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Abstract 

The Work of Nurses in the Fever Unit at the Ontario Hospital, Toronto:  

A Qualitative Descriptive Case Study 

 The aim of this study was to describe the process and practices that informed fever 

therapy treatment at the Ontario Hospital, Toronto, and to describe the work of mental health 

nurses providing fever therapy at the Ontario Hospital, Toronto from 1941 to 1950. 

 For almost a decade (1941 to 1950) the Ontario Hospital, Toronto operated a fever 

therapy unit for the treatment of neurosyphilis, an advanced stage of syphilis. This unit, the 

only one of its kind in Ontario, used specially designed cabinets to elevate patient 

temperatures in an attempt to kill the bacterium known to cause neurosyphilis. These 

treatments, lasting 8 to 10 hours, was taxing on patients, both mentally and physically, and 

often left the patient in a compromised medical state.  

The fever unit at the Ontario Hospital, Toronto was managed entirely by mental health 

nurses with next to no oversight from physicians, even in times of adverse medical reaction. 

This image of the mental health nurse as a highly skilled and competent practitioner is not 

one that has been historically assigned to this area of nursing.  

This thesis contributes to the history of mental health nursing in Ontario and nursing 

overall. 
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Chapter 1: Introduction  

The Case 

 Between 1941 and 1950, the Ontario Hospital, Toronto installed and ran a fever unit for 

the purpose of treating neurosyphilis patients. Fever therapy was a classification of treatment that 

induced fever, by various methods, in the hope of eradicating the spirochete (bacterium) that was 

responsible for neurosyphilis. Dr. Bromley, the hospital superintendent during the time period, 

was appointed to the staff of the Ontario Hospital, Toronto in 1938. He was an advocate of this 

treatment regime and spearheaded its instigation at the Ontario Hospital, Toronto beginning in 

early 1941. Unlike all other forms of interventionist care within the asylum, fever therapy was 

managed almost entirely by nurses. Importantly, the day-to-day operations, assessment, and 

treatment of patients were at the discretion of the nurse following medically delegated protocols. 

As a result, nurses diligently documented their interactions with the patient, and the patient’s 

response to treatment. These nurses’ notes (i.e. treatment records) provided an important data 

source. 

Insights that can be drawn from the experiences of nurses who provided care to patients 

with neurosyphilis at the Ontario Hospital, Toronto can be used to understand important 

elements of nursing care. Despite the devastating recounting of the undue harms that patients 

may have experienced when being treated in the fever cabinet (largely due to lack of knowledge 

and newly emerging/available antimicrobials), nurses’ actions and work readily link to early 

evidence of specialized practice, critical care foundations (including intensive observation and 

acute intervention), and nursing practice that was beyond task-oriented care but rather 

demonstrated keen assessment skills and critical thinking. Much like narrative accounts that can 

be obtained through face-to-face interviews, the treatment records, nurses’ notes and details 
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therein, are amenable to analysis through a qualitative approach. Analyzing these documents 

allows for a detailed description of nurses’ work, and makes way for interpretation by creating an 

iterative process whereby we can consider not only what was done, but also what has remained 

constant in nurses’ work over time.   

Syphilis 

Syphilis is a highly infectious, sexually transmitted infection caused by the spiral-shaped 

bacterium, Treponema pallidum.1 Syphilis has three distinct stages, with symptoms and 

treatments specific to each stage.2 The first stage, known as primary syphilis, is when the patient 

is most contagious and exhibits the ‘heralding sore,’ or chancres, typically three weeks post 

exposure.3 The sore appears at the location where the bacteria entered the body. This stage is 

often painless, and the sore can usually heal on its own.4 If the location of the sore is difficult to 

see, such as on the rectum or in the vagina, and is painless, the patient will be unaware that they 

have contracted the infection thus making communicability more likely. The patient remains 

contagious even when the sore has healed.5 

The second stage is characterized by the development of a rash within two to eight weeks 

after the chancre first appears. A reddish-brown rash covers most of the body, including the 

palms of the hands and soles of the feet, indicating the bacteria has spread throughout the body 

and has become systemic.6 The systemic nature of the illness at this stage is demonstrated by 

fever, sore throat, and a feeling of general malaise.7 The individual is more likely to seek medical 

intervention in the secondary stage due to the symptoms. Intervening at the secondary stage 

reduces the potential that the infection will advance to the chronic stage of syphilis, which is 

more difficult to treat.8 
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The next stage is referred to as the latent or hidden stage of syphilis. During this phase, 

the individual may experience a remission of the disease (absence of any symptoms), anywhere 

from one to 20 years. They continue to be communicable during both the early and late stages of 

the latent period. Tragically, women who become pregnant during this stage, or any untreated 

stage of syphilis, can give birth to a child with congenital syphilis. This transmission can occur 

via the placenta or during labour and delivery when the infant comes into contact with infected 

tissue. If the infant survives, they will live a shortened life complicated by illness.9 

 The last stage, known as tertiary syphilis, may occur anywhere from one to twenty years 

post initial infection. The symptomology during this stage is dependent upon the part of the body 

infected by the bacteria.10 For example, cardiovascular syphilis will exhibit symptoms associated 

with the heart and blood vessels. Neurosyphilis, the focus of this study, presents with symptoms 

associated with neurology, such as the inability to regulate behaviours and challenges with 

judgement and memory.11 The disease at this stage can no longer be treated with antibiotics, but 

will instead focus on comfort measures and symptom mitigation. For example, behaviours 

associated with frontal lobe involvement, such as aggression or hallucinations, may be treated 

with antipsychotic medications.12  

Treatment of syphilis has not always been as linear and prescriptive as described above. 

Historically, syphilis was a formidable foe to scientists and physicians alike.13 During the era of 

the fever unit, the most challenging factor for successful treatment was that the thermal-lethal 

point to kill the spirochete responsible for syphilis required a core body temperature of 112°F. 

This temperature is incompatible with life. As an examination of patient records will show, some 

patients came dangerously close to achieving this core temperature and were ultimately, in most 

cases, revived by the nurse.14 This study provides insight into a very small part of this 
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challenging journey, the role of mental health nurses (historically referred to as ‘mental nurses’ 

during the period of study) in the treatment of neurosyphilis.15 Through a descriptive case study, 

the work of mental health nurses working in the fever unit at the Ontario Hospital, Toronto, will 

be explored. This case study and the files included from the Ontario Hospital, Toronto facilitate 

insight into a nursing role that was highly specialized and required keen assessment and 

intervention skills that predate any specialization that took place in nursing, including critical 

care units. In fact, evidence from the patient exemplars included closely resemble the work 

performed by nurses in early Canadian intensive care units in the late 1950s and early 1960s. 

Notably, unlike critical care nursing and the historical accounts associated with its development, 

the story of the mental health nurse is relatively silent. Furthermore, where the work of nurses in 

other areas of specialty practice has been celebrated, the work of mental health nurses has been 

scrutinized and seen in a less than favorable light. In contrast to these less than favourable views, 

this case study explores possible alternatives to viewing the work of these nurses.  

The Mental Health Nurse 

The principal carers of ‘mental patients’ during the time of this study were attendants, 

graduate nurses, and nurses in training.16 The 1943 Annual Report for the Ontario Hospitals for 

the Mentally Ill, Mentally Subnormal and Epileptic reported that the Ontario Hospital, Toronto 

had 57 attendants: 34 graduate nurses and 29 nurses in training. Although they are not 

differentiated within the annual report, the nurses that worked within the fever unit (i.e. nurse 

technicians) are grouped with the overall number of graduate nurses. Nurses employed in 

Ontario at this time (1930s to 1950s) had formalized training in Nightingale-modeled schools of 

nursing.17 This meant that nursing practice was standardized, followed a stringent course of 

training and evaluation, and ensured that only suitable candidates were trained and went on to 
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achieve that designation.18 The ideal candidate was female, white, middle-class, usually 

Christian, from a good family, achieved a high-school diploma, and was in possession of moral 

character beyond reproach.19 This characterization of the ‘suitable nurse’ is well documented in 

Canadian historiography.20  

Nurses working with mental patients required additional competencies.21 This was a 

recognized area of nursing ‘specialization’ after 1909 in Ontario. 22 Dr. C.K. Clarke, Medical 

Superintendent at the Ontario Hospital, Toronto, introduced training programs for the female 

attendants working at the Toronto asylum, an idea that soon spread to other asylums in the 

province and the country.  These former attendants would not have had equivalent skills to the 

nurses from the general hospital training system and therefore registered nurses would still be 

needed in the asylum infirmary. Two factors occurred during the 1930s that increased the 

number of registered nurses working in asylums. The first resulted from the Great Depression. 

There were significant levels of unemployment amongst working class groups, including 

nurses.23 Trained nurses unable to find work in the general hospitals applied to mental hospital 

nurse-training schools. 24 This was a significant benefit to mental hospitals, as they were able to 

attract a ‘more qualified’ nursing workforce.  

The second event was the introduction of psychiatric nurse training for nurses within the 

general hospital training system. This insight arose out of the report Survey of Nursing Education 

in Canada by Dr. George M. Weir, head of the department of education at the University of 

British Columbia, in 1932. The Weir Report (as it would later be known) highlighted the need 

for nurses to have a better quality of education. Dr. Weir was also motivated by the mental 

hygiene movement and asserted that nursing needed to close the gap between general and mental 

hospital nursing.25 Interestingly, the data from this study will show that the majority of mental 
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health nurses did not rise from the ranks of the middle class, but instead from more impoverished 

backgrounds, and often with a grade-school education or less.26  Nurses employed by the Ontario 

Hospital, Toronto at the time of Dr. Weir’s study underwent a 12-week training program 

delivered by a psychiatrist.27 Nurses from general practice hospitals that wished to attain this 

additional skill enrolled in a three month internship at the asylum.28 This involved both 

classroom and ward training, which was taught by a psychiatrist.29 This resulted in mental health 

nurses, and their practice, being heavily influenced by the perceptions of medicine, and more 

specifically, psychiatry. Nursing leadership would eventually challenge this perspective and gain 

control over the education of nursing in the decades to follow.30  

An additional factor that heavily influenced the training of mental health nurses was the 

idea of mental hygiene. Mental hygiene was based on the belief that mental illness and the social 

problems it created could be prevented through scientific knowledge and greater professional 

expertise.31 Interconnected with this notion was the belief that some people were, either by class 

or genetics, inferior.32 Moreover, hospitals received considerable financial support from the 

social elite, who believed that morality and health or eligibility for health care was closely 

linked.33 Nurses were therefore intended to be the enforcers of this belief and to teach those with 

low moral character the way to moral redemption.34 Illness due to ‘sexual impropriety,’ such as 

those suffering from syphilis, became the focus of this movement.35 

 The role of the mental health nurse had only just started to be told from the perspective of 

these nurses. Traditionally, if anyone thought it was important enough to mention, the nurse’s 

role would have been related by the psychiatrist or an administrator.36 In a 1960s address to the 

British Medico-Psychological Association, President Alexander Walls related his regret over the 

“almost complete neglect of mental health nursing in the current histories of both psychiatry and 
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nursing,” and went on to caution confusing the history of psychiatrists with the history of 

psychiatry, as the latter comprised far more than the biographies of medical men.37 Remarkably, 

even the shift of care from attendants to trained mental health nurses, a pivotal moment in the 

care of the insane, did not merit much mention.38 This shift signified the change in focus of 

mental care from custodial to a treatment-based care where mental illness was seen as curable 

and not a death sentence. Psychiatric nurse historians assert that the story of mental health 

nursing and their role in the care of mental patients has not advanced at the same pace as other 

areas of nursing. 39  Veryl Tipliski, in her study on psychiatric nurses in three Canadian 

provinces, remarks that Nurse Historian Kathryn McPherson excluded psychiatric nurses from 

discussion in her book, Bedside Matters (2003).40 Nursing historians consider McPherson’s book 

to be foundational in the understanding of Canadian nursing history, so the omission of mental 

nursing is a notable gap.41   

The advent of social history brought the image of the mental health nurse more closely 

into focus, but the perspective has almost always been that of the patient, not the nurse. Through 

the research of psychiatric historians like Geoffrey Reaume, the brutal and cruel existence of the 

mental patient has been brought out into the open, and rightfully so. Reaume describes the role of 

the mental health nurse through direct quotes from patients telling their stories, and although 

these reflect the patient’s experience, they do not unequivocally represent the nurse, her role or 

nursing work. In 2009, a collaboration amongst Canadian, American, and British scholars 

established a website, The History of Madness in Canada, with the explicit purpose of bringing 

research on mental health and psychiatric medicine into the public domain.42 It offers a wealth of 

information on mental health history in Canada but, once again, its vision is to offer 

representation to “patients/survivors/consumers,” the perspective is not the nurse’s.43  In recent 
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years, several studies have been published that use oral histories, nursing documentation, training 

manuals, and legislation specific to psychiatric practice to focus specifically on the mental health 

nurse in relation to working conditions, education, and social constructs of gender.44 This focus is 

essential, as the domain of mental nursing requires a skillset and specialized knowledge unique 

to that area of practice, which in turn has implications for patient care.45  In 1936, the Provincial 

Commissioner of Mental Institutions in Manitoba stated: “The nursing of mental patients 

requires women of finer personality, of wider sympathies, greater self-control, and higher 

intelligence than the nursing of those who are physically ill.”46   

The Role of The Nurse on the Fever Unit 

 A review of the literature for published studies on fever cabinet nursing in Canada 

returned a dearth of research into this unique area of nursing practice. One of the few articles 

found referring to the fever cabinet nurse, published in the December 1936 American Journal of 

Nursing and written by a physician, describes the role of the nurse during fever cabinet therapy 

in considerable detail.47 According to the article, the nurse administering this therapy was 

required to monitor the patient’s vital signs frequently, observe the skin for burns, administer 

medications and fluids, monitor the patient for signs of vascular or respiratory failure, and be 

prepared to administer emergency treatment.48 In addition, as this was usually a lengthy 

treatment taking five to seven hours, the nurse was also expected to “have good temperament, 

unfailing good cheer, poise and influence in seeing the patient through this period.”49 The ability 

to play music or tell a story was considered an asset.50 This provides a good understanding of 

mental health nurses’ assigned tasks, but does not describe the experience in the nurses’ own 

words, nor does it reveal the skill and ability required of the mental health nurse during this 

treatment. This case study will provide the opportunity to observe and therefore understand the 
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work of the mental health nurse by studying nursing documentation from the fever unit. 

Purpose of the Research Study 

The purpose of this descriptive case study was to gain an understanding of the role of 

nurses in the treatment of patients receiving fever therapy for neurosyphilis at the Ontario 

Hospital, Toronto from 1941 to 1950. This research was guided by the following objectives: 

1. To describe the process and practices that informed fever therapy treatment at the Ontario 

Hospital, Toronto. 

2. To describe the work of mental health nurses providing fever therapy at the Ontario Hospital, 

Toronto from 1941 to 1950. 

Organization and Structure 

This thesis will be comprised of five chapters, each addressing different aspects of the 

practice of nurses working in the fever unit. Chapter One, includes a brief description of the case, 

an overview of syphilis and its treatments historically and today, a description of the mental 

health nurse and her role in the care of neurosyphilis patients and concludes with the purpose and 

objectives of the thesis. In Chapter Two, using a historiographical approach, I provide a 

description of important conceptual underpinnings for the case including the advent of fever 

therapy and its progression to the fever cabinet, the demographics of mental health patients and 

the care of neurosyphilis patients in Ontario up to the time of the fever unit at the Ontario 

Hospital, Toronto. Additionally, Chapter Two includes an overview of the training of mental 

health nurses within relative proximity to the time of the case described. In Chapter Three, I 

provide an in-depth description of case study methodology that includes its underlying ontology 

and epistemology. Additionally, I define the case in detail and identify the primary sources used 

for the study. In Chapter Four, I present the findings from the case study analysis. This chapter is 
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divided into two sections. First, the focus is on the creation of the fever unit at the Ontario 

Hospital, Toronto and the mental health nurse as the principle carer. Second, by using patient 

records, I establish the standard of fever therapy and highlight the work of the nurse through 

cases files. In Chapter Five, I summarize the case study and provide a discussion of the study’s 

findings. Journal articles written by nurse experts performing fever therapy will be used to 

support the discussion. I close Chapter Five by presenting this study’s limitations, and 

implications for future research and nursing practice.  
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Chapter 2: Constructing the Context of Nurses’ Work in the Fever Unit Using a 

Historiographical Approach 

This chapter uses relevant literature (including published historical accounts and 

professional literature) to provide a historiographical construction of the context wherein ‘mental 

health nurses’ worked and cared for patients with syphilis. The included literature provides a rich 

description of the advent of fever therapy and its progression to the fever cabinet, the 

composition of mental health patients and the care of syphilis patients in Ontario up to the time 

of the fever unit. Further, considerations regarding the training of mental health nurses are 

presented. This historiographical account provides the essential contextual foundation upon 

which this case is situated. 

A comprehensive search of the literature using title searches in Medline, CINAHL and 

Google Scholar and the terms mental nursing, fever therapy, fever cabinet, hypertherm, and 

neurosyphilis produced eighteen articles in total. The topics ranged from an overall description 

of fever therapy to complications associated with its administration. The publication dates ranged 

from 1935 to 1943, with the majority clustered around 1937. Of these eighteen articles, only 

seven dealt specifically with the role of nurses within this treatment modality, of which three 

were written by nurses and four by physicians. A manual search of the journal Canadian Nurse 

from 1932 to 1950 produced no articles about fever therapy nursing in Canada. The articles that 

were retrieved will be used as practice standards and comparators with the care provided by 

nurses working in the fever unit at the Ontario Hospital, Toronto. A search of Toronto media 

outlets at the time produced no mention of the introduction of the hypertherm in Toronto except 

for a brief article in the July 17th, 1941 edition of the Toronto Daily Star. This article chronicled 
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the success of diathermy treatment, via a fever cabinet, at the Burwash Prison in Sudbury, 

Ontario.1 

With respect to other primary sources that might have been available such as textbooks, 

none were found. An exhaustive search was conducted at the Archives of Ontario, The Centre 

for Addiction and Mental Health archives (CAMH, formally Queen Street Mental Health 

Centre), and all hospital archives and universities mentioned in the Kettering Family Papers as 

participants in the original pilot test of the Kettering hypertherm.2 To this day, no Kettering 

training manual to direct nursing care in the fever unit has been found. 

The History of Fever Therapy and the Evolution of the Fever Cabinet 

The Induction of Fever 

Knowledge of the curative effects of fever or heat on an underlying illness has existed 

since the time of Hippocrates and Galen.3 Hippocrates is quoted as saying, “give me the power to 

produce fever and I will cure disease.”4 Early users of heat sources, such as the sun or hot 

springs, would have been unaware of the true physiological impact of heat beyond the skin or 

considered the systemic properties of heat on different organs in the body. Beginning 

understandings of health and illness were based on beliefs that all illnesses were caused by an 

imbalance of one of the four humors: blood; phlegm, yellow bile, and black bile. Treatment was 

based on making changes to the patient’s environment that would restore the balance of the 

effected humor.5 To rid the body of the excess causing the imbalance, methods such as blood-

letting, vomiting, evacuation of the bowels and diaphoresis were used.6  The connection between 

heat and diaphoresis, for example, is described by Galen (AD 160) when relating the treatment 

for dropsy (generalized edema) “by heating the patient in a barrel, it caused an evacuation 

[sweating] of the entire body greater than in the bath.”7 Early examples of the use of heat are 
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plentiful. The Egyptians (around the 5th Century BC) used the sun to heal skin afflictions and 

natural hot air caverns caused by volcanic sources as a method to manage arthritic-type ailments.  

Hippocrates ordered hot baths for what he diagnosed as “thickened and tense skin” (which was 

later determined to be dermatoses).8 Chinese and Japanese healers used hot springs arising from 

volcanic formations to treat syphilis, arthritis, and genito-urinary infections, as well as 

respiratory, digestive, nervous, and ocular diseases.9 It has been suggested that these early uses 

of heat in the treatment of illness and disease were precursors of later therapies utilized in 

psychiatric practice, such as blanketing, hot baths, hot packs, and fever therapy.10  

The use of heat, and eventual fever treatment modalities, intersected with an evolving 

understanding of illness and disease. For hundreds of years, there was little to no scientific rigor 

associated with fever therapy, nor evidence to inform factors such as therapeutic body 

temperature or an appropriate course of treatment.11 Prior to the invention of the thermometer in 

1595 by Galileo, the presence of temperature (or fever) was confirmed using three criteria: the 

patient’s appearance, the patient’s own perception of temperature, and the educated hand of the 

physician.12 The physician’s hand was considered the most reliable of the three.13 However, with 

the invention of the thermometer, the opportunity to connect science and fever therapy became 

possible. In 1611, a scientist by the name of Sanctorius adapted Galileo’s thermometer and began 

to use it to establish a ‘normal’ body temperature and, in doing so, established deviations from 

normal as an aid to diagnosis certain diseases.14 Unfortunately, the instability of the early 

thermometer produced marked variations in temperature and made readings both inaccurate and 

unreliable. For example, in an early study (around the year 1611) investigating the temperature 

of a patient who fell from a horse, an axillary temperature of 122°F was recorded.15 With 

continued experimentation, the functionality and reliability of the thermometer improved. In 
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1835, Antoine Cesar Becquerel and Gilbert Breschet determined the body temperature of a 

healthy adult to be 37°C or 98.6°F.16 From this point forward, thermometric observation would 

become an important diagnostic tool prominently featured in physical assessment and recorded 

in the patient record.   

