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Tals thesis uses an opsn systems approach to forsal

.atgigizutl 2 to abalyse the evolewtion of the organizational

goals and stractures of an ethaic, chronic care hospital ia

Noatreal, Quebec, Canada. The bhistory of the Hoatreal

Chimnesa Hospital (NCH) fram 1918 to 1982 has been influenced

by the changing compositiomn of the HNomtreal Chinese
coamuaity, the developaent of medical techmology, the
shiftiag attitude toward and demand for, western ledxg}ne
aniag Chimese immigrants, aamd the evolviag ideology &%

ocgaanizational eaphases of the health cars systea.

Pilitical, cultural, and social chnngo-'hcv? threatened
the coatisuity aand autosomy of the [othnlc health care
iastitation. It has shifted its role froa a church dependeat
institatisa (1918-1965) to a uon-soctn:ian; state dependeat
one (1365-1972), ¢thea to a public hospital (after 1972).
Phesa adaptations have-gemsrated -different smseanings and

roles for the iastitation im the Camadian coatext.

The HCH's orgasisatiomal goals, aad structures have
beea ‘largely detersmined by the ideology and legislation of

‘the lacal host cosmuaity. Pew ethaic cultaral elesests have
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boln\a able to permeate its doundaries. Thus, the existeace
of the hispital was secured at the expense of some of the

needs of its Chinese eslderly patients. This study questioas

‘the liaits of aulticulturalism as espoused by the ‘ci’udua

federal aad Juebec provimcial governments whea the principle

intersests with actial health care policies.
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Cotte thése ytilise 1'apptocn dite de systise ocuvert

.dams 1°atude d'unc orgaaiuti.on fomilo. Elle asalyse -

1'évolution des objectifs orguintioauh et des structures
4%an h3pital pour malades Dchtoniqus en milieu ethniguwe 3
Noatreal (Québec, Canada). L'histoire de 1°'H8pital chimois
de .Bootrbal de 1918 & 1982 a @té marguéé par la composition
changeante de la communautd chinoise de Hontréal, par 1le
développenent de la techmologie em addecine, par les
changeaents d'attitude des ismigrants chinois i 1'endroit de

‘la aédecine occidestale, de mdme gue par l'évclution de

facteurs id@ologigues et organisaticunels au seim du systeme
de sant@® pubdlic.

Des chaageseats politigques, culturels et sociaux oat
sim e» danger la suzvie de sise gue 1l'astonosie de 1'Adpital
sthaigue. fu £il des événenents, le rdle de 1'h8pital s'est

‘donc modifié: ume izstitition dépendante de 1'Eglise

(1918-1965) , emsuite un h8pital non sectaire dJde&pendamt de
1'Btat ('1965-1972). posr devenir finalement un h8pital
pablic aprés i!‘lz. Ces adaptations successives ont geaerd
uae sirie de défimitions et de rdles dittu-ntn pour
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l¥institution dans le contexte cnadicn.‘;‘"

Les objectifs organisationhels ﬁc aéne gue les
structares Jde 1'8opital chinois de ‘iontﬁnl omt ete
largeseat, detersiads par 1'163010910 do&ilntc et par la
legislatioa en vigeur dans la cosmusasts d'accueil. Tres
peu d'¢lements culturels propres a la éouuuta' ethanigue
chisocise sesbleat avoir iafluemce som evolution. Aussi,
l%ezisteace de 1'ESpital chinois de Hoatrsal a ote assuree
as prix de certaias des besoias des patieats chinois ages.
La pt‘-agn stude auug'u las lisites du aulticulturalisse
tel vehiculé par les gouversemests Camadies et Quibdcois,
geand somn primcipe estre en ~mltl.l.t avec des politigues de

santé ea viguews.
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CHAPTER 1 THRORY AND BETHOD

JEXRQRUCIION -

Thas study of hospitals and health catoﬁksystons in
Canala has produced a rich body of literature but little
attention has been paid to the history apd role of ethnic
hospitals. This thesis uses an open systeas approach to
amalyse the social bhistory of an ethaic, chronic-care
hospital ia HNontreal, Quebec, Canada: rge Bontreal Chinese
losgitsl (8C3). In this chapter, I first outlime the main
theses of the study. Second, I briefly sketch the history of
the BCH. Third, I elaborate the open systeas perspective.
Pourth, I relate this perspective to the sociological
literature on hospital studies. Finally, I describe the

methois I'used and some research probleas I encountered.

e

ALl IREARS )
? .

This thesis examines how organizational goals aad
structures ofi the ICH evolved tto-'i1918 to 1982 as it was
inflaeaced by the chamging composition of the BHontreal
Chiaese coamunity, the development of medical technology amrd
the shifting attitude toward and demand for western sedicine

1
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amokj Chinese insigraats, asd the evolviag ideoclogy amd
orgaasizational eaphases of the Casadian and Quebec bwalth
care systea. The thesis especially highlights the ;ttocta of
the graiually’ increasiag ceatralizatioa of the health care
systea in Quebec and of the iacreasiag sophistication ia

asdical tachnology.

This thesis also focuses oa the role of ethaic health
care ' institutions in the Camadian coatext, examining the
exteat t3 vwhich the hospital fulfills the ideoclogy of
sulticulturalisa as espoused by the Canadian federal aad
Quebsc pl;ovinciu governmeats. (1) Studying an iamstitatioa
like the HCH allows one to scrutinize the extent to which
gw.r’ann rhetoric on @sulticulturalisa is matched D)y
specific policies. Ethaic communities depead larxgely on the
vituity a%nd strength of their comasmal institutions (Brestoa
196%; Blazec 1976), since these iastitutions mediate the
relationship between the individuals and the larger society.
One would expect iastitutioas, sach as the NCH, to both
tcéloct to some extent the cultures they serve aad to hﬁ
control residing within the ethsic cossunity. Om Dboth
couats, the unfoldiag social history of the ECE reveals a
dilution of ethaicity. In Gordoa's (1968) terss, the

h‘os/Stal ocganizatioa has beea subject to both cultuaral aad

stractural assimilation. {2)



Oae sy justly guoﬁtion vhether there are linmits, ia a
sodern iihoral democratic society, to meaniagful cultural
pluralisa. Tocquevilles (1958) 1loag ago argued that ia a
pluralistic political systea, the solidarity of social uaits
of local communities and volunteer associations caa create
aev and autonosous ceanters of power by d4issesinating ideas
and crsatiag coaseasus amoag the mesbers. Thas, they may
coqpotn with and lismit the ceatral, state power. In the case
of the NCH, a series of factors have coaspired to 1lismit
these processes. They include geaeratiomal traassforsatioas
within the Chiasse comnuaity, the secularization and
snoderaization of the health care systea, and the expamsioa
of the public sector inqtho health f£ield at the esxpease of
the private sector particelarly after the Second locld‘!g;
— '

T

in Juebec.
/

the factors which bhave lisited the achievensat of
sulticulteraliss have sisultaseously limited the achisvemeat
of analogous goals in ' the organization of  health
care--iscsatralization amd coamuaity coatrol--at least as
far as the Chinese community is comcerned. Bill 65 and other
guebsc legislation eabody these - as dolidg;ata in tho‘
organization of hospitals and other health and social
service institutioms. While the goveramseat iateads to
coordiaate health care aad social services across the
provinca, it also as coasitted itself to adaptiag thass

&

;
W
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services to the problems and perceptioas of those receiviag
- them. The gradual cultural aad structural assisilatios of
the acs illustrates factors 1 which 1jisit both
_ sulticulturalisa aand decestralization on the one hand, amd

community control ia the health care area an the other.

2

The ‘hiuory of the BncCH cé be described ia tiree
distiact phases: (1) the establishssnt and developseat of
the hospital before 1985; (2) the crisis and aev hospital
peciod after the Secomd World War; inq (3) the period after
1970. A historical, socio-political examinatios of the
Chinsse "counity ia Boatreal Dbefore 1985 reveals aa
econvaically, politically, mad socially under-developed
group laft to develop its own health care. This vas due to
‘the anti-oriental sentimeat and po_ofly organized health
services ia the local cossumity. Thé only outside help came
froa the Catholic church, which h;d a lomg tra on of
caring for the poor and sick of the province. This
affiliation vwith the church provided iht~gondn1t through
which western asedical technology uui manpover vere
chasaelled into the hospital. FPinancially, hovever the
hospital vas‘'self-sufficient: all fuids for its support vere

raised vith the Chisese cosmunity.
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Even after the hospital was founded ia 1918, the
njorit; 2f Chinese toni;ud skeptical of western sedicine
and coatimued to pnctiel\ traditional herbal nmedicine. The
hospital was ro&t@d ot as a place of healing but as a
last resort and‘alylu for th’ dying. Purther, siace most
Chiness |\ regarded themselves as teaporary sojourners in a

foresign\laad, they d4id mot domate auch momey or voluateer

such tise to transfors this feeble institution into a viable

ospital.

After the Secoad Norld Wwar, the aﬁosphcto was pore
favosrable to the hosgital. Diplomatic K relations vwere
established betweea China and Canada in 1948 and the
philosophy of sulticelturalisa and individual freedos

)

sserged as keynotes of a developiag Canmadiah natiosal -

coasciousness. This gave Canada an increased capacity to
accomncdate Chinese as well as other sinority ethnic,
cultural, and political groups. Strains betweea the Chinese

and the larger comsuaity vere not as proacunced.

Tha Ib}?ldoutlt/ by the federal goveraseat of the
exclusive c;hon ,’::g‘\inigunt Acts, the rimse of
second-geaseration, Can::iiu-hotn Chinese, and the rise of
the Chinese comaunist party in sainlaad China, uadsrained
the siaple dual-class society of :hog owasers and their

vorkers ia Hontreal's Chinatova. A new generation essrged

4 ?
N
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anoag the Chinese elite. This elite eveantually took ower the
hospital as the 1nstltlu¢;n was failiag to _adapt to abrupt
changes ia the rapidly progressing proviacial bhealth care
systea in the early 1960s. Pressure from the city's health
unit either to closs or update the ACHE had been iatease.
Bevertheless, the shortage of chromic beds in the city, the
ausber >f ethnic patients in the hospital, a high proportion
of elderly Chinese ia the population, and the rapid iscrease
of nes imsmigrants——aided by lobbying fros the Catholic
churzh and a FPrench legal ngvinot--lcqitiu:-d the
coatinuity of the hospital. The nevw elites allied with sose
vestern adaiaistrators took coatrol asd tried to soderaize
the hospital--this easured its nrvi.nl..‘ ,

The asv hospital adainistrators, is collaboratios with
the aev gesneratioa Chinese elite and the l'ton.:l Catholic
church, had stroag jateantioas of ao;cloping the KCHE's acate
care | functioas. But they were partially blocked by the
provimcial goverasent, which wanted the hospital to retaia
its role as a chkroaic care iastitution vwhile the aew
proviscial health care system emsryed. Thus the hospital'’s
developaeat was cou:'l.'stat neither vwith the goverameat's
sxpectatioas nor with its own elites® vishes.

Althoagh vesters sedicinse had becoss widely accepted
amoag Chisese immnigrants after the Second Borld Sar, they
6
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staged avay from the pt:l.-itiu. techaologically
underdeveloped, and sargisal BCH. Bany of the more afflueat
chi.nu ismigrants used the @more prestigious local
hospitals, evea when there was a language px:éblu. The
ceatralization of the provimce's health care systes anmd
stress dn chronic care weakened the relatiomship between the
SCH and the evolviag orieatal cosauaity, and eroded the
autonosy of the hospital. The bhospital coatimued to exist
bat at the expeasme of its integration with the community. ‘

The saphasis on nationaliss in (Quwbec during amd after
the Quist Revolution of the 1960s caused ‘n aumber of straias
between the ethmic grouwps and rm;zh Quebec society. A
pecrceived teadency of Chinese to leave (Quebec for the other
provinces caused iatease coacera over the fate of Chimatowa.
Iacreasiag ceatralization of health care ndof Bill 65
liaked ta-h-igbtoiml Quebec n;tio-'auu resulted in the
further erosion of power at the NCHE away froa the new
Chinese elite and tolu:hd provincial iulth technocrats. The
BCE was officially desigoated a' chroric gonul.esmt
hospital in 1973, against the vwishes of its board of
ltt;ctors. In order to survive aad continme to attract
resosrces fros the govermssat, the hoq'u.ul subaitted to
this role and because of the lack of gualified Chisese
persoansl, the bospital ' eaployed aR overvhelaiagly
frascophoas staff., As a result, Chinese staff and patieats

7



felt exploited, asd at the sercy of the vesteraers.

This change enbanced the hospitalts aliemation from the
Chisese comsuaity. It was "agaian a "3uaping grousd® for
elderly Chinese who could mot be looked after at hose. Thus,
the hospital 1lost sapport in the more afflieat and
wvestsraized ethnic comawmity. After a circuitous 65 years
history, the BCH ia 1982 found itself serviag the same
functioa it did at its birth--a place for the dyimg -1%-:11.

QRER_SXSIEBS RERSPECTIVE (3)

The open systeas approach to the study of forml
organizations om which this study is based, is usiversally
applicable. (8) As a sociological perspective, it has both
structural and processsal components. It assumes that
everytaing is interrelated amnd interdependent im the
empirical vorld. Any human, social, economic, political, or
technical phenomenon can be conceptualized within its
frasework. It views hospitals, and other formal
organizations as ipnfluenced by, and 1linked to, systeas of .
the larger society. Otganizntioin are "open" because they
are in coastant interaction with the broader social systea
of which they are a part. (5) Buckley (1967, 50) notes that \\

for a systes to be open means:



not silxlj that it engages id imterchanges with
the snvironseat, but that this interchange is an
essential factor underlying the systea's
viability, and its ability to change.

) | rocaal organizations are formed in reponse to external
social deaands. Their plrticipantg' positions are relatively
stable and relaticns asong participants are relatively
fixed, irrespective of the individuals occupying the
position (Scott 1981). They reveal pattornedi behaviors,
aoras, attitudes, ideoclogies, and values, and are oriented
to-;rd more >r less explicitly coﬂécived coamon goals. They

generally pursue goals by accomplishing tasks on three

levels: (6)

Zhe ipstitusional Jevel determines long-ters pclicies and

explicit relations with the relevent external society. It
npgraisns conflicting interests and obtains social and often
financial," labour, amd techmological support for the
contig’ity of the orgamizatioa. s;ch tasks are often
pexforaed by a board of directors and other elite organizers

amd/or represeatatives of the organization.

The-asaasstial_Jere) deals with and coordinates the division
of labosr within the orgamization amd  directs internmal

allocatioa of resosirces. Such tasks are oftin carried out

by the exscutives and niddle management of the organizatioa.



)

Q)

Ihe-kasic-task-level fulfills the otganii;tion's explicit

goals, its basgic raison detre is meeting the primary demands
of the comamunity. Such tasks are normally perforsed by

technically "trained® 'pexsonnel of the organization.

In order for organizations to meet demands, attain
their goals, and reap benefits (vhether fiunc‘ial or
political), they reguire the input of various skills and
resources. At tye same ti/le they must perform ideological
tasks to demonstrate hov their activities conform to the
expectations of those vho maké the demands.

Technology defines the possibilitiaes for, and liamits to
the ways in vhich, people can be organized to accoaplish
given ‘tasks. (7) Competition to fulfill demands also helps
to deteraine the vays in which an organization pursues its
goals. In relation to compe tition, organizations aust review
their gerfbrlance periodically to identify changing needs

, M-

and to adapt accordingly. (8)

Organizational elites conceptualize and optimize their
relatioaships vith thg relevant environment and enter into
continunal negotiative [processes for the resources vwhich
their organizations need. 1In retutn,‘they‘ produce services
or goods uhi_»f:h .the social environmeat or a part of it
demands. For :tqanizations to pursue operational goals, they

® 10



may continually assess and occasionally redefine their
interests, deteranining at vhat level they will exchange with
the environneni. Thoapson and McEven (1969) put it this vay:
settinjy of yoals is essentially a probleama of definition of
desired relationships vhich are already partially on the wvay
of being actualized betveen an organization and its
environment, The definition of goals is never definitive,
and is part of a <continuous process of definition and
negotiation. In fact, as Hasenfed (1978) observed,
organizations are constantly confronting sultiple
expectations and conflicting demands in a pluralistic
society. Hence the participation and shifting coalitions of
poverful seabers in orgamizations play important roles for

balancing those contradictory purposes.

Negotiation with the environment is not limited to the
establishment of goals. It influences equally the internal
structures and goal—-oriented behaviors in the organjzation.
Stinchcombe (1965) formulated the dependence as follovs:
"the organizations formed at anytime must obtain the
resources essential fcx their purpose by the device
developed at the time. Since the device is different, the
structure foraed is also different."” Essentially, a
hospital, to survive, must conforam to institutional rules
set by the larger systesm (e.g., the cosmunity in which it
resides) vhich defines its credentials, patient selection

1"



categories, proper technology, and appropriate facilities.

Ia-sua, forsal organizations are formed in response to
social desand; they are fupdamentally instrumenats for
attaining goals; they are highly dependent on resources
controlled by the eavironment. The continnal npegotiation
vith the relevent external environment influenmces the
definition of goals, their operationalization,
ispleamentation, and all aspects of life in the orgamization.
It is a coaplex phenomencn of accoanmodation and integration
amonj different subgroups and of contimous interaction with
the environment. Hence, actual organizational 1life
invariably reveals divergences from defined procedures

(Lella 1969). (9)

This thesis addresses three fundamental questions about

the interaction between environsent and orgamizatiom:

1) What are the smajor organizational goals and intermal
stractures which bave characterized the ACH in

identifiable periods since its founding?

