewart kept their patients in hospital longer than was typical (30 days, 35 
days, and 37 days, respectively). Many practical and clinical reasons might ex-
plain these trends, including wait times for travel by regular boats,60 but the 
fact remains that because the hospital in St. Anthony attracted an international 
medical staff, study of it and the staff prompts lines of historical inquiry that 
transcend merely the local Newfoundland situation.

In short, an “ecosystem” concept renders such study more meaningful by 
identifying all the aspects at play in individual communities around New-
foundland. Health care delivery never was a centralized system on the island 
owing to the existence of several different modes and models of formal and 
informal patient care and financing that functioned quite independently of 
each other, yet frequently were interlinked. The metaphor of an “ecosystem” is 
useful to study the Newfoundland situation because of its notions of discrete 
medical communities (with and without clear boundaries) that often influ-
enced each other in unplanned or unintended ways, although they may not all 
have been administratively or directly connected. It is also useful for placing 
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such individuals as Wilfred Grenfell into the context of their region and era, 
without diminishing their pivotal role as community leaders, advocates, and 
visionaries. That is, Grenfell, as medical man, missionary, and myth, was “one 
of a kind” — hence the influence he exerted is unlikely to be matched else-
where — but he mirrored other strong, pioneering men and women who sim-
ilarly helped shape how health care was delivered in their rural region. More 
importantly, analyzing clinical records generated by personnel associated with 
the island part of his mission for the first time allows a deeper understanding 
of the full spectrum of medicine and health care delivery in Newfoundland 
before Confederation, including the degree to which they (and their counter-
parts in twillingate) led the dominion — and parts of Canada — in highly 
specialized health care delivery using sophisticated technology. 
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