Despite being a useful piece of information in tracking the progress of an illness, 

physicians still lacked a foundational understanding of the laws of heat, what processes in the 

body produced heat, or how heat external to the body could be manipulated in ways that were 

therapeutic. Work by scientists such as Mayer, Hermann, and Von Helmholtz in the 1840s 

produced an understanding of how physiological processes worked, in addition to the 

development of early theories of how temperature was a convertible force governed by certain 

laws of science.17 Their work led to four principles of body temperature that are still recognized 

today: 1) variations in temperature have pathological and physiological causes and are significant 

in understanding disease, 2) body heat is an end-product resulting from chemical processes in the 

repair and production of waste in the body, 3) body temperature resulting from these chemical 

processes is uniform and rarely varies from individual to individual, and 4) factors such as diet, 

exercise and age can produce variations in a normal body temperature.18 Armed with these 

principles, scientists began to document the progress of certain diseases, making diagnoses easier 

and courses of treatment more prescribed and predictable. Notably, while taking patient 

temperatures was a major diagnostic tool belonging to the physician, it would not be until 

approximately 1878 that it was relegated to the status of a task and became the work of the 

nurse.19  
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The Fever Cabinet 

Dr. Charles Kettering was an American inventor and entrepreneur responsible for a 

number of revolutionary inventions, starting from his time as the head of research for General 

Motors in 1920 until his death in 1958.20 In all, he was responsible for 186 patents, including the 

electric start motor, leaded gasoline, Freon used in refrigeration and air-conditioning, paints used 

in the mass production of automobiles, and the world’s first aerial missile.21 In 1927, after 

considerable financial and business success, Kettering established the Kettering Foundation, a 

non-partisan research foundation dedicated to the pursuit of inventions to better mankind and 

relieve human suffering.22 It was from this research initiative that the fever cabinet was born.  

In the fall of 1931, Kettering was entertaining a number of eminent American physicians 

in his home, when informal discussions led to the burgeoning syphilis crisis (discussed in more 

detail later in this chapter), and the work of Nobel Prize laureate and psychiatrist Dr. Julius 

Wagner-Jauregg.23 Wagner-Jauregg’s research suggested that, although purported to be effective, 

the use of fever to cure disease could be hazardous to the patient’s health, was time consuming, 

and rendered the patient unable to work, which had implications for the patient’s social 

wellbeing and ability to remunerate the hospital for treatment.24 The conversation then turned to 

the experience of short-wave radio operators that were in contact with Admiral Byrd during the 

polar expedition in 1926.25 These operators developed fever while they were in the short-wave 

radio field due to a one kilowatt radio transmitter directed from an aerial. Subsequently, 

Kettering pursued the hypothesis of artificially produced fever via radio waves, which led him to 

the research of Dr. Willis R. Whitney, the Director of Research at General Electric.26  Whitney 

had also made this observation and created a cabinet that housed a one-kilowatt radio transmitter 

with the energy conducted between two large condenser plates instead of an aerial. This cabinet 
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became known as the radiotherm. Kettering asked Whitney to produce a similar cabinet that 

could be used to investigate the use of artificial fever in the treatment of neurosyphilis.27  

The History of Syphilis 

To recount a history of syphilis as we currently understand the disease today is 

complicated given that the set of symptoms we now associate with the early stages of that 

sexually transmitted infection, such as mild sores, rash, sore throat and fever, has changed in the 

five hundred years since it was first documented around 1496.28  Medical historians assert that in 

its initial period of communicability, the symptoms were much more severe than today due to the 

newness of the disease in a population with no immunity against it.29 Those unfortunate enough 

to have acquired this new illness experienced the ‘heralding’ chancre sore, fever, and a 

generalized rash. The symptoms then progressed to debilitating pain and ulcers that destroyed 

bone and connective tissue, causing facial deformities and decreased mobility.30 Many early 

victims of syphilis became bedridden, were unable to work and support their families, and died 

shortly thereafter. Although causing the same types of medical and socio-economic issues as in 

its early history, syphilis at the time of this case study (1941 to 1950) saw a more protracted 

course of illness that resulted in people suffering much longer, with a greater likelihood of 

progression to neurosyphilis.31  

Debate regarding the origins of syphilis has resulted in three main theories: 1) it was 

brought from the Americas to the Old World by Christopher Columbus, 2) it had always existed 

in the Old World as an old treponemal (spiral-shaped bacterium) disease that evolved into a more 

virulent strain in the late 15th century, and 3) all treponemas are a single disease where the 

environmental and social factors of the 15th century favoured its transmission by sexual 

intercourse, resulting in syphilis.32 The timing of the first documented epidemic in 1495 makes 
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the Columbus theory the one espoused by modern scientists and historians.33  In 1495, when 

Charles VIII of France invaded Naples using Spanish mercenaries who had been part of 

Columbus’ crew, syphilis (or the ‘grande verole’ because the term syphilis would not be 

introduced until 1530) raged through the French forces, rendering them unable to fight.34 Its 

swift spread was facilitated by camp followers, including prostitutes. Prostitutes, then considered 

a necessary fixture in any military force, have been linked to the spread of sexually transmitted 

infections throughout military history.35  

Once back in France, the army disbanded, returning to their towns and villages carrying 

with them the scourge of syphilis. By the end of 1495, syphilis had spread throughout France, 

Germany and Switzerland and reached Britain by late 1497.  Three years after the occupation of 

Naples, syphilis could be found in Scandinavia, Hungary, Greece, Poland, and Turkey, and by 

1520, due to an increase in exploration, it reached Africa, China, Japan and Oceania.36 Those 

wishing to counter the Columbus theory point to the discovery of what appeared to be Syphilitic 

Periostitis and Periostitis Gummosa in prehistoric burial remains; however, these claims have 

never been substantiated.37   

The term venereal disease, the overall classification that would comprise diseases 

acquired through sexual contact, was first used in 1527 by a physician from Rouen, France 

named Jacques Bethencourt. Bethencourt suggested that since the disease arose from ‘illicit love’ 

it should be called the malady of Venus or venereal disease (morbus veneris).38 This terminology 

became more significant after the discovery of germ theory when it was evident that there was 

more than one sexually transmitted infection.  The actual name ‘syphilis’ is credited to a Latin 

poem named Syphilis Sive Morbus Gallicus written by Girolamo Fracastoro in 1530.39 The poem 

relates the story of a shepherd called Syphilis who was stricken with an odious disease by the 
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Sun god as punishment for blasphemy.40 Fracastoro blended historical writings about the disease 

with a fable written by Ovid to produce a three-volume poem that disseminated information on 

the disease’s pathology, symptoms, diagnosis, and therapy to physicians. While the poem 

became very popular and is credited with the adoption of the word ‘syphilis,’ the term did not 

find its way into popular culture until the early nineteenth century.41 

Understanding Syphilis Transmission and Early Therapies 

 The shift from a humoral to bacterial understanding of disease did not occur until the 

1860s, despite some early recognition of contagion as a source of disease in the early 1500s by 

the Viennese physician Fracastoro.42 Fracastoro mixed humoral and contagion theories by 

suggesting that individuals with balanced humors could still contract disease when ‘seeds of 

corruption’ passed from one person to another by direct contact, indirect contact and long-

distance transmission. These diseases were classified as ‘contagious fevers’ and included poxes, 

measles, rabies, leprosy, scabies, and syphilis. The origin of syphilis would remain unknown 

until the genesis of germ theory in the 1860s by Pasteur, Lister and Koch.43 The ability to 

distinguish microbes using the microscope facilitated the diagnosis of different bacterium, and 

therefore many diseases. The first bacterial infection to be identified, anthrax (caused by Bacillus 

anthracis), was discovered by the German doctor Robert Koch in 1877.44 Treponema pallidum, 

the bacteria that causes syphilis, was discovered in 1903 by Schaudinn and Hoffmann.45   

 Patients diagnosed in the early stages of syphilis were effectively treated with arsenic 

compounds injected intramuscularly. These treatments were painful, with brutal side effects 

(e.g., rashes and liver damage), but allowed patients to experience some relief from symptoms.46 

However, arsenic compounds did not cross the blood-brain barrier and therefore had no effect on 

the neurological symptoms associated with late stage general paresis or neurosyphilis. 
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Neurosyphilis is associated with memory loss, confusion, complete personality change, 

psychosis, and eventually, death.47 As a result, there was an explosion of research examining 

biological treatments that could reach the brain (which was imperative in the treatment of 

syphilis, namely neurosyphilis). This resulted in a vast production of literature on the topic. 

Influenced by the heightened attention in the scientific community, a Russian psychiatrist named 

Alexander Rosenblum intentionally induced fever in patients using malaria, typhoid, and 

relapsing fever in 1876.48 As done by Wagner-Jauregg, Rosenblum injected his subjects with live 

malaria and typhoid bacteria removed from ill patients in the hopes of producing fevers. His 

study produced a fifty percent success rate, with 11 of his 22 psychiatric patients cured of their 

psychoses.49 However, because his study was published in Russian and in a relatively unknown 

scientific journal, it garnered little attention.50 Rosenblum never received the credit he deserved 

until Wagner-Jauregg recognized his work at a conference fifty-nine years later, in 1935.  

Wagner-Jauregg, whose primary focus was on treating syphilis, did not begin his study 

into the use of fever-causing infectious diseases in the treatment of mental patients until 1887, 

almost a decade after Rosenblum. Wagner-Jauregg’s initial interest into the therapeutic use of 

fever began four years earlier (1883) during his first clinical position, where he observed a 

woman with severe psychosis experience considerable alleviation of her symptoms during an 

attack of erysipelas, an infection of the upper layers of the skin similar to cellulitis, accompanied 

with a high fever.51 His initial experiment, inspired by his observation of the psychotic woman, 

involved inoculating streptococci from erysipelas into several patients. The results were 

unsatisfactory, with none of the patients showing an improvement in symptoms.52 After a lull in 

experimentation, Wagner-Jauregg began a study in 1900 that compared 69 paretic 

(neurosyphilis) patients treated with tuberculin with 69 paretic patients who did not receive 
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treatment. The results showed that those treated with tuberculin, especially those that had the 

strongest reaction, went into remission.53  

As promising as these findings were, ongoing experimentation with tuberculin as a 

therapeutic agent resulted in high death rates among study participants, so Wagner-Jauregg 

needed to find another agent. By chance, in 1917, Wagner-Jauregg received word of a soldier 

afflicted with tertian malaria. Using a sample of the soldier’s blood, nine of his neurosyphilitic 

patients were injected with live malaria.54 Of the nine patients inoculated, one died, two had 

worsening psychosis and were sent to asylums, and the six remaining had marked improvement 

of their symptoms. Four of these patients relapsed, leaving two patients with a significant enough 

recovery to permit them to return to their families and work. Enthused by these results, over the 

next five years Wagner-Jauregg used malaria to inoculate another 200 patients whose syphilis 

related symptoms had progressed to paresis.55 Forty percent of these patients recovered the 

ability to resume lives that had been interrupted by syphilis.56 This provided psychiatry with a 

link between a biological cause of disease and treatment, and proved to be a monumental shift in 

psychiatric practice.57 This development provided a reprieve from the classification period, 

during which patients were diagnosed and provided supportive care, to the interventionist period, 

where the etiology of some psychiatric conditions had a biological cause and a specific 

corresponding treatment.58 Wagner-Jauregg declared a ‘rosy future’ for psychiatric practice.  

Wagner-Jauregg received the Nobel Prize in Medicine in 1927 for his malarial treatment 

of neurosyphilis giving him the notable distinction of being one of only three recipients of a 

Nobel Prizes in Medicine awarded in the area of psychiatry.59 Unfortunately, he also had the 

distinction of being the only Nobel Prize winner to be tried at Nuremberg due to his unethical 

treatment of patients, in addition to his associations with the Nazis.60 Wagner-Jauregg was never 
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found guilty of committing a war crime, but his unethical treatment of human subjects in a 

clinical trial was recognized. 

Malarial Fever Treatment, Antimicrobials and the Fever Cabinet 

 The initial course of treatment used in Wagner-Jauregg’s first experiment remained the 

gold standard in neurosyphilis treatment until the protocol was altered by Dr. John Mahoney to 

include penicillin in 1942.61 Malarial treatment began with the patient being inoculated 

subcutaneously with malaria infected blood from a live donor. The patient was left to incubate 

the bacterium and develop fever over a period of seven to twelve days. The optimal course of 

treatment was a minimum of forty hours of febrility, with some patients experiencing up to 

eighteen fevers.62 At the end of this period, the patient was given quinine (an anti-malarial) to 

treat the malaria, in addition to the arsenic compound Neosalvarsan, which was a standard 

treatment for syphilis.63 Adjuvant treatments of mercury and iodine could also be added, since it 

was well known at that point in time that a fever of 106°F caused by malaria was insufficient to 

kill the Treponema pallidum.64 Malaria continued to be used after the discovery of penicillin in 

1942 because many doctors felt it inconceivable that penicillin could cure syphilis on its own and 

therefore, still required the induction of fever. It eventually took a comparative study that 

investigated penicillin on its own, malaria on its own, and a combination of penicillin and 

malaria together to persuade the disbelievers.65 After following participants for a number of 

years, researchers decided that penicillin had the highest efficacy and was the least disruptive to 

the patient’s life. Malaria therapy was permanently discontinued in the early 1950s when 

penicillin became the standard of care.66   

Given the perceived need to induce fevers higher than the 106°F that could be obtained 

through malarial based treatments, alternative approaches to reach desired core temperatures 
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were considered. The latter provided entry of the fever cabinet to be considered in the treatment 

of neurosyphilis. In November of 1931 at the Miami Valley Hospital in Dayton, Ohio, Dr. Fred 

Kislig, Dr. Walter Simpson, Charles Kettering, and Miss Florence Storck, nurse technician, 

began their investigation of the radiotherm.67 It should be noted that Miss Storck’s contributions 

were highlighted in the 1937 summary by Dr. Simpson. He stated, “much of the credit for any 

success attributed to this work has been due to the loyalty, intelligence and industry of Miss 

Storck.”68   

The research was carried out over a two-year period and followed the standard course of 

translational research: development of a research idea or concept; development of clinical trials; 

and, lastly, human trials.69  Studies began by capturing baseline data on previous modalities in 

the production of fever such as hot baths, hot air blankets, and electric blankets.70 This 

progressed to animal studies using the radiotherm. In the animal studies, a serious risk became 

apparent. Due to the increased body temperature, pools of perspiration would accumulate on the 

surface of the skin, which caused the short waves to gather in the moisture, resulting in severe 

burns.71 In an effort to eliminate this risk, Kettering developed the concept of the air-conditioned 

cabinet. This was a concept that would have been very familiar to Kettering, given that he was 

the inventor of Freon in the use of air-conditioning.72 The basic premise of the cabinet was to 

have heated, dry air passing over the patient, reducing the relative humidity to zero while radio 

currents elevated that patient’s body temperature. This prevented pools of perspiration forming 

on the body and therefore reduced the incidence of burns. Despite this improvement, it was still 

the responsibility of the nurse caring for the patient to make regular checks to ensure there were 

no significant areas of perspiration.73 

Over the next two years, a number of adjustments were made to how the cabinets were 
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heated, what material(s) they were built from, how much relative humidity was required, and the 

benefits of new versus recycled air. In February of 1932, they settled on a cabinet made of balsa 

wood that used recycled air and produced an optimal cabinet temperature of 300°F with dry 

lightbulbs.74 Treatment at this time involved having the patient in the cabinet until the desired 

rectal temperature was reached (105-106°F), which usually took about sixty minutes.75 The 

patient was then removed from the cabinet and placed in a bed with two warming blankets and 

several electric heating pads. This method was very effective in maintaining the patient’s 

temperature, but was an extremely unpleasant experience for them. This post cabinet set-up was 

called a ‘maintenance pack’ and the patient would remain in this pack for five to six hours.76 

Unfortunately, in an event that transpired on December 4th, 1932, the switch that controlled the 

heaters was left on and the cabinet was destroyed by fire.77 This may at first have seemed tragic, 

but it proved to be an essential turning point in the research that led to the prototype that would 

eventually be used at the Ontario Hospital, Toronto.78 

  After the fire and considering the research that had been conducted until that point in 

time, two cabinets were constructed that were simpler, more cost effective, and had the ability to 

control the variables (e.g. temperature and humidity) within the cabinet. The air-conditioning 

was controlled by fans, the dry-bulb temperature was controlled by a thermostat, the relative 

humidity was controlled by a humidistat, and the air velocity was controlled by blowers at the 

base of the cabinet.79 Dials at the top of the cabinet allowed the user (which we will see was 

predominantly a nurse) to monitor and control all aspects of the patient’s environment. In an 

effort to reduce patient discomfort during the maintenance stage, a second cabinet called the 

‘maintenance cabinet’ was constructed. Once the patient’s temperature reached the desired 

reading of 106-107°F in the hypertherm, they were moved to the ‘maintenance cabinet.’80 This 
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second cabinet contained a comfortable air mattress that could be moved in and out of the 

structure, allowing easy access to the patient for the purpose of monitoring of vital signs, and an 

air-conditioning unit that increased the patient’s comfort and compliance during the five to six 

hour treatment.81  

On May 18th, 1933, while treating a young boy, a nurse accidentally forgot to turn on the 

switch that controlled the radio waves. The desired rectal temperature of 106-107°F was reached 

in the usual time, however, it was remarked that the temperature had elevated by the air from the 

air-conditioning unit passing over the dry-bulbs alone.82 Over the next couple of months, an 

experiment was conducted comparing the efficacy of radio waves and air-conditioning and air-

conditioning alone.83 The study concluded that the desired temperature could be reached and 

maintained more safely, and at a significantly lower cost, by using the air-conditioning alone. 

This final product consisted of an air temperature of 140°F, relative humidity of 50%, and an air 

velocity of 425 cubic feet per minute. The ideal rectal temperature could still be reached in fifty 

minutes to one hour. This discovery resulted in the ‘Kettering hypertherm’ that was subsequently 

distributed to specially approved treatment centres throughout the United States.84 

The Impact of the Kettering hypertherm for Syphilis Treatment 

 The creation of the Kettering hypertherm was considered a major victory in the battle 

against neurosyphilis. Treatment was safer, more cost efficient, and less inconvenient for 

patients, as they could be treated and released almost immediately back to their family and job 

because no hospitalization was required.85 The only potential complication remaining with this 

treatment was the considerable loss of the electrolyte chloride through diaphoresis. This was 

resolved by having the patient consume two to four litres of sodium chloride by mouth during the 

treatment.86 While the latter was easily accomplished by an otherwise healthy patient, patients 
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with a compromised vascular system would have been unable to tolerate this volume of fluid 

replacement and as a result were not considered candidates for this treatment.87 However, this 

contraindication to treatment was changed over the course of three years. With the increase in 

research on fever cabinet therapy, patients previously thought to be too medically fragile to 

receive fever therapy were now considered candidates. By 1935, over 100 research articles about 

fever therapy were published worldwide, though few were written from a nursing perspective. In 

May of 1931, researchers attended the first conference on fever therapy that was held in 

Rochester, New York. By March of 1937, the conference became international, with over 120 

practitioners in attendance who were actively participating in fever therapy research.88   

 Although pleased with the success of the hypertherm and the possibility of alleviating the 

suffering of patients, Kettering was wary of the possibility of harm caused by those interested 

only in the financial benefits of fever therapy. To control patient safety and further research, 

Kettering set stringent criteria to control the cabinet’s use.89 First, he had twelve cabinets built by 

General Motors, who did so on a not-for-profit basis, to be loaned to medically distinct 

collaborating institutions. These institutions would need to follow strict training protocols for all 

doctors and nurses who would be administering care using the hypertherm. Once the training 

was complete, medical institutions would receive the fever cabinet and the ‘go ahead’ to begin 

treating patients. Second, there would be no commercial sale of the hypertherm. Third, no fever 

treatment was to occur in clinics or doctor’s offices, Lastly, compliance would be monitored on a 

yearly basis by the directors of the Department of Fever Therapy at the Miami Valley Hospital. 

Non-compliance would result in the removal of the cabinet.90  

Ontario Mental Hospitals and the Treatment of Neurosyphilis  

As Ontario entered the 1930s, there were eleven mental hospitals spread throughout the 
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province. They were situated in urban centres and strategically placed to offer mental services in 

each corner of the province.91 The financial support of charities and local philanthropists was an 

additional factor that determined the location of asylums in Ontario. Because the city of Toronto 

was the largest urban centre, with a large pool of benefactors, it had two hospitals serving its 

population: Toronto and Mimico.92 Toronto also had the distinction of having the oldest mental 

hospital, with an asylum existing within the city boundaries since 1864.93 Despite areas of 

specialization (some offered surgical interventions such as lobotomies, electroconvulsive therapy 

and fever therapy) and differences in some admission criteria (not all hospitals accepted children 

as patients), the mental services provided by these eleven hospitals, and the people they treated, 

were alike. If an individual required one of the specialized treatments, such as fever therapy, they 

were transferred from the hospital closest to their home to the hospital offering that 

specialization.94  

 In 1921, approximately 20% of all admissions to Ontario psychiatric asylums were due to 

general paresis secondary to syphilis.95 The symptoms of general paresis included headache, 

altered behavior, difficulty coordinating muscle movements, paralysis, sensory deficits, and 

dementia.96 The eventual outcome was death. Admission notes from the Ontario Hospital, 

Toronto suggest that these patients were brought to the hospital by police on warrants for 

behaviour such as public drunkenness or by family members who could no longer cope with 

their bizarre conduct.97 Additionally, as the only hospital in the province that provided fever 

cabinet treatment for general paresis, patients were often transferred from outlying mental and 

general hospitals.  

Despite being fourth on the list of the most common causes for admission during this 

time period (other common causes for admission were schizophrenia, manic depression, senility, 
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and cerebral arteriosclerosis), a considerable amount of resources and effort were put towards 

efforts to eradicate syphilis.98 There were four main reasons for this focused attention. First, the 

vast majority of cases were among young to middle-aged working men and women, which had a 

significant impact on the economy. For example, an American study looking at economic loss 

due to general paresis after World War I (including both treatment costs and loss of work 

potential) in 1500 residents of New York State found an estimated total cost of $5,398,644.99.99 

This study was repeated in 1929 and found that the estimated loss was $16,570,596.00, almost 

triple the cost in eleven years.100  

The second reason for a focus on syphilis was the mental hygiene movement. To some, 

the mental hygiene movement was progressive and signified a literal and philosophical break 

from the brutal and inhumane past of the asylum.101 Others subscribed to the belief that it was 

merely an exchange of torture of the body for torture of the mind.102 In Canada, the initiators and 

custodians of the movement were the Canadian National Committee for Social Hygiene 

(CNCSH).103 The CNCSH had five principle functions: 1) the psychiatric examination of army 

personnel and the adequate care of returned soldiers suffering from mental disabilities; 2) mental 

examination of immigrants to ensure the best selection; 3) safeguarding adequate facilities for 

the diagnosis and treatment of mental disease; 4) guaranteeing adequate care of the mentally 

deficient; and 5) the prevention of the mental deficiencies in the first place.104 Their overall goal; 

however, was to eradicate ‘feeblemindedness,’ which was responsible, according to the CNCSH, 

for all social problems (i.e. disease, immoral conduct, unemployment, crime, and pauperism).105 

It was the belief of leaders in the Canadian mental hygiene movement, such as Dr. Helen 

McMurchy, that all behaviours had a biological basis and were passed along through families, 

genetically, over generations.106 The sin and moral depravity associated with syphilis and 
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subsequent diagnosis of general paresis put these patients directly in the path of the CNCSH.  