2) How have external factors influenced its stablility and

change over time?

3) What does this analysis tell us about the possibilities
12



for cultural pluraliss--that is for decentralization and

athnic/local comunity coatrol in health care?

RELEYANT LIZERAIURE

rhe open systes approach used in this thesis is
consistent with current thimking in the soéiology of
forsal organizations and of bhospitals. It K& views these
not so much as closed or independent units generated by
entrepreaeurs or elites, but as open units in cosplex
and continuous interchange with sany aspects of the
environment, the very existence of which is dependeat

upon other systems in the environment (Scott 1981).

(10)

As I noted above, little attention ha§ Leen paid to
the development of hospitals in ethmic comsmunities in
canada or the United States. Ball (1958) and Solomon
(1961) have shown that the ethnic ana religious
affiliations cf certain Unites States cosmunity
hospitals affect recruitseat patterns of physiciaas;
this in turn affect the careers of the physicians who

. . Q
serve in thea.

There has also beemn 1little histor{cal sociological
apalysis of the evolution of hospitals in imteraction
13



vith their environmeats, particularly stressiag their-
ethnic disensious. Perrow's (1963) classic atnﬁy
coastitutes a poiat of reference for ay thesis. Perrow
showed that hcspital goals and powerful elites change
in response to chaaging techaology and other
eavironmental factors. As the enviroameat desanded first
coasunity relatioas, them techaical skills, asd then
coordination, Dbospitals characteristically aade the
fulfillment of these demands their goals. This enabled
diffo;ent elites—first philanthropists, then

physicians, then administrators-——to emerge as povers.

- Perrov also noted that »many factors can interveae,
to alter, block, or reverse this process. Is this study
I exasine the exteat to which Chinese ethnicity and the%
hospital’'s involvement in a graduwally sore centralized
health care system, have produced different patterms of
goal change and chamge of pover within the organization
than those described by Perrov as th.ese are expressed oa -
institutional, uug.tial‘, and basic ”task levels of the

hospital.

BEINOPR

Both historiams and sociologists are coacerned with
the life of san. The former 1look at the -ugnum of
1L}



coacrete eveats as they actually occur in tise and
space. The latter attempt to discover matural laws ia
order t2> generalize about human nature and society,
firrespective of time and space. Thus Park and Burgess

(192&,8) wrote,

AS soon as historiaas seek to take events out of
their historial settinmg, that is to say, out of their
time and space relatioas, ia order to coaspare thes
and classify thes; as soon as historiams begin to
esphasize the topical and representative rather thas
the unigue character of events, history ceases to be
kistory and becoses sociology.

I have written about one historical process but attespted to

decrive insights and hypotheses which "esphasize the topical

and representative®.

Becker and Geer (1957), Becker gt al (1967), Glaser and
Strauss (1967), and Lofland (1971) have suggested that
on-goiag structural conditions, noras, processes, systess,
consegasnces, and, in particular, attitudes, Bohavior,
activities, and events are best studied by using guilitative
methods. In order to have a comprehensive perspective, and
to ideatify meaningful patterns in the ongoing
orgafizational process ia the paturally occuring
ethnic-hospital setting, I used three sorts of gualitative

methods:

1) Eacticirant g9bEsiyakion: DPetween Jamuary 1981 aid
R 15
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Septembar 1983, I collected field motes at the hospital. On

‘average, I visited once a week during the first year. In

the following two years I visited about once a moath to
clearify problems such as the hospital ceasus. tye hospital
adainistration provided =me with a small "*independeat
research office® during the first suamer. I recorded ay
observations of the daily routine and relatioaskips between
staff and patients. I also engaged ia ‘casual conversation
with past and preseat staff and paticnts at the hospital,

and made notes of thess conversatioa.

2) Ia-depth intervisus: rrom January 198t to September 1983,
I used seai-structured guestioms to interview the hospital's

pressat and past chief executives, staff, smain orgamizers,
community leaders, Chinmese physicians, traditional Chinese
herbal practitioners, businesssen, social workers,
ex-lanairysen, secoad and third generation Canadian-born
Chinese and others ia the Hontreal Chinese coasunity. Host

of the Chinatown iaterviews vwere conducted in differeat

.Chineses dialects (e.g., Caantonese aad Bandaria) vwhile

s

English was used for occidental intervivees. These
iltnritnvs yielded both historical base-line inforsastios
about the developaeat of the hospital and provided se with
insight as to the p.tlp;cti"l of the various individsals

and groups vho were ims oae way or amother imvolved with it.

16
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3. sechelchisterical Eecokds: I examimed docusestary data
sach as the proviace's historical health records, the

eral census, the hospital's amnual reports, statistics,
old Chisese and Catholic church publications, azd mewspapers
to confirm the toiiuility and coasistaacy of data obta,inod‘
through my observations and in.tu:vicu, and to enlarge spon

thea.

In coaductiang this research I vas faced  with t(-o
probleas. Pirst, not all goveranseat docusents were —‘nnuablo
in' English. Notably, nmaay Quhﬁc goveramest publicatioas
vere ia Prench only. I mas forced to select and translate
those 3ocusents I coasidered crucial to the stady. This
proved time-consusing and tedious, since ay Eknoﬂ.ndqo of
Preach is less adegmte than that of English and Ch.i.l“:.

Secoad, hospital records were inconplets. Prior ¢to
1965, soae records vwere fragaeatary or aoa-existeat. I
relied bheavily oa other Aistorical saterials and on
faterviews, Pucther, iaforsatioa o; the Chinese comauaity
before the Secoad World War was difficult to collebt.
Yragmeats were available in old uvsp.pu-'. only a few
eldecly Chinese HNomtrealers were liviag and available for
isterviews. Despite these gaps, I have pieced together what

17
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I believe is as accurate and coasistesat a history as is
possible sader the circesstances. -

%



LEAPTER 2 TEE SOCIAL SETTING AT TEB TIAR OF FOUBDING
ARIRERICTION

This chapter provides a brief historical descriptioan of
those alok\uts of the social coatext vwhich belp us
_n-du'stuj \\tn founding and early evolution of the ACH.
First I plgd\c the Chinese in the Canauq coatext by lookiag
at the hhtot}al roots of their minority status and of the
legislation aiud at thes. Secoad I look at the besgimnings
of the Noatreal Chisess cossumity, discussing its relations

A the Catholic church, its social orgamizatioas, and
—:‘2£tldu ' tovard halth. Third, I 1look at the status,
orgasization, and developaent of public health: heslth care
orgaanization and medical techmaology im HNomtreal. All of
thess. facgors vere to play an importast part is stimulating

the hospital's founding amd im shaping its early evolwtioa.

v
»

Before the victory of the Communist party in China in
1949, sany Chinese isisigrasts did mot regard North America
19




as their p&lnu o even secosd homeland. is described be
Lysan (1977),

Rather they sought the overseas uqu‘ as places
where, because of accideats of opportunity, a chaace
was offered to eahinace their status vhea they
returaed to China. A trip abroad, a few years of work
ian a foreigmn lamd, aad a stoic acceptance of the
alien 1land's prejudices and discrimimation could,
with luck, escn a Chinese sufficieat wealth to retura
to his village ian splendor (Lysan 1977, 13).

That vas the dreas of most Chinese living in Canada. The

1980 Canadias ceasus revealed that less thaa six perceat of

the Chinmese 1living im Canada were williag to becoas

Canalians citizeas (Staaislaw 1958).

Ia this stedy I ese Uagley aad Barris's (1958, 10)
defisnition of plaszity:

*

1) Ainorities are ssbhordinsate segseats of cosplex state
societies;

2) lisocrities have special phymical or cultural traits
vhich are held is low estess by the dosimaat segmsats of
the society:

" 3) wminorities are self-coascioss snits bowsd together by
the special traits which their sembers share aand by the
:pociu disabilities which these briag;

8). nﬁnuhip ia a sinoxity is trassaitted Dy a tnh’ of
’dmt which is capable of affiliatiag nccc-lhg

20 -
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generations even in the absence of readily apparemt
special cultural or physical traits;
5) HNinority poopics. by ;:hoic‘ or necessity, tead to marry

within the groug.

The history of the Chimese' nmigration anmd settlesent ia

Caaalda as vell as early legislatios coacerniag thes depicts

vividly major elemeats of the above characteristics.

The tirst docwssnted evideace of Chinese in Canmada
refers to 1788, whea a faur trade ship broughkt 66 labomrers
£rom Canton and HNacau (im sosthern China). Host were hired
as carpeatsrs, saintemaace lcchnlicg. anj sailors. Accordinang
to the aatobiography of the ship’s captain, these people
settlel at BNootka Socuad, a fur trade port in southera
VYaacouver Island (Les 1967, 38). No further records of that
growp exist. | / ‘

4

(4

Chinese appear agais ia official records ia 1858, the

yoar gold vas discovered ia the 1lower Praser. River in

_British Coluabia. ' Hany Chinese joinmed the rush from the

Saited States. (1) Later, vwork om the Canadian Pacific

Railvay between 1881 and 1885 attracted about 17,027 male

labosrscs directly fros saialamd Chima. Lee (1966) s Lysan

(1977), Rardick and Johason (1975), anmd Ward (1978) coaclude
21
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that econosic factors vere the main reasoss sotivatiag the
Chimess to leave their homelasd ia southers Chima for the

aore prosperous West.

Bosever, when the traas-coatineatal railway was
completsd in HNovember 1885, nost Chisese labourers became
unemployed. Accordimg to Stamislaw (1958, 61) 1,000
returasd tJO Chima is that year, and about 800 weat to Bexico
to build amother railway (lLee _1967, 135) . Those vho nniqo«l
becase scapegoats for econosic and social probless, because
they sold their labour too cheaply (Lee 1967). Hany vorked
on farss, others iz forestry, the fishing iadustry,
shoesaking, laundriss, uiloring, restauvrants, and the
dosesti: service (Canada 1958,2). Because the cn:ﬁ. vere
regardel as both 1acially and culturally "too" Jdiffereat
from ths dominant white group, assisilation vas assused to

be impossible (Woodsworthk 1941; Bard 1978).

e

ferszansak _issislation

Bisority status was eatreached Dy local goveramats,
provincial franchise lavs, and federal iamigration acts.
Chinese were prevented fros registering to vote in
sunicipal, proviacial, or federal electioas (Roy 198%1). In

order to coatrol and exclude the nasber of Chinese, the

- . Canadian govermment impossd a head tax on each Chimese who

22



sought eatry. The tax iacreased from $50 in 1885, to $100 in

1900, and finally up to $500 in 1903. The lav lasted until
* 1

1987 (Lee 1967). The objectives of Canada‘’s anti-Chinmese

legislation vere sumsarized as follovs:

v

To keep the Chinese in a subordinate position im the
sconoay, to ssgregate them residentially, and to deny
then citizenship through disenfranchisesent (Palmer

1972, 57).
This legislation affected the soci-demographic profile of

the Chiness in Camada, as it forbade the entry of Chinese

families.

The structure of the Chinese family in Canada was
largely determined by the structural conditions of
the Canadian society and in particular, - the
issigration system. Such a systeam imposed various
structural constraints upon the Chinese and prevented
thea froa bringing their families to Canada. The
patterns of ®separated™ fanilies and
sparried-bachelor® (2) society were products of
institutionalized racism and not Chinese or slua
culture (Li 1980, 69).

The legislation also influenced the occupational
profile of the Chinese (the development of the laundry
industry and resturant business); life style (indulging in
gambling and prostitution); and social organization (forming
Chinese Associations for mutual assistance and to cope with
the probleas chine;e encountered in their lives in Canada).
Sia's (1964, 430) 1nve‘8tiqation found that laundry vork vas
the first organized occupation started by the Chinese after
the completion of the railway.

23



The lack of women created great demand for household
and personal services. Laundry work, particularly,
vas a great need in the population of the fromtier
which was predominantly male.
In fact, in the traditional Chinese family structure,
vashing, cleaning, cooking and other housework had norsally

been carried out by the females.

As pointed out by Lore (1974), Stainslaw (1958) , and Li
(1979), because ‘the Chinese vwere very efficient in the
trades and in commerce, some local governments prohibited
the Chinese from working at or owning trades and businesses
vhich could compete directly with the non-Chinese private
sector. Thus, the Chinese were forced b; market conditions
to take menial jobs or to ruan laundries and restaurants in
their own communities. Table 2.1 summarizes the Canadian
Ismigration Acts which influenced the pattern of Chinese
imsigration. Basically, they can be divided into six

distinct stages.

24 ,



lable 2.2 Najor Capadian Jmmigratiop

Period Legislation Effect

1858 - none Free Entry

1885

1885 - Chinese Ismig. ACt Restricted by

1923 1885, and Chinese head tax, fraoa $50
Ismig. Act 1903 in 1885 to $500

in 1903

1923 - Chinese Ismig. AcCt Coaple te

1947 1923 exclusion

1947 - Chinese Immig. Act Sponsored

1962 1947 imsmigration only

1962 - Impigration ict Independent and

1967 1962 sponsored immigration

1967 - Imsigratiom ict Universal point

present 1967 system

D T ———— - — A ——t — R ——— . ———

Source: Lee (1967)
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In sua, discrisinatory i‘.nigration lavs and policies
detarsinel the occupational profile, family pattern, and
organizational structure of the Chinese community in Canada.
The doainant group's deliberate use of pover to distribuate
resources resulted in isportant distinctions between this
group and the Chinese. In Newman's (1978) terss, the
relations between the Chinese and the host community are
basically a form of social conflict. Their relations derive
primarily from the ™ranking, competing, and coalition of

groups in terms of the distribution of valued social

resources™.

IHE_ZQUNRING QF IBE BONTREAL CHINESE CONBUNIII

Most observers, such as Lee (1967, 85), the Gazette
(1981), and the poptresl Chinese Quartier (1982), have
repocted that the first group of Chinese arrived in HNontreal
in the early 1880's and established their “ghetto™ in the
southern part of the city. However, further investigation
shows that a fev Chinese had attended !'tlbnch and English
classes run by the Catholic church as early as 1863 near "the
site of present Chinatown. (3) Thus the close relationship
between Nontreal's Chinese and the Catholic church developed
early in its  history. According to some old Chinese

Montrealers, the Clark-la Gauchetiere area of Hontreal was

26



the original centre of Chimese development. At the tise, it
vas an abandoned part of the city, about a 10 minutes wvalk

froa the CN railway station. (4)

According to Lee (1967, 395), about 3,000 Chinese lost
their jobs vhen the railway was completed in 1885. Some
drifted to the CPR's headquarters in HNontreal to ask for
jobs. Others heard froa their ;onntry-en that Hontreal was a
prosperous industrial city with good job opportunities. Hore
and msore moved from the west coast and settled in this new
eastern base, starting snch typical occupations as laundry
shops, restaurants, gamblimg bhouses, grocery stores, and
other food industries. However, "some just came to explore
and then left, searching for a new base,® some o0ld Chinese

Aontrealers reported.

Between the years 1910 and 1985, the total Chinese
population in Montreal vas about 1,500 to 1,700. They lived
in the isolated Chinese ghetto on Clark and La Gauchetiere
streets, just north of Cld HNontreal. Of these, at least 97
,porcent vere males, "married bachelors.® Although they were
all originally siners, railvay builders, or coolies, the
saall ethnic commsunity became rapidly differentiated
horizoatally by clan, Adistrict associations, {(5) and

political affiliations with different dymastic powvers in

27



sainland China. Vertically, the community was divided iato
two distinct social classes: a swmall bourgeoisie ( laundry,
grocery, and chop suey shop owners) and a larger group of

eaployass and part-time workers in sanufacturing firas.

Befs>re 1920, Chimatown consisted of six grocery stores
specializing in Homg Kong isports, four small Chiaese
resturants, and several gaambling aad opium dens. Family-run
lnnnd:>is\apd resturants spread rapidly across the city and
to nearby towns. Sose Chinese worked as part-time, unskilled
labourers and porters for samufacturiag firas in the city.
Others vorked for wealthy Canadian families as cooks and
housekeepaers. Generally speaking, most Chinese in Bontreal
sold their physical 1labour (Crepeau 1950). Hany reported
long, sonotonous uorl§n9 hours and craaped living
coalitions, particularly those who worked in the laumdry

business.

Nevertheless, simce most shop owners and their
employses had -ltial blood ‘ot village ties in Chinma,
saployers were usually willing to help their o;ployncs set
up their own saall business ia differeat parts of the city.
Capital was pnormally cbtained through the traditioamal
Chineses banking systes. (6) According to 11 (1982),

partaership investaent was also oae of the sost popular



seans of establishing an ethaic restaurant. As early as the
tura of the twventieth century, there were about 40 chop-suey
places opened by forser coolies imn the <city (Crepeau
1950,7). According to Helly (1981%1,35), between the 1911 and
1922 S42 laundary shops opened in Montreal. According to my
informants, tvo to £five people worked in each laundry.
Through clan and district associations, the bourgeoisie and
vorkers were able to maintain close and co-operative

relatioaships.

The Chinese stayed in Bontreal to accuaunlate capital,
hoping eventually tc return to their homeland. Buying land,
farss, building larger houses, and finding daughters—-in-law

"for their sons, were alvays hidden wishes. They had no
intentioa of integrating themselves into the majority Prench
Canaslian (>r English) societies. Language barriers, culture
shock, coastant hostility, and harassaent had forced thes to
1ive ia an entirely isolated world. According to sose
Chiness BHontrealers, thg only way to survive themn vwas to
"help one another in the closed ghetto.”™ As one of thes

recalled,

The outside world was unbelievably hostile, they
viswed Chinatowa as ‘a aystic amd borrible place. They
thought all chinese wers iadulgimg in gambliag,
opius-using, etc..Very few Canadians came to the
ghetto before the end of the Second ¥orld War.

29
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The prevailing attitude of the najpgity tovard the Chinsse
can be seén in the following guote from the gazette in an
article about the rise in the head tax on Chinese from $100

. to $500 at the end of nimeteeath century:

Aa iacrease ia the capitatioam tax would do no hara.
John Chimaman is too much vwith us.... He displaces
Christian labour, and is ia no sease a velcome or
desirable additioa to our population ( - 1899,
cited in Debates 1899, 4335; im Woodsworth 194&1).
Stanislaw'’s study (1958, 228) on the evolution of Chinese
)
Imsigration Acts concluded that the conflicts betweea
Chinese and Canadians were sainly shaped by amti-oriental
feslings and by the large~scale inflsx of orieatal

labourers, includimg Japanese and Indiams.
}

The Chimese community’s only contact with the exterml,
majority comsunity before the Secomd forld War was through
Catholic priests, sisters, and their r.ligtong
organizatioas. According to charch documents and
informaats, tﬁo Boantreal éntholic church started its
forsal mission amomg the Chkinese as early as 1913, follovwing
the return of a missiomary who had learned somwe Chinese ia

southern Chins. HNasses aad sunday schools coaducted ia -
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English were arranged for the Chinese on Sunday aftermcooas
in the Dbasement of-a school but'«; Ste-Catherine and
Stc-l!:bata streets, near Chinmatown (Caille 1933).

Liaks with the Catholic church vere strengthened whes
two French Catholic sisters fluent in Chinese returned to
Boatreal froms Chl'na in 1916, Withia a year of their arriwal,
the first Chinese school was established in Chmtonﬂn.
English aad Prench vwere taught, in addition to Chinese
cualture, lamguage, and bible studies. The school 1later
becane a formal educational imstitution, and offered forsal
Chinesa education at the primary level uatil the end of the

1960s.

» Before the Secosd Norld Sar, there were less thaa 20

fanilies iz Chimatoma. People kmev each other by nmame. The

most significant <formal social orgamizatioas wvere those of
the claa and district, and the all eacoajpassing Chinese
Association. The clan amd district organizatioss nh;dicd
the traditionsal spirit stressing relations amoag
blood~liaked families, patticuiu:ly within the same district
or village in Chima. A1l persons with the sane fanily nase

are assused to be descended froa the sase ancestor.

31
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Prior to the 1920s, fasily groups ia Hoatreal gathered
together on Suandays in small claa rooas in the ghetto.
rhpiu asseablies played an isportant social role is
safintaining close relatiomships among people who bgluqod to
the sare families. It was in the clan-rooas that "distaat
relatives™ shared problems, exchanged news, played cards,
foand jobs, and eacouraged nuly-at:tnd, distant relatives.
After the 19208, larger clan and district orqaninti.od
baildings emerged to fill the expanding needs of the
dominant Chinatown families, prominant among whom were the-

pames ¥ong, Hua, amd lLee. >

The Chinese Association adjudicated differeances imoxg
the different clan, district organizatioas, ard other groups
in the coamunity. Por example it functioned as an informal
court vhes the clan associations failed to settle their
“fanily business.®” Extermally, it represeated the Chimese
comsunity as a whole ia d;nlinqs with the sajority cossumity
aad govecasent.

Siace clas amd district organisations assused primary
tghcttons in the daily lives of msost amlr sere the maia focus
o\f Chinese identity, the aotioma of Ghinon. natiosslity
remained uaclear, #Host Chiness vuud’thix i-uu.- sore
than their natioa. Thus, the Chinese Associatiops ia lctthq,
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4} America vere ot of sajor isportance, though their leaders

vers rscogaized as spokessea by the host coamunity (uékhorg

1981) .

. B
<

Although there were several political orgapizatioas in
Chiaatown Lftct the Prirst @W®orld War--including the
Batiosalist League, the IMee HNasons, ’and the Refors
Party--they merely represented cospeting political
ideologies in China, and had pothing to do with Chinese

relatioas with local goveramsent.

is a natter of fact, the Chinese widely believed that
it was aot advantageous to be imvolved ia court cases, even
vhaz they vwere sronged or were the victiass of
dMluintion. “Thes "avoid eateriang iato a court house ia
your whole life span,” was a fasous proverb amoag the
Chinese. Saay authors (eg., Lee 1967) bhave tclt' that the
Chineses would units only to fight for their servival, aot
1“‘ their rights. This culterally rooted p&ui'itf 'lulps
o:plih why the social organizations of Chinese all’ over
forth America vere 80 weak compared wvith those of other
sthaic groueps.

¢
The value of aaturalise eanphasiziag harsoay is all

things seeas to Dbe behind this passivity. Traditioaal

”
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Chiness literature espouses "unity between nature and asn"

.as the highest pursuit of husan civilization (Walasley 1959,

- 3=5). Sach values placed the Chinese in North ' America at a

great disadvantage’ as they encountered western industrial
aand techaological  cualture, esphasiziag cospetitioa,
individalism, and ethaic discriminatioa. ‘

However, given that sembers of ‘thc Chimese cosmunity
Came ft0l7lilillr social backgrounds in sainmland Chiaa,
esbraced sinilar ambitions, and experiemced similar
lifestylos in Canada, theirx cultural stress on harmony
pmnoudA cohesiveaness lithi:l the group. Despite a hostile
sxteraal envirommeat, they found satisfaction within the
ghetto. To the Chinese of the early tveatieth ceatury,
then, assimilation wms 1sot oaly umnecessary, it vould have

been extremely costly aad, ia fact, unattaiaable.

; | /

Ia its owa way, Chisatown was slowly ivolfing.‘ A new
u:o:n_ic class, the bourgeoisie, had ensrged. As jobs wvere
aln;n the fiélt priority for imsigrasts, tho bourgeoisie
l;;ind isportance as esployers. They were also the maia
providers for the sick, the elderly, and thc_ enenployed and
through their - clan and dhtrict‘amuuum. they becase

-
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the official spokesmen of the comsumity.

Hosever, because Coafucianisa had formed the s=social,
soral, and political ethics of China, traditional elites
there wvere the %grains of imlngonce,' respected scholars
and rulers (Bottomore '1910, 707-71). In China, merchants, had

beer regarded as 1liviag off the 1labours of others, and

occupiel the lowest social position. In between vere the
‘farsers and acrtisaas (Valasley 1959, 6-9).

Thas, as serchaats, the early elites in Chisatown
lacked the “proper social isage in the cosamity. They
eacountered difficulty ia mobilizimg individeals and uniting
social groups. The discrepaacy betveea the social image
expected of traditional elites and that projected by actual
ol.i:ttn had a tresemdous impact oa Chimatown's social

orgaaiszations.
The_Shinese_Yiex 0L Uaaith And Lilnass

It was not wmatil the 1930s that wvestern sedical
techaigues became videspread ia mainland China (Chan 1965).
Beace, 308t Chimese who came to Borth Aserica ¢arly in the
ceatary ssbscribed to traditiosal Chinese coacepts of health
practice.
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Ia ifatervieving members of the Chimese comasunity about
their health practicen, I ideatified four levels of health
seeking beh,viout among the early iasigrants in Homtreal.
(1) The male immigrants, dependent on their physical 1laboar
to earn aoney steadfastly followed traditiosal Chinese
health practices embodying the maxims: "staying healthy is a
sign of piety to one's parents,” and "preveantion is alvays
better than a cure.* (2) When they did become ill,
ismigraats typicall; resorted to herbal remedies brought
with thea from their homeland. (3) If such self-adsinistered
treatment had no effect, a "tai-fu®---a traditional Chinese
herbal practitioner-—--would be called in either to treat
the patient at home, or at his place of practice. (4) If the
wtai-fu® could not effect a cure, it wvas generally believed
that the patient was on the edge of death. He would thea be
sent to an occidental hospital. Thus, in the early years,
the word ®"hospital® nmeant “"bad health,® “bad luck,® and

L]

wdeath® for the Chirese iamigrants.

Daue to anti-oriental sentisemt and language barriers,
only a few Chinese who could speak and read English or
French, or who had Canadian-born children at hoase, tried
usiang physician practitioners of western nmedicine. Host
sought out two Chimese “tai fu"--Hum and Tong. These men

were associated vitd one of the earliest grocery stores ia
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Chinatown, Wing's. Herbal wmedicines for mild illnesses,
such as fever and flu, vere imported by Wing's from Hong
Kong via Vancouver, The trust placed in traditional healing
methods indicates that the community's beliefs, customs, and
values strongly influenced - their perception :nd
interpratation of illness, and as well as health seeking

practices.
LHE_QRGANIZAXION OF PUBLIC REALTA 1N HONIEEAL

dtatss _Qf Ihe Ropnlation Of Jontreal

Al though there were aany diligent Catholic
organjzations in the province, general health conditions in
Hontreal ia the 1920s wvere the wvorst among cities of
conpataﬁla size in North America. Montreal had the highest
rates of infant mcrtality, tuberculosis, and diphtheria
(Copp 1974). This frightful situation vas reported by the

health statisticians of 1913:

A8 in past years, of the 35,904 deaths which we have
rejistered as baving accurred in the year 1911, there
was the appalliagly large total of 17,748 children
vho died before they had reached the age of five
ysars. This represeats 4§9.7 percent of the total
aeaber of deaths of all ages throughout the province
(Q.S.P. 1913, vol.87, 3).

Accordiag to district inspectors® reports, poor  vater
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supplies, sewage systems, abattoirs, and night-soil deposits
were the main causes of contagious disease and illness in

the province. As the 1917 district inspector of HNontreal

recorded,

senerally, slaughter houses are badly situated,

insufficiently attended to, and dirty. Discharging

sewage into ditches is yet a wvery common practice
(Q.S.P. 1919, vol.51,pt.3, 29).

Not opnly was the 1living environment poor, but the

quality of the most common daily beverages, milk and vater,

was grossly inadeguate. For example, a food inspector found

that:

Jf 100 examples of restaurant =ailk collected in
Montreal, 78 were belov standard in fat or
solid-not-fat, and 17 vere below standard in both

(Q.5.P. 1915, vol.48, 45).
The following description given by the district inspector

also revealed the quality of the Montreal wvater supply:

In the case of outbreaks of typhoid, when we are in a
position to conclusively show that they are directly
due to the pcor quality of the water supply, the very
outbreaks themselves furanish us with a nmost pateant
argument in favour of the proper safeguarding of
wvater sources {(Q.S.P. 1919, vol.53,65).
According to Abbott (1932), relatively large-scale coamunity
measures for the prevention of disease in Quebec only
started in 1924, wvhen the Gemeral Health League vas formed.
However, it wvas merely a volunteer organization of
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representative citizens in various districts, not a
governmeantal effort. Im fact, in 1927, a survey of public
health actavities still claimed that "the budget of
Montreal's aealth de partaeant provided for per capita
expenditare of jaust thirty-nine cents as compared to an
average expenditure in the twelve largest American cities of
seventy-eight cents per «capita® (Copp 1974, 413). These
figares at least partly explain the poor bhealth care

services 1o Hontreal.

The _Hospitals

Like elsevhere, [fre-twentieth century bhospitals in
Quebec vere reserved for the indigemt sick, and sentally ill
or deficient. Historically, in the English cosmanity the
larjer urban hospitals vere sponsored by the wealthy
philanthropists wvho dosinated the grovincial and some, the
national economies. Ia the Prench coamapnity, religious
orders channelled coamunity resources into hospitals. As
Charitable institutions, early hospitals frequently
encoWterad substantial deficits and looked to their
generous supporters in the c;.lnnity as well as differemt

levels of goverament.

Bacause the initial iavestsent and financing for early
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hospitals in Quebec came essentially froa [private sources,
decisions relating to fixed assets and the establishsent of
new services vwere taken vithin the hospitals by the
philanthropists and religious orders (C.I.B.S.8. 1970).
However, it would seem because responsibilities in health
care were so vague, the decisions made frequently did not

aeet the needs of the sick.

The Reole of Governssnt

Pravision for public health and health care constitutes
one of the =ajor sSubsysteas of any society. In the
ninetesath and early tventieth centuries, the Catholic
charch im Quebec viewed itself as the protector of French
culture, aad doaimated most social service institutions
includiag health care. It was not uantil the 1950s that the
provincial governaent Dbegan systematically legislating

secular social sevice institutions (C.I.H.S5.8. 1§70).

According to Quebec Sessional Papers and the Commission
of Inquiry Oa Health and Social Welfare, wsunicipal health
services had existed in Quebec in anm organized sanaer as
early as 1876. Hovever, they had only limited respoasibility
for “the supervisior of agqueducts and severs, inspectioa of

food, coamuaity institutioas and commercial bnil&ingt' in
~
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clearly established resideatial districts. In rural
comauaities, services only started after the establishment

of the Couaty Health or Samitory Units in 1925.

Although district officers in each sunicipality were
given the saandate, through provimncial 1legislation, to
establish public bhealth orgamizations and promote popular
health education, mo asumicipality could be compelled ¢to
enforce the regulations or finance an adegquate frogram. The
provincial governsent itself did pnot finamce capital or
operatinj costs. Its role vas amerely to piass laws. Thus,
pablic bealth administration and iaplementation were
essentially voluntary, carried out by coasumity groups aad
the church rather than by civic government. Health care was

left in the hands of the philanthropists and religious

orders ian Quebec prior to the Second World Sar.

lhe _fole_of The Catholic Chuich

the close relationship between churches aad voluatary
social velfare in the #@Hest has been richly documented by
many researchers (eg., Armitage 1975). Socio-theologically
speaking, the hierarchically structwred CcCatholic cherch
sexves a universal amd transcendeatal aission - directed at

shapiag the social structere as vell as individual life ia
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the world (Coughlin 1965). Thas, the church sees as proper
to its aission a direct iavolvemeat in the social order,

based oa social justice infused with charity.

In Nontreal, ©vwhere the population was overvhelaingly

fraacophone and Catholic, it was not surprisimg to fiad the
. .

Prench Catholics intimately involved in the organization of

public health amd the developsent of hospitals.

The early religious [ christians ] imbued with an
ardent zeal to carry out the teaching of the Baster,
sought out the sick, nursed thea in their homes and,
at times, tLrought them to their ows homes and
institutioas wherxe they cared for thes; aad froa
these individual efforts there gradunally evolved the
hospital for the care of the sick... Little voader
thea that, vwith such a background, the French should
have been buraing with zeal to establish in Canada a
kospital... (Beagerty 1928, 145).
Thus, the first hospital in North America, Hotel-Dieu de
Juebec, vas established in Quebec City in 1639 by the Freach
Catholics. Uatil the early twventieth ceatury, hundreds of
hospitals, asylums, fomndling hospitals, an& anedical-related
works vere found aad saintained by religious ordecs. 1In
fact, ths Catholic cherch msintained control over asost
institatioas of education aad velfare ia the proviace uatil

the late 1960s.
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Ihe RBele_of_Sedical Rxefessicaals and Iechaolody

Public health vas not the object of systematic
organization in Quebec before the turn of the tweatith
century. Health and‘ illpess were eossentially viewed as
individoal probléns- Doctors, withoat any rigidly
formulated ethics of sedical practice, provided services ia
the hose. According to RacDermot (1967, #0), there were
aboat 165 doctors practising in HNontreal in 1875: "“sose
acted as insurance agents, others coanducted apothecary
shops. Among the doctors vere specialists, electriciams, and

hoaseopaths.”

As onoted by BRKett (1967), Abbott (1932), and Tunis
(1978), official medical education in Canada did anot start
antil the 1820s. HNcGill University, opened the first
Caaadiaa medical school in Hoatreal in 1823, [patteraed on
that at the Oniversity of BEdinburgh. Before this, early
enthusiastic individuals had sought their training prisarily
in Scotland (particularly Ediaburgh) and Losdon. After
1830, vhen the war betwveen France and BEngland ended, many
Prench Canadians veat to Paris for trainiag. Howewver, as
thers was oaeither a social por scieamtific reasoa for
patieats to choose voll—trainlg doctors, local, irregular

practitioasrs seea to have recsived evea vwider support than
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those whd vere traimsed abroad.

Pollovwiag publication of the U.S. Piexaer Report (7)
in 1910, the establishment of licemcing -anliintian- for
Canadian physicans in 1912, and with the increased power and
recognition given to physicians?! associatioas or colleges,
legislation wvas increasingly used to distinguish formally
wtrained and gqualified® health practitioners fros others.
On the other hand, the nuns, equipped with faith and love,
had devoted wmore care to the ill than had gore formally
trained practitioners. The ;atly contribution of nuams in
2uebec hgspitals vas quoted by Capadian Bedical lssociatio‘

(1967):

@hen one considers the state of medical amd surgical
practice ia the 17th and 18th ceaturies, and the
sarly part of the 19th, ome is forced to the
cosclusion that the nuas, with their nursiag, 4id a
great deal more to cure the patieat than the
surgeons, physicians, and apothecaries, with their
copious, repeated bleedings, their sveatings, their
drastic purges and esetics, amnd counterirritants.