The third reason for the focus on syphilis was the opportunity, through biology, to secure 

the professionalism of psychiatry and put it on equal footing with medicine. Syphilis, unlike 

other psychiatric disorders, had a biological cause and could be identified under a microscope.107 

The predictable sequelae of syphilis meant it could be authoritatively diagnosed, certified and 

treated by experts.108 By the early nineteenth century, psychiatry had positioned itself as creators 

and proprietors of this specialized knowledge.109 The latter was fortuitous for psychiatrists, given 

that psychiatry itself was suffering from significant reputational damage resulting from decades 

of warehoused ‘madmen’ who had no prospect of a cure.110 The assertions of modern psychiatry, 

fashioned by Pinel and Turk, that insanity was one of the ‘most readily cured of the afflictions to 

which human flesh was heir,’ did not materialize.111 In fact, other than those admitted for 

pauperism or the wealthy recovering in private asylums, the chances of discharge from an 

asylum was almost zero.112 More patients left asylums in coffins than were reintegrated back into 

the community with their faculties intact.113  Syphilis, in addition to psychiatry’s expansion 

beyond the asylum and into the social spheres of society, served as a life preserver to the 

profession.114  

The fourth reason was due to timing and war. During periods of conflict, venereal disease 

infection rates were double those found in peacetime.115 In World War One, Canada established 

itself as a nation capable of standing alongside its allies in the battlefields of Europe.116 The 

Canadian military proved formidable in battles such as Vimy Ridge despite catastrophic 

casualties and deaths totaling almost 10,000 men.117 Unfortunately, the Canadians outdid their 

allies in the theatre of venereal disease. Despite being the smallest force amongst the allies, the 

Canadian Forces had the highest rate of venereal disease among all military units serving in 
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Europe.118 The rates of venereal disease among Canadian soldiers were six times higher than that 

of the British expeditionary forces.119 This meant that nearly one in nine Canadian soldiers was 

diagnosed with a venereal disease at some point during the war. It was the belief of the Canadian 

Government, under Prime Minister Robert Borden, that because Canadian soldiers were paid 

more than the British and some other Dominion expeditionary forces, they were the target of 

British prostitutes, which increased their infection rates.120 In an attempt to slow the rates of 

infection, a fine of fifty cents per day while hospitalized for treatment, in addition to field 

allowances, was imposed as a deterrent.121 As the soldiers or “men” were paid one dollar per 

day, this fine was substantial; however, it did little to slow the rate of infection.122 In the interwar 

years, the government aimed to reduce civilian infection rates resulting from the return of 

military personnel by applying lessons learned during war, such as instituting good public health 

practices, and not being overly influenced by those wanting to fight infection on moral grounds 

(as opposed to medical reasons).123 As it became apparent that the world was heading toward 

another conflict, the need to garner allied support and ensure a healthy and able military became 

more crucial. Combating syphilis was essential in this regard.  

Emergence of the Ontario Hospital, Toronto 

 The first asylum in the Province of Ontario was opened in Toronto at the county jail in 

1841. At this time, the insane were considered a public nuisance and were incarcerated with all 

other criminals. The jail had a capacity of seventeen beds. As space became limited and the 

practice of separating madness from the rest of the community became the fashion of the day, a 

location dedicated solely to these patients opened on the corner of Front Street and Bathurst 

Street later in 1841.  A permanent site was built at 999 Queen Street West in January 1850.124 As 

the first asylum built in Ontario, it became the architype of all future asylums in the province.125 
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Built on the outskirts of the city, the structure was an imposing feature on the local landscape.126 

With its neoclassical dome, fashioned on the moral architecture of Samuel Turk’s York Retreat, 

it was the tallest building in Toronto and the surrounding area.127  

Asylums, usually situated far from the sane, were monuments intended to distance 

psychiatric practice from the brutal past of mechanical restraints and the poor treatment of its 

inhabitants.128 Under this model, the architecture of the asylum was as much a part of the 

treatment as the medical management of the illness.129 Turk based his concept of the asylum on 

Quaker beliefs of comfort, care, kindness and a deep skepticism of the medical management of 

the insane. Turk felt the asylum should be a place of confinement and serenity with a strong 

connection to nature and feelings of home.130 This was called moral treatment.131 Turk’s 

architect, George Hine, described moral treatment as follows: 

“Asylums are built for people who cannot take care of themselves, and who have 

to be watched and nursed, and provided with employment and recreation under 

conditions inapplicable to sane people; and to provide for all these, while the 

subjects are under enforced detention, a very special knowledge is required to 

make their lives bearable, and, as far as possible, comfortable”.132 

Situated on one hundred acres of farmland, the Toronto Asylum provided its residents with a 

tranquil connection to nature. In its early days, patients were encouraged to take long walks in 

the fresh air and to enjoy a number of social outings in the countryside. Nature was used to calm 

insanity.133 Historians more critical of this claim suggest that the asylums’ location was actually 

rooted in the Quaker belief that those receiving care were obligated to be grateful and assist in 

the cost of their charity. The large plots of land surrounding the asylum were farmed by patient 

labour, with proceeds from the sale of produce, meat, and milk used to ensure the asylum was 
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self-sufficient and profitable.134 Much attention and effort went into ensuring a pleasant, ‘homey’ 

physical environment within the asylum, and in fact, most annual reports from the Toronto 

Asylum to the Province contained a preponderance of information on renovations to produce a 

more ‘pleasant’ effect, almost to the exclusion of information on treatments.135 

Contagion or Germ Theory also influenced the design of the asylum. Large verandahs or 

‘airing courts’ were built because it was believed that fresh air prevented the spread of disease 

from patient to patient. These airing courts were referred to as ‘sanitizing social space.’136 

Geoffrey Reaume suggests that the verandahs were disciplinary and were used as restraining or 

isolation rooms for disruptive patients at the Toronto Asylum (2009). The asylum was divided 

into wards where patients were segregated based on a number of factors: sex, social status, and 

symptomology. Wealthy patients were situated in the better wards at the front of the hospital and 

those unable to pay (usually elderly patients) were hidden far from view in the recesses of the 

building.137  

Sexual behaviour presented asylums with two additional problems that impacted space 

and practice: sexual activity between men and women, and sexual activity between men. 

Symptoms of insanity, rather than its underlying cause, were the criteria used to determine which 

ward patients lived on and how they lived. The Toronto Asylum had three categories of patient 

behaviour: mania, melancholia, and dementia. The vast majority of patients were diagnosed with 

mania. Moral treatment held the belief that quiet and orderly patients should not be disturbed, 

especially during meals, by loud and disruptive behaviour.138 These separations did nothing to 

support the medical management or treatment of patients, but instead were about making the 

day-to-day operations of the asylum run smoother.  

Overcrowding, limited financial resources, inability to retain staff, level of acuity at time 



34 

 

of admission, and encroachment of the city into the tranquil natural space around the Toronto 

Asylum made the humane care desired by Turk’s followers impossible.139 This period is also 

referred to as the non-interventionist period or the time of custodial care.140 Dr. Daniel Clark, 

who served as the hospital’s Medical Superintendent from 1882 to 1905, stated that the 

classification of mental disorders was impossible.141 He believed the only solution to the care of 

the insane was good custodial care. To his credit, Clark initiated a number of more humane 

practices, such as standard dental care for all mental patients, the reduction of antipsychotic 

medications including Haldol, and the end of debilitating gynecological surgeries.  

Clark believed the classification of disorders would do nothing to improve the condition 

of patients.142 However, his successor, Dr. Charles Kirk Clarke, felt differently.143 In 1905, at the 

beginning of Clarke’s career at the Ontario Hospital, Toronto, the issue of professional 

legitimacy persisted as an issue for psychiatry. Administrators of mental hospitals in North 

America and Britain were looking to Europe, Germany in particular, to doctors who had created 

a scientific classification system for mental disorders. Some of these psychiatric luminaries 

included Pinel, Greisinger, Kahlbaum, Krafft-Ebing, Wernicke, Kraepelin, and Bleuler.144 This 

classification system could provide psychiatrists with the legitimacy they were seeking. A 

psychiatric nosology would provide a common language and understanding of mental illness, a 

set of symptoms which could result in treatment, and a way to accurately determine the 

prevalence of a given disorder.145 Eventually, Clarke selected Emil Kraepelin’s classification 

system based on the course of illness for use at the Ontario Hospital, Toronto.146 Criticism 

leveled at this method of classification was based on its preconceived notions about the essential 

features of an illness, established by the observation of a few, and the fact it was not verifiable 

empirically.147 Kraepelin’s perspective determined the course of admissions, assessment, 
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treatment, medical practice, and the training of other health workers such as nurses. Clarke was a 

noted supporter of specialized training for mental health nurses and developed a training 

curriculum adopted across Canada.148 

During the classification period, extending from 1905 to 1924 (a monumental period in 

the establishment of mental health nursing and the treatment of the mentally ill in Ontario) a 

number of notable elements in the treatment of mental illness emerged. 149 Including, the 

introduction of hydrotherapy, a training school for nurses, the introduction of weekly medical 

conferences, a provincial standardized classification system of mental illness, out-patient 

services, the updating of patient files, and the beginning of the patient record.150 Each of these 

elements contributed to the professionalization of psychiatric practice and impacted the work and 

role of the nurse. Nurses evolved from being untrained individuals who provided custodial care 

to a group with specialized skills and knowledge who were responsible for providing care to 

mental patients in a variety of settings, such as the ward and the community.151 In addition, they 

were required to maintain a detailed account of their care and patients’ reactions to treatment and 

progress in the form of nurses’ notes. These nurses’ notes comprised the bulk of information 

used during weekly medical rounds.152  

Psychiatrists trained during the period of classification were strongly influenced by this 

perspective and became the clinical leaders in the next period of medical therapeutics at the 

asylum in Toronto, the Interventionist Period. The final years of the Classification Period 

focused heavily upon individual treatments and finding a way to treat and perhaps cure 

insanity.153 This infamous period, influenced by what was happening with respect to psychiatry 

in the rest of the world, is known for some of the most invasive treatments ever levelled against 

patients in the history of psychiatry. It is this period of psychiatry that fueled the anti-psychiatry 
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movement and the period in which the treatment studied in this thesis, fever therapy, emerged.154 

The Ontario Hospital, Toronto and Mimico (Toronto Psychiatric Hospital) engaged in a 

number of invasive procedures during this period. Patients sometimes moved between the two 

hospitals depending on the type of procedure they needed.155 For example, lobotomies were 

performed at Mimico and fever therapy was conducted at the Ontario Hospital, Toronto. The 

move to ‘heroic’ treatments started in 1924 as psychiatrists moved from non-invasive 

interventions such as baths to the injection of sulfoxyl salvarsan in the treatment of syphilis.156 

The use of this arsenic compound was felt to be highly effective in treating syphilis but had some 

troubling and debilitating side effects and was replaced by Neosalvarsan. The use of other 

compounds such as manganese chloride and tryparsamide were also used in Toronto in the early 

1930s. These, in combination with Neosalvarsan, continued to be the chief treatment used in 

early syphilis until the advent of penicillin in 1942.157 Because there was no known compound 

able to cross the blood-brain barrier, Toronto psychiatrists, along with psychiatrists worldwide, 

shifted their focus to fever therapy in order to wipe out neurosyphilis.158 In Toronto, fever 

induction was accomplished by a number of methods, including aseptic meningitis, hot blanket 

wraps, hot baths, malarial fever therapy and finally, the use of the Kettering hypertherm or fever 

cabinet.159  

  Although this study focuses on and ends with the period of fever therapy, it should be 

mentioned that none of these interventions occurred in isolation and multiple therapies were 

trialed and continued for decades. For example, patients receiving Neosalvarsan treatment in 

1933 might also have had a lobotomy in 1938, or a patient receiving fever therapy via the 

Kettering hypertherm in 1943 might have had a preceding treatment of Metrazol in 1937. 

Psychiatrists worked to refine their system of classification and diagnosis making patients 
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susceptible to multiple diagnoses and interventions throughout their residency at both Toronto 

hospitals.160 This period began with a heavy focus on syphilis but ended in the pursuit to cure all 

causes of insanity.  

The Mental Health Nurse 

According to Peter Nolan, those who cared for mental patients during this time (late 

nineteen to early twentieth century) hailed from the lower echelons of society, were “largely 

uneducated and unable to secure more rewarding work elsewhere”.161 Although described as 

hardworking, most were viewed as being no better than their patients; in fact, some had risen 

from the ranks of patient to the position of nurse or attendant.162 Asylum inspection records 

belonging to the Ontario College of Nurses from 1920 to 1950 support these statements. This 

represents ‘ground zero’ for the separation of all other nurses from the mental health nurse; a 

delineation that would remain in place for decades. 

 Notably, the move to a professionally trained nurse in Canada lagged behind the push in 

both Britain and the United States. While Elizabeth Fry had established the Institute for Nursing 

in 1840, and Nightingale Training School appeared nearly 20 years later, the first training school 

for nurses in Canada was established in 1874 by Dr. Theophilus Mack in Saint Catharine’s, 

Ontario.163 Wanting to meet the health care needs of labourers working on the Welland Canal, 

Mack, keenly aware of the negative image of public hospitals, decided to begin training 

professional nurses. He felt that having professionally trained nurses would elevate the public’s 

perception of care at the hospital and thereby increase its use. The Saint Catharine’s General and 

Marine Hospital retained two nurses from the Nightingale Training School in England in 

addition to hiring two young, local women as their students. Thus, training in the Nightingale 

tradition began. Over the next quarter of a century, Canada would see the opening of twenty-five 
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schools of nursing, not all in the Nightingale tradition. Smaller institutions, and some larger 

hospitals with difficulty recruiting enough staff, continued to use untrained domestics as nurses. 

This would eventually cause a crisis in Canadian health care that resulted in the need to identify 

clear criteria of who could be called a nurse and what were the skills required of a professional 

nurse.164 Inadvertently, this crisis bolstered the quest for professional status and self-

determination for nursing as a profession.165   

Some Canadian women who wished to become trained, professional nurses sought 

training in Nightingale schools in the United States.166 Some, such as Isabel Hampton Robb and 

Mary Adelaide Nutting, stayed in the United States after their training and became nurse-leaders 

in that country. Others, like Mary Agnes Snively, finished her training at Johns Hopkins and 

returned to Canada to assume the superintendency at Toronto General Hospital and champion the 

profession.167 In Canada’s formative years of nursing education, leaders such as Snively 

transferred the Nightingale belief of what constituted a nurse—the woman herself being the most 

important factor in the making of a nurse—into Canadian society.168 But, as nurse historians such 

as Kathryn McPherson have pointed out, despite the credit that has been afforded the Nightingale 

model in the development of Canadian nurses, few of the concepts from that model were 

sustained. Instead, it became a type of hybrid. A central tenet of Nightingale training was 

administrative authority and autonomy over nurses’ education and work; this was not actualized 

in Canada due to the dominance of medicine and the lack of private or government funding.169 In 

fact, on two occasions when Nightingale nurses were brought to Canada, they left before their 

tenure due to ongoing conflicts with physicians and hospital administration. However, 

Nightingale’s vision of nursing becoming a respectable occupation for women was actualized, 

but only for those who trained in the general hospital system. 
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 The path to becoming a mental health nurse was not considered to be as divine or 

respectable. Historians have speculated, though minimally, as to why this was the case. 

Contemporary historians suggest that mental health nurses had little to nothing in common with 

the nursing elite and the rank-and-file. They were not the white, middle-class, females from large 

urban centres who trained at prestigious nursing schools.170 They had considerably more in 

common with their patients than their peers in the general hospital system. It was a commonly 

held belief that mental health nurses were inferior with respect to their character, training and 

skills.171 A survey of British nurses concluded that mental health nurses suffered the same 

prejudice as their patients: “the fortunes of mental nursing have been ultimately linked to those 

of the mental sector as a whole… they are marginal to the concerns of the wider nursing 

profession and something of an embarrassment to health care providers.”172  

It could be said that all who found themselves working in asylums experienced this same 

type of distain from the greater health care system. Psychiatrists were constantly at odds with the 

rest of the medical community, and took pains to demonstrate their credibility as physicians and 

distance themselves from the bizarre and ineffectual treatments of the past.173 Just as the work 

and status of the general hospital nurse was impacted by the scientific advances of medicine, so 

too were mental health nurses affected by their association with psychiatrists. Mental health 

nurses became part of the optics of this second tier of care.  

Additionally, there were no nurse administrators or nurse leaders in asylums to influence 

or direct nurse training or day-to-day work life; the psychiatrist had dominion over all staff and 

operations.174 The authority of the male psychiatrist was imposed upon the gendered limitations 

of nurses, particularly in the asylum.175 In reality, the psychiatrist had complete control over 

every aspect of the mental health nurses’ day, from where she slept and ate to the content and 
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scope of her education.176 The psychiatrist used this authority to model and fashion the mental 

health nurse is such a way as to bring credibility to the asylum, much in the same way medicine 

did with nurses in the general hospital.  

This control did not go unchallenged. The Graduate Nurses’ Association of Ontario 

(GNAO) began a long and heated fight with medical superintendents to ensure its mental health 

members, as a requirement of registration, had training at a nurse-run general hospital training 

program.177 This battle began in 1905 in a more general way as the GNAO urged its members to 

support their fellow nurses working in specialized disease areas, such as psychiatry and 

tuberculosis, to receive registration and equal status to those trained in the general hospital 

system. At the time, nurses trained in what was known as ‘mental and nervous disorders’ had to 

register with other associations. For example, the June 1905 issue of Canadian Nurse 

congratulates a group of nurses trained at the Brockville Hospital for the Insane for sitting the 

exam for the British Medico-Psychological Association and awaiting registration from that 

association: “The Brockville institution deserves credit for taking the lead in Ontario in securing 

registration to Canadian nurses who train in this special area of mental and nervous disorders.”178 

This battle came to a head in 1922, resulting in a draw: medical men, with their influence and 

associated power with government officials, ensured that when the GNAO achieved the 

Registration Act in 1922, its board included ‘level-headed medical men,’ but nursing achieved its 

ultimate goal to secure mental health nurses training in the general hospital system. In 1925, a 

six-month general hospital affiliation was instituted for mental health nurses; over the next five 

years, this would increase to nine months.179 

The 1930s brought a number of economic and social issues that influenced many 

women’s decisions to enter nursing, particularly mental nursing, as the bar for entry was set a bit 
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lower.180 This resulted in a quality control crisis from an overproduction of nurses that was said 

to be “a dilution of the profession with poorly selected and poorly prepared nurses.”181 What 

resulted from this crisis was the Weir Report, a study commissioned by the Canadian Nurses’ 

and Medical Associations to investigate the status of nursing education in Canada. Weir’s 

weighty summary, consisting of over five hundred pages, was sympathetic to the plight of nurses 

and made some very direct recommendations. One such recommendation was to better integrate 

mental health education into the curriculum of general hospital nurses, but also to ensure that 

mental health nurses had clinical experience that could only be offered in the general hospital 

environment.182  

These recommendations were accepted and instituted, but still left the education of nurses 

in mental health under the authority of psychiatrists. The Registered Nurses’ Association of 

Ontario, as a result of the Weir Report findings, petitioned the government (circa 1934) to close 

all nine specialized training schools and use these facilities for general hospital training. In that 

way, all nurses would receive both general and psychiatric training. Psychiatrists were 

vehemently opposed to this action, because it would remove mental health nurse training from 

their control. A compromise was reached and only three smaller schools closed, but more 

significantly, two nurse leaders were appointed to oversee and direct the psychiatric affiliations 

for nurses, something medical superintendents were not thrilled about but were forced to accept.  

This remained unchanged until 1955 when nursing leadership in Ontario finally gained authority 

over mental health nurse education in that province.183 Psychiatry’s grip on education continued 

in the provinces west of Ontario as “psychiatrists’ authority intersected with the gendered 

limitations of nursing’s leaders.”184 Because the focus of this study is mental health nurses 

trained prior to 1950, the influence of psychiatry was a contributing factor in the scope of work 
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for nurses practicing in the fever unit at the Ontario Hospital, Toronto. 

Due to the environment of the mental hospital and the negative associations with 

psychiatry, mental health nursing was less appealing to middle class women than the general 

hospital.185 As a result, ‘nurses’ were fashioned from attendants, many of whom were former 

patients and domestics. Nurses with training were rare in mental hospitals. For example, during 

the period of 1893 to 1905, the Ontario Hospital, Toronto had only one trained infirmary 

nurse.186  

As the nineteenth century came to a close and the twentieth dawned, so came the 

discovery of somatic treatments that required a competent and obedient workforce to deliver.187 

Nurse training shifted from the apprenticeship model that which had been the favoured method 

of learning in the asylum to one which involved lectures and classroom training. The first of its 

kind in Ontario was the vision and creation of Dr. Charles Kirk Clarke at the Rockwood Asylum 

in Kingston, Ontario in 1874.188 This was the same year that the first general hospital training 

program opened in Ontario. Dr. Clarke was a supporter of education for nurses because he saw it 

as a means to better care for his patients, not because he was interested in the advancement of 

mental health nurses.189 Clarke was not of the opinion that mental health nurses were an inferior 

type of nurse; instead, he felt it required a more skilled and caring person: “The ideal mental 

health nurse should possess kindness, tact, infinite patience, sympathy and truthfulness with 

skills and knowledge as important as her character.”190 He was also ahead of his time in his 

belief that reciprocal agreements should exist between general hospitals and hospitals for the 

insane with respect to nurses’ training; it took two decades for his successors to come to the 

same conclusion.  

Clarke’s training program for mental health nurses became the standard in all Ontario 
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Hospitals, except three, in 1911. The provincial government wanted to project the same 

professional image of nurses in hospitals for the insane as in the general hospital. This training 

consisted of a three-year curriculum and was focused around the general care of insane patients 

and somatic treatments, such as hydrotherapy.191 Gradually, mental health nurses replaced 

female attendants, while male patients continued to receive care from untrained male attendants. 