Table 2.2 shows the ratio between doctors, nurses {both
religious and lay), and patients in Quebec hospitals betweea
the years 1916 and 1919,



Isat-Ne of e of Me of NEucss Jo of Rat DReath Rake
dosk ERAhyYsic Relis ILay ' Adsisted of Rat Adait

1916 49 262 884 680 42,289 7.58%
1917 48 217 864 838 47,258 1.238
1918 &7 37 888 1056 49,752 8.47%
1919 48 321 888 1027 81,926 1.22%

Source: Q.S5.E. 1916-1919

The discovery _of the uctcrlologiéil causes Of
postoperative infections and.the ‘qndul poi:t.ctiol of ether
anesthesia duriag the last -yuarter of the niu‘tunth ceatury
are regarded as crucial factors directly affecting the
developaeat of sodecn mediciae and hospitals. Toward the
end of the nineteenth century and beginning of the
twventieth, the =systematic body of asodermn, abstract,
scieatific kaowledge of nsedicine and skill was being
fecmally aad imforsally recognized by the public.

S

As aew sedical discoveries and scieatific kaowledge
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X
gradeally illumisated “’»« cosplexities of the hmaaar body,
public funds poured into laboratory research. As a
cqng}cncc. ‘ph‘yslci'us sore and more focused their ' interests
oa acste care and narroved the scope of their exzpertise to
Orgas systeas and suwb-systems. Specializatioa proliferated.
pablic trust and confidence reached its szenith with the

(/

discovery of insulim is 1921 by Baating and Best, anad

=

tinnn,cinl support for medical research across Caaada
increased (Agnew 15M).

Thas the public began to view 'ho:pu:als imn a more
positive light. Professional hospital adsinistrators rose to
sanage the growving nuabers of both the health labouwr force
aed clieatele. The chief responsibility, power, amd
authority of health cax.;n had undergone a najor shift toward
licenced medical nmen. They started shifting their mservices
avay fros hoae and into technologically bas;d hospitals.
these organizational ‘chaages verify the teandencies
hypothesized by Bouldiag (1953) . He notes that
organizational evolution occurs after changes in the nbit;
pnd needs of people, and im particular, vith the evolatioa
of skills and techaiques. Accordiag to Carr-Sasnders aad
Wilson (1933), the “latter is a highly complex process
intrinsically telated to the ' processes of
professionalization and political chaage ia aodeEa
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iadustrial societies.

Before 1918, the Chinese vere a small and economically
unk*uno:ity both in Canada generally aad ia HNoatreal ina
particular. In Hontrsal they were isolated trol'thc sajority
and lived 4inm a poor, ghetto area of the city. There,
traditioaal values and practices (includiag those related to
health), as well as orxganizations based on Chinese clan,
kin, and: loyality, flourished. These prosoted intermal
cohesion and a certaim ispermseability vis a vis the broader

community.

Ghetto social orgasization was domisated by a serchanst
boargeoisie which did mot counfl the level of respect givea
to traditiomal 'lcholat;l.y" elites in China. livct‘ihhu.
this gro;p, through comsuamity organizations, provided a
range of services to the ismigrast populatioa.

In the hrmdc;: society of Quebec and especially
Homtreal, the states of public health vas dismal. Public
health and health care. omnfntion vas ninisal, and health
care techaology vas still ia its iafaacy. Health care vas
seex as aa individual probles and treatasat was provided via
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A
family aad church. There mas little public policy on health,
and the respoasibilities of both suricipal asd proviacial

gOovYeraseats were vaguely defimed. As the tweatieth ceatury

* progressed, however, with developing medical techaology and

public deaand, the hsalth care systea began to evolve toward

more sophisticat;d. and acute care oriented services.

oy

It was in, and influenced by, this coatext ttnt certain
events occurred which would lead to the fouading and early

organization of the Homtreal Chinese Hospital ia 1918.

+
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CHAPYER 3 DELIVERING AND NURTURING
AN ETHBIC HEALTR CARE INSTITUTIOR (1918 1945)

AIIROMNCTIRN

This chapter uses the frasevork established ia chapter
one to dsscribe the 1links betveen the social coatext
described 1im chapter two and the foundiang aand early
evolution of the Hontreal Chinese Hospital. First I describe
the eoffects of the 1918 influeaza epidenmic in Homtreal.
Second, I show hov the social context already outlined led
to the birth of the BCH. 1 then describe the early
organization aad sanageseat of the hospital and note bhow
this was also iafluenced by its social eavironaeat.
Finally, I discuss the relatioans between tha institutios aad

its ethaic clieats on the organisatioa's basic task level.

205 KNELEBNEA_RRIRRNIC

Ia Boatreal, iasdequate public health practices, the
anti-aocisatal seatiseat, amd poor 1liviag and workiag
comditioas sade the Chimese community particularly
valaerable to the virnleat inflwenza epidenic which swept
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sontreal in 1918 (Ccpp 19748; Baginnis 1977; Quebec Sessionmal
Papers 1920, 1¥921). (1) All mormal functions of the city
vere paralysed. "Police aad firemea delivered food and fuel

to those confined tc their homes® (Bcginnis 1977, &10).

In Hontreal, the dJdisease wvas prevalent during the .
latter part of Septesber and in a very short space of
tise had spread throwghout the city. By the 7th of
Novesber there had occurred 17,252 [ reported ] cases
and 3,028 deaths in that city, but a far greater
nasber than this were attacked....Vigilaace
cosnittees vere pressed into service to go froa house
to house to ascertain if there were any sick or if
any assistance vas required....The dead vere found in
> beds alongside the wall (Canada 1981, 3).

All hkospitals, clinics, and temporary shelters vere flooded,
and nuserous patients vere turned avay. Said J'iaficaisce
canajieans (Sept. 197, 28), "there is no space for Chinese

at all® (1967 sept. p.28). One Chinese Boatrealer recalled:

Chinatowa vas just like a dead towa then. All stores
were closed. Bverybody stayed bhome . If we really
nesded to get sosething from omtside, we got to wear
a sask. Wong-Lo-Gep (2) was the only hertal sedicime
available for us, all laundry shops vwere full of
those "life savers.® Howvever, it did workl
Although the Quebec Public Health Act had existed siace
1876, it vas a defective piece of legislatioan. As poiated
oat by Copp (1978), neither the provimcial governaeat nor
the suaicipalities meally accepted respoasibility for public
health. BNevertheless, emergeacy bylaws were passed during

the inflweaza epidesic (Q. S. P. 1921, 13).

i
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Lhe luas

In order to bhelp the desperate Chinese, syapathetic
nuns beloaging to aa order \called Les BReligieuses De
| *Isnaculee~Conception utilized an abandoned building on 66
Clark Street near Chinatown. They approached the sunicipal
government with a plans to organizé a first aid station there
for the Chimese comauaity during the epidenmic. They
received "ten beds aad blankets® as assistance. Other
necessities and furnishings such as mattresses, sheets,
Pillows, and dishes vere offered by the St. Viateur
Clerics—~-- a brothexs'’ catholic mission in Hoatreal (Crepeaun
1950, 29-31).- The station admitted 17 patients on its first
day, october 17, 1918. The epidemic ended in jume, 1919. Of
the 60 Chinese patients treated, 20 had died. In order to
shov their gratitude to the Catholic church, the Charity
Society of China honowred the church with aedals the

folloviag year (Caille 1943).

The _Chinsss_Rhilanthraopists

As Chinatowa grew aad evolved, the cosmuaity bhad becomse

increasingly aware of the soclial needs of its sick and
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elderly. With the epidesic fresh in their minds, meambers of
the Chinese community considered a hospital in Chinatown an
urgent necessity. Health care facilites in their own
community would overcom %

%
that had plagued them. As one old Catholic sister recalled:

e language and cultural barriers

I heard many old sisters mention that, in the early
years [ before 1920 ], there were many Chinese who
lay on the beds of chronic hospitals in the city for
years, and no one was able to comaunicate with thes.
They just 1lay there day and night, and spent their
time by looking at the ceiling only.

Seven shop owners and a court interpreter (three Wongs,
twvo Lees, one Hum, one Chan, and one Wu) met and approached
the Chinese Association of Montreal (3) and the elders of
several big clans. They solicited contributions from the
Chinese coamunity for a permanent hospital in Chinatown, and
raised $ 2,000--their target--in a amonth. Fifty-four
people, most gﬁ them laundry, chop suey, and grocery shop

owners, donated $ 20 apiece. The rest was raised froa small

individual donations.

The group bought an old, three storey building at 112
La Gauchetiere Street #§est. The hospital soon occupied the
first tvo floors and basement (the top floor wvas used by the
fontreal Chinese Association). The newvw hospital was called
Yia Yeung Yeun—---"the place of long 1life and health for the
aged." It wvas opened on october 27, 1919.
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Early OLdasiiation

For the first faev mcoths of its existence, the hospital
vas operated by Chimese voluateers who practiced taeir
herbal arts 1n return for free wseals. The only full-time
staff seaber vas a Chimese cook. But the hospital organizers
gquickly realized the impracticality of this policy. They
needed people to commusicate 1n Frencn or English wath
sunicipal authoraities, to bhandle referrals and other

procedures especially to disposes of the dead.

Hother Del1ia Tetreaunlt, foander of the
Issaculate—Conceptico otder, had been to sending nuns to
provide medical services 1n Chinatova. She agreed to let
four nuns Treside 10 the hospital. Purther, through charch
connections, three voluptary, part-tise fraacophone
physicians--a geneml jractaitioner, surgeon, and throat
specialist, vere ipvited to give practice im the Chisese
ghetto. The herbal art was thus abamdoned Lty the opevw
orgamization. Om Barch 20, 1920, the Yin Yeung Tuen became
the Hooatreal Chinese Bospital. A representative of the

Chinese governaent in Ottava was master of ceremonies at the

inauguratioa.

The hospital's main function vas to care for the
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elderly and sick wmarrie

d bachelors in the institution. It

also acted as an alternative to traditional cChinese herbal

sedicine 10 the ghetto.

vestern sedicine and ve
sedicine had failed them
a station for emergency

the dying.

In sua, the birth o
to tvo social factoxs: t
had 210 gaining access
exteraal bhost cosmumity,

and the urgent sedical

Hovever, aost Chinese did not trust
nt to the BCH only when traditional -
. Thas, the hospital guickly becase

cases, referrals, and a refuge for

f the MCH can be directly attributed
be Adifficulty the Chinese cosmunity

to nealth care services io the
due to cultural and racial barriers

needs of the sick and elderly in

Chinatows. The Catholic church, as represeated by the

Imssaculate-Concepticn Order of Buns, the legitisate health

Care ajeat a4t that tise, vas instresental ia guiding the

early developseat of the

hospi tal.

I0E_JARLX INSTIXVIIONAL LEVEL

Chiness _Llites

AS sost Chinese iss

igraats in Casnada before the Secoad

Vorld Sar werse labosrers and ssall restasrast asd lasadry

shop owners (Crepeas 1950; Lee 1967), it was pot surprisiag

it
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to fiaod that the first bospital organizers were neither
vell-educated aor knovliedgeable in medicine. They vere elder
leaders of the domimant clap and district associatioas which
had emerged in the early years of the tventieth century;
vs-all businesswen with little English, ttaditionai Chinese
cultaral conservatives with stromg 1local social ties. An

old cosmunity leader recalled:

”

They didn't knov any forsal rules of ruanning a

nospital then. They just did something vhich they

thought wculd be belpful to sick and old people.
This re2collection satched one Chinese professor®’s assesssent
of the political attitudes of the Chinese ismigrants:
stressing 1nforaal ways of mamnaging things and lacking "the
concept of <contract®™ (Cho 197%). The Chinese Bational
Pather, Dr. Sun (1979, 342), had stressed that lack of the
coacept of principle and lav vas ome of the main obstacles
bindering tne growth of real desocracy in China. Lipset gt
al- (1950) obave ncted that political democracy has bhad a
stable existence only in regioss which have large siddle

classes and cosparatively well-paid and educated vorking

Classes.

Ihe _Beaid

Irae early hospital board vas coaposed of a jresideat,
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.vice presidseat, secretary, treasurer, aad pubdblic relations
officer. Bany iaformants have reported that the bhospital
board did not operste desocratically. There were no clear
rules goveraing its operation. Thus, there were no regular
or annsal meetings betveen the years 1918 and 1945. During
thi\s period, only one persoa occupied the rposition of
pro‘sidant. Similarly, other board members retained their

positions for long periods of time.

This situation prosgted accusations of authoritarianisa
by those who felt excluded. This phenosenon obvioasly
reflected the characteristics of an oligarchical control
systea, the overvbelming power of doaimant clan and district
associations, and the classical =ameans of Chinese decision
saking---all of which ignored public opinion and coamunity

participatioan.

iostead, the board secured its power through personal
network relatiomships. It relied on the sﬁbnissivcn&ss of
individual Chinese at the time, the relati ve homogeneity of
the population, aad the lack of competing institutioas ia
the ghetto. The legitisacy which the board gained corrspoads
uli to #eber's (1981) comcept of traditiomal authority;
that is, aathority based on the belief that he who commands

does 80 10 the pame of traditioas that are worthy of
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obedience.
: S

The bostile external environment (reflected in tﬁn
Chinese Immigratiom Act) had forced the Chinese to sofvo
their own probless and to provide for their own needs.
Through the HMontreal Chinese Association, the holp}tal vas
able to ssek support in the coamunity legitisately, even
though most Chinese did nct trust or use western medicine.
This phenomenon illustrates Simmel’s (in Abel 1970, 83)
notions concerning group conflicts. He observed that
conflict and bostility can serve as a means of establishing
upity and cohesionm in & group, or to use Breton's (1964)
terss, the immigrants' integration into and solidarity with
their owa ethnic community, supported by its imstitutional

completeness.
Linaacial Resources | ~

According to the former president of the hospital,
betveen the years 1918 and 1945 the hospital wvas entirely
fisanced opn a voluamtary basis. Iadividual donations and
patient charges were the tvo means of incose. In-patients
vere charged from 50 ceats to § 1 a day before the Secomd
Sorlad Var. Haany paid according to their ability.

Occasiocosally, there vas a samall jincome fros dispeasary
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services. Haay Chinese ia the ghetto vwere vwilling to
contribute SOB@ aROURt to the kospi tal each year,
particularly durimg the time of traditiosal festivals like
the Lanar New !Olt: Hovewver, the larger donations came fros
those wbho had beea ia Canada for a long time and were ready

to return to their homeland. The figures varied froa $ 10

to § 50.

Duriag serious fimancial crises, the bDoard wmesbers
requested donations through the clan associatioms vith which
they were familiar. These would then call aupon individual
families in the ghetto. At times, they even obtained help
from other Chinese comsunities in central and eastern
Canala, iacluding those in Toromto, Ottawa, and Nova Scotia.
This indicates something of the cohesive social organiszation

among the Chinese during times of hardship and ditfifnlty.

Piaally, the Dboard l;naqod the social needs of
individual patients. Jas the patieat really im- paor
financial straits and in need of special help? What were the
coanseguences if a particular patient vas discharged? BHovw
vas the property left by a deceased patieant to be sanaged?
Such probless arose frequently, but because Chinatown vas a
ssall coasunity whose mesbers were closely 1lisked through

clan aad district assocliations (vhich stressed helpiag
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relatives of the same fanily), these social probleas were

not difficult to solve.

In sum, the entire cosmsunity vas domimated by the
residual Chinese fewndal ideoclogy of familisa, with its lack
of legal concept, the behaviour of the board aseabers ca;
q\uo be seen to reflect the local distribution of'pou::
that is, decision naking vas doainated by community elites.
Due to the fact that board seabers wers poorly sdecated and
tended to regard tb-s‘clns as visitors in a foreign land,
there vere no loag-ters plams for the developaeant of the

hospital.

The sain task of the board vas to fiad fimancial
resources, for the day to day existence of the hospital. s
a result, the ino-put of resources was slov, and limited.
Bssentially, the hospital vas a cosaunity-sapported,
self-sufficieat, charitable institutioa. It provided limited
vestern sedical services to the small, ethnic ghetto. It was
perhaps less a healiag institutioan tham a symbol of Chinese
cultural solidarity, whereim countrysen helped ome asother

during times of difficulty and hardship.
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As nnoted, befaore the 19208 the hospital hired oaly
Chinese persoanel, and patieats vwere treated  with
tt;dttiounl herbal aedicines. But this policy was soon
deened to be impractical amd an agreemeat wvas drawm wp
rensvable annually, between the hospital board amd the
Sorporation of the HBissiomaries of the Issaculate
Coaceptioa. The maia poiats coaceraiag sanagseant of the

hospital vere suamarized as follows: !

1) The Corpora of the Rissionaries of the
Issaculate Coaception has the right to sasage asd
appoint all staff ia the hospital.