This gradually changed, not because male attendants received training, but because female 

nurses were assigned to the male wards.192 This is a transformational change in determining who 

could care; it would take decades for males to be accepted and seen in this way.193 Male 

attendants played a significant role in the care of patients at the Ontario Hospital, Toronto but 

were never involved in the care of patients in the fever unit. Nursing largely became the 

expression of medical knowledge through the demonstration of a specialized skillset.  

It was also the nurse’s job to manage the patient experience. Mental health nurses played 

a significant and central role in assisting in these so called ‘heroic’ treatments, and were at times 

solely responsible for their execution. In fact, unlike nurses trained in the general hospital 

system, who were given a very broad scope of education, mental health nurses received training 

that was purpose-driven and focused specifically on the treatments or tasks that comprised their 

day-to-day work in the asylum.194 A more comprehensive education, which included 

foundational elements such as anatomy and physiology, was introduced to mental health nurses 

training curriculum later in this period.   

Importantly from a general perspective of mental health nurse training and, in particular, 

the training of nurses who worked in the fever unit, no detailed accounts exist in the literature of 

what that training consisted of at the Ontario Hospital, Toronto and how it impacted the care they 

gave to their patients. This case study will fill this knowledge gap related to the training of 
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mental health nurses and fever unit nurses. The overall goal of this case study will be to show the 

knowledge and clinical skill that was required to do this work in the fever unit and that mental 

health nursing was not a substandard type of nursing but rather a specialized area within the 

discipline of nursing.  
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Chapter 3: Methods 

Research Design 

 This chapter provides an overview of the study’s research methods, including the 

rationale for the use of a single, descriptive case study design. In addition, a fulsome account of 

the case, the use of primary historical sources, propositions, and method of data analysis are 

included. The chapter will conclude with a discussion of the strategies used to increase 

trustworthiness.  

Researcher’s Stance 

 Beyond my clinical experience as a student nurse, I had never worked in a mental health 

setting. Although, it would be accurate to say that mental health, or the absence of it, has been a 

constant theme running through every clinical care setting. This limited exposure gave me the 

impression that mental health nursing was about keeping people safe and giving medications—

basically, custodial care. This viewpoint changed in 2012, while working as a research assistant 

transcribing patient records from the Queen Street Mental Health Hospital in Toronto (formerly 

the Ontario Hospital, Toronto). The majority of the records confirmed my original prejudices, 

with lists documenting bowel movements and fluid intake, test results, and monotonous notes on 

day-to-day interactions with the nurse.  

However, in four boxes marked ‘fever unit’, I found a collection of nurses’ notes that 

resembled what I might have written during my time as an intensive care nurse. They 

demonstrated a nurse who utilized intensive observation and monitoring in order to triage, 

respond to life-threatening crises, and administer advanced interventions such as oxygenation, 

medication titration, and the insertion and maintenance of an intravenous infusion. In addition, 
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the fever unit nurse did all of this with little to no oversight from a physician. Even during my 

time as an intensive care nurse (some 50 years later), I required the input of a physician.  

Suddenly I felt a connection to these nurses; this was unexpected. I began to look for 

evidence of the fever nurses’ work in the literature and in the archives of professional 

organizations such as the College of Nurses of Ontario and the Registered Nurses’ Association of 

Ontario, but there was none. When I spoke to nurses who had once practiced and to those who 

were currently practicing in mental health, they had never heard of the fever unit nurse. This, to 

me, was an unfortunate gap in the story of nursing, especially in an area that had traditionally 

been left out of the story: mental health nursing from the nurse’s perspective. This is what 

inspired me to pursue an investigation of the fever unit nurse working at the Ontario Hospital, 

Toronto. 

Philosophical Underpinnings 

 Research is seldom the result of happenstance. It is always firmly connected, whether 

conscious or not, to the researcher’s worldview or set of beliefs about who they are, how they 

come to know the world around them, and how they fit into it.1 In order to understand how a 

study was conceived, it is necessary to appreciate these underlying philosophical assumptions on 

the part of the researcher, their ontological and epistemological outlook.2 This understanding not 

only determines how a phenomenon is viewed, but also the methodology that should be used to 

study it. Methodology is the strategy used to translate ontological and epistemological principles 

into the procedures and practices of a study.3 These three pieces—ontology, epistemology and 

methodology—constitute the researcher’s paradigm.4 

 One’s ontological perspective can be viewed in one of two ways, either through realism 

or relativism. Realism is the belief that there is only one reality and this reality does not evolve 
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or change but instead remains constant.5 Relativism holds that reality is subjective and that 

multiple realities may exist at once, depending on whose perspective is considered. In addition, 

relativists posit that reality can change over time, it is not a constant.6 This study is grounded in 

an ontological relativist perspective. This means that the study of nurses working in the fever 

unit may be seen differently by others and, with additional data and consideration, my own 

perspective could change over time.  

Epistemology is based on one’s ontological perspective and asks the questions: “What is 

the relationship between the knower and what is known?”, “How do we know what we know?”, 

and “What counts as knowledge?”7 The researchers’ epistemology may take on several forms on 

a trajectory from positivist to constructivist. The positivist maintains that research is to provide a 

scientific explanation that is empirically based and consists of facts that exist apart from personal 

ideas or thoughts. In other words, knowledge is out there and needs to be discovered. In the 

positivist’s view, they have no influence on reality at all.8 Their goal is to be as objective as 

possible. The constructivist, however, asserts that the world is constructed and interpreted based 

on people’s interaction(s) with others and with the larger society. The phenomenon that they are 

studying is influenced by their understanding of reality and associations that they have made 

based on their own experiences. Because the work of fever unit nurses occurred over eighty 

years ago, it is not possible for me to influence the collection and interpretation of that data 

directly; however, as I have already identified, my previous experience as an intensive care nurse 

has influenced my desire to study this subject and will impact how I interpret their actions as 

they care for their patients. This study will assume a constructivist lens and utilizes a case study 

methodology to interpret this reality. Case study methodology is consistent with a constructivist 

approach.  
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Case Study Methodology 

 A descriptive case study design was the methodological approach used in this study. The 

case or unit of analysis was the work of nurses in the fever unit at the Ontario Hospital, Toronto 

from 1941 to 1950. Case study design was selected because it is most commonly used in the 

following circumstances: when how and why questions need to be answered in greater depth 

than other methods could provide; when the investigator has little or no control over a real life 

situation; and when the boundaries between a unique phenomenon and context are not well 

known.9 A study of nursing practice in the fever unit situates this study as descriptive in nature, 

as it focuses on a particular phenomenon to increase understanding by answering how and why 

questions; affords the researcher no control as the phenomenon occurred seventy-eight years ago; 

and has not been studied in any depth, which means the phenomenon and the context are not well 

understood.  

Boundaries were set around the case to ensure a focused approach and limit investigating 

content out-of-scope. The boundaries for this study were confined to nurse technicians working 

in the fever unit at the Ontario Hospital, Toronto from 1941 until 1950.10 As a descriptive case 

study, there was no attempt to develop a theory or expand on an existing construct; the study’s 

purpose was simply to better understand the work of fever unit nurses within the defined case.11 

This study utilized a purposeful sampling technique and a homogeneous sampling strategy given 

that the overall objective of the study was to understand, in greater depth, the work of nurses in 

this environment so only information-rich  primary sources from the fever unit were included for 

selection.12   

 In his work on case study design, Yin (2003) asserts that propositions are helpful in order 

to place limits on the focus of study and to guide the analysis of data.13 In a review of the 
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literature and through earlier research work with the Ontario Hospital, Toronto data, the 

following propositions were constructed: nurses practiced independently with little oversight 

from the psychiatrist; nurses managed complicated and sometimes life-threatening situations on 

their own; and nurses had knowledge of advanced skills such as the administration of emergency 

drugs and oxygen. These propositions were used to guide data analysis. As is consistent with 

case study analysis, the primary sources (discussed below in greater depth), namely nurses’ 

notes, were analyzed for pattern matching or themes, and data was linked back to the 

propositions. The truth value of the data was verified using peer reviewed journal articles from 

the same time period, written by nurses who were providing care in a fever unit setting.14 In 

addition, to further enhance study quality, a research diary was kept to provide the opportunity 

for reflection, and a second reviewer was used to provide consensus on themes and alignment 

with prepositions. 15  

Origin of the Primary Source Data 

Primary sources are artifacts created at the time of an event or by a person who directly 

experienced the event. These can include items such as manuscripts, government documents, 

patient charts, and newspaper or magazine clippings.16  The majority of the primary source data 

used in this case study is located in two sets of fonds (a collection of documents originating from 

the same source) gifted to the Archives of Ontario. The largest collection, from the Government 

of Ontario, includes patient and administrative documents housed in Ontario’s mental hospitals 

prior to 1973. The predominant focus of this study is on fever unit patient files from the Ontario 

Hospital, Toronto from 1942 until 1950. Patient files and administrative records from other 

Ontario hospitals such as Penetanguishene, Hamilton, and London were also examined and used 
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as comparators in the analysis to determine homogeneity, standardization of the record and, of 

course, patient care.  

The 451 files of patients receiving treatment in Toronto’s fever unit and administration 

files were located in 4 boxes (B 292485, B 2922487, B 431608, and B431584).  Permission to 

access patient records was covered under an earlier agreement granted to Dr. Thomas Foth for 

his study of the Fever Unit. This additional research study was added to the original agreement in 

August 2012. As the requirements of this study were similar to Dr. Foth’s and included patient 

records from the original agreement, the terms of the access permissions were not violated. This 

study did not use human subjects and was therefore not required to obtain ethics approval from 

the University of Ottawa. Also, compliance to the Tri-Council Policy Statement on Ethical 

Conduct for Research Involving Humans was unnecessary. A donor of artifacts to the Archives 

of Ontario may place additional requirements to protect personal health information. The Ontario 

Ministry of Health, the donor of the records used in this research, placed the additional condition 

of no reproduction by photocopy or photography on patient records of 100 years old or less. The 

records used in this research are between 73 and 52 years old. This meant that records used in 

this study were copied in their entirety by hand, by the researcher.   

A smaller but equally impactful set of documents was gifted to the Archives of Ontario 

by the Ontario College of Nurses in 2016. This fond includes a set of inspection reports, The 

Ontario School of Nursing Report, for the years 1923 to 1981. These summary reports were 

generated annually by the College of Nurses of Ontario, detailing the results of on-site 

inspections of Ontario’s mental hospital schools of nursing. They include observations about the 

working conditions of mental health nurses, the type of education they received, the textbooks 

recommended, and the prerequisite education required to enter a school of nursing within a 
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mental hospital in Ontario. Several years are missing within this data set but they do include the 

years within the timeframe of the fever unit at the Ontario Hospital, Toronto. Disappointingly, 

the inspection reports for the Ontario Hospital, Toronto were the only group missing entirely 

from the fonds and the College of Nurses of Ontario was unable to explain the reason for this 

gap.17 However, reports for schools within similarly sized hospitals that had a similar patient 

population and who were geographically close to Toronto, such as Hamilton and London, were 

used to represent the Toronto school student population. This dataset will help to complete the 

portrait of who the mental health nurse was before she arrived at training school, what she was 

taught, what was emphasized in her training, and the flow of her day within the mental hospital. 

Although no inspection report was found that dealt specifically with the fever unit, it provides a 

perspective of the work environment in the hospital as a whole.  

Two additional sets of archival documents were found outside the Archives of Ontario. 

The Kettering Family Papers from the Wright State University Special Collections and Archives 

in Dayton, Ohio, provide a detailed account of the philanthropic work of its patriarch, Dr. 

Charles Kettering, the inventor of the Kettering hypertherm, or fever cabinet, as it was known at 

the Ontario Hospital, Toronto. Hidden within 75 linear feet and 136 boxes of Kettering family 

memorabilia were two documents that described the conceptualization of the hypertherm and its 

progression to the prototype that was used in Toronto. In addition, the doctor responsible for the 

testing of the prototype, Dr. Walter Simpson, describes the role of the nurse in providing care to 

the neurosyphilis patient. This dataset will be used to discuss the complexity of caring for 

someone receiving fever therapy and the measures that needed to be taken to ensure a safe and 

competent level of care was provided to the patient. As the mental health nurse was the 

administrator of this treatment, these documents speak specifically to her role. 
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Within the administrative records at the Archives of Ontario, a protocol on nursing care 

during fever cabinet therapy and written by Dr. Bromley was located; this will be discussed later 

in the study. Considering the scale and prominence of Kettering’s original trial, it is exceptional 

that no protocol exists—further investigation would be merited in order to search private 

collections for such documentation. The Registered Nurses Association of Ontario, Mental 

Health Nurses Interest Group also searched their archives for any documents related to fever unit 

nursing; however, none were retrieved. 

The Value of the Fever Unit Patient Files 

Patient files from the fever unit will be used to describe the phenomenon of fever therapy 

nursing at the Ontario Hospital, Toronto. It is fortuitous for this study that the fever therapy unit 

existed at a time when casefiles were available. Prior to the twentieth century, any 

documentation on psychiatric patients was confined to either a casebook or a register.18 Both 

merely functioned as a way of keeping attendance, and primarily contained information on 

patient admissions, status in permanent residence, and time of dismissal, either by discharge or 

death.19  

As psychiatry evolved its practice to one of intervention and treatment, the patient file 

took on new meaning and use.20 The primary purpose of the patient record was to assist the 

psychiatrist in diagnosis and treatment. The psychiatrist was the principal author in the patient 

file as well as the intended audience.21 As others, such as nurses, became involved in the delivery 

of treatment to psychiatric patients, their contribution to patient care became visible in the patient 

record, albeit viewed as less important. Interestingly, as will be discussed during the data 

analysis section of this thesis, the psychiatrist’s assessments of fever treatment patients were 

sometimes based entirely on the observations and notes of the nurse of which he simply copied 
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and replaced the nurse’s signature with his own.22 This rather deceptively concealed the impact 

of the nurse and her contribution to diagnosis and care decisions for the patient. 23 De la Cour 

and Reaume (2011, 243) describe the psychiatric patient file as a rich source of information 

providing unique observation into the day-to-day operations of the asylum and its inhabitants, 

including nurses.  

The presence of the mental health nurse in the patient file  

 An understanding of the mental health nurse working in the fever unit and her work are 

both illuminated and limited by the patient files. They are illuminated in the sense that rare 

treatment records completed by the mental health nurse herself are available, but limited in that 

all narrative notes associated with fever treatment (pre, post, and intra-treatment) have been 

destroyed. According to the Archives of Ontario, all ‘extraneous’ contents of the record were 

destroyed by the Government of Ontario prior to their arrival at the archives in 1973. 

Unfortunately, narrative notes written by the nurse were considered superfluous.  Narrative notes 

are not constrained by the same limitations of self-expression as treatment flowsheets and permit 

the nurse some latitude to reveal herself and her practice,24 Reaume and de la Cour (1998, 259) 

argue that people, usually invisible in a patient record, such as the patient or a nurse, can reveal 

themselves to others through narrative description. Attempts to locate nursing notes, or even 

treatment sheets, from the twelve ‘medically distinct’ institutions participating in the original 

testing of the Kettering hypertherm resulted in the same outcome: all nursing documentation had 

been destroyed. It is possible that these documents exist in some unexpected place, but resource 

constraints, such as time, make it impossible to prove otherwise. Notwithstanding, the 

availability of fever therapy patient files from the Ontario Hospital, Toronto, make the daily 
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work of the fever therapy nurse and how she went about her care of patients with neurosyphilis 

known. Again, this documentation by mental health nurses is indeed a rarity.  

There are two types of nurses’ notes contained in the files: one from the regular ward and 

one from the fever unit. As previously mentioned, narrative notes from the ward were destroyed 

from most of the charts, but there were a handful of patient files where some pre-treatment and 

post-treatment sheets existed. Documentation from the fever unit consisted of a single sheet of 

paper intended to capture the entire course of treatment for that day and was called the 

Temperature Chart (See Appendix A). The nurse providing fever treatment was the sole author 

of this document. The fever chart contained no medical notes.  

 Patients identified in the 451 records from the fever unit are divided into “successful” and 

“unsuccessful” cases, with patients ordered alphabetically. The criteria for what constituted 

unsuccessful with respect to these patients is not explicit, but it is assumed that unsuccessful 

meant that despite various forms of treatment, including fever therapy, they remained 

hospitalized for their illness or died. Patients whose care was considered successful, were 

discharged and monitored through correspondence with family members.  

  Importantly, there are two types of nurses’ notes contained in the patient files: one from 

the regular wards and one from the fever unit. Nurses’ documentation constituted a small portion 

of the overall patient file. Each file was divided into five sections: administrative, an umbrella 

term used to describe any documentation that is not clinical, including patient financial 

statements, lists of personal possessions, and legal documents; medical, consisting of admission 

notes, ongoing assessments, round presentations, consults with other professionals, medical 

orders, and discharge notes or death certificates; tests and procedures, such as blood work, x-

rays, lumbar punctures, and dental care; nursing, consisting of ongoing day-to-day care of the 



66 

 

patient, incidence of behaviour, notes on specialized procedures such as fever treatment and 

hydrotherapy; and miscellaneous, consisting of correspondence with family members, patient 

letters to the psychiatrist, and items that did not fit into the other categories. The completeness of 

each patient record varied considerably, with some records containing a lone piece of paper 

while others were extensive accounts of the patient’s life over a thirty-year period. 

   There were a few records (less than 20) that managed to avoid the culling of nursing 

notes and included documentation describing the pre-fever treatment given to patients on the 

ward on the evening prior to fever therapy. These notes were brief paragraphs that described the 

standard protocol of care prior to treatment as per Bromley’s manual (elaborated on in Chapter 

4), with some commentary on the behaviour of the patient. In addition, a very limited number of 

charts included the ward nurse’s assessment and care post fever therapy. This also included the 

carrying out of standard protocols of care in addition to commentary on the patient’s medical 

status and behaviour once back on the ward.  

 The fever treatment flow sheet (see Appendix A) began by documenting the patient’s 

demographic information, date of admission, and diagnosis, along with the prescribing doctor’s 

name. The remainder of the sheet is divided into five sections. The first section demarks the date 

and time and is read from left to right across the page. The second section captures the patient’s 

rectal temperature on a scale of 97° Fahrenheit at the lower end to a maximum of 107° 

Fahrenheit. The temperature was recorded on an hourly basis and is indicated with a solid circle 

drawn by the nurse. The third section captures the patient’s pulse throughout the procedure and 

ranges from 50 beats per minute to a maximum of 170 beats per minute. Once again, the pulse is 

captured on an hourly basis. The fourth section documents the patient’s respiratory rate during 

the course of the treatment and is recorded on a scale of zero to a maximum of 60 respirations 
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per minute. For some unknown reason, this section was not used to record respirations but 

instead was used by the nurse to record narrative about the patient’s response to treatment and 

their behaviour. In fact, any area of the flow sheet that was not used to record vital signs was 

used by the nurse to document narrative, likely because there was no designated place on the 

flow sheet to record this type of information. This sometimes makes the course of treatment 

difficult to track, since each note is not demarcated by time, making it difficult to know when 

patients made comments about their treatment or requested a glass of water. The fifth and final 

section tracks patient output in the form of urine and stool, day of disease (unsure what this 

means), and day of operation. This final event, day of operation, means that this sheet was used 

in other service areas that offered specialized treatments or procedures requiring hourly 

monitoring of patient vital signs. Also, the sheet is credited to “Grand and Toy Toronto” instead 

of a specific hospital, suggesting that was possibly a standard form used by all hospitals with no 

particular unit or user in mind. In an unused space on the Temperature Chart, the nurse would 

write a brief note describing the patient’s insight into their disease, their overall response to the 

course of the treatment and their status on returning to the ward. These notes were then 

typewritten by a medical secretary. A carbon copy was made and placed in the fever unit record. 

The typewritten note was then sent to the psychiatrist for review; some small changes to 

language were made and then they were entered into the medical record as the psychiatrist’s 

assessment of the patient and their treatment.  

 Finally, included in the files were a number of administrative records such as personnel 

files, correspondence between physicians and key bureaucrats at the Ministry of Health, and data 

collected on the patient population. This included patient outcomes from fever therapy. The 

measurements contained information on the number of patients receiving fever therapy, the total 



68 

 

number of hours of treatment for each patient, and the gender and age of each patient. This type 

of information defines the magnitude and scope of the nurses’ work. It should be noted that the 

patient records also included nursing documentation from Public Health Nurses who were 

responsible for monitoring and assessing patient progress once they had been discharged to the 

community. This component of nursing work is beyond the scope of this study but should be 

considered as an area for future investigation. 

Peer Reviewed Journals as Primary Sources 

In the published professional literature, three journal articles written by nurses were 

located between 1936 and 1944, written by Frances Lutz (1936), Emmy Lehmann (1937) and 

Edit Pegg (1944). All three articles were written from the perspective of a nurse operating the 

hypertherm. As such, these articles constitute important primary sources that provide essential 

information on the role of the nurse providing care to patients receiving fever therapy. The 

articles were written in a manner that reflected the standard course of treatment: pre-treatment 

care, inter-treatment care, and post-treatment care.  

Notably, the perspectives of the nurse authors differ slightly, and it can be hypothesized 

that these differences could be based on their nursing experiences and practices. Pegg, for 

example, was a nurse-in-charge, whereas Lehmann and Lutz were identified as frontline care 

providers. Another notable difference was the location of the treatment—Lehmann and Lutz 

worked in general hospitals and Pegg was located on a military base. Further, the patients’ 

course of treatment and the associated nursing care also differed based on the type of patient they 

were treating. For example, Pegg cared for syphilis patients whereas Lehmann and Lutz treated 

patients with gonorrhea. None of the three authors were mental health nurses; they were all 

general hospital nurses trained in the care of fever therapy patients. Although dealing with the 
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treatment of gonorrhea, Lehmann’s summary is the most detailed and fulsome of the three 

papers. Lehmann practiced at the Strong Memorial Hospital in Rochester, New York, one of the 

original twelve hospitals involved in Kettering’s original thesis. Lehmann’s article was used to 

provide an overview of nursing care in the three distinct phases (pre-, intra- and post-procedural) 

as the principal representation of care reported in the published professional literature. Additions 

from Pegg’s and Lutz’s accounts are included to augment practices that were described, thereby 

providing a fuller picture of the treatment process.  

In addition to peer-reviewed journal articles on fever therapy written by nurses, there 

were three written by physicians practicing in fever therapy at this time (1930 to 1950).25 The 

perspective of physicians working in fever therapy is important because the mental health nurse 

followed medical directives; how the physician describes the role of the nurse is important. It 

helps to complete the picture of the mental health nurses’ work environment, but this thesis will 

only rely on the perspective of the nurse to describe the nurses experience working in the fever 

unit at the Ontario Hospital, Toronto.   

Selecting Patient Records to Illustrate the Work of the Fever Nurse 

During its tenure, 451 patients were treated in the fever unit at Toronto, many of them 

multiple times. At its peak, the unit operated seven days a week using four cabinets altogether. 

Patient numbers dwindled in the late 1940s to the early 1950s. Patient records for the fever unit 

are incomplete for the years 1941, 1941 and 1942. In the first year where fever unit 

documentation exists, 1943, 114 patients received fever treatment, whereas in the last year, 1948, 

only 52 patients received treatment.  Twenty-nine different nurses worked in the unit during this 

time. In 1941, a list of patients who had been ‘successfully’ treated with fever therapy was 

created by psychiatrists at Toronto.26  In sorting through the files, it became apparent that 
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psychiatrists divided patients into one of two categories: unsuitable and suitable cases. Suitability 

was based on whether patients had experienced success in previous fever therapies or not. This 

list contained 48 names in total. These files were selected to represent the work of nurses in the 

fever unit as it would have been beyond the resources available in this thesis to examine the 

entire sample (N=451). These 48 files were compared to the larger group of files and were found 

to be representative of nursing work overall. This comparison was done by manually examining 

the treatment contained in all 451 cases and comparing it to the treatment found in the 48 

successfully treated cases. This was done to ensure the files selected did not represent extremes 

in care or exceptional circumstances, since the goal of the study was to find examples of 

common treatment or practice. In order to illustrate the skill and scope of the fever unit nurses’ 

work, two data-rich files will be the focus of this study. These files were selected for their 

completeness and richness of the data. There was no attempt to understand sub-themes or 

nuances of the fever unit nurses’ work, such as differences based on shift worked, gender of 

patients, or year of treatment.27 These elements would contribute to a deeper understanding of 

the work of the fever unit nurse and should be considered for future study if patient files from 

other institutions are ever located.  

Selection of the Cases 

Two patient files were selected specifically to highlight different aspects under study in 

this thesis. Connie’s file was unique because it contained hundreds of nursing notes detailing her 

day-to-day care, and despite receiving fever therapy for a brief period, there were no fever 

records found in her file. Access to such a large volume of nursing notes offers the opportunity to 

compare the day-to-day work and skill of mental health nurses working on a ward with those 

working in the fever unit. Because Connie was also subjected to daily continuous water bath 
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treatments that sometimes resulted in life-threatening situations, it also permits a comparison of 

care of these two types of mental health nurses when the patient is critically ill.  

Stephen’s file included a large number of fever therapy treatment notes that were 

sequential and were over a significant period of time. These notes included a number of critical 

incidents that demonstrated the fever nurses’ ability to manage complex medical situations on 

her own thus showing the scope of her practice. 

Trustworthiness of the Case Study 

 Case study design is sometimes criticized for what is perceived to be a lack of rigor.28 

Key elements to increase trustworthiness were included in this study design. For example, 

ensuring that the research question can be answered by case study methodology, and is clearly 

written and supported by propositions that guide data analysis. The use of purposeful sampling to 

avoid the inclusion of extreme or non-representative cases. Utilizing triangulation of data sources 

to ensure the phenomenon can be viewed from multiple perspectives; the use of peer reviewed 

literature from the time was included in this study to ensure the nurses working in the fever unit 

were following the practice standards of the day. In addition, self-reflection through the use of a 

research diary, which was done in this study, can reduce bias.29 These strategies support the 

credibility of this thesis’ findings 
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Chapter 4: Results 

The purpose of this descriptive case study was to gain an understanding of the role of 

nurses in the treatment of patients receiving fever therapy for neurosyphilis at the Ontario 

Hospital, Toronto from 1941 to 1950 and was guided by the following objectives: 

1. To describe the process and practices that informed fever therapy treatment at the Ontario 

Hospital, Toronto from 1941 to 1950. 

2. To describe the work of mental health nurses providing fever therapy at the Ontario 

Hospital, Toronto from 1941 to 1950. 

By incorporating analysis of a variety of primary sources, this chapter presents the results 

of the case study in two distinct sections. In the first section, a rich description of the processes 

and practices that informed fever therapy at the Ontario Hospital, Toronto is provided. In the 

second section, using patient files, two exemplars are presented that provide unique insight into 

the care nurses in the fever unit provided to their patients and shed important light on their work. 

This thesis differs from other examinations of the mental health nurse that were the perspective 

of patients or psychiatrists. This examination brings clarity to the questions: who was the mental 

health nurse and what was her practice within the fever unit?  

Preface: 

Because patient records for the fever unit are incomplete for the years 1941, 1941 and 

1942, it is not possible to determine the precise start date for the unit. However, a document 

dated February 21st, 1941 provides a list of patients who were treated ‘successfully’ with fever 

cabinet therapy.1 Based on this, the assumption can be made that treatment started shortly after 

the biographical summaries were constructed in January 1941, one year prior. The list of those 
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‘successfully treated’ consisted of 48 patients who were either discharged or on probation 

following their treatment, and were judged to be adjusting satisfactorily.  

Section 1: processes and practices that informed fever therapy treatment at the Ontario 

Hospital, Toronto 

How the Fever Unit Came into Being 

 Creation of the hypertherm produced incredible excitement among the medical 

community, especially for those treating patients with neurosyphilis. The benefits of treatment 

were touted in the mainstream media as well as academia. The ‘pomp and circumstance’ 

associated with its initiation in the rest of the world was not present in the Toronto launch, which 

was decidedly low-key. The impetus for the hypertherm’s installation in Toronto began with an 

investigation by Dr. A.J. Bromley, one of the psychiatrists at the Ontario Hospital, Toronto. It is 

unknown whether Bromley pursued this investigation of his own volition or whether he was 

instructed to do so by the hospital or the ministry (no supporting documents were found in the 

Archives of Ontario). However, he did bring a representative from the provincial government 

with him on his investigation of fever units in the United States.2 Bromley’s inquiry is captured 

in two documents, both dated August 29th, 1939. The first document is a letter from Bromley to 

the then Minister of Health, J. Kirby, Queen’s Counsel. The letter is written in considerable 

detail and relates his experience of visiting a number of hospitals, universities, prisons, and 

clinics in the United States where fever cabinet treatments were already being conducted to treat 

patients suffering from a variety of health issues, including neurosyphilis. The second document 

provides a summary of the travel and observed treatments. Both documents inform this section 

on the birth of the fever cabinet in Toronto.  
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Bromley and a medical colleague from the Department of the Provincial Secretary, Dr. 

H.W. Hill, visited six mental hospitals, three general hospitals, one state prison, and a 

physiotherapy department at Northwestern University in Illinois. These visits were conducted 

between August 14th and August 29th, 1939. In his appeal to the Minister of Health, Bromley 

positioned his case for installation at the Ontario Hospital, Toronto based on the efficacy of 

treatment compared to other forms of fever induction therapy, patients’ ability to receive 

treatment on an outpatient basis and returning to their occupation the next day, the treatment 

being more easily tolerated by patients, and its use on patients that were resistant/immune to 

malarial inoculations. Bromley wrote: 

“While physically induced fever has the disadvantage of requiring expensive equipment 

and a specially trained personnel, it is of value in that it can be used (a) in patients who 

are immune to malarial inoculation, either naturally or because of previous inoculation 

which was terminated before sufficient fever was induced to obtain best results; (b) for 

patients who do not require hospitalization, it provides a means whereby they can receive 

fever treatment one day a week and, if necessary, return to their usual occupation for the 

remainder of the time; (c) the course of the treatment is materially shortened by the fact 

that chemical therapy can be used simultaneously with the fever; (d) it is perfectly 

controllable at all time. It is of interest too, that most observers, who have made careful 

comparative studies, feel that in the case of mentally ill patients, clinical improvement 

results more quickly from physical fever than from malarial inoculation.”3  
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While stating that fever treatment required the use of “specially trained personnel” and the 

oversight of a physician, he later contradicts this contention when he describes the administration 

of the treatment at the South Michigan State Prison, 

“The treatments are administered by inmates whose recordings of temperature, 

pulse, cabinet temperature, etc. are checked from time to time by one of the 

guards. A doctor is usually in the prison when treatments are being given but may 

be at a considerable distance from the fever therapy and not immediately 

available. At time [sic], it is said, a doctor may not visit the treatment unit at all 

during the day, but ordinarily one of the medical staff looks in from time to time. 

The inmates who administer the treatment and the guard in charge have been 

trained to record [sic] pulse, respirations, and temperatures, administer 

hypodermics, and recognize dangerous signs or symptoms. It is looked upon as a 

safe procedure…”4 

Bromley seems to be setting the stage for the Toronto fever experience by suggesting that the 

treatment is so safe, even a fellow inmate can do it and with almost no oversight from the 

physician. However, Bromley does not mention, in either his summary or his letter to the 

minister, who is responsible for administering the treatment in the other fever units he observed. 

This information is provided only in the case of the prison. At the very least, this could be seen 

as an attempt to influence the Minister’s decision in favour of using less specialized staff and 

reducing the role of the physician. Evidence from the annual report from the Ontario Hospital, 

Toronto, to the province repeatedly suggested that the Toronto Hospital was stretched to its 

limits with respect to resources, such as nurses and physicians.  
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“We have been severely handicapped during the past year on both the male and 

female wards due to a shortage of staff…A number have enlisted in His Majesties 

Forces and others have gone into factory work. A large number have come for a 

short time and found the work unsatisfactory or were found unsatisfactory and 

their services were discontinued.”5 

Additionally, in another set of documents found within the administrative files at the Archives of 

Ontario, were a series of meeting minutes from the annual meeting of psychiatrists within the 

province. This data was contained within a single file-folder and included the years 1930 to 

1949, with 1941 and 1943 missing. These annual psychiatrist meetings took place at the Ontario 

hospitals and the Legislative Assembly, and were intended to be an operational and problem-

solving discussion about the ‘challenges of the day.’ The June 1942 meeting minutes detail the 

medical staff’s concerns and their inability to meet patient care demands due to the shortage of 

doctors. Due to the increased shortage of medical staff, Dr. McGhie felt that it would be 

necessary to designate other members of staff to do a certain portion of the medical work now 

being performed by the physician. There were a number of ways of handling this situation, and a 

great deal of it must be left to the discretion of the superintendent. However, it would always be 

necessary for the physician to pronounce death, and this was one part of the doctor’s work that 

definitely could not be changed or given to another care provider.6 

The following year at the September 1943 meeting, there was a discussion about the 

shortage of nursing staff: 

“Dr. Cumberland did not feel that they could stop outside employment. Nurses were the 

worst offenders with many taking second jobs at beer salons and the brick and tile plant 

where they could receive more money on starting than supervisors at the Ontario 
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Hospitals …due to this many were absent over 1 ½ days per month. Dr. Crawford 

requested that the starting salary for nurse attendants be increased. He pointed out that 

they have 20 nurse attendants who are the most efficient employees and are regularly on 

duty.” 7 

Preparation for Fever Treatment 

 Although no official document from the Minister of Health giving the ‘go ahead’ to begin 

fever therapy was located in the primary sources obtained for this case study, it is apparent from 

patient assessments found in patient records that preparation for fever therapy had begun by 

1941, five months after Bromley’s letter and summary report. Patient biographies were found in 

the front of the patient record. All biographies were dated January 16th, 1941. Notably, all 

patients screened for fever therapy had a primary diagnosis of neurosyphilis. The biographies 

contained patient’s names, diagnosis, previous fever treatments with response, and medical 

conditions that would contraindicate fever cabinet therapy. These biographies served to divide 

patients into one of two groups: suitable or unsuitable cases. Those deemed ‘unsuitable’ were 

patients who had already been unsuccessfully treated with multiple other chemicals and/or fever 

treatments. The biographical descriptions also suggest that these patients tended to be more 

violent or volatile in their behaviour and were almost always long-term patients in the asylum. 

Interestingly, many of the successful patients had premorbid medical conditions that should have 

excluded them from consideration. For example, several were older patients with known cardiac 

issues. The inclusion of these patients not only contravened Kettering’s criteria of being 

medically fit for treatment, but also the opinions of physicians publishing articles on fever 

therapy during that time.8 
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Other ‘preparations’ for the fever cabinet were also evident in the primary sources 

retrieved. For example, an invoice from Abbot Laboratories listed the equipment, with prices, 

needed to outfit the fever unit. Based on this invoice, the Ontario Hospital, Toronto purchased a 

fever cabinet or enductotherm and air-conditioned cabinet from General Electric. Given that 

General Electric was also producing cabinets for Kettering, it could be assumed that the 

Kettering Institute was aware of Toronto’s plan to start fever cabinet therapy and had consented. 

However, as previously noted (see Chapter 2), there was no record of the Toronto cabinet in the 

Kettering papers. Had the use of the unit been approved by Kettering, Bromley would have been 

obligated to follow the treatment regime and staff training he stipulated. Additionally, he would 

have been obliged to report back to Kettering about the progress of patient outcomes post fever 

therapy. While there were extensive notes on patient outcomes in the Toronto files, no 

correspondence with Kettering or Wright State University was located. Most importantly, for the 

purposes of this case study, a fever therapy protocol manual, written by Bromley, was found 

along with standardized treatment sheets for pre- and post-fever therapy care of the patient. 

because no manual by the Kettering Institute was found, it is difficult to determine if Bromley’s 

treatment manual and protocol sheets followed the Kettering Standard.  

The Fever Unit: Up and Running 

 The fever unit operated at the Ontario Hospital, Toronto from 1941 to 1953. During its 

tenure, hundreds of patients were treated, many of them multiple times. At its peak, the unit 

operated seven days a week using four cabinets altogether. Its numbers dwindled in the late 

1941s to early 1950s as research concluded that neurosyphilis was best treated by penicillin 

alone. A review of the 451 patient records from the fever unit revealed that twenty-nine different 

nurses worked in the unit during this time. Although Dr. Bromley referred to these nurses as 
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‘nurse technicians,’ all signed their documentation as ‘nurse.’ In discussion with the chief 

archivist at the College of Nurses of Ontario, the college has no reference to this title in its 

archives and never regulated a group under this designation.9 The title of ‘nurse’ did not become 

protected under the law until the introduction of the Regulated Health Professions Act in 1991. 

Of note, in journal articles retrieved and incorporated into this case study as primary sources, 

nurses writing about fever therapy during this period referred to themselves as graduate nurses 

with additional training in fever therapy. Once they had received this ‘additional training,’ they 

then referred to themselves as nurse technicians.10 

Description of the Fever Cabinet 

 From a mechanical perspective, the hypertherm was not an overly complicated machine. 

In fact, it was so simplistic that many hospitals and clinics were able to build their own system 

based on a list of supplies, much like the Ontario Hospital, Toronto.11 The actual cabinet was 

constructed of steel and was built by General Electric in the United States; however, many earlier 

models, including Kettering’s, were made of wood, so theoretically this component could also 

have been reproduced.12 The cabinet was divided into upper and lower compartments divided by 

a platform. The lower compartment contained a water pan supplied by a large bottle of water 

situated outside the cabinet in an inverted position. The water in the pan was heated electrically 

by an element controlled by a rheostat (a device that controls electrical current through 

resistance). The nurse caring for the patient manipulated the temperature using a dial located on 

top of the cabinet. The heated air was circulated by an electric fan from within the cabinet. The 

patient was placed in a prone position on a mattress on the platform separating the two 

compartments. The patient was often naked, but was sometimes covered with a loose towel over 

the groin. During the treatment, the patient was surrounded by a heated, water-saturated 
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atmosphere (85% to 100% humidity), which caused a rise in core body temperature.13 Because 

the patient was encapsulated within the cabinet, except for his head, there was no loss of 

temperature through diaphoresis (see Figure 1). This made it possible to both elevate and 

maintain a consistent temperature. If an adjustment was needed, the nurse made that adjustment 

using the temperature dial.  

The desired maintenance temperature depended upon the disease being treated, but for 

cases of resistant syphilis or neuro-syphilis the ideal core temperature for the patient was 105.5°F 

for a period of five to six hours, although it was known that a sustained temperature of 112°F 

was needed to kill the bacterium. These treatments were carried out over eight to ten weeks and 

were combined with chemical injections of arsenic and bismuth.14 Body temperature was 

monitored continuously using a rectal thermometer. Unfortunately, upon study, conventional 

rectal thermometers and those specially designed for hyperthermy treatment (resistance 

thermometers) did not always provide accurate readings. This increased the risk of complications 

and limited the success of treatment.15 It is important to re-iterate that the thermal-lethal point to 

kill the spirochete responsible for syphilis required a core body temperature of 112°F. This 

temperature is incompatible with life.16  
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Figure 1. Patient Being Cared for in a Fever Cabinet17 

The Hazards of Hypertherm Treatment 

 From the very beginning of the hypertherm’s use, it was clear that the process of heating 

the body for prolonged periods of time was not safe for everyone. Kettering’s lead physician, Dr. 

W. M. Simpson, was definite in his messaging to the medical community that premorbid 

conditions associated with major organs of the cardiovascular, respiratory, renal, or hepatic 

systems eliminated a patient’s candidacy for fever therapy via the hypertherm.18 Patient records 

from the Ontario Hospital, Toronto suggest that adherence to these contraindications may have 
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been followed initially, but as time passed, it appeared that the selection of patients for fever 

treatment was more random and possibly even disregarded premorbid conditions. 

 As a new treatment modality, artificial fever therapy was intensely researched from both 

an efficacy and a risk perspective.19 One of the largest clinical studies of hyperthermy treatment, 

with adjuvant chemotherapy, was conducted in Great Britain in 1944, three years after the unit 

opened in Toronto. This study was conducted over a period of one year and involved observation 

of 254 patients receiving this treatment combination. Documentation of the study’s clinical 

findings, initiation of emergency management (administration of oxygen, sedation, life-saving 

medications and intravenous maintenance) and the administration of treatments to reduce clinical 

symptoms were all the work of nurses. In the summary of this clinical trial by Wallace and 

Bushby (1944), the authors emphasized the importance of the nurse’s role and skill in this 

procedure.  In one instance, the authors remarked that: “nursing staff must pay constant 

attention.”20 The latter referred to the need to administer oxygen when indicated based on the 

patient’s clinical symptoms. In another instance, Wallace and Bushby (1944) referred to the use 

of nursing judgement that was used to make necessary decisions regarding treatment termination.  

The authors stated: “There must be no sense of failure on the part of nursing staff if it is found 

advisable to stop treatment early.”21 

Research on the hypertherm identified and focused on six specific treatment related risks: 

anoxia, increase in serum bilirubin, circulatory collapse, renal impairment, blood changes, and 

clinical features (e.g. confusion, fear, anxiety, aggression). Although there were a few studies 

that disputed the underlying cause of some of these findings, particularly around the bilirubin 

levels, all of the studies were in agreement that these conditions were found in most patients who 

received fever treatment via the hypertherm.22 Symptoms of anoxia appeared in all patients, and 
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included drowsiness, stupor, agitation, disorientation, increased respiratory rate and cyanosis. 

Anoxic symptoms usually began in the first hour of treatment, and could continue up to 4 days 

post treatment. Other studies noted that patients could sustain severe burns during treatment, but 

had no sensation of pain (i.e. they were not able to recognize that they were sustaining a 

significant burn). Their inability to detect being burned was also attributed to cerebral anoxia. In 

an effort to mitigate the anoxia, oxygen and carbon dioxide treatments were introduced. While 

there was some benefit (i.e. patients were better able to regulate their respiration) and fewer 

anoxic incidents, this supportive therapy was not effective for all patients.    

The most troubling and longest lasting side effect of treatment noted in the published 

professional literature of the time was hepatic damage. Jaundice was sometimes evident by the 

end of a treatment session, but was usually observed 24 to 96 hours after treatment. Because of 

the often-delayed onset, patients experiencing hepatic compromise were no longer under the 

watchful eye of the fever unit nurse because they had been transferred back to their 

inpatient/ward room, or possibly even home. Patients that went on to experience life-threatening 

reactions such as circulatory collapse were most often those whose bilirubin levels did not return 

to normal prior to their next treatment. The prescribed treatment regime, which consisted of 

weekly sessions for eight to ten weeks, put the patient at risk for permanent liver damage.23 The 

administration of oxygen and fluids containing either chlorides or glucose, did little to alter the 

detrimental impact of fever treatment on the liver. In reviewing the treatment notes at the Ontario 

Hospital, Toronto, it is evident that the most frequent adverse effect was circulatory collapse.24  

In a thesis that included a comparison of pre- and post-treatment electrocardiograms, no 

cardiac damage as a result of treatment was observed, suggesting that circulatory collapse was 

instead attributable to respiratory and vasomotor complications secondary to vasodilation. The 
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pathophysiology of prolonged vasodilation caused by an extrinsic factor such as extreme heat 

exposure reduced patients’ cardiac outputs and placed them at risk for a life-threatening cardiac 

event.25 The most troubling aspect of cardiovascular compromise was that it could happen up to 

six hours after the completion of fever therapy (again when the patient was back on the ward).  A 

return to normal vital signs, such as systolic blood pressure and heart rate, could take three to 

four days post-treatment. Given the frequency of treatments (as noted in the treatment regime 

described earlier), patients had minimal recovery time between treatments.  

In all, 15% of patients experienced negative outcomes related to fever therapy at the 

Toronto Hospital.26 This meant it was not the low-risk treatment Bromley had presented in his 

letter to the Minister of Health. From the perspective of the nurse technician who had to manage 

the unit without oversight from the psychiatrist, this required significant skill, clinical judgement, 

and expertise in the management of emergency situations. It required substantially more 

knowledge, assessment skills, and monitoring than simply recording vital signs and having a 

“cheerful disposition” that Bromley had attributed to the prisoners and prison guards on his tour 

of American fever therapy units. A review of treatment sheets from the patient records in the 

fever unit provides invaluable insight into the role of the mental health nurse with respect to 

fever therapy and care of patients with neurosyphilis.  