2) It is the respoasibility of the Bissionaries of
the Iasaculate Conception to recruit physicians #hd
not less thaa four nurses for patient care ia the
iastitution. .
3) The hospital board is responsible for all sogts of
costs aad expemses im the iastitstioa, which is
payable guarterly im advagce to the Corporatioa of
the Nissionaries of the Imsaculate Conceptioa (ACH
1928)
The hospital board had to pay §$ 1,000 to the mother house
anuually for the services provided by ‘the four auas. The
board lll. also respoaxible for expenses such as 1light,
heat, and food for the patieats. Accordiag to oae of the
former executive directors of the NCR, "all fisamcial
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matters vere ;litoctay conu:'o_u.d by the board wsesbers; the
sisters had aothing to 4o with the momey ir» the hospital;
they just stayed there to care for the sick amd show the
love of s0d4." Thus, the imstitutioa’s goals were esseantially
set by the Chinese serchaats. This agreeaent laid the
fosndations of a [IFreach Catholic adainistration for the
hospital. The geaeral supervisor, nsurses, aursing aids, aad
«later the laboratory techaicians were all to be recuited

£roa the asother houses.

Secvices. sad _Kacilitias

Secrvices vwere initially divided imto in-patieat and
out-patieat care. Although there was mo residest physicaa,
the GP came to the hospital every whekday sorning to see
both ia-patients asd out-patients. “ﬁ surgeon case om
Hokday and Thersday afteramcons, to perfora sisor surgery asd
out-patisat consultatioas. The throat specialist vas seen by

appoiatment. .

" A small dispemsary vithin the the hospital provided
both out-patieant and in-patient medicines. Since the
uj;tity of Chinese then 1livimg ia the ghetto were poor,
free prescriptioas were given to those uwnable to pay--except

if the medicine was extresely costly.
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There were 10 beds for ia-patients wvhen the bospital
opened im 1920; another five were added in the early 1930s.
This expaasion sigmified an iscreasing desand for bhospital
beds by the aging sector of Chiutonn.)cu.nou liviag in
ceatral and easters Casada also l\buit adaissioa. During
the 1940s, both out-patieat aad 1l'plt1ﬂt‘ services were ia
demand. Betveen 20 and 80 people visited the out-patieat
cligic each vweek, and am average of 100 patients were

admitted amnually dering this period.

Although adaimistration And patieat care were esatirely
carried out by the Catholic amissionaries, the Chinmese
cultural heritage was saistaimed. Por iastamce, the hospital
sexrved Chinese food and patients celebrated their
traditional festivals. Simce the hospital was located in
Chimatowa, it vas coavenient for Chimese there to visit
frieads aand relatives, briaging msessages fros the hoseland
and their favorite foods. Bospital structures ®-3.,
visitiag hou;. adsission and discharge procedares, records
keaping) were irregular.

The hospital bomght its first sodera eguipasat--a ssall
set of X-ray facilities—-im 1930. Tea years later it bowght
a surgery table. These eguipssat to sose exteat videasd and

aodernized the fuactioas of the iastitstioa, bet ia ao way
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appriyachked those of other hospitals in the external

coamunity.

8ajor decision-makisg powers vithin the HCH rested with
the supervising subd, Siasce the board aembers lacked
sufficiesit backgrouad ia patient asanagement apnd 'lnnguaqe
skill, they did =mot interveae in the hospital's daily
administratioa. The nuns were free to use their discretion
in russing the hospital. This lack of imvolvement with
hospital routine led the Chinese to perceive the ACH as a

Catholic institution entirely ruled by the nuns.

Fijure 3.1 shows the organizational structure in the

8Ccd during fros 1918 to 194S.
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In sua, the Chinese comaunity vas obliged to purchase
the services of outside professionals for their hospital.
They coatracted annually with a Catholic c¢rganization
because these rescurces could not be found vwithin \the
Chinese coamamunity. The nuns provided the institutionalized

mechanismss for recruiting necessary resources froa the

external comsunity.

IR EARLI BASIC TASK LEYEL

Ratieals’ Assponse Io Hestera lediciae

Between the years 1920 and 19485, foraal nsedical
consultation for the hospital's in-patient and out-patient
servicas were carried oat maimnly by the tvo Preach
missionary physicians based at Notre Dase Hosgital. They
served without pay on a regalar basis gntil 1965,
Occasiocnally, other wasedical professionals fros the same

hospital provided free services on teﬁuast.

A8 the Chinese then had a bad image of hospitals and
wvestern asedicine, they regarded the 8CH as a place for
lot{?usly ill patients and dying old men. Thus, only those
at the edge of death, and those who had already lost all

hope in traditional Chinese herbal sedicine, vould
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voluntarily be admitted. Further, according t¢ many Chinese
Montrealers, Chinese lamdlords and their lodgers vho feared
t he sp@rit of the dead, often forcibly carried dying tenaants
on their bed boards to the hospital. Due to this mistrast, a
large number of patients adeitted to the MCH were already in

the process of dying.

The internal environment of the NCH was described by a

visiting journmalist in 1945:

The hospital has two vards wvith four beds each, three
rooas with two beds, and one private rooa...During
the summer, the hospital beds are not all
occupred...but there is often a waiting list of
three or four im vinter...The hospital contains a
pharmacy to fill prescriptions for the patients in
the Chinese community. In 1944, 2,868 prescriptions
were filled. These were done by Sister St. Ives,
Sister St. Georges, and Sister St. John the Baptist
M.I.C., vho compose the regular staff ( Montreal Stap®
1945) .

Language continued to be a barrier between patients and
staff, lespite the best efforts of the latter. Before a
Chinese nun from Hong Kong joined the hospital in the late
1920s, translators were usually brought to the hospital by
the patients theamselves. Although the situation vas not

ideal, most Chinese seemed to appreciate the efforts of the

nuns.

The _Scene Qn_Ihe Hards
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In2avitably, some religious activities took fplace wvithin
the hospirtal. According to Caille (1943), “sowmetimes 20-301
Chinese received baptiss® in one year. Patieants passed
their time on the vard reading newspapers and magazines froa
Hong Kony and exchanging semories of family and bomeland. It
vas not uncoason to hear a dying patient®s last vish, "bring
my bones back to sy fasily and bury them 1n the land of

China."™ (4)

The ouns would mcve dying patiests aimnto a ssall
isolated rooa. The GP or the surgeon would Le called i1n to
sign the deata certaficate as the patient passed away. If
the patient had no relatives ‘or friends, the nums would call

the city health departpent to remove the body.

In sum, desgite other activities, throughout this
period, tne BCH was a chronic care facility, a place vhere
infirm, elderly bachelors, vithout =money or fasily, lived
out the2ir last days. Hosgital board members solicited funds
to meet the funeral expenses of the old and fgenniless
patgents vho died at the hospital, particularly if they had
the same family name or came from the same village. Homey
for this purpose was often successfully raised in 1local
‘gasbling and opium dens. Many Chinese in the ghetto were

villing to contribute something toward a pauper®s burial.

67



Although the hospital was located in Chinatowm and all
patients vere Chinese, "'«‘the staff gave tke internal
environment a distinctively French-Catholic air. Sose
Chinese felt like outsiders in their own hospital. However,
patients probably understood the social seaning of the
place--a reflection cf the painful 1lives aof Chinese

sojourners 1n a foreign land.

SCNCLUS 10)

An nistorical, socio-political examination of the
Chinese in Moantreal before 1945 reveals an eco\nonically,
politically, and socially underdeveloped group vhich
developed 1ts ovn hcspital in the face of the anti-oriental
sentimeat and c:ltn:al and social barries to care facilities
in the bnost cossumity. The only external assistance caame
fros representatives of the Catholic church, which had a
lonj tradition of providing care for the poor and sick in
Quebec. This affiliation vith the <church provided the
conduit through which 1limited lements of western medical
technology, labour, and resources vere channelled into this

sarginal hospital. In a sense, then, the hospital promoted a

degree of western medicine among the early Chinese.

BEven after the establishment of the hospital, the
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sajority of Chinese resained skeptical abcut western
sedicise and coatinued to practice traditicmal berbal
sedicine. The hospital mas regarded not as a place of

healing bat as last recourse and as am asylus for the dying.

Orjamizationally, sedical science during the late
nineteentd and early tventieth centuries was still
relatively primitiwe. gntil technology progressed and
physicians used their control of it to consolidate a
sonopoly over bealth care, they had little\ control over or
interest in nospitals. Thus, the trustee philﬂnth:opists who
provided financial snppﬂ%t domipated the imstitatioas
(Perrow 1963). The Huntreal Chinese Hospital reflected this
pattern, lonjy into the twentieth century till things had
chanjed within hospitals in the broader coassunity. This vas
because of its ethnic base. Board mesbers, comaunity
leaders, and patients, they would seem, had little access to
minisal resodrces for, and 1little interest in progressing
vestern technology. There were no vestern-trained physicians
vho saw the hospital as their primary locus of practice. The
nuns who administered there were prismarily presuming a work
of Christian charity. Thus the hospital remained trustee
(and manager) dosinated--but largely in the Chinese
tradition at the imstitutional level. Decision making vas

paternalistic and governed by implicit, cultural rather than

- !

69



explicit legal rules.
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CHAPYES & FOST-WAR SOCIAL CEANGES

IN 1RE CABADIAN QUEBBEC SOCIBTY

AAZRODUCTION

This chapter 4discusses a number of social changes
related ¢t> health care which occurred in Quebec socisty
deuring and after thke Second World Bar. These changes first
prosoted universal access to health care regardless of
ability to pay which in turn created the ne;d for a sore
centralized health care systea. These factors ultimately
threatened the very existence of HNCH. Before examinmning all
this bowever I describe how the uzntreal Chinese -cosaunity
changed after the’econd World War due both to fpolitical

deyelopment, in China and Canada, and to wsore cultural

a/}zctors. These analyses are a prelude to a discussion of the ¢

P

~

o

crisis faced by the NCH in the period, 1945-1970.

EYQLUTION 18 IOE NBONIREAL CHINESE cOBBUBITY
Lhe_Second Hopeland /

In 1949, the Chinese Communist Party of Chairsan Rao
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Tze Tuag took povwer in saimland China. The aev reginme
delivereld the oppressed peasantry and vorkiag classes fros
the hands of landlords, ovners of light industry, and the
foresiga powers vwhich coatrolled heavy ouarban industries
(Tavney 1966; Halasley 1959). The drean ;f nusexous Chinese
living overseas to return vas shattered. Although their

hearts remained in Chima, they vwere regarded by the new

Zhinese government as the “fruits of feudalistic

1

exploitation® (La 1956). (1) PFor, thnifirst time they vere

forced to consider satisfying their needs im the bhost

coasunity and develocping persaaeat rol&%ionlhlp- vith their

nevy homelaand. wVﬁJ//’

In the wmeantime, growing numbers of Chinoso took
advantage of the 6hinese Imaigration Act of 1987 and
migrated to Canada, hoping for fasily reunions, higher
living standards, better education, and/or job
opportunities. This trend wvas further encouraged by the
Canadian Immigrationm Act of 1967 vhich awarded points for an
indiviiual's education, skill, and employment opportunities

(Canada 1967) .

Hany Chinese Nontrealers collected money and sent it to
Taiwan “and Hong Kong to help refugees from mainland China.

This indicates that a large number of Chinese here supported
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the capitalist system and the regise ia Pormosa prior to the
nev vave of Chinese imsigraats in the mid-1960s. The aew
vave of settlers, cosbised with the maturation of the
first-generatioa, Camadian-bora Chimese, rapidly changed the
sinple dual-class society oﬁﬂ;op ovners and their workers
ia Chiamatown into ome divided by the clan and district
associations, spoken Chinese dialects, and political and
religious affiliatioss. Table &.1% shows the changing
pattern of Chinese imnigrants entering Canada between 1946

and 1970.
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Ismiscants Eptazing Casada Retveen 1946 aad 1970

1947: 21 1955: 2,535 1963: 1,187
1948 : 33 1956: 2,093 1968: 2,624
1949: 734 1957: 1,662 1965: 4,352
1950: 1,746 1958: 2,615 1966: 8,094
1951: 2,70 1959: 2,561 1967: 6,409
1952: 2,320 1960: 1,370 1968: 8,382
1953: 1,936 1961: 861 1969: 8,272
1954: 1,636 1962: 670 1970: 5,377
- 9,000}
! i
7,000
)
5,000{
)
3,0004
\ ! :
1,000 |
| |
| P p—
1945 1950 1955 1960 1965 1970

Source: Canadi&h Iamigration Statistics 1945-1970
&y

)

$

) (} , 74



S i L e

ol 2l s

Thus, as #more and more nev imaigrants arrived in
uontr;al after the 19508, clan and district associations
grev larger and more powerful--particularly, the Song, Lee,
Hum, and Chan families. They eventually took over the role
of the HMontreal Chimese Association, which had traditionally
acted as formal representative of the Chinese in
nogotiatigns vith govermmsent. The HNontreal Chinese
Association was accused by sose coamunity leaders of being
used as a political tool against the mev Cossunist regime in
China. (2) The well-develcped clan associations organized
recreational activities for the Chinese in the community and
providael a w¢raditional Chinese banking systems® to meet
srgent financial ne¢eds and help business developmsent in
Chinatown. (3) Candidates vere mnov elected to the Hontreal
Chinsss Hospital from their own “clan families.® As one old

Chinese Montrealer recalled:

Bach Sunday [ right after the Second World War ] I
left ay laundry shop in Saint John and ome to Wong
Associatin in Chinatown., #We paid our = hly fees [
for the banking system ] an met our fellow
countrymen there. We exchanged ourtnews, played cards
and other games [ most of them vere gambling ’'games ]
We stayed there till 9 or 10 o*clock at night. Then
ve returned to our shops again in different towns,
either by trxain, bus, or carriage with the food ve
‘bought from the grocery stores.

Although these clam and district associatioﬁs legitimized

gambling and casinos in Chinatown, these foras of
. 4

entertainsent soon disappeared. Many old Chinese Montrealers
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attribute this loss to the reumion of families which brought
back aorsal fasily 1life amd to the city's legislation
forbidding public. gambling in the 1960s.

Qegumaticnad Nobility

Lea's (1966, 403-810) data shov that at the beginning
of the twentieth century, most Chinese immigramts in Canada
vere coacentrated in labour amd service occupatioans.
Hovewver, recent studies (e.g., Porter 1965) reveal that
Chinese and other Asianp ismigrants in Canada are moving up
the social ladder and are nov over-represented in both the
professional and service categories. In HNontreal, according
to Chiang’s (1978) survey, 36.8 percent of Chinese worked in
*professional and technical® occupation. This compares well
with the occupations of respondents' fathers. Table #.2
suasarizes the changes of occupation between the two

generations.
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Iable 4.4 1 ZIhe Changss Of Qccupatioas
2ekuesa Tuo Geaeiations Of Chinese In Canada
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Chiang®'s study also indicates that more than 55 percent
of first-generation generation Chinese Canadians have a
primary education or less. However, the average number of
years of forsal education for their children reached 13
years; 42 percent bhad received at least a Lachelor degree.
This drasatic change gradually had a significant effect on
the social structure and organization of elite groups a;d on
daily social activities in the HNontreal Chinese community.
Thas, social institutions other than the clan and district
associations gradually emerged and reduced the oligarchic

pover of these groups wihin the ghetto. This, as we shall

see in some detail wvould have an iamportant impact on the

BCH. (4)

Life and _Buginess In Chinatove

As the number of Chinese immigrants to HMoamtreal
increased after the Second Norld War, more Chinese moved out
of Chinatowun. This wvas due in part to the demolition of
many buildings in Chinatown and the fact that others vere
rented for commercial purposes as the nuaber of restauraats
and érocety stores rapidly expanded. Those living in areas
outside Chinatown found that they came to be accepted by
members of other etpnic groups. Noreover, the Chinese

appreciated the better living environment for their children
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in outside neighborboods. Thus, after the 1960s, omnly 500
to 600 0l1d Chinese single nmen still remained in Chinatown

proper. As a jourmalist noted,

It is an area of extremes; there are elderly =sen
living in virtual garrets, heatless, lightless,
soundless, There are restaurant owners working to the
early hours of the morning and then returnimg to
homes in Westaourt and Town of Mount Foyal...Nost
visitors don 't notice any of this; they come for the

food, and leave imsmsediately after ( Boptreal Stat
1969 ).

According to Crepeau (1950), the traditional Chinese
laundry shops gradonally faded out with the introduction of
vashing machines. On the cther hand, the nuaber of Chinese
restaurants increased significantly. According to old
Chinese HNontrealers, restaurants and grocery stores in
Chinatowvwn increased from 7 or 8 imn 1946 to approximately 25
in 1970. Restaurants around the city and in npearby towvns
exceeded 200. Chinese clothing, handicrafts ‘shops, book

stores, bakeries, and the like became popular enterprises in

Chinatown.

Before 1970, restaurants in Chinatown were often only
open on Sundays, for their industrious countrysen who had
this day off. The traditional Chipnatovn grocery store, on
the other hand, wvas a general aeeting place. "Thgre vere
nevspapers to read and things to discuss,"™ a retired

laundrysan recalled. In fact, shopping there.for traditional
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food such as salt fish and rice was a favorite pastime for

those Chinese living outside Chinatown.