Patient Selection for Fever Therapy at the Ontario Hospital, Toronto 

The overall patient population at the Ontario Hospital, Toronto consisted of an equal mix 

of both male and female patients. Certainly, in the early days of the Ontario asylum, there were 

more male patients than females, but into the 1930s, 1940s and 1950s, this leveled out to 

represent almost an equal proportion of male and female patients.27 The majority of admitted 

patients were born in Canada. Among the immigrant patient population, most patients were from 
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England, Scotland, and Ireland with a smaller proportion from the United States, Italy, and 

Holland. The majority were Protestant, with Catholics a close second.28 With respect to 

employment, most were labourers or had no occupation at all. Other occupations were also 

represented (albeit to a lesser degree) and included bankers, merchants, accountants, clerks, 

salesmen, and stenographers.29 Most were unable to pay for their medical expenses and were 

supported by family or through charitable means. The age range of patients varied enormously 

from children to the elderly. Not all asylums took children, but most would if there was no other 

accommodation available.30 Patients who received fever therapy for neurosyphilis were selected 

from this overall population. 

 In general, selection for fever therapy was based on three standard criteria: 1) having a 

serologically confirmed primary diagnosis of neurosyphilis; 2) failed other treatment modalities; 

3) and free of underlying medical issues or frailties. First, patients were required to have a 

primary diagnosis of neurosyphilis confirmed by a positive serological test. The Wasserman test 

for the presence of antibodies in cerebral spinal fluid was the preferred method at the Ontario 

Hospital, Toronto.31 Interestingly, studies conducted around the identified time period, found the 

Wasserman test to be unreliable and as a result, the practices at the Ontario Hospital, Toronto 

were questionable. Scientist Ludwik Fleck, for example, asserted that “one could achieve a 

positive Wasserman test with a normal blood sample and a negative result with a leutic blood 

sample without having committed any major technical mistakes.”32 It was also found that 

patients suffering from any illness or disease causing tissue inflammation, in particular the 

meninges, could produce a positive Wasserman.33 The Wasserman was sometimes combined 

with other diagnostic tests for syphilis such as the Khan or the Colloid Gold Test as a universal 

standard for confirming the diagnosis.34 This was done to bolster confidence in diagnostic 
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validity, but it was not done in all patients, so again, the results were questionable. Second, 

patients must have been unsuccessful in previous fever treatments modalities such as malarial 

injections.  

The third criteria stipulated that the patient had to be free of any underlying medical 

issues or frailties that would compromise their safety during treatment (e.g. hypertension, 

asthma). However, exclusion based on pre-existing co-morbidities and/or frailty was not always 

adhered to in the selection of patients at Toronto. In Bromley’s letter to the Minister of Health, 

and in numerous journal articles written at the time, one of the most promising features of 

artificial fever therapy was the fact it could be administered to patients who had not experienced 

success with other methods of fever induction, such as malarial treatment. Artificial fever 

therapy represented a treatment of last resort for these patients. Notably, in reviewing the 

screening process used by psychiatrists at Toronto, it appears to be contradictory to agreed upon 

practices of the time. In the screening process from January 1941 (as previously mentioned), 

psychiatrists divided patients into one of two categories: unsuitable and suitable cases. The 

suitability was based on whether patients had experienced success in previous fever therapies or 

not. Patients who had not been successful in previous treatments were deemed ‘unsuitable,’ the 

opposite of the standard selection criteria. The list of ‘suitable’ cases was filled with patients who 

had some contraindication for treatment, or they were poor historians and had no knowledge of 

their medical history.  

Examples drawn from patient admission notes shed light on the screening processes at 

the Ontario Hospital, Toronto. Carl H. was an elderly patient with long-standing cardiac issues 

and had been living in the asylum for many years. He received a full course of treatment in 

1941.35 Fortunately for him, he did not experience any negative consequences during his 
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treatment despite his heart condition. Conversely, Peter M. who had arrived unaccompanied at 

the Ontario Hospital, Toronto in 1941, was described upon admission as bizarre and his 

communication unintelligible. He was unable to provide an adequate medical history. He did not 

receive an electrocardiogram prior to treatment despite being unable to clearly articulate his own 

medical history. During his first treatment in November 1941, he experienced a full cardiac 

arrest but survived. His course of treatment was continued, and he was subsequently discharged 

as a ‘successful case.’36  

Section 2: Work of Nurses Providing Fever Therapy at the Ontario Hospital, Toronto 

 In this section, the work of mental health nurses providing fever therapy at the Ontario 

Hospital, Toronto is described. In order to construct a rich description of their work, the 

following primary sources were utilized.   

First, a series of published articles written by nurses, about the nursing perspective/role in 

the delivery and care of fever therapy were included. These articles were authored by Pegg in 

1943, Lehman in 1937 and Lutz in 1936 (note, these primary sources were described in greater 

detail in Chapter 3, Methods). A subset of articles authored by physicians have also been 

included in an effort to further describe the role of the nurse in fever therapy from a non-nursing 

perspective.  

Second, two patient files have been included as exemplars in an effort to elucidate the 

routine, day-to-day work of the nurse in the fever unit at the Ontario Hospital, Toronto. 

Additionally, nursing records from the ward were used to compare the work of nurses working in 

the fever unit with those working on the ward as a mental health nurse. Analysis of these files 

created a robust description of the role of fever therapy nurses who functioned independently 

with advanced levels of skills and knowledge reflective of specialized nursing practice.   
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Nursing Practice and the Administration of Fever Therapy as articulated by Pegg, Lehman 

and Lutz 

Pre-Procedure 

 Patients were admitted three days prior to treatment in order to control their diet and 

administer pre-procedural tests, medications, and teaching. To confirm there were no 

contraindications for treatment, patients received a thorough physical exam, including 

auscultation of the heart, lungs and abdomen. Routine bloodwork was also taken, along with an 

electrocardiogram. None of the authors specified what ‘routine bloodwork’ included. Once 

patients’ suitability for treatment was determined, they received teaching on the treatment and 

expectations for their behaviour during the treatment. The medical resident provided the latter. 

Teaching included information about possible effects of the treatment, such as anxiety, heart 

palpitations, nausea, and shortness of breath. Pegg remarked that teaching also provided 

information on the use of the oxygen mask and included a trial fitting. Patients’ tolerance of the 

mask had proven to be a significant factor in the discontinuation of treatments.37  

All three articles placed particular emphasis on obtaining patient consent. Lehmann’s 

article included a copy of the consent. All authors identified that consent was always obtained by 

the medical intern. It is interesting to note that in each setting mentioned in the journal articles, a 

medical doctor and not a psychiatrist directed all components of treatment. From a dietary 

perspective, patients were given increased fluids and salt on the days leading up to the procedure.  

This was done to combat the fluid loss experienced through excessive perspiration. Patients were 

given sodium chloride tablets by mouth the day prior to treatment. On the evening before 

treatment, patients received a light meal (which included protein) and then a ‘cleansing’ enema. 

The enema was important for two reasons. First, the patient was unable to leave the hypertherm 
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during treatment to evacuate their bowels, so this prevented any interruption of treatment. 

Second, having an empty bowel reduced the gastrointestinal symptoms associated with an 

elevated body temperature. All three articles stated that sedation the night before treatment was 

not usual practice but could be given to patients who were particularly anxious or disruptive.  

All three articles emphasized the need to begin treatment as early in the morning as 

possible. This was because all fever treatments, regardless of illness, were lengthy, lasting 

anywhere from five to 10 hours.  All aspects of the patient’s pre-treatment regime were 

performed by the floor nurse. The nurses followed standing orders written by the supervising 

physician. No additional training was required to prepare the floor nurse for this part of the 

procedure.38 

Intra-Procedure 

 The hypertherm nurse’s day began about an hour before the patient arrived for treatment. 

According to Pegg, the nurse’s first duty was to start the hypertherm, so the temperature was at 

the ideal temperature of between 120°F to 124°F before treatment began.39 This was the cabinet 

temperature maintained throughout treatment. Around 7:20 am, patients were greeted by a 

‘cheery hello’; their weight and vital signs were also taken. These readings formed the baseline 

vital signs for the remainder of the procedure. A special therapy chart was prepared on which a 

record of vital signs and patient condition was made at fifteen-minute intervals throughout the 

treatment. The patient’s skin was carefully inspected for drug rashes or blisters, which could be 

made worse by the hypertherm’s heat and would constitute a reason to cancel the therapy. The 

nurse then informed the patient about how the treatment would proceed and answered any 

questions they might have. Items such as dentures and jewelry were removed, and the patient 

was assisted out of their clothing.   
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Once the patient was on the fever cabinet bed, a rectal thermometer was inserted, and 

wrist and ankle restraints were loosely applied. Lehmann elaborated on the use of restraints. She 

remarked that the restraints were another feature of therapy that could cause the patient to feel 

distressed and panic, thereby causing a delay or termination of the treatment. She stated, “They 

are loosely applied with a little apology [emphasis added] and with the explanation that this is a 

safety measure in the patient’s own interest to prevent him from hurting himself if he should 

become delirious during treatment.”40 Lehmann also remarked that patients were already familiar 

with the restraints because the medical resident had explained their use in the pre-treatment 

teaching. She added, “most patients take this measure sensibly when it is done at the 

beginning…however, many of them become provoked if we try to put the restraining cuffs on 

them after their temperature [had] risen.”41 In all three articles it was evident that the nurses did 

more than simply recite the treatment protocol. They also provided considerable insight into how 

patients responded to the treatment and how nurses could mitigate the identified challenges in 

order to provide a better treatment experience for the patient, and ultimately treat their 

underlying disease.42  

Once the patient was safely confined in the cabinet (around 8:00 a.m.) every effort was 

made to provide comfort and diversion. The most challenging part of fever induction was 

identified at the twenty to thirty-minute mark. The treatment rooms were darkened.  Methods of 

diversion included offering the radio or record player, and nurses would also make efforts to 

engage patients in quiet conversation.  

Using the right-hand door of the cabinet, nurses would draw 15 cubic centimeters (cc’s) 

of blood from the median basilic vein and send the sample for non-protein nitrogen, chlorides, 

and icteric index.43 An additional 10 cc’s was taken for the complement fixation test (test for the 
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presence of antibodies or antigens) and any other smears or cultures that were ordered by the 

physician.44 These samples could vary depending upon the patient’s pre-treatment condition. 

Patients were then given their first drink. The amount provided varied between articles. Lehmann 

recommended 100 cc’s of water while Lutz and Pegg suggested 200 cc’s of water with 6% 

sodium chloride.45 Fluid was given every fifteen minutes throughout the induction period. 

Patients were urged to void because, “voiding seems to help raise their temperature since this 

volume of fluid would otherwise have to be heated up by the body.”46 It was also felt an empty 

bladder reduced the number of irritants that could contribute to a difficult induction period.  

It took on average 60 to 90 minutes for the optimum core body temperature to be 

reached.  The last 45 minutes of that period (when the core body temperature reached between 

102.2°F to 104.9 °F), was identified as the most dangerous and difficult time for the patient. 

Lehmann suggested that this was the period when “the body trie[d] to adjust itself to the shift in 

water loss and the increased temperature which [was] too high for comfort and not high enough 

for the confusion of the delirium to take the edge off.”47 Interestingly, only Lehmann suggests 

the use of 10 to 20 cc’s of whiskey to comfort the patient during this time and for the next eight 

hours. Both Lutz and Pegg mentioned a reduction of fluids to combat the possibility of vomiting. 

The recommendation for fluid consumption was approximately four to five litres over the entire 

course of treatment. All three studies recommended fluids be taken by mouth and not nasogastric 

tube (interestingly, as the patient files show, nasogastric tubes were often the route used at the 

Ontario Hospital, Toronto). Additionally, hyperventilation caused by an elevated heart rate or 

anxiety were treated by oxygen-carbon-dioxide inhalations given by mask. The risk of 

circulatory collapse was greatest during this period, and the nurse had to be vigilant in 

monitoring the patient’s condition and vital signs. 
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 All three nurses were emphatic in their pronouncement that the patient should never be 

left alone during treatment due to the potential for extreme complications. Once the body 

temperature reached the required level, the cabinet temperature was lowered and the most 

difficult (e.g. physically taxing and highest risk) part of treatment was over. Pegg stated, “A 

placid uneventful induction period usually foretells a calm successful treatment session… it is in 

this most trying period that much can be done for the comfort of the patient by the nurse.”48  

The treatment period lasted approximately eight hours, and the nurses’ principal duties 

were to keep the patient entertained, give fluids, offer the urinal, take blood, and change damp 

pillowcases and towels. However, this does not mean that the later portion of treatment required 

less diligence. Lehmann remarked, “the nurse must not relax in her observation of the 

patient…with careful management the cabinet heat can be so controlled that the body 

temperature never rises above the required level nor drops below 105.8°F; this is when 

complications and patient discomfort can occur.” Lutz stated, “It should be emphasized at this 

point that every complaint of the patient must be investigated by the nurse in attendance—no 

matter how minor it may seem at the time.”49,50 Lehmann also shared that particular attention 

was to be given to obese patients whose body temperature would almost always overshoot the 

desired temperature.  Obese patients were also identified as being at greatest risk for blistering of 

the skin.51  

When overheating occurred, the doors of the hypertherm were opened and the patient was 

sprinkled with water and provided with cool compresses for the face. When this was 

unsuccessful in reducing their temperature, sedation was used. However, all three nurses 

remarked that sedation should be avoided except in extreme cases of anxiety.  Non-

pharmacological strategies such as those that were employed by the nurse were prioritized. 
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Lehman, as noted, used whiskey; Pegg dispensed alopon (an analgesic); and Lutz mentioned 

sedation but did not identify a particular product. Lutz and Pegg also described an “extremely 

restless period” around the four-hour mark. This time was not as challenging as the induction 

period but still required intervention in order to avoid the treatment being stopped due to 

restlessness. Pegg suggested ½ gram of alopon and Lutz proposed intravenous glucose as the 

cause was felt to be due to extreme fatigue.52 Lutz described her patient as having “marked 

relief” after the glucose infusion. 53 

After eight hours of treatment, the session was ended. The cabinet was opened, and the 

patient’s vital signs and blood chemistry were taken. The cooling down period, if rushed, could 

cause the patient to go into shock and experience a rapid drop in blood pressure. This could be 

avoided by giving the patient a tepid water or alcohol bath with a vigorous massage. The use of 

fans to cool the body was also avoided in Lutz’s article except in extremely hot weather. Both 

Lehmann and Pegg used fans to bring the patient’s body temperature down. The patient was 

encouraged to drink sugary drinks (e.g. ginger ale) as tolerated. The skin was also inspected for 

open lesions and, if noted, were dressed with gentian violet and tannic acid, both 1%, and 

dressed with a dry dressing.54 The entire cooling process, like the induction process, took 

approximately 60 to 90 minutes. They were usually returned to the floor when their body 

temperature was between 100.4°F and 102°F.   

Termination of Treatment 

 If at any time during the induction or treatment phase the patient was found to be at risk 

for a negative outcome such as respiratory or cardiac arrest or even extreme agitation, the doctor 

was called by the responsible nurse and the treatment was terminated. It should also be noted that 
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Pegg and Lutz mentioned that the patient was checked hourly by the physician. The ‘Nurse-in-

Charge’ also provided hourly support to the nurse if a patient was particularly challenging.  

Post-Procedure 

When it was established that the patient was stable, they were returned to their own floor 

under the care of the ward nurse. Patients were kept in hospital for up to 48 hours post-treatment. 

In Pegg’s institution, the hypertherm nurse returned to the ward with the patient and continued to 

provide care for a few hours. She remarked, “care for the first few hours is carried out by one of 

the hypertherm nursing staff who is well acquainted with the patients and with the happenings of 

the day and who can foresee any eventuality.”55 Based on the three articles, it was standard 

practice to send the patient back to the ward with post-treatment orders and precautions. The 

precautions emphasized the need to alert the medical intern if any of the following were 

detected: nausea or vomiting, severe perspiration, pains in the extremities or elsewhere in the 

body, and any other unusual symptoms. The medical intern was to be called “stat” in the 

following situations: respiratory arrest, cyanosis, rise in rectal body temperature above 104°F, or 

any unusual or alarming signs. The ward nurse was also advised to be prepared to infuse normal 

saline and 10% glucose intravenously at any time. Carbon dioxide and oxygen were to be kept 

on hand in the event of an emergency. The following orders were sent back with patients at all 

three institutions: 

1. Take the rectal temperature every hour until 100.4°F or less is noted in two 

successive readings. 

2. The patient must remain absolutely at bed rest for the next eighteen hours. 

3. Give the patient a sponge bath. 
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4. The patient may have fluids (no alcohol) and light food if desired. Encourage the 

taking of normal saline by mouth whenever possible, but do not force fluids by mouth 

if the patient complains of nausea. 

5. Have the house officer administer stat: 1,000 cc’s of 10% glucose in normal saline 

intravenously. 

6. Tomorrow, if everything is normal, the patient may return to the orders prevailing 

before fever therapy. 

Assuming that all went well, the patient would return for treatment again later that same week or 

sometime the next week. Lehmann, Pegg and Lutz concurred that subsequent treatments were 

easier for patients as they knew what to expect. Pegg added, “women are admirable patients.”56 

These firsthand accounts of nursing care in a fever unit provide a perspective like no other. The 

recount of fever therapy care demonstrates the advanced skills, judgement, and knowledge 

required of nurses to safely and successfully care for neurosyphilis patients.  The ability to 

administer oxygen, sedation, and electrolytes, but most of all to be aware of and respond to 

potential crisis situations put the fever therapy nurse in a class by herself.  

Standard Nursing Practice in Fever Therapy from the Physician’s Perspective 

 As previously noted, a subset of articles were retrieved (authored between 1930 and 

1950) that were written by physicians and specifically addressed fever therapy and the care of 

patients. Levy (1952), Bromberg (1936), and King et al. (1943) all emphasized the importance of 

excellent nursing care in attaining successful patient outcomes, but did so in a rather cursory 

fashion. Interestingly, rather than remarking on nurses’ requisite knowledge and skills, 

references to nurses primarily focused on their personal qualities. Bromberg, in an article written 

for the American Journal of Nursing on artificial fever therapy, made the following remark: 
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“Every reader of this article is to remember that the doctor and nurse who are charged with the 

responsibility of the patient are far more important than the machine which is used to induce 

fever.” He goes on to identify the qualities required of a fever therapy nurse: “Her temperament, 

unfailing good cheer, poise and influence in general are invaluable in seeing the patient through 

the period of the induction.”57 King’s view of the nurse is also focused on her personality. He 

remarked, “the success of this type of treatment depends to a great extent on skilled and 

experienced nurses. Nurses should be young, of attractive personality and interested in their 

work.58 Levy only mentions nursing from the point of view of training and that it took a period 

of three months to “train a number of nursing sisters.”59 Levy suggests that readers wanting more 

information on nursing technique refer to an article written by Pegg (1943).  

It would seem that, despite nurses being the primary administrators of fever therapy, very 

little recognition of them and their skills were identified by physicians. In the guide to Artificial 

Fever in the Treatment of Neurosyphilis written by Bromley at the Ontario Hospital, Toronto, the 

nurse is only mentioned three times in the extensive document. The first reference directs the 

nurse about her documentation and the need for diligence in recording the patient’s response to 

treatment and their vital signs. The second reference is about the need for the nurse to always be 

present: “once the patient has been put into the cabinet, the nurse must not leave the room until 

the treatment is completed. The doctor in charge should be within immediate call at all times.”60 

The last reference speaks to the skill of the nurse-technician: “alert attention by a well-trained 

nurse-technician will ensure safe, satisfactory treatment in nearly every case.”61 Not unlike the 

perspective of the other physicians, the work of the nurse is absent from the treatment protocol 

written by Bromley. A litany of tasks is identified, but no responsibility is assigned; the 
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following detail from the treatment notes from the Ontario Hospital, Toronto, will demonstrate 

the extent to which nurses were involved in fever therapy treatments. 

Fever Therapy Practice and Nurses at the Ontario Hospital, Toronto: The Patient File of 

Connie B. 

 Of the patient files retrieved, only one of the files, that belonging to Connie B., contained 

a rich description on treatment prior to fever therapy. Unfortunately, no chart exists for Connie 

B.’s actual fever therapy. Notably, because Connie received her therapy as an inpatient, as did all 

of the patients on the ‘successful treatment list,’ it is impossible to determine how this pre-

treatment regime differed from someone who received treatment as a day patient. It was 

established that pre-treatment typically adhered to the following practice: “The night before, 

patient voided, given enemas at 7:00 and 8:00 pm, received Bromide for sedation and had orange 

juice with 2 tbsp. of glucose.”62 

On the morning of treatment, the following activities occurred: “Patient given and 

tolerated a light breakfast. Transferred to fever unit for therapy.”63 What was particularly 

interesting in Connie’s file was the additional therapy she received from nurses between fever 

treatments, namely continuous water pack (CWP) treatments. A CWP involved wrapping the 

patient in cotton sheets from neck to toe and submerging them in a warm bath for hours at a time. 

This restricted the patient’s movement and was thought to decrease anxiety and agitation.64 CWP 

treatment was described in the annual reports as a way to reduce patients’ uncooperative 

behaviour in preparation for fever therapy. This adjuvant therapy was not described in any of the 

academic journals, nor was it included in Bromley’s manual as a way to enhance the effects of 

fever therapy. Connie B. reportedly spent eight to ten hours per day in CWPs on the days 

between her fever treatments. On at least two occasions, Connie B. suffered significant cardiac 
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events. One nurse recorded: “Pulse undetectable. Dr. called. Last rights administered.”65 Of note, 

Connie B. survived this incident, but went on to receive fever therapy 48 hours later.  