Social aal Political orgapizations

Two Christian Chinese churches (one Catholic, the other
Protestant) emerged after the Second World War to provide
languagye education, Chinese movies, and other religious and
cultural activities. Three political orgamizations emerged:
the vationalist League, which had close ties with Taiwan;
the Reform Party; and the Free Masons. The original goal of
‘Eha last two had been the overthrow of China's former
dynastic governaents (eg., Cping dynasty). (5) However, vhen
the Comamunist regimse in mainland China gained popularity,
their political significance diminished.

%

As the 1970s started, aspects of the cultural
inheritance of ‘the Chinese community had already begun to
change, Both the Canadian-born Chinese and the new
illigranfs from South East Asia (e.g., Hong Kaoang and Taiwan)
had been educated in western thought and value systems. The
t7aditional Chinese emphasis on familism and ﬁainralisn
seeas to " have declined significéngly, leading to a
reevalaation of traditional ethnic patteras. ‘Ocdnpat§ohal
and residential ambbility ‘transfor-ed the Chinese— class

, ' :
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systes froa sale-dosinated, siagle-class rule toa -more

coaplex systes. Inevitably, these aew life patteras ia the

- Chinese coasunity brought about different needs and desaads

in health care. BHeanvhile, the appearance of vell-educated
professionals and of a new-generation of serchants gave rise
to a pev Chinese elite with both eastera and, wvester: values.
AsS ve shall sSee, they facilitated the reviwval of the
Bontreal Chinese Hospital in the 1id-1960s with a new, more

desocratically oriented management.

1y lt.l‘i‘hllﬂ." . F

Relations betweea Chinese and host communities eatered
a period of transition between the Second World War asd the
1970s coiaciding with a change in relatioas betwees Chim

and Canada. As Stanislav (1958,227) noted:

Canada®s imsmigration policies tovards orientals is
most likely to be influeaced by two jiaterdepeadent
factors: by the attitude of Canada's public opimioa
to Canadias citizems of oriental origia, amd by the
mature of political relations of Canada with the
particular couatries of Asia.

9ith the emergence of post-var husanitarian thought in
wvestern countries, the discriminatory chimese Imsigrationm

Act (which excluded all Chimese from seekiag entrance iamto

_Canada) was abandomed in 19847. This facilitated a growing

pluralisa in all spheres.
a ’
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After the Secomsd World Sar, the c‘imc attitade toward
sestera udicil. began changing, as more of the population
experieaced vestera ud;dnc. There was a Woag and a Tan
liviag in Chimatows; they spoke fluemt BEaglish and made
their living msaialy b! bringing the non-Eaglish spoakigg
Chinmess patieats tc the @#Boatreal 'Gon.tal, Notre Dame, or
Royal ¥tictoria Hospitals. They resained as interpreters :ld
comsultants unatil the end of the -1960s.

0f the two herbalists~-Tas and Toag--who practiced the
trusted herbal healiag arts ia the ghetto, one died ia early
19408, the other returned to China befors the outbreak of
the Secornid §orld Wer. Heace, apart fros self-adsinistered
treatatnts, wvesters medicise became the omly alternative

available to the Chinese.

” dccording to inforaants, some herbal practitiosers had
been asong the new imaigrants. However, dme to PFrench and
Eaglish language complications ia the province, and the
limited Chinese population in Hontreal, “they arrived,
vatched, and left for toromto and Vancoauver to make their
liviag.” It was not until the early 1970s that the Bontreal

Chinese Associatioa iavited a herbdal practitionmer trained ia
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Hoag Koag fros Toroato to practica ia the -ghetto. The
orgaaization felt the need to coatimue providiag traditiosal
Chinese medicime in the ghetto for those aged vho spoke
neither Prench aor hgl:m and who adhered to the herbalist

*

tradition.
RESI-EAR _NIALEE CARE .11 IBR NGST COEASEITI

Iaszedastion

-

The Canadiaa eonosy revived steadily after the Grsat
Depressioa aad the Secoad Borld Nar. This fav’ou:ublc Cclimte
led to changes ia the health care systea, and to new social -
security seasures, ia sus, 'to *"the fouadations of the modera
structure of Canadian social welfare iastitutions" (Armitage
1975) «

\

The federal government isplemeated natiocmal health
graat programs between the 1950s and early 6'07, viewing thes
as the "fundasental prerequisites of a natioanwide systea of

.health insuarance® (Andreocgolous 1975,18) . These Jgraats

subsidizeld almost all coastructioa, reaovation, aad
expansion of sedical facilities (Soderstroa 1978, 27,153).
Shich were nomind because of advances in sedical techaology
during the Second #World ¥War (Blooa 1963,17-18; Torraace
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1981,258). ' .

" These actioas were justified vwith reference to the
primciple that society should asnx-.~ rud; access to
health-cacre services to all its citizens on the basis of
medical need (Bamga 1981). Thus in time uaifors ;psp;ﬁl
services vere sade available to all Canadians in the early
1960*s. No one was to be denied benefits because of age,

health, or job statas. This ideoclogy im turn bhelped

" structure the birth of the Eoyal Commission on Health

Services (the Hall Cosaission) wvhich further studied the
national health care sitmation. The report of this
cosmission ultimately 1led to a federal plan for aniversal
insurasce of all doctors®' services. Both hospitalization aad

medical iasurance woald have their ispact on health care in

Quebesc.

Prisr to the s:cald\ctld var, Quebec was a rural,
agricultural, church-bousd society regulated by folk custoas
aRd characterited by tradition and the isportance of
ascribed status relatioms (Rioux 1964, 166). It had a
coaservative, traditiomal, provincial governaeat. lLee (1979)

has outlined three m jor social coaditions behind the stromg



’ ¢

church doaination is educatioa, welfare, and health prior to
1960: (1) the general lack of isdustriszlization; (2) a
French society which vas less sophisticated, more rural, aad
consegusatly less educated than English society; and (3)¢a
large urban English populatioa " which dominated the
commercial vorld, thus detering the rural population from'
moving iato tie city. .

According to Verdon (1973.60): Rioux (1959,379). nl'd
C.I.8.S.0. (1970 vcl. 1IV,A8), L srbaaization and
industrialization had begun to take off inm Quebec at the
tarn’ of the ceantury. This phenomsenor began to change
settlement patterns and the econoay of the society in iiny
iasportant ways. Por example, with the modersization of
aqr}cnltnral methods, surplus labourers were forced to leave
their faras and aeater ' local waerginal occupations, or
aaigrate to the.cities. REventmally the workiang class becase
better paid and wmore 1ndcpondont_ of the parishes and
churches. gnblﬁ 8.3 shows the evolution of the - urban
populatioa by comparison with the total population of Quebec

e

. and dptario from 1901 to 1966.

»

The changing social aad ecomomic coaditioms 1laid the
foundatioa £for the (Quebec Quiet Revolution is the early

1960s, which eveatumlly discredited the traditional power



»

and the idoolog;\ of the couﬁ:utins, and led the proviace
to approach the rest of Canada in its social organizations
{Rioux 1973;. Purther, iadustrialization and urbanization
helped create a nev group of social elites, the Preach
Stechaocrats®, vho vwould have a profosad impact on all of

Quebec®s iastitutioas iacludiag those dealing with health.
° »

' QUEBEC ' ONTARIO

fear Urbam Population % Urban Populatiom 3

- - L A T »

1901 595,616 36.1 879,793 0.3
1911 892,028 a5 1,252,207 49.5
1921 1,203,698 $1.0 1,630,800 55.6
1931 1,683,800  58.6 2,015,665 58.7
1981 1,986,688 59.6 2,269,266  59.9
1951 2,602,276 . 68.2 2,687,710 58.5
1961 3,937,469 7.9 s, 984,228 79.2
1966 8,525,118 78.3 5,593,840 80.3

........ -

Source: C.I. H. S. ¥, (1970’
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The_Heeith Gecier:
i

Ucrbanization aprd industralization had accelerated the
growth amd forsalization of sciontiﬁc nedicinse and
iacreased the demand for curative health care services.
This in turn had a si.qnificant ettm::t:~ on the divisiom of
labour in the health sector. It was ia this social context
that the health industry blossosed, giving birth to various
para-sedical professionals, different medical specialtists,
the purchase of "updated” hospital facilities, the growth of
the drag industry, and advertising. Table 4.4 shovs the
dramatic expansion of the labour force ia (Quebec hospitals
from 1946 to 1967; Table 4.5 shows the rapid increase of
gross expenditares for bealth care services from 1958 to

1968. R

8



' Ia_gfuscec Reapitals Iron 1946 te 1967
Isac-Maia Hsdica) Kucaiag Other Rrof- Qtheris Iatal
Staff. SKaff  StaLf Slech Ataff
Teesss T \f
1946 a.a. 752 .. B.a. n.a. 16,823
1950 n.a. 1,073 Bed. n.a. R.a. 22,068
1955 315 1,817 18,039 1,892 16,229 33,488
1960 467 2,538 25,328 3,563 19,838 $1,730
1965 1,132 3,190 46,877 8,383 32,711 88,293
1966 1,095 3,888 49,618 8,821 34,017 93,035
' 56,69 6,626 37,777 102,00

- 1967 1,510 n.a.

-

source: C.I. . S. ¥. (1970)



Iable 2.3 1 Zhe Sxouth Of GEoss Geasial -
Esasudissce For Nesith Is Qusbec (1934-13¢d)

Budget Tear Total lx'puutui'c Expeaditure Per Capita

—

" os W s e

$100,000;% Of Annsal Overall HSospital

Growth Expeaditure Care

1950-55 63.3 - .82 11.43
1955-56 6.7 2.2 18.33 11.22
1956-%7 65.9 1.8 18. 26 11.21
1957-5¢ 75.6 w.7 15.89 12.68
1958-59 5.7 13.3 .58 13.86
1989-60 102.7 19.8 20.88 16.45
1960-61 129.8 26.8 25.38 20.08
196 1-62 229.9 7.1 83.72 39.45
1062-63 278.6 19. 8 51.13 46.60
1963-68 309.1 12.6 $6.39 08.96
1960-65 - 359.1 16.2 68. 32 60.40
1965-66 029.4 19.5 75.52 71.86
1966-67 523.3 1.8 90.53 .90
1967-68 ©  605.8 5.8 103.23 95.08

- .

Source: C.I.H.S.8. (1970)

Accordiag to DBeaaud (197, 52, 60), smusicipal health

services besgan to acaitor the state of health care services

a9



duriag tho‘ growth of autiv.“ sedicine. The Qusbec
goversssat began to experiemce imcreased desand for pablic
health services and it seased, by the esd of the 1940s, that
wpeblic health ves the state's { -or provimce's ]
tup{:ui.bility.“' M the director of public charities
reported:

»

The proportioa of petieats of Public Charities ia
Geseral Bospitals is 15.6%. ..Ia the sanatoriuas, 881
of the K patieats are thers at the expease of
Chacities, and the Goveramest is hc:nuhgly
assuaiag the full cost, to the advantage of
senicipalities (Quebec 1987, 117).

LY
‘Proa the 19508, infectiocus dissases vere uader coatrol

d 120 loager the dosimant health problem. Bore

histicated hospital settings dealt maialy with a raage of
chroaic, acute and other dissases and cosditions (Resaud
1976, 40, 51). Bovever, before 1960, Quebec hospitals sere
still rea o8 a voluntary basis, and most vaere -panor-d,‘
un“ ud opcrntfd by the church, vhich bhad assused the
run.uhiu.ty for povuing care and shelter for the poor.

Consegaeatly,

There vere loag delays for acs-urgeast treataseat,
ovexrcrovdiag ia sose hospitals despite unused beds ia
others, poor distribution of specialized services,
‘chsing costs, lack of persoanel aad a serious dearth
of capable aamagers throughout the health care systea
(Lee® 1979, 5-6).

There sas a groviag dismtisfaction vwith health care
90
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O secvices, combined with comscern for the survival of the
Preach lasguage aad culture., A fundameatal chamge in th:

/
heslth care syto7/ had becase inevitable.
| S - ;
¢

7

Oace the Quebec goversmeat had accepted the idea that
' public health was the state's respomsibilty, and had joined

the federal hospital :ln-u?m program in 1961, it started

\
g reevaluatiang the emtire bealth sector. \

.. The clergy®s monopoly in the differeat sectors of

‘" social developmeat was increasiagly criticized. The
Bospital Act required that institutions which
participated ia the hospital insurance plan be
adsinistered by a corporation distinct fros the
mortsain corporation which grouped members of the
gong:lons comsunity (C.1.B.8.8. 1972, vol. vi,
5-56) - ' ,

o

Aonseguently, as the mev health care policies evolved,
they reflected a general process of the tramsfer of pover
fros church to state, fcllowed by a rapid expansion of the
civil service. The reforsed civu: service evclved iato
independeat bureaucracies (Posgate and HAcRoberts 1976, 116) |
smphasiziang modera orgaaizatiomal characteristics (e.g.,
bureauncratic principles, professiosal qualifications, etc.).

+ ' &s noted in the Annmal Proviacial Bealth Beport (1962, 173):
A

. The two sais respoasibilities of the pivision { i.e.

O’ ”

s



Servite of Hospital Imsurance ] are to insure quality

of hospital care and full nutilization of hospital

beds. The doctors aad “tsei of the Division visit

hospitals at regular intervals to verify the lay-out

and general condition of the presmises, the comfort of

. patients, the gualifications and nuamber of personnel,

the guality of care, meals, medication and equipsent

A etc. The hospital standards staff also sees vhether

hospitals adait only the authorized number and types

of patients, and vwhether they abide by hygiene,
construction, /and Q.H.I.S. regulations.

Table 4.5 shows that the Quebec governsent dramatically
increased its gross general expenditures between the years

1?60 and 1965 for health care services.

Thess moves tovard centralization of the health care
systea coastituted a difficult external eavironseat for the
Soutreal Chinese Hospital in the mid-1960s. 1Its coatinued
existence came inato fontlict in certain wvays with’ thé
ambitious plans of modernizfng the eatire Quebec lealth care
systes. As Berren (1968, 87) aoto:, “the suprasystes
regquirss specialized fuactioas of the subsystess for its owa

existence.® However, the HNCH could not fulfill the purpose

assigned to it,.its continuity cane to be guestioaed.

1

-
) P SONCRESION

This chapter has shoma that post-war political changes

‘1l saisland China, the abandoasent of the discriminatory

Chisese Immigratiom Act, the rise of vwell-educated

- ,‘2
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professionals and of a new-generation of  wmerchaats
cosplicated social institutions in the HNontreal Chinese
comsunity and directly facilitated"a change in the structure
and organization of elite groups and the daily social
activities in Hontreal's Chinatown. a

In d;ebecnsociety, the revival of the Canadian econoay,
advancesent ih medical technmology, indastrialization,
arbanization, poorly organized health care serv{pes, and the
rise of the French technocrats f&stered the ‘ideology that
health was the state's respomnsibility. This resulted in the
evolution of a more centralized health care systea. It
reflected a gJeneral process of the transfer of ~pon?r fronm
voluntary groups to state. All these would bave profound

5

consequences for the MCH.
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CHAPTER 5 THE ISPACT OF POST-WAR SOCIAL CHANGES:
FRON DBEPENDENCE O CHURCH TO DEPENDENCE ON STATE(1985-1970)

INXRORUCTION

Lavrence and Lersch (1967), Hannamn and Preeman (1977),
and Perrowvw (1979) have indicated that an organization's
environsent holds the key to its survival. This chapter
examines the tremendous and almost fatal impact which
post—-vwar social and cultural changes had on the HNoatreal
Chinese Hospital. 1The most important change was growth and
enforcesent of regulatons goverming hospitals associated
vith the development of a centralized health care system in
Queba2c. Initially, these factors threatened the hospitals
very life. Oltimately, however it transformed the
sectarian, church dependent hospital into a non-sectarian
one--dependent on the fublic state. First 1 describe a
crisis vhich occured to the BHCH im the early 1960s resulted
from the pressure of regulations. Second I shov how this
led to the birth of a new MCH. Finally, I show hov this new,
state dependent NCH in its goals and structures wvere
resulted from the pcst-war social and cultural changes which

ve have seen in Chinatown amd in Quebec society.

9%



Discxepaicy_Retueen The BECH And Its ERViEoBASAt

@ith very few changes on all levels, the HECH contiaued
as an ethoic asylus for dyimg ' Chimnese until 1962. In that
year, the city*s. health unit declared the century-old
buildiag unfit as a hospital. Sanitary facilities were
insufficient and it was considered a fite‘ trap. The
hospi tal vas ordered to evacuate all patients as soon as
possible, thus threatening 1its survival. This threat
indicated that a great discrepancy had grown up betwveen this
marginal, ethnic ipstitution and the Quebec health care

systea as it had evclved.

5esp1te significant isprovesents in medical techmology
and guality of care, accessibility to health care services,
and the possibility of government intervention, the HCH had
resained static between the Second #World War and 1961. Inm
that year Quebec claimed benefits offered by the Pederal
governsent through its Hospital Insurance Act. Since it
would be paying f£fifty percent of all hospital costs. The
province set up the Department of Standard Division ¢to
oversee the gquality of hospital care and the isglementatioa
of regulations, especially in the fields of adlilistratiog.‘

95
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‘udical direction, climical amd techaical services, and the

professicaal traimisg of hospital persoanel (Quebec 1961,p.
207).

Table 5.1 cospres the mortality rates for 10 ethaic
groups ia Quebec between 1945 and 1951. The Chipese had the
highest death rate for all age gtofps. (1) ¢ld Chinese
Montrealers, jourmlists, and city authorities all
recognized that health conditions and services vere very

poor im Chinatowan.

. Iable 5.1z Gepsxal Hortality jate
Rer.10-Comsen BtMaic Groups I Quebec: {1985-1951)

Bihaicity: Iear
1985 1946 1947 1948 1949 1950 1951

. Chinese 20.4 284.27 20.63 19.12 15.57 15.36 .22.58

- - - e . G- - -

Baglish 8.8 8.92 8.56 8.75 8.94 9.00 9.50

A - ——— - - - - - T - A D T WD - -

Freach 9.3 9.16 8.98 8.72 8.62 8.35 86.38

A - G - - - - - — -

German 7.4 7.20 7.54 9.33 8.01 7.88 9.23

- - e ——— o— - - -




Indiam 15.86 19.11 16.56 14.66 19.80 18.33 15.79

- AP T A Sk D D AP D D A

Italiaa 7.8 7.52 6.90 6.62 7.39 6.58 6.12

- e W e

Jewish 6.8 731 6.81 7.72 7.60 6.90 8.46

Polish 7.% 6.76 7.76° 5.86 7.684 9.85 6.18

D AP A Y G P i ————— i

Russiaa 12.3 18.90 12.57 15.489 13.91 15.19 10.49

- -

Okranian 7.2 6.16 7.91 6.01 8.26 8.11 6.35

- e i b - ——

Average

Rate of 9.3 9.23 9.01 8.82 8.78 8.88 8.61

The Year
Source: Anmual Beport of Health Departaeat Quebec
Governneat 1945, 389;: 1986, 283; 1987, 222: 1944,
226; 1949, 228; 1950, 242; 1951, 258,

\ fhe social context was clear. Just as it had beea
challeaged by municipal health officials, sooa the hospital
would becose enmesbed in the provincial sechnisas for the

. éontrol of health care.

O | .



Way had the gap become s0 great? A coatextual asalysis
of the history of the Chinese ia Noatreal, the streagth of
the hospital, and social conditions during the late 1950s,
sugjests two hypotheses: either hospital directors had
aoticed the changes in the external eavironsent but did aot
wish to bridge the gap; or because of their ethaic
background they simply did mot comsaad the resources to
adjust to the changes. Some proponents of the open systeams
perspective predict that organizations teand to msove toward
differentiation and elaboration tg~ correct their
salfuactioaing aamd readapt to the enviroameat. As Von
Bertalaaffy (1968, 19) stated, the organiss ¥4 esseatially
reactive. Outside stimuli are answered by responses which
strive to maintain the systea. However, the evidemce in this
study indicates that the hospital simply did mot bhave the
:L'onrcns to nﬁlpt to envirommental changes. The poor
relationship between the hospital aad theLChincae‘conulnixy,
the apathy of individual Chin,sn toward . the services it
provided, a board of directors vhose authority was based
spon traditional noras but who lacked knowledge about -od;:n
sanajesesat and medicine-—all explain the gap and crisis
vhich resulted from it. Table 5.2 shows a decrease im the

turn-over rate of is-patients from 80 ia' 1957 to 48 iam 1961

(the year before the o0ld hospital was condesned).
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Isar Ns. of Jo of Rat Avaiage Hexsality

‘1987 258 80 93.3% 18.71%
1958 2% 86 89.2% 16.7%
1959 25 ™ 92.6% 10.0%
1960 25 (7 95. 7% 6.2%
1961 2% "8 93.8% 1M.5%

P

Source: Quebec (1957, 164-165; 1958, 19.-195% 1959,
158-159; 1960, 162-163; 1961, 158-159)

TR BIRZE OF ZTHE NEN _NONXREAL CEIBESE ROSRITAL

The Chinese commuaity was coacersed about the threat to
the survival of their hospital. Though not all Chinese
supported it, there wvas a widespread, sentimental attachsent
to the hospital. The board invited a Catholic lawyer who had
business dealings in Chimatown to help deal with the
problea. Oader his legal supervision, the o0ld hospital

board was disaissed imssediately for reorgarizatioa. A

»
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preparatory gemeral meetiag for all iandividuals coacerned
vith thes coatinuity of the hospital vas called. Letters were
seat to recruit physicians, professiomals, and businessaen

from b>th Chinese and host comsunities. The original board

sembers, the Chinese Catholic chuarch, and the nuns who were

iavolved in the hospital acted as @asediators among the

hospital, Chinese, and host coamunities.

A new corporation vas established vith a board composed
of Chinese and non-Chinese physicians, hospital
admisistratocrs, other p:of.nsiongls, and businessaen. 1Its
objective vas to build and operate a nom-profit,
aon-sectarian hospital uhichﬁuould serve the general public,
and in particular the Chinese cosmunity. They planned to
raise a budget of one million dollars much of vwhich would

need to come froam the Chinese comsunity.

Beanwhile, the city's health unit was avare that 22
elderly patients vere still being treated at the Chinese
hospital. It did not wish hovever to assuse the
responsibility of shiftiag these patients to other
hospitals. <The reasons for this it seems, vere the bed
shortages in the face of increasing numbers of elderly,
chronic patients. Hence the city health anit "recosmended”

the hospital corporation's plan to the provincial health

100



departasant.

The Quebec govermment, however, ﬂu.stionod the need for
a Chinese hospital ia Montreal. They based their argument onmn
the censas of 1961, vhich showed that there were only 3,998
Chinese in the province of Quebec. However, Prench-Catholic
priests, nuns, and physicians wvho were vorking among the
ihiﬁbsa argued that the Chinese population had already
illchod 7,000 in 1963 and that there was an urgent need for
health care services because of the higher proportion of
aged Chinese in the ethnic compared to the host go-annity.
Ia addition, new Chinese speaking immigrants from South
Asian countries would also benefit, since they would
sacounter language barriers im regular hospitals. According
to the former president cf the HCH,’ vho vas involved in the
negotiating process, the Catholic authorities® inflngnce on
decision making in the G[Frovincial government vas a key

factor in the outcome.

Needs 3 Ihe lost Commuaity

At the time, health experts were increasingly citing
the need for more chronic-care beds in the near future. As

Rynard said ian the House of Comaons:

101



I have been told over and over again that it is
alaost as cheap to tear down a building and erect a
brand nev one as it is to repair an ol1d one and equip
it with all the modern technology that has been
iavolved since it was first built. This wvould give
work to upesplcyed people in all fields and
professions. ..%ore beds must he provided for the
chronically ill becaunse, as the human span of life

- lengthens, we have more people ill. These beds must
be provided through grants to municipalities, or else
¥e sust pay bospitalization to approved privately ruan
homes ( Debates 1963, 4749).

In wuebec, a coamittee known as "planning
Committee-Convalescent and Chromic Hospitals® vas organized
by the provincial governsent in early 1963 to review
hospitalization needs for chronic and convalescent patients
in the Nontreal area, as well as to determine the number of
beds reguired in the future. The committee’s prelisinmary

report, made the following recomaendations:

1) that 500 additional beds for convalescent and chroamic
patients pe set up in Hontreal;

2) that the Department of Health and the Departsent of
Pamily and Welfare strive to co-ordinate their policy
on an efficient basis through more freguent contacts,
and that they cre¢ate a persant placement centre for
convalescent, chronic, and domiciliary care cases;

3) that all private convalescent and chronic hospitals be

reguired, under the regulations, to consider 40% of their
beds as ward beds (Quebec 1964, 2137).

the_Besuit

41l of these factors, together, helped save the HCH.

Bhen the hogpital carporation pledged to serve the needs of

102
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all ethaic groups im Romtreal, the federal and proviacial
goverameats released § 350,000 and $ 117,256 respectively
for the buildiag fund in 19‘#. The remainder Lhad to be
raised by the hospital orgasizers.

Iassdiately, a fund-raisiag committee vas formed. The
cecporation inv;}od prosinent figures from Ottawa and Quebec
to be patroas: they inmclude the Lisutenant Governor; the
Premier of unibcc ; the Chinese Ambassador to Canadaéﬂthc
Binister of BNational Health and Welfare; and the Hayor of
Hoatreal. Stimulated Py the corporation, . social
orgaaizations in Chinatown responded by actively
participating ia the fumd-raisiag campaigm.

the hospital received about $ 800,000 tré; both the
geasral and the Chinese cosmunities all over Canada. Hany
Chinese consider these fund-raising campaigas to have been
the greatest Chinese sucess in Canadian history. Law (1967)
attributed their success solely to the participation of
cosmunity leaders. He ignores, bhowever the stimulus of

specific social and medical conditions existing in both the

general aad Chinese coamunities.

Decision 19 _Noxe
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paring the crisis period, the corporatiom recogaized
that the majority of Chinese had spread over the island of
Noatreal. Very few Chisese still lived in Chimatows. Thus,
the new hospital case to be built at the centre of the city,

/lt Jean-Taloa - Betro ltltion, -Soss Chinese bitterly

resisted the move. However there was o a;tcttativ- due to
the lack of land i Chimatown. The corporation also fouad
that ths proviacial goverasent vas opposed to building the
now hospital ia the ghetto or ia the nearby downtowm area,

b{cnu these areas were already overcrowded uwith other

hospitals.

-8 .

The hospital moved iato a mew, three-storey buildiag on
1750 St. Denis street om September 22, 1965. It had all the
charscteristics of a nodera bospital. The orgasizatioa of
work and divisioa of 1ab:mt reseabled the forsal structare
of loc;l general hospitals. Although the hospital was
tlppundl.y opea to all, it wvas basically desigmed to seet
the lpgcnl health »eeds of the Chinmese cosswmity.

Interaally asd externslly,’ the iastitutioa looked

Chisese. .The buildiang was covered with red bricks which

sysbolized "luck® . ia the tna;uun Chinese culture.

'1(‘
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Chinese paiatings sand dscoratioas decorated the walis. It
was divided into three sectioas for in-patieat secvices:
there vere 17 beds for loag t;:- and more or less permasent
custodial care, n;a 31 beds for chroaic and coavalesceat
patieats vho had some hope of discharge. Host of th; roons
accoasodated four patients, except for a fevw sesi-private
and private rooms. In addition, the hospital opened eigiht
beds oa the third floor for aa obstetrics departmseat, which
had 12 bassinettes for new-born babies.
4

Shat caused the change fros general apathy and ainimua
.sapport f£or the hospital to eathusiass and maxisus support
daring the crisis? Sarpner and Srole's (19a5, 284)
iaterpretation of ethnic survival suggests a partial answer:

r

Soas of the uliucccslfnlly.lobilc turn bhostile to the
host culture, develop increased feelings of loyalty.
to their ethmic traditions, become active ia
maiataiaiag their ethaic subsystess, and prevest
others £ros becoaing assimilate.

By interviews with the Chinese *n Hoatreal suggest that
it was only ioc the late 1960s that perceived discrimination
by the koit cossuaity began to diainish~--and thea only
'slightly. Therefore, it is mot difficult to understaad why
sany Chinese would supgort their owa hospital. Bith a
legitisate orgamizational goal meetiag the criterion of the

public iaterest, the dyiag hospital received tresesdous

0s



sepport froa both the gemeral Catholic and Chinese

co..uiitio-.

After the Second ©Uuorld War, sore and wmore Chinese had
become frustrjted with the hospital. Some labelled it as an

“gnclean place,”™ some called it a *“ghost-house." The

"iastitution began losing input from its own ethmic base. It

cowld only deal with patiemats on a day to day kasis and did
mot undertake long-tera planning. These conditions set the
stage for the emtry of the new-generation of Chinese alitaé

S

vhen the crisis occurred in early 1960s.

. The new Chinese elites were characterized by higher
"l@ltiol, professional status, and higher social
aspiratioas. Host had assimilated western values and ways
of mamagesent, and considered themselves full-fledged
Canadiaas. Thus, they challenged and eventually destroyed

the legitimacy aasd power of the o0ld Chinese elites by

{
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acquiring pover in the new corporation. The corporation
sucessfully iastituted newv values and goals for the hospital
and consistantly recruited nev members with similar values

and goals from both Chinese and host communities.

In the beginming, the Catholic lawyer advised the new
corportion. The hospital board consisted of 1Sq members:
Chinese physicans, prominent merchants, a priest, engineers,
and chartered accShntants. Three vere hospital
adainistrators from other iocal hospitals. Their vision vas
to free the hospital from crisis situatioas andﬁexpand other

gservices to the groving Chinese community.

Naturally, the new hospital board functioming according

o the accepted norms of vestern industrialized democracies.

It vas characterized by a high degree of diffusion of power,
~

systematic work procedures, and bureacratic organization.in

the hospital. Meetings and elections were held regnlarly.)

Table 5.2 shovws the changes in both number of individuals,

of Chinese and pon-Chinese ethnic origin, and their
occupations, on the board og directors between 1963 and

1970.
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"lable-2.2: The Changes In $igzes, Ethaic Origin
Aud-Occupations Of Members In The Board 9f

Rizsctors (1962-1970)
Occupation/Year 1963 1965 1968 1970
- e b n k> wn - o - — - - -

Hospital Administrator 0O 6 5 6
and Physician (%) (0) (40) (35.71) (42.86)
Other Professionals eg. 1 5 4 5

lavyer, asinister (%) (1.29)(33.33) (28.57) (35.71)

—— - — D - G =ty ——— - — —— v s - ———— -

Businessnen 6 4 5 4

(%) (85.71)(26.67) (35.71) (28.58)

TOTAL: 7 15 14 14

(%) (100)  (100) (100)  (100)

- D D D S O — Y D > WD E— —— -

Ethaicity

Chinese 7 10 8 9
) (100) (66.67) (57.14) (64.29)

¥on-Chinese 0 S 6 5
%) - (0) (33.33) (82.86) {(35.71)

TOTAL: 7 15 14 14
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This ttb'lo suggests the Bmew relationship amoag host
cossanity, Chipnese community, and the hospital. The aevw
board aeabers' higher occupational status also reveals that
the hospital's potential for developsent was getting
increasingly stronger, particularly after the »sid 1960s.
The board members were drawn fros e;:onouic. religious, and
adsinistrative elites. They appreciated the bureaucratic

13

procedg,k:es initiated by the Catholic lawyer, who bhad solid
expeti;f;ce in the legal procedures of health care
organizations, and they relied upon the support of the
hospital administrators. This kind of input froms the
external environment for a Chinese institution in the

Canadian context was unusual in the history of the Chinese

in ¥orth America.
Einancial _Situatign

After the Second L War @World, inflatiom and rising
medical costs have left the hospital in ‘a desperate
situation.  The bhospital charged $1.50 a. day from
in-patients, and it received $ 2 per patient per day froa
the city velfare departsent. Tag days, lotteries, anmnd the
like were used to raise money each year. Hovever, this vas
not enough. As ope hospital otfich} told a newspaper

reporter:
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Until 1957, the Sisters still obtained food for the
hogspital by begging im the city's farmers' sarkets (

gasette 1968). .
The BCH adasinistration eventusally sought help fros the

provimcial governmernt. Inm 1957, the hospi tal wvas accepted as
a charity institation aunder category B-3. It was classed as
a hospital for chronic and incurable patients. The Quebec
Public Charity asscciatiocn paid $ §4.50 per patieant per day
to the hospital. Nevertheless, the financial situation
résained desperate until the corporation built the nevw
hospital. Im 1963, for the first time im its history, the
hospital'’s annual fimancial report stated that "the hospital
is in sound finamcial sitvation with a good cash position
and no debts other than curremt accounts which are all paid
monthly." (Auditor's Report 1963).

The situatioa further ismoved vwhen t‘he hospital
received officlial accx;oditatiog, granted provisionally by
the Canadian Council o= Hospital Accreditation in 1968. It
sas then gualified to accept the benefits offered through
the Quebec Hospital 1Insurance Plan, vhich had been
isplemented in 1961 and which fully sabsidized the
hospital'’s operating expenditures.

Concurrently, the hospital gaj:ned greater support fros

both general and Chinese communities, amd particularly fros
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siddle-and the upper-class HNontrealers. Barly hospital
orgaiaizers had invited mamy proainemt HNontrealers to join
the hospital's corporation. Through these social networks
amd persoaal relationsbips, the hospital had received mmny
donations and gifts in its early years. The new hospital
bcurd\ regained the support from the Chinese coasumity which
it had lost durisg the crisis period. Therefors, the
hospital had strong Chinese input from the 2id-1960s to the
implessntation of sedicare in 1972. ‘Appendix B shows the

fimancial differences between the old and the new hospital.

A_Hex_Rattie

A dreas of turping this sarginal health care
institation into a real, Chinese aini-gemeral hospital
blossoaed the minds of many people concerned about the
growth ia s8ize of the Boatreal Chinese community and its
health needs. However, even in the nevw hospital, organizers
had to struggle to define its obj:ctivu, its relatioaship
with Chinesse and 1local cosmunmities, and its role amd
fumction in the fore-seen ceatralization of the proviace's
health care systea. A presideat’s address to the Corporatioa
in 1968 revealed the coaflict the hoapftul s cxpcti;.cu:ilg

at this time:

¥

+
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As you know...the second floor, for chroaic and
coavalescsent patients, is runsing at f£ull capacity
at all times....The third floor, housing the active
section, has been the subject of very sericus aad
soul-gsearching discussioa at our Directors and
Bedical Board pseetings. How'can we autilize the
bed-space and persoanel most effectively? Shonld we
expand, and ia what direction?...Whenm the new
hospital was beiag DbDuilt im 1964, it vas eivisioaed
that a larger hospital could serve the needs of the
Chiaesse compunity better. Private and corporate fuads
were donated vwith this uaderstaadinag ia view,
Whatever svolves in the future canmot fail to take
this into coasideratioa®” (ECH Anmual Report 1968, 5).

fhe ethnic hospital was becosing the victia of
4 centralization, wvhich affected all spheres of its operatioa.

As oae Lnfﬁtlalt ndlilistrator claimed:

‘A8 the medicare case in, ve knev there's 20 sore
chancCs. Por we all feel that it's not hard to raise
soney fros the cossunity to build a hospital,
however, it®*s bhard to get the soney fros the
government to run an ethmic general hospital.

In its first tiio years, the new hospital Loard focused oa
developaent of the hospital's acute functions., Hovever, as
the goverament took coatrol of the eatire health care
systea, the role of the board and corporatioa would becoss
less iaportaat since govcinlgnt‘took on the task of defiming
goals aad procedures, vhile the ;6103 of administrators and
physicans b;co-o ;lso i-pbttalt but omly in-otar as they
vere implemsnting the ian‘gotial .ptocoanros and  technical
\ aoras desired by the goversment. Bug these coald only occur
in the post-1970 period. Llet us look at the ;anagotiay
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Cesdition_Retuaen Ems A _JNev QLIARARGLE
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The =nev corporation proposed a five-year oontract
(rather than the former one-year coatract) to the Hother
House. The new coantmct nﬁgiix-d the Hother House to supply
three traioed administrators to run the hospital: an
executive director, a aursing dirnctoé, and a person to
control finance and perschnel., The hospital board womld

assiga medical directors for various medical amd parasedical

departaents. ¥

The nev adsinistration®s asost important goal vas ¢o
tightea procedures, recruit more traimed personnel and gaia
official hospital accreditatioa froa the Canadian Hospital
Association. It won that accreditation in 1968. It vas the
label "hospital™ which had guided and attracted tbhe chief
organizers and executives. It was the label vwvhich gave
neaning, pride, aand glory to those people vho had fought for
the hospital. As one of its chief executives said,

The team [ the board members and the chief executives
] vas proud of the hospital's performamce for

13
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obtaining the accreditation in less thaa three years
time, for most of the hospitals in the province have
to spend fros seven to ten years...All of us really
worked very bhard for that at that time. In fact, the
hospital nmeans everything to the president of the
hospital. His life is the hospitall! The hospital is
his life!
The goals of the new hospital during this period eserged
from a continual jrocess of negotiation and co-operation
ap0ORJ the cCoalitions of the more powerful participants. The
aewy Chinese elites vwere rewarded by a renewal of their
territorial, institetional, and cultural identity; the nums
vere revarded in having an object, toward which to exercise

their belief in the value of Christian charity.

the_Adninisteative Structuzs Of The
e Neseitald And _Etheic Zsployment

According to the hospital's anamal statistics, the
following numbers of parasedical and service personnel vere

enployel from 1966 to 1969:

Admiaistration 7 . Bedical Technielans 8
Narsing staff 24 Service Aids 10
Physiotherapist 1 Orderlies 6
Distitian 1 Part-timers 15

About 25 to 30 percent of the employees vere Chinese; some
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were nuns from the aother house, particularly asong the
aursing staff and technicians; the rest vere

Praach-Catholics. Sost part-tisers were orderlies and

nursiag aids.

Hovever, as HNcntreal was not the first priority for
most Chiasesae immigramts equipped with BEnglish as their
second language, gualified Chinese registered nurses vere
mot easily found prior to 1970. An ex-staff sember said:

9
Only those who spoke neither good English nor French
were willing to work at the MCH...If they were good
in Bnglish, they could have found jobs elsewvhere. In
fact, the work load in the hospital was =much heavier
than in other places in the early years. The pay vas
also less than other hospitals. Durinjy that period,
I had to fill ont 48 patients” records each night, in
1968. The hcspital administration reguested us to
keep jJood patient records for future references.
Host Chinese workers in the hospi tal were aids,
receptionists, kitchen vorkers, and. clerks: few vwere
registered nurses. Thus, the Chinese represented the middle
and lower stratum in the hospital. Pigure 5.1 shows the
adainistrative structure of the new hospital froa 1965 to
1970. Table 5.3 shows the percentages of the Chinese workers

in the hospital for the years 1962, 1966, and 1970.
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Iahls 5,32 kthnic Enpleyssnt Ia Zhe MCN
' “
4

3
Ethaicity/Year 1962 1966 1970
Chinese 2 45 56

(%) (20.00) (28.85) (27.72)
‘g A SN iy S b ity S v

. Non-Chiness 8 m 186
(5 (80.00) {71.15) (72.28)

. Total 10 156 202

- | (100) (100) (100)



Seurce: 1962: iatervievs. 1966 and 1970: TPA foras of
all hospital vorkers imcludiag the ‘plnichu.

A large nuiber of suas occupied important pos;itions'u
various departments at the hospital.Other staff mesbers got

their jobs through relatives, business and social ‘Telations

‘with the hospital organizers or chief ‘executive personnels.

The hospital adainistrators could easily exercise their
coatrol over the differeat departmeats. N"nugh’g the
hospital is just like sanaging a hou;’lost people knew each
other very vell,® an ex-adainistrator said. The hospital
m:& tried bard to find gualified Chinese parasedical

personnels both d locally and overseas. The effect vas

#isisum. ’

I

In sus, during the first five years of the new
hospital's existance, the Prench Catholic adlinistx.;ation
tug maintained a very close relationship with the new
corpontipn and the board of directors. Former executive
directors used Usrdl like "terrific™ to describe their
workiag relationship durimg this erriod.‘ ‘The nuns 'not only.
bxo;xght managerial skills to the hospital, they also\fonnd a
variety of devoted labourers ’t:hrongh. their church and family
networks. The executive diioctor. the financial coatroller,

and the nursiang director vwere sent froa the 'sother house

®
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. with the visioa of exectiag a ssall, mti-fucﬂ.n sodern .

hospital.
biffereat . dqnttluta--npctvis;d by varioss
pro-ethaic, noa~-profit-orieated physician-friend s———were
nhl.;to saistain’ a high spirit of co-operatios and harmony
in the ‘iospitnl. The Prench Catholic adesinistratioa
realizéd the needs amd lopu,ot the Chinese cosmamity aad,

in pattiéular, " the ambition of the hospi tal 's corporatioa

-and directors. As the exscutive director wrote of his hope

for the future development of the hospital:

The hospital is ot maialy for chromic patieats; it
Tanges amoag the %gemsral®” jhospitals® (SCH Aaamal
‘ Report {969. 7.

" v
:.
Rest-far-Ssene-
; !

Although. the yhysicgl appearance of the hospital ia

‘c'hi.natoun did Bbot change such after the Second ¥orld Bar,
3

the advances in the @medical technology, imcreased

recognition of social, psychological, and econcaic needs,

and the government efforts to iaprove ‘fﬁchncy with

respect to costs, gquantity, and guality of bLhealth care did
have an effect on the ﬁosp:l.tal's work organization and task
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(, pexr forsance. It tried to react t:) changing social
\

conditions; hovever, materially, the hospital resained veak.

The superwisor of the hospital described the problems
of providing appropriate¢ services with lisited resources as:

A

even more difficult than =y similar experience in
Africa. BNo ome would believe there exists suich a
hospital in a city 1ike Hontreall! It is ironic-—-an
014 man was sent to the hospital from the HNontreal
éemeral to practice valking with the help of a
pashcart—-type affair to leam on. There is not endough
roos between the beds to push it!§

“Im 1957, in order to qualify as a charitable
institution and be covered by the Quebec Charity 'Act, the
hospital expanded from 15 beds to 25 beds by converting the

- Chimese Association's meeting bhall into a ward. It also
increased personnel fros four to six; began keeping proper:
health records; and began motifying the city health unit of
its msortality rate, percentage of welfare recipients, and
the like. This type of inforsation had not previously been
vell orgamized. |

C
_ Before the hnosp:l.‘tull'~ moved to St. Denis Street, all
patieats seemed to be of the same social class: retired
lauadry workers, cooks, and unskilled labourers who had

lived in. Chinatown for sany years. They all received‘ the

_same kind of treataemt, service, and food. Occasiomally, a

-
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few patients had their own private physicians. In-patients
spent their days lying in bed. Due to li-ited‘space, only a
few patients could move around. Others simply read or
vatched TV. Nost of the in-patieﬂts sufggred from such
chronic diseases as diabetes, hypettensgon, and stroke. .Some

were blind.

Many inpatients iept suas of money on their person
because <they &isttusted occidental banks. Hence, the
hospital purchased a safe in wvhich to keep this money.
Patients used their money to buy cigarettes, magazines,
special foods, and the like. Occasionally, after a patients’

death, "distant relatives" would come to claim the remaining

monay.

ia_The New-Hogspital
t
Once the new hospital was built, the nuiper of Chinese
patients attending the services increased steadily. Table

5.4 shows the rate of in-patient occupancy and the recorded

nuaber of out-patient visits from 1966 to 1970.

’
f
t
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lear Bate- of occupancy  Ho of Visits

(In—patients) (Out-patients)
1966 83.3% 1,168
1967 87.2% 175
1968 92.9% 1,002
1969 94.5% 1,268
1970 96.7% 1,594

Source : Hospital census and Annual

Report, 1966 - 1970.

Among the out-patients, about one third were non-Chinese
while the rest were Chinese. Among the Chinese, a large
g&}nbar vere elderly people from Chinatovn and new immigrant
f;‘fﬂies\ from lower and lover—-middle districts of the city.
Among the in-patient services, although the occupancy rate
of the maternity ward rarely reached 50 percents of its
capacity, the department gave the hospital's existence
special meaning. The chief hospital orgamizers and
executives frequently regarded that department as the
®active section®™ of the hospital. As omne of the former

executive directors noted:

The active section gave the hospi tal very special
meaning before it closed in 1969. Each time, as a new
baby wvas born, it vas a big event for the whole
hospital. HNany elderly patients went upstairs to

122



watch the new babies. It gave the hospital life and
hope.

An exaamination of the hospital's adsission records
reveal that, before nmedicare, the nev hospital bad the
highest patient turnover rates and the highest adsission
rates ia all its years of existence. During this period,
there were egqual numbers of Chinese and non-Chinese
patients. This indicates the hospital's evolution toward a
nev role and status as an acute and not totally %ethnic"
institution. The hospital wvas aiming for acceptance and

support froa the nopr-Chinese milieu.

Techaoledy ABd Ethnic Doctors

In keeping with its intention to become a aodern
hospital, the institution was able to update its equipment
and facilities by buying a new X-ray machine, tvo ssall
surgery tables, and =more laboratory equipment. Either
Chinese or non-Chineése specialists were in charge of X-ray,
laboratory, surgery, obstetrics, internal \ledicine, and
out-patient departments refore medicare. 1In addition, board
meabers considered offering sental health services to the
Chiness cosmuaity. This desonstrates the hospital’s

aspiration to evolve into a mini-general hospi tal.

Half of the 12 atteading physicians from 1965 to 1970
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vere non-Chinese; of these some were Vietnamese and the rest
vere either Emnglish or Freanch speaking. At that time,
Chinmese physicians were difficult to find. To deal with this
dilemma, the board invited physicians from Hong Kong and
Tai wan. This, however, was problematic. Some of the
in-coaing physicians used the hospital as a stepping stone
in their careers, while others were either too poorly
trained or had difficulties in obtaining provincial licenses
as the Quebec College of Physicians and Surgeons raised
their reguirements. As one staff member noted:

¥

rrankly speaking, years ago, before the visits of the
iavestigators, we had to disguise gquite a lot of
things. PFor some people [ physicians ] they got
different training from places not s0 vwell
developed...We have to do something on the patieats?
records which they had filled out., It was really a
big troublel
Thus, the non-Chimese physicians coantributed a highly
developed expertise and served as a 1l1link between the
hospital and the general commsunity. Their presence
streagthened and enhanced the new hospital's image.
Nevertheless, as the imstitution bhad no smajor facilities,
many patieats in peed of sophisticated treatsents were
referred to the nmore prestigious hospitals. The residual
isage of an old-age home discouraged many Chinese froa
i
sesking possible help in the institstion. They preferred

other hospitals even whea there vas a 1anguaqixgxob1¢l.
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This chapter bas showm the great selection pressure
vhich the enviroasent exerted on the wmargimal, ethanic
institution through bealth regulations in the early 1960s.
The direct governseat intervention had transforsed the
church dependent bospital into a noa-sectariaam, state
dependent one. It has shown the important roles played by
the nev-generation Chinese elites and the cCathclic church.
The coalition of these two forces provided the main resource
and support for the continuity of the institution. The
blt;aining pover of the nuns resided in their ability to
secure capital and perfora technical tasks. For the
nev-generation Chinese elites, they legitimated their claias
by espousing the ideology of "“ethnic services® £o< the
Chinese coamunity. However, tightening govermsent coantrol
could only allow the preseace of a chroaic institution with
nosinal Chinese cultaral features. HNoreover, the organizers
were gradually avare that the fature developsent of the
hospital did not rest in their hn;ds, mor ia ic Catholic
church's. 4 teasim vwas developing as the eaviroamseat

changed.
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CHAPZER 6 CRETIALIZATION ARD AB ETHNIC HEBALIN CARE
INSTITUTION IB A PLURALISTIC SOCIETY (1970-1982)

This chapter amlyses the impact of further goveraaeat

‘interveatioa ou the HCE in the early 1970s. Pirst I exanine

the Chinese in the Canadian coatext of the 1970s by lookiag
at the effeoct of assisilation upon the grosp's amedical
beliefs, social orgamization, and its relations with the
host coamuanity. Secomd, I describe the refora and new
lléinlation enacted and their effects on Quebec’s health
care systea. rinallg, I use the above framevork to

scrutiaize the structural amd bebhavioral chaanges ia the ACH.
Rthake ldeatification

Ia 1982$ sSoatreal had an estismated total Chiaese
popelatioa of about 35,000.(1) Which can be divided iato
fosr mais groups based om differeaces ia dialect and

celtere, and socio-céo-onic status:
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1)

2)

3)

8)

k3

Tolisanese and Cantonmese-speaking Chinese, who came froa
Kvaagtung province after the repeal of the Chinese
Immigration Act 1947. HNost case from the towas of
foisan, Kai Pimg, BEn Ping, and Hsin Wai (Lee 1967, &371;
Chang 1978, 76). rew sojournors who came to Canada
before the exclusive Chinese Imaigratioa Act 1923 are
still alive. !lo;onr, this remains the doaimant,
socio-econosic groug in wmost Chinatowans in Forth
America. -
Engliskh-speaking descendants, of the first . grouap, both
those bora in China and in Camada.

Chiaese BEnglish and Bandarin-speaking ntidonu( aad
professionals who came from various areas of Southeast
Asia, including Taivam, Hong Kong, Siagapore, BHalaysia,
and China, in the early 1960s.

Recent immigrants who case from Chinese settleneants in
Asian countries under the Imaigration Act of 1967. This
group includes the Chinese refugees (“boat people®) froa
Vietnas, Laos, and Casbodia. Liu (1975, 32) points out
that this group is gquite differeat froa the p:\\oviou
imaigrants: it “coamtains sany  highly educated and
professional pcoplc.;..l.ny anong thems are vell-to-do

and they case to Canada for a peaceful existence.”.

Thus, the Chines¢ cossunity ia HNontreal is
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differantiated horizontally by country-of birth and/or
last perhanent residemce, clan and district affiliation,
and religious and pclitical preference; and vertically
by education, occupation, income, and area of residence.
Bany Chinese 1live in middle-class areas such as Ville
§t—Lauront, Town of Houmt Royal, Outremont, LaSalle, the
South Shore. They are eantrepreneurs, ptoféssionals. and
seai-professionals. Lless-successful families 1live in

Park Extension, Van Horne, Cote De Neige, and Rosemont.
Asong the latter are men who vork as cooks, wsaitors, and
grocery store workers, and women vho are often seviag

sachine >perators in garment factories.

Ekhaicity And: Nedicine

Host of the Chinese in groups 1 aad § speak neither
Bnglish nor Prench. They are either old imsigrant
couples, old sojourners, or new immigrants. Social
agencies in Chipatovn estimated their numbers in 1982 at
between 300-400. These are people who need special
atteation in attaining adeguate medical services because
they have serious 1language problems, or they lack
sufficient knowledge about the local health care systes,
or they are accustosed to traditonal Chinese medicine.

Ia 1982, five Chinese physicians, four specialists, aad
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on® GP run five clinics in the old ghetto which are open
four wveekday afternoons ard one morning. Bach clinic
sees 70 to 100 patients a week. Host of their clients
vere elderly Chinese and nev immigrants with serious

laaguage probless.

Five shops sell Chinese herbal medicine in the
ghetto; three of these offer consﬁltatiéns for
traditional Chinese aedication. One runs a clinic with
acupuntcure service. Bach of these traditional
practitioners see five to fifteen patients a week; most
of them are elderly woman and, occasionally, their
children. Most patients suffer from chronic illnessness
such as rheusatiss, skin disease, gynaecological