Another pre-treatment regime followed at the Ontario Hospital, Toronto was the use of 

electroshock therapy. In the 1945 annual report to the Province of Ontario the superintendent at 

the Ontario Hospital, Toronto stated: 

“Electroshock treatment has been found to be a very useful preparatory treatment 

in cases of general paresis who are uncooperative because of excitement or in 

poor physical condition because of a depressive syndrome and several cases have 

shown surprising mental improvement before starting the course of artificial fever 

treatment.”66 

It is difficult to know for certain, but it can be speculated that patients at the Ontario Hospital, 

Toronto receiving these adjuvant pre-treatments were more medically fragile than those 

described in the journal articles who did not receive additional pre-treatments. If the latter 

represents an accurate interpretation of the data, then the nurses working in the fever unit at the 

Ontario Hospital, Toronto were caring for patients who were at greater risk for adverse reactions, 

and therefore required a more skilled level of nursing care. Analysis of the data retrieved from 

the Ontario Hospital, Toronto also suggested that the rate of significant incidences was higher 

there than was quoted in standard fever therapy practice, which also lends support to the 

medically fragile state of these patients.67  

Intra-Treatment 

 As with the standard identified by Lehmann, Lutz, and Pegg, and in keeping with 

Bromley’s guide book, all fever treatment started at 07:15 each morning. Pre-treatment vital 

signs were taken by the nurse and recorded on the fever therapy flow sheet. Pulse and rectal 
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temperature were taken by the nurse at 15 minute intervals throughout treatment. The patient’s 

blood pressure was assessed and recorded at the onset of treatment and before returning to the 

ward after treatment. There is no explanation as to why respirations were not recorded during the 

procedure given that this was standard practice for this treatment and is also an early indicator of 

cardiac insufficiency and hypoxia.68 Bromley emphasized in his manual that, “Shallow or 

irregular respirations occur at temperatures of 104°F or over and often precede Cheyne-Stokes 

respirations.”69 The nurse also completed a thorough examination of the patient’s skin prior to 

treatment.70 

According to the treatment records, fever therapy commenced when the cabinet 

temperature reached between 110°F and 120°F. There does not appear to be a uniform induction 

temperature at the Ontario Hospital, Toronto despite the fact that all patients were being treated 

for the same condition. According to the standard of the day, the cabinet start temperature for 

syphilis patients was 120°F to 124°F.71 Bromley’s manual did not specify a starting cabinet 

temperature.72 As patients approached their ideal core body temperature, at around the 90 minute 

mark, nurses consistently administered sedation, glucose, and oxygen as the standard of practice. 

The latter item suggests that nurses were aware that most treatments terminated early due to 

patient behavioural issues caused by elevations in core body temperatures between 101°F and 

104°F.73 One nurse’s narrative note written during the induction period described patient 

behaviours, and her insight as to how the behaviours were managed: “Extremely disturbed by 

other patients. Very restless [and] excited, pulling at towels. Continually pulling at towels at 

neck. Given Pantopon with good effect.”74 As the patient’s discomfort and anxiety continued, 

there was no suggestion in the nurse’s notes that she did anything to distract or otherwise occupy 

the patient (recall that non-pharmacological interventions were described by Lehmann, Luck, 
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and Pegg). At the Ontario Hospital, Toronto, the nurses’ primary responsibility (as emphasized 

by the physicians) was to prevent the patient from causing the treatment to end early.75 In all of 

the charts reviewed, there was only one note by a nurse stating that she had put on the radio for 

the patient.76 Notably, this does not confirm that nurses were opposed to non-pharmacological 

intervention or that they did not provide them. Perhaps this aspect of therapy was not significant 

enough to write about, especially given that nurses had little space to write narrative notes. 

  Evidence from patient records indicates that nurses attempted to mitigate the risk of 

dehydration by offering patients sips of fluid, usually water, throughout the treatment; however, 

fluid intake never reached the four litre mark that was recommended. Bromley stated in his fever 

treatment instruction manual, “there is a great increase in perspiration, with a resulting loss of 

sodium chloride. In prolonged fever sessions 4000 cc’s or more of sweat may be lost.”77 Nurses 

consistently documented that patients were sweating, because a lack of perspiration was a sign of 

heat stroke, a life-threatening complication resulting from fever therapy. Nurses’ diligence in 

documenting perspiration provides evidence of their knowledge of pathophysiology and 

awareness of risks associated with this treatment. However, documentation of the patient’s 

output (urine and stool) was consistently lacking in the treatment notes. In the column dedicated 

to ‘urine’ and ‘stool,’ both were demarcated by a single vertical slash or line with no indication 

of quantity or appearance. It is possible that another sheet or document was used to track patient 

output, but none was found in an examination of patient records. 

The content of nurses’ narrative notes demonstrated an understanding of the impact of 

fever therapy on the patient both physically and mentally. For example, all treatments began with 

the nurse providing a brief summary of the patient’s temperament and physical condition. One 

nurse noted: “pt. perspiring freely. Colour good, volume of pulse good. Pt. behaviour quieter 
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than usual.”78 This initial documentation provided a baseline for both medical and behavioural 

issues. Treatments also ended with an overall summary to confirm the patient’s physical and 

mental status before returning to the ward. An example of a summary note included:  

“Tolerated treatment well. Insight fair - says he contracted syphilis in 1939. Well 

oriented. No apparent mental symptoms. B.P. prior to treatment was 100/68, B.P. 

post treatment was 100/64. 3 1/2 hours over 105f. colour- good. Pulse- good 

quality. Temp- 101.2 on ret to ward. Condition on return to ward satisfactory.”79 

The nurse not only completed this assessment of the patient’s overall mental and physical 

wellbeing, demonstrating the skill to do that assessment, but also established   accountability to 

ensure that the patient was safe to return to the regular ward.  

Post-Procedure Treatment 

 Once fever therapy was complete, the nurse was required to follow a process that 

supported the patient returning to equilibrium. Bromley asserted in his manual that the principal 

role of the nurse at this point was to safely facilitate the patient’s temperature returning to 102°F 

or less. When the cabinet was turned off and the doors opened, the patient was, “sponged off 

with luke-warm water and soap, followed by an alcohol rub…and covered with a light 

blanket.”80  Prior to transfer out of the fever unit, a final set of vital signs were taken, including 

blood pressure. One post-treatment note contained the following: “B.P. 104/70, 11/
2 hours over 

105°F, colour satisfactory, pulse good quality, temperature on return 1012°F, condition 

satisfactory.”81 It appears from the nurses’ notes that post-treatment, patients were sent to a type 

of ‘step-down’ unit or recovery room for observation before returning to the actual ward. All 

post-treatment flow sheets were marked ‘Ward 3B Fever.’ Additionally, the post-treatment notes 
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were written by a different nurse from the one providing fever treatment and began with, 

“Returned from fever therapy in good condition.”82  

After several hours or days of observation, the notes state the patient is returned to 

another ward: “Patient returned to Ward 3A.”83 It is hard to know if the nurses who worked in 

this step-down unit/recovery area were the same nurses who worked in the fever unit, but a 

comparison of signatures from both sheets during the same time period identified many common 

names. Because the skills to observe and intervene in crisis situations for the patient post-

treatment were also advanced, it would seem likely that these were the same group of nurses as 

those working in the fever unit. The notes from post-treatment care showed that vital signs were 

taken every 30 minutes until the rectal temperature and pulse returned to normal. The nurses very 

judiciously gave fluids and solid food and limited physical exertion. When a patient developed 

complications post-treatment, such as rebounding temperature or circulatory collapse, the nurse 

started intravenous infusions of normal saline, gave intramuscular injections of caffeine-sodium-

benzoate or Coramine, and provided oxygen-carbon dioxide inhalations via a facemask until the 

doctor arrived. These actions on the part of the nurse went beyond the standard training for both 

mental and general hospital nurses. 

Interestingly, the course calendars for nurses attending the Toronto General Hospital 

School of Nursing and the Ontario Hospital, Toronto School of Nursing around the time of the 

fever unit did not include training in emergency care, but did include a book on first aid as part 

of required course reading.84 Both course calendars included several weeks of operating room 

training, and it is possible that skills such as emergency intervention, intravenous insertion, and 

the use of oxygen occurred during that training. However this knowledge was attained, it is safe 

to say that nurses who provided care to fever therapy patients in the intra- and post-treatment 
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periods largely followed the standard course of therapy described in academic journals, but also 

exhibited advanced nursing skills. 

Further Highlighting the Work of the Fever Nurse using Patient Files as Exemplars 

Files selected from the 48 available from the fever unit (as described in Chapter 3), were 

reviewed for treatments that demonstrated the day-to-day work and skill in a situation that was 

life threatening or potentially life threatening to the patient. This review resulted in the selection 

of two files. The first patient file belongs to Stephen O. His file helps to demonstrate the day-to-

day expertise and clinical skill of a nurse working in the fever unit, in addition to demonstrating 

the advanced skills of the fever therapy nurse in life-threatening situations. The second patient 

file belongs to Connie B. Her file will be used as a comparator to highlight the difference in 

clinical expertise between fever nurses and other mental health nurses in a life-threatening 

patient care situation (both names are pseudonyms to protect the privacy of the patient). This 

comparison serves to illustrate the advanced skill set of the nurses working in the fever therapy 

environment. 

The Nursing Care of Stephen O. 

 Stephen O. was an immigrant from the former Yugoslavia and had been living in Canada 

since August of 1925. His early life in Canada was spent as a manual labourer on farms and later 

as a miner in Northern Ontario. It was in a gold mine in Timmins in 1931, that Stephen’s “queer” 

behaviour began to exhibit itself. In August 1942, he was brought to New Toronto on a warrant 

for assessment and care. Stephen was transferred from New Toronto to the Ontario Hospital, 

Toronto on September 1st, 1942, to receive fever therapy. Stephen was 40 years of age at that 

time. The referring psychiatrist, Dr. Cumberland described Stephen O. as follows: 
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“He becomes confused in conversation, has crying spells, he cannot [sic] remember 

names, becomes difficult to manage at home but could always be persuaded to cooperate 

although shortly before admission some violence or suicidal tendencies. At present he is 

disoriented, conversation is irrelevant, and he has had two periods of loud shouting since 

his admission to this hospital.”85 

Cumberland also stated that Stephen O. had no cardiac or any other physical impairment that 

would disqualify him for fever therapy. He noted, “heart of normal size, rate and sound. No past 

history of serious illness related to cardiac, circulatory failure, seizures or tuberculosis.”86 

  On September 22nd, 1942, Stephen O. was transferred to the fever unit for his first 

treatment. He received 18 treatments (occurring weekly) from September 22nd, 1942, to January 

12th, 1943. Thirteen different nurses administered treatments over that period of time, with 

nurses Quinn and Pereira providing the majority of his care. Given the time these nurses spent 

with him (over 100 hours), Quinn and Pereira would have been more familiar with this patient 

and perhaps better able to anticipate any life-threatening issues or symptoms that were markedly 

out of the ordinary. In addition, because the unit had four cabinets operating daily, this also 

meant that nurses caring for other patients in this small space would have become familiar with 

the course of treatment for patients other than their own. This familiarity is seen in the narrative 

notes on the fever record from January 5th, 1943: “Patient much quieter than usual.” There is also 

the adage ‘familiarity breeds contempt.’ As the treatments progressed, a level of frustration is 

observed in the nurses’ notes that they continue to struggle to keep Stephen O. in the cabinet for 

a complete treatment, 

“Insight good. Correctly orient as to time and place. Tolerated treatment poorly. 

Uncooperative after first 1 1/2 hrs of treatment. Appears to be acting childishly rather 
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than as though anything was wrong with him. B.P. 118/70 following treatment. Pulse-

good. Colour- good, except for 10 mins during 3rd hr of treat. Temp 101.2 on return to 

ward. Condition on -----satisfactory. “87 

It should also be noted that as Stephen O.’s treatment progressed, the nurses’ narrative notes 

became longer and more detailed. They also began to speculate on his progress. On December 

15th, 1942 nurse Quinn wrote, “This patient’s mental condition appears to be improving.”88 

None of Stephen O.’s 18 treatments went the prescribed time of eight to ten hours. Most 

treatments ended within five to six hours. In all but two instances, the treatments were terminated 

due to Stephen O.’s extreme agitation and attempts to exit the cabinet.  It was noted, 

“Tolerated this treatment very poorly. He becomes very panicky and demands constant 

attention. Even with sedation he couldn’t be kept in the cabinet for longer than 3 hours. 

By pulling his towels in the cabinet the doors kept pushing open and it was difficult to 

keep his temperature regulated. Emotionally unable and with pareanoid [sic] 

tendencies.”89 

Analysis of the treatment tracking sheet suggests evidence of nurses’ awareness of the risk of 

incomplete treatment with this patient and they take measures to mitigate the risk. After the first 

two treatments, they document the use of bedtime sedation to put the patient in a ‘calmer state’ 

for treatment in the morning noting, “h.s. sedation given.”  

In anticipation of the behaviours associated with the induction phase, nurses began to 

give sedation prior to the 90-minute mark. Starting on October 9th, 1942, Pantopon was given on 

admission to the fever unit and as needed during treatment. No other patient in the files studied 

received sedation on admission to the unit. It was also evident that the nurse was not just trying 

to stop the behaviour, but to also correct the underlying issues that were causing the problem. 
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Extreme agitation was sometimes caused by neurological problems associated with hypoxia or 

fatigue from extreme heating (as previously noted), so the nurse would give oxygen and glucose 

in an effort to correct the physical state. Unfortunately, these solutions seldom worked for 

Stephen O. The nurses would end his treatments early due to extreme anxiety and agitation, 

which were indicators for termination of treatment. Each treatment decision and its 

corresponding action were that of the fever therapy nurse alone; there were no psychiatrists were 

present during any of Stephen O.’s treatments. 

Nursing Care During a Life-Threatening Situation 

 As mentioned, all but two of Stephen O.’s treatments were ended early due to extreme 

agitation. The other two were terminated due to potentially life-threatening complications. Both 

incidents occurred in November 1942. Nursing care during the first incident, November 17th, was 

provided by nurse Chapert. From a review of the treatment notes, it would appear that this nurse 

did not provide care to Stephen O. on any other occasion. The session began at 07:30h with 

Stephen O. experiencing a more rapid escalation of pulse and temperature than in previous 

treatments. Within 15 minutes his pulse was over 100 beats per minute (bpm) and his 

temperature was 99°F; despite the cabinet temperature being low at 111°F. He was given 

sedation at the one-hour mark but with little effect as his behaviour only escalated. Chapert 

noted, “Restless, hands out constantly. Moving all parts of his body. Resistive.”90 A second dose 

of sedation was given three hours later, which resulted in an immediate decrease in his 

respiratory rate and pulse. Within 15 minutes, his pulse went from 140bpm to being 

undetectable. His body temperature soared to 107°F. The nurse responded immediately by trying 

to reverse the effects of the sedation and the hyperthermia by administering a dose of caffeine, 

D50W, and sodium benzamine. He was also given oxygen by mask and intravenous normal 
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saline. The nurse charted that she opened the fever cabinet and began to decrease Stephen O.’s 

body temperature. His vital signs began to move towards normal within 15 minutes and were 

back to pre-treatment levels within an hour. The psychiatrist did not attend to the patient until the 

post treatment period two hours later.  

 The second incident occurred exactly one week later on November 24th. Nurse Pereira 

cared for Stephen O. during this session. This episode, while less dramatic, had him exhibiting 

signs of cardiac compromise, such as cyanosis, in combination with a labile, weak pulse. Pereira 

noted, “Cabinet opened due to pulse losing volume.”91 Nurse Pereira responded immediately 

with measures to manage Stephen O.’s compromised state. Pereira’s summary notes for the 

session stated,  

“Very restless during entire treatment. Oriented in all spheres. Insight good. No 

hallucinations or delusions. B.P. prior to treatment was 100/64 and B.P. after 

treatment was 105/68. 3 1/5 hours temp over 105. Pulse - fair quality – loosing 

[sic] volume after 3 hrs of treatment. color- flushed - slightly cyanosed after 3 hrs. 

Cond. on disch. - satisfactory.”92 

Again, the patient was not seen by the psychiatrist until several hours after the incident. In all 

successive treatments, the nurse altered the dose of sedative. Stephen O. always received the full 

dose of Pantopon upon admission to the fever unit, but all subsequent doses of sedation during 

the treatment were decreased to half.  

It should be noted that Stephen O.’s record included a document called the ‘Treatment 

Plan.’ In addition to fever therapy, his plan included an addendum called ‘special treatments.’ 

His record does not specify what these special treatments consisted of, but based on the 

information quoted earlier in this document from an annual report to the province, it appears to 



110 

 

be a synonym for treatments such as electroshock therapy or continuous water baths. Again, it 

was believed that these treatments prepared an overly excited patient for fever therapy and were 

given in between fever treatments. These adjuvant sessions may have placed Stephen O. at an 

increased risk for adverse reactions during his fever sessions, which may have ultimately 

required a more complex level of care for the nurse. 

The Nursing Care of Connie B. 

 Connie B. was an Italian immigrant living in Toronto with her husband and grown 

children. She was brought to the Ontario Hospital, Toronto on October 26th, 1939 by her husband 

due to ‘extreme’ behaviour over the previous week. The admitting psychiatrist quotes her 

husband in the notes as saying she was, “Wildly excited. Lying naked on the floor and 

screaming. A few days ago, claimed to be divine and to bear the bruises of Christ. No relevant 

answers but only talked of special revelations.”93 

It is apparent from Connie B.’s daily nursing notes that the ward nurses were occupied 

chiefly with the tasks of daily living such as intimate care and feeding. Their notes are 

exclusively about those tasks. Her first day on the ward is an example of this work and forms the 

pattern of each day to follow for the coming months: “Refused supper. Very restless with 

shouting, scratching, kicking and biting…Now sleeping quieter. Has had a very restless day.”94 

These notes also tended to be less objective, with the nurses using descriptions and terms that 

were judgmental and derogatory, “back to bed with help of 4 nurses. Violent and noisy. Most 

uncooperative. Put in tight restraints. Will not keep self properly covered, is self-abusive. Filthy 

in toileting.”95 

Bedside maintenance care consisted of the ward nurse taking vital signs once per shift 

and administering medications such as iron supplements and laxatives. Anything beyond this 
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was performed by the psychiatric resident. For example, Connie B. was tube-fed her meals 

shortly after she was admitted, because she was too agitated to eat or feared the food was 

poisoned. The resident administered her feeds at all three meals; this was a skill beyond the 

scope of the ward nurse.  Documentation from the record stated, “High calorie feed by tube feed 

done by Dr. Henderson.”96 

Because Connie’s fever chart is missing from her patient file, it is difficult to say whether 

the fever unit nurses provided her fluids through a feeding tube, but it is evident from the post-

procedure notes that those nurses provided fluids and some food through tube feeding. As 

mentioned above, these were most likely the same nurses that worked in the fever unit. 

Nursing Care During a Life-Threatening Situation 

 Connie B. received only four fever treatments, as the nurses were unable to keep her in 

the cabinet. She did not experience any life-threatening incidents in the post-treatment unit 

according to those nurses’ notes. She did, however, experience a number of critical incidents 

when receiving continuous water bath treatments. Connie B. received these treatments on a daily 

basis when she was not having fever therapy, and they continued long after her fever therapy 

ended. She was often in the continuous bath for hours at a time, and on a few occasions her 

treatment lasted 24 hours. These treatments occurred off the unit. There are no nurses’ notes 

about the care given during the continuous baths, so unfortunately the work of these nurses is 

missing from the total picture of care at the Ontario Hospital, Toronto.  

On January 4th, 1941, Connie B. spent the entire day and most of the evening in a 

continuous bath. She was removed late in the evening and returned to the ward when the nurse 

felt she was having a “weak spell”’ and appeared “exhausted.” Despite this appearance, Connie 

B. continued to be “uncooperative and unreasonable,” so the ward nurse administered sedation. 
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Almost immediately her pulse was “rapid and of poor quality.” The ward nurse called the doctor 

immediately and he administered a stimulant which had “poor effect.” The doctor gave a second 

dose of the stimulant, and the nurse gave Connie B. a cold sponge bath. Approximately 30 

minutes into the episode, the nurse called the family and the priest to give last rights. Her 

documentation throughout the event and into the next morning focused mainly on Connie B.’s 

behaviour and inconsequential information such as last rites given and family visiting. However, 

Connie B. survived the night and went on to receive another continuous bath treatment two days 

later.  The next day the ward nurse writes, “Suffered another weak spell last night today appears 

to be exhausted but is so uncooperative + unreasonable unable to persuade Pt. to remain in bed – 

given sedative.”97 

This incident reveals two important differences between the fever therapy nurse and the 

ward nurse. First, it is apparent that the ward nurses were limited in their responsibilities. 

Second, they sometimes lacked judgement in their decision making. While the fever nurse was 

trusted to manage emergency situations by starting an intravenous and giving emergency 

medication, the ward nurse needed to wait for the resident to come and provide the intervention 

and direction. All the ward nurse had to offer in this situation was a sponge bath. This is not 

meant to demean the work of the ward nurse, but rather to illustrate that the fever nurse had 

significantly more responsibility, autonomy, and skill, especially in life-threatening situations.  

The nurses’ ability to assess a critical situation and determine a course of action was also 

lacking. Unlike the fever therapy nurse, who was able to determine that Stephen O.’s episode 

may have been caused by over sedation, the ward nurse gives sedation again only hours after 

Connie B. had an absent pulse. This shows a lack of understanding about the effects of 

medication and the connection of sedation to a bradycardic incident. It is fair to suggest that the 
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fever nurse received more training and had a larger scope of responsibility which meant she 

provided a more advanced level of nursing care than her colleague on the ward.  
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Chapter 5: Discussion and Implications for Nursing Research and Practice 

This chapter begins with a summary and discussion of the findings using examples from 

the treatment files and patient exemplars and literature (both current and historical). Furthermore, 

this case study provides implications for current nursing research and nursing practice, in 

particular, nursing documentation.  

Summary of Case Study Findings 

Nurses working in the fever unit adhered, for the most part, to the standards of fever 

therapy of the day.1The fact that they often cared for patients who were more medically fragile 

due to adjuvant therapies or pre-existing medical conditions meant that they were often required 

to provide an advanced level of care, especially in life-threatening situations that occurred during 

fever therapy. Furthermore, this care was provided in the absence of a physician in the fever 

unit—the treatment was prescribed by psychiatrists, but they were not usually present during 

treatments.  

Despite the autonomy of fever nurses and the work they assumed, the perspective of the 

mental health nurse as a highly competent and skilled practitioner is not a view that has been 

historically assigned to her, yet it begs consideration. It would appear that, from a historical 

perspective, mental health nurses have been lumped together as an inferior subset of nursing as a 

whole. I would suggest that these assumptions are made in error or that they only reveal a partial 

truth. Certainly, mental health nurses worked in difficult and unglamorous settings, unlike many 

of their colleagues in general hospitals. However, the mental health nurse who worked in the 
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fever unit had skills and responsibilities advanced for the time and reflective of a skillset that 

would lend itself well to areas of specialty practice that would soon arise, such as critical care.  

These important conclusions lead to the following points for discussion: 1) mental health 

nurses working in fever units were highly skilled; 2) their level of skill provides evidence of 

early nursing specialization; and 3) their work has been potentially disregarded given the less 

than desirable patient population they cared for. 

Mental Health Nurses Working in Fever Units Were Highly Skilled 

Mental health nurses in fever units were highly competent and skilled practitioners. 

While this is not a perspective that has been historically assigned to them, the findings from this 

case study suggest that those assumptions are incorrect. Although nurses in the fever unit 

followed medical directives and the work was physician driven (i.e. ordered by the physician), 

nurses also had latitude to make decisions based on their own assessment, and in the case of 

Ontario Hospital, Toronto, without the oversight of a physician. The autonomy and skill of the 

nurses working in Toronto is consistent with descriptions of the mental health nurses’ day-to-day 

practices in fever units in Britain and the United States but with some differences.2  

Lutz, Lehman, and Pegg all begin their discussion on fever therapy with an emphasis on 

the importance of training. Neither Bromley nor the nurse experts are exact about the amount of 

training a nurse required for preparation in fever therapy. Dr. Simpson from the Kettering 

Institute and Dr. Basil Levy (Adviser in Venereology to the British War Office) recommended a 

nurse-training program of at least 3 months.3 It is clear from Lutz, Lehman, and Pegg that this 

specialized training was in addition to their training in the general hospital. Although the Ontario 

Hospital, Toronto had reciprocal agreements with general hospitals in the area (e.g. Toronto 

General Hospital), it is not clear whether nurses working in the fever unit had this additional 
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training in general duty nursing. This can be further questioned because Bromley gave them a 

designation (nurse technician) that was not a recognized designation assigned by the College of 

Nurses of Ontario at that time, or at any time since.   

However, it would seem unlikely that the fever unit nurses were provided with only a 

purpose-built education at the Ontario Hospital, Toronto.  Nurses working in the fever unit 

demonstrated an ability to triage, and determine courses of action in an emergency. The also 

demonstrated a foundational understanding of issues such as oxygenation or hypotension. While 

limited information exists regarding their baseline education/training (perhaps an experiential 

learning component played a dominant role), it is evident that it was imperative, and that fever 

therapy training should be considered specialized and one that not all nurses received. The level 

of skill they demonstrated in their practices is notable despite the fact that in Bromley’s training 

manual, the nurse is only mentioned three times.  Bromley’s remarks, however, are focused 

entirely on the nurses training, “alert attention by a well-trained nurse-technician will ensure 

safe, satisfactory treatment in nearly every case.”4  

Furthermore, regarding the fever therapy nurses’ skill and level of autonomy, at 

the Ontario Hospital, Toronto, there were no references to the support or intervention of 

these nurses by other members of the health care team. Others entering the treatment 

space, as captured by the Ontario Hospital nurses’ documentation, were rare at best.  

Importantly, the physician is essentially absent from frontline care. This was particularly 

evident in the Connie B. patient exemplar describing a critical incident, where no 

physician intervened for over 3 hours. Hence, it would appear that the fever therapy nurse 

in Toronto functioned autonomously and was at times the sole decision-maker for health 

issues that went beyond the standard patient covered by a medical directive.5 The lack of 
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physician presence at the Ontario Hospital, Toronto was a marked difference when 

compared to the practices described by Lutz, Lehman, and Pegg.  For example, Lehman 

wrote:  

“We appreciate the visits of the intern in whose care the patient is before and after his 

fever therapy, and we also like to have the nurse in charge of the division drop in 

occasionally to see the patient who if awake seems pleased to see a familiar face.”6 

Lehman also remarked on physician driven intervention during fever therapy.  In 

Lehman’s account, physicians checked patients’ vital signs hourly and also intervened as 

follows: 

“Salt is only given by order of the attending physician, depending mostly upon 

how much the patient perspires and the volume and characteristics of the heart 

sounds as the physician finds them at hourly intervals.”7  

The fact remains that, during the years that the fever unit operated (1941 to 1950), many 

women who became mental health nurses had a lower level of education upon admission 

to schools, than their counterparts in the general hospital system.  

Evidence of Early Nursing Specialization 

The nurses at the Ontario Hospital, Toronto worked in a separate area dedicated to fever 

therapy, with equipment and technology that would not have been available to the ward nurse. 

This was consistent across other fever therapy units, where all nurses worked in physical settings 

specifically designed for the care of fever therapy patients. The treatment area was a relatively 

small space, allowing nurses to care for only a few patients at a time. As noted previously, the 

fever unit in the Ontario Hospital, Toronto was able to treat four patients at a time when running 

at full capacity. These specialized units were equipped with the technology needed to support 
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patient care and provide constant monitoring by nurses, including the fever cabinet itself 

alongside equipment to measure blood pressure and temperature, take blood and other fluid 

samples, and provide intravenous medications. This meant that a nurse working in this area 

needed to be able to function independently, make autonomous decisions, be proficient at using 

the equipment, and importantly, know when it was appropriate to use that equipment (e.g. 

supplemental oxygen and available pharmacotherapy).  

The fever therapy nurses were diligent in their engagement with what is currently known 

as the nursing process, which was formally documented later in 1958 by nurse theorist Ida Jean 

Orlando.8 The nursing process is defined as “The use of a systematic, dynamic, and rational 

method of planning and providing individualized nursing care.”9  As demonstrated in the patient 

files at the Ontario Hospital, Toronto and the publications of Lutz, Lehman, and Pegg, fever 

therapy nurses constantly assessed, planned, implemented, and evaluated the patient’s response 

to treatment, necessarily identifying and or averting negative patient outcomes (potential and 

actual).  

Fever therapy patients, particularly at the Ontario Hospital, Toronto, could have a number 

of underlying medical issues beyond neurosyphilis that placed them at higher risk for 

complications. Lehman summarized the nurses’ role in fever treatment remarking that, “By 

careful attention to the nursing technic [sic], it is possible to avoid most of the unfortunate 

sequelae reported as accompanying or following fever therapy.”10 Pegg stated that the most 

dangerous and difficult period of fever therapy (induction period) can be made more manageable 

for the patient through the intervention of the nurse, “It is at this stage, the most trying part of the 

whole day, that much can be done for the comfort of the patient by the nurse.”11 Lutz remarked, 

“She must learn to recognize signs and symptoms of untoward reactions quickly and in many 
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instances, institute the proper remedy herself.”12  

Although a direct quote from the fever nurse in Toronto does not exist, we can see 

evidence of close monitoring and observation and use of the nursing process in their 

documentation. For example, during Stephen O.’s initial fever treatment in December of 

1942, he exhibited signs of extreme agitation and anxiety at the start of the treatment: 

“very restless, apprehensive. Pulling at towels. Pt., very restless and resistive.”13 Stephen 

O. was given sedation and settled. However, he continued to have wide variability in his 

pulse despite having a calm behavior. As a result of her assessment and concerns for 

Stephen O.’s pulse, the nurse autonomously made the decision to end treatment early. 

This Ontario Hospital, Toronto fever therapy nurse monitored the patient, intervened as 

she deemed appropriate and averted a potentially life-threatening situation.  The ability to 

think critically, demonstrates that the nurse likely had some general nurse training and 

was able to determine a course of action independent of a physician. 

 At the time the fever unit operated in Toronto (1941–1950), the concept of nurses 

specializing in an area of practice was unheard of and generally not supported. Hospital 

administrators and physicians alike wanted a nursing workforce with a general scope of practice 

that could be moved to practice in any setting at any time.14 However, fever unit nurses 

demonstrated technological knowledge, skill, and keen assessment and judicious monitoring of 

fever therapy patients that surpassed those of a generalist nurse.  

Interestingly, mental health nursing became specialized before other prominent areas of 

specialty practice like critical care. Specialization for mental health nursing began after both 

World Wars due to the large numbers of men returning from war with mental illnesses (shell 

shock, later identified to be post-traumatic stress, anxiety, or depression) in addition to public 
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concern for the poor care often attributed to asylums and not wanting the men that had served 

their country under this type of care.15 In the United States, a formalized and nation-wide 

specialization happened in 1946 after the creation of The National Mental Health Act and was 

focused on the practice of the general duty nurse’s role becoming more therapeutic and less 

custodial. However, the Act did not specifically address the education of nurses working in 

asylums. In Canada, the identification of mental health nursing as a distinct area of practice 

originated due to the Weir Report16 and his concern for the isolation of nurses working in this 

area from the larger nursing profession.17 Weir was also concerned that general duty nurses 

working in general hospitals were missing an important component of their education, namely 

the care of patients with a mental health concern.18  The Canadian Nurse Association specialty 

certification for Psychiatry would be established much later in the 1990s.19 

It can be argued that the work of the mental health nurse in the fever unit 

represented a distinct and specialized area of knowledge that was not common amongst 

the nursing profession overall at that time. It many ways, the role and work of the mental 

health nurse within the fever unit are comparable to the contemporary nursing 

specialization of critical care nursing. According to Zalumas, critical care nursing is 

comprised of a number of factors which make it unique and an area of nursing 

specialization.20 Those factors that more closely resemble the work of the mental health 

nurse working in a fever unit include: the nurse becoming an extension of the patient as  

illness or treatment renders them unable to do for themselves (this could include the fever 

patient requiring assistance to drink, void or regulate their own body temperature); the 

use of intensive observation including ongoing observation, triage and critical decision-

making; working in an environment that is separated and distinct from the other care 
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environments in the hospital with the addition of technology and equipment that supports 

life; and the provision of comfort measures to reduce a negative response to treatment 

and ultimately produce a better patient outcome (for the fever therapy patient, this often 

included pharmaceutical and non-pharmaceutical approaches).  

 Mental Health Nurse Obscurity and Undesirable Patient Population 

Mental health nurses worked in difficult and unglamorous settings, unlike many of their 

colleagues in the general hospital.21 They also cared for a population that occupied a space on the 

fringes of society and lived lives that others considered ‘not worth living.’22 Both patient 

exemplars selected for use in this case study depict individuals who functioned outside societal 

norms. For instance, Connie B, was a woman with a history of sexually transmitted disease 

(largely frowned upon at that period in time). An examination of other patient files would reveal 

vagrants and alcoholics. Yet these mental health nurses cared for their patients without bias and 

provided the same level of care afforded to everyone else. Unfortunately, these nurses are absent 

from the Canadian history of nursing. 

Three possible explanations for the omission of mental health nurses from the broader 

historical account are: 1) the stigma surrounding the care and treatment of mental patients and by 

association, fever therapy nurses;2) the social status held by women who historically became 

mental health nurses as measured by their education; and 3) psychiatrist control over the mental 

health hospital ensured their power base and limited the voice of the nurse. Other possible 

explanations for their absence from nursing history may exist. However, social status and the 

stigma associated with psychiatry are evident within this case study.  

In his work on stigma, Erving Goffman suggested that society creates a means of 

categorizing people or groups in order to determine if they are to be included in what is 
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considered ‘normal’ and natural.23  This categorization is based on a collection of attributes that 

those living within that society know to be either desirable or undesirable. Often, there is no 

awareness that this type of categorization is happening; it occurs within the subconscious. When 

an individual or group possess an attribute that is considered less desirable, especially in the 

extreme, they are “reduced in our minds.”24 From the perspective of the individual or group who 

possess the undesirable quality, they too are aware that they do not fit the definition of normal 

and natural. As a result, they will attempt to limit others’ knowledge of that characteristic in 

order to survive and fit in.25  

Was this the unspoken understanding of mental health nurses?  Goffman’s work on 

stigma and its management would suggest that this is true, whether knowingly or not.26 In his 

book on the history of mental health nursing in Britain, Peter Nolan stated that the historical 

image of the mental health nurse could be described as, “indolent, lacking in motivation, unable 

or unwilling to demonstrate compassion for patients, and so unintelligent as to be totally 

dependent on rules and routines.27 This image was also held by popular culture through the 

characterization of fictional mental health nurses like Dickens’ Sarah Gamp.28 This description is 

contradictory to what constituted a ‘good nurse’ (namely, a middle-class woman demonstrating 

truthfulness, obedience, punctuality, observation, sobriety, honesty, quietness, devotion, tact, 

loyalty, sympathy, and humility).29 This was perhaps undeserved, as again, the voice of the 

mental health nurse is not actually heard until much later and these images are based on the 

experiences and histories of others such as psychiatrists and patients.30  

Moreover, the ‘quackery’ and often ridiculed practices of psychiatrists, by mainstream 

medicine, would have blemished the mental health nurse solely by their associations.31 As nurses 

in the general hospital system were able to find their voice and write their history, mental health 



127 

 

nurses may have purposefully not done so. Although, there exists the possibility that some 

primary historical data did exist (diaries and letters) that could have shed light on the mental 

health nurse’s experiences as was found repeatedly in this case study, most professional 

documentation was destroyed, and personal accounts did not exist. Archivists at The Kettering 

Foundation, The College of Nurses of Ontario and CAMH speculated that, during the 1960s and 

1970s, when the stories of mental patients and the horrors of their treatment started to be 

recounted, nursing notes might have been destroyed to avoid litigation.32 The archivist at The 

Kettering Institute went so far as to suggest that institutions probably still had the notes from 

fever therapy units, but would never share them due to litigation concerns and the resurfacing of 

negative associations for businesses, such as General Electric, with their past.33 

Strengths and Limitations 

 There are several strengths and limitations to consider when interpreting the findings of 

this case study. The case study of the nurses’ role in fever units at the Ontario Hospital, Toronto 

was based on review of nursing documentation in patient treatment records from 1941 to 1950, 

which provided the only accessible, firsthand account of their work. Based on the review of these 

files, a case study was produced with a rich description of the nursing care provided in fever 

units in Toronto, Ontario, Canada. The description provided increases the transferability of the 

findings to other sites in Ontario and Canada during this period of time, should other primary 

source data be retrieved. This case study provides the foundation for other studies to further 

explore the original case or concepts related to the case in greater depth, having opened the door 

to a new area of knowledge.  

Limitations of this case study are as follows. One limitation was the missing annual 

inspection reports detailing, among other things, the training of mental health nurses and the 
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level of education attained prior to admission to a school of nursing at the Ontario Hospital, 

Toronto from 1941 to 1950.34 Furthermore, to date, no diaries authored by nurses working in the 

fever units at the Ontario Hospital, Toronto have been found. These sources of data could have 

enriched the case study and allowed for comparisons with nursing roles from other institutions. 

Another limitation was the fact that the nurses’ narrative notes were destroyed.  The absence of 

these notes removes the chance to hear the true voice of the fever therapy nurse, why she made 

the clinical decisions she made, or her use of the nursing process to determine the best course of 

action in a critical situation. While inferences can be made in an effort to surmise why certain 

treatment decisions were made, a firsthand account would be the most ideal data source. 

Narrative notes would also provide clarification whether the nurse made these determinations on 

her own or if she was simply following a treatment algorithm created by the psychiatrist, an 

eventuality that is unlikely but possible. Lastly, another key primary source that was missing was 

the Kettering training manual, the standard of practice for all institutions using fever cabinet 

from the 1930s to 1950s. Hence, it was difficult to know if the training of nurses in this case 

study using Bromley’s training manual for nurses was similar or different from training 

elsewhere.  

Indications for Future Nursing Research  

Three areas of focus for future research emerged from this case study. The first area is 

based on the lived experience of mental health nurses working in fever units. With the advent of 

social history in the 1960s, individuals on the fringes of society began to have their experiences 

told. While this group includes mental patients, the perspectives of mental health nurses should 

be included as well.35 Nurses’ stories were often overshadowed by the psychiatrist and patient 

and have remained largely unrecounted. Often these social histories took the form of letters, 
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diaries, biographies, autobiographies and life stories. In her book Forbidden Narrative: 

Autobiography as Social Science, Kathryn Church claimed that life stories obtained directly from 

the individual via diaries, letters, and autobiographies have a completeness that presents a truer 

picture of events and relationships than inferences acquired through less direct means.36 Should 

the necessary primary sources surface, a social history of the fever unit nurse is merited. 

The second area for further research is an investigation of other ‘specialized’ areas of 

mental health nursing practice from this same time period (1941 to 1950). This could include 

non-ward areas such as operating rooms within asylums that performed lobotomies or electro-

convulsive therapy clinics.37 Investigation of these additional areas of practice might reveal other 

areas of mental health nursing practice that required an advanced skill set and that these skills 

were more common in mental health nursing than has been represented historically. This could 

further challenge and potentially change the negative images and discourses normally associated 

with mental health nursing. Peter Stearns suggests that knowing one’s history helps to provide 

identity.38 Positive identification with a group (i.e. mental health nurses) increases self-esteem 

and supports attachment to the group.39 This more positive association may increase the number 

of mental health nurses willing to record their history. 

The third area for research expands on the role of the nurse in the treatment of patients 

with neurosyphilis. Outside of fever units, other nurses cared for and managed the observation of 

mental patients, including neurosyphilis patients, in clinics and the community. These would 

have been Public Health Nurses trained at the University of Toronto, the first group of Canadian 

nurses to receive a university education in Canada (many Canadian nurses from 1920 to the 

1950s traveled to the United States to attend university).40 Kathleen Russell, the Director of 

Nursing at the Toronto General Hospital and a prominent figure in Canadian nursing history, had 
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considerable influence over the Public Health Nursing program at the University of Toronto.41 

Russell was concerned that hospital training programs were inadequate and did nothing to dispel 

the poor image of nurses. She insisted that Public Health Nurses be trained at a university. 

“We have had under-education in the nursing profession, and it produced Sairey-

Gamps; let us try over-education, that bogey of the highly imaginative, and see if 

the results will really be as dire as some pessimists suggest.”42 

Russell placed considerable emphasis on mental health factors in the program at the University 

of Toronto, and this is evident from University of Toronto Calendars from 1920 to 1947.43 Notes 

from those public health nurses were often found in patients’ treatment records at the Ontario 

Hospital, Toronto. Their role was to follow up with patients on probation in the community and 

report back to psychiatrists at the Toronto Hospital on the patient’s progress. Further 

investigation into their role in the treatment of neurosyphilis patients would help complete the 

picture of nursing care practices for these patients. 

Implications for Nursing Practice 

Current nursing practice is complicated with factors that impede nurses’ ability to 

perform their full scope of practice.44 Often, these factors are caused by limited resources in the 

form of time and staffing.45 In an attempt to ‘free up’ nurses to provide direct care, operational 

and practice supports have been put into place. Three such supports are best practice guidelines, 

charting by exception, and electronic documentation or the electronic health record (EHR; 

electronic documentation has additional purposes outside of nursing, such as improved health 

information exchange between organizations and professionals).   

Best practice guidelines, such as the 50 Best Practice Guidelines created by the 

Registered Nurses’ Association of Ontario, function to standardize practice with the best and 
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most current evidence. They also function to facilitate the translation of research evidence into 

practice.46 Charting by exception is intended to reduce the amount of time nurses spend 

documenting care, avoid repetition, and provide patient status at a glance.47 In a time study on 

nursing documentation, the average nurse in a busy medical surgical unit spent 2.5 hours per 

shift documenting. After the implementation of charting by exception, time spent charting was 

reduced by almost one hour.48 The EHR addresses issues of storage and retrieval, allows nurses 

to receive orders from physicians working from any location without delay or interruption of 

patient care, and decreases the likelihood of transcription errors sometimes associated with 

handwritten notes. Also, recording devices such as tablets are portable and can allow the nurse to 

document in ‘real time’ which increases accuracy and reduces errors related to recall.49  

All three supports have had success in helping nurses to practice with higher levels of 

satisfaction in resource restricted settings. However, there are those who assert none are a 

panacea, and may in fact have some negative consequences for nursing. Legal experts, for 

example, have concerns that charting by exception actually increases the risk of litigation, and 

that the EHR has serious issues with patient privacy and the protection of patient information.50 

Critics of best practice guidelines assert that often what constitutes best practice is determined by 

committee and not always by using the best evidence. For example, in a study examining the 

benefit of practice guidelines, in a review of 2,711 recommendations, 50% were based on data 

from clinical trials and 48% were based on the opinions of individuals who participated in the 

committee that developed the practice guideline.51 

From the perspective of this thesis, the concerns around these three practices (best 

practice guidelines, charting by exception and the EHR) relate directly to the visibility of the 

nurse in the care of the patient. As with the mental health nurse during the time of the fever unit, 
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all three of these tools may, over time, make the nurse invisible. In the rush to modernization and 

efficiency, charting by exception and the use of electronic records, which are created to reduce 

narrative notes and focus mainly on templates with tick boxes or drop-down menus, will 

eliminate our ability to observe how the nurse makes practice decisions or uses the nursing 

process, especially in cases that deviate from the norm. This is not dissimilar from destruction of 

nurses’ notes from the fever unit before they were sent to the Archives of Ontario. The 

individuality and uniqueness of each nurse and her practices will be lost. With respect to best 

practice guidelines, research evidence is only one part of evidence-informed decision making.52 

Factors such as individual patient responses to treatment, a primary focus of the nurse, are lost if 

the patient does not belong to the homogeneous group for whom guidelines were developed.53 

The nurse will document within parameters of practice guidelines; however, the individuality of 

her practices or her management of deviations from prescribed practices, when she employs her 

professional judgement, may be lost.  

This is not to suggest that best practice guidelines, charting by exception, and EHRs do 

not have their place in nursing practices or that nursing has not benefited from their use. This is 

intended as a caution to future practitioners of nursing that we need to be diligent in ensuring that 

our history or our voice is not erased from the patient record and that we receive the same 

recognition and place of prominence as other practitioners whose voices are found in patient 

records.  

Conclusion 

  This case study sought to understand the role of the mental health nurse within fever 

therapy units used for treatment of neurosyphilis patients at the Ontario Hospital, Toronto from 

1941 to 1950. An examination of nursing documentation from the fever unit revealed that mental 
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health nurses had an advanced skill set that enabled them to function autonomously while 

providing safe and competent care. Additionally, they were not second-tier nurses as they have 

historically been assigned, but instead nurses with skill and specialized knowledge who showed 

compassion and care to members of society that others had abandoned.  In fact, nurses working 

in the fever unit were forerunners of nursing specialization, which would not be realized in many 

other areas of nursing practice for decades after their work began. Currently, nurses need to be 

diligent in ensuring that their history is not erased from the patient’s care, and that they receive 

the same recognition and place of prominence as other healthcare professionals who are 

described within the patient record. The implication for future nursing documentation is to 

ensure changes that accurately document care provided and promote efficiency for the nurse, but 

do not remove the nurse from the patient record. In one hundred years, nurses should be able to 

read and understand their history, “merely defining ourselves in the present pales against the 

possibility of forming an identity based on a rich past.”54 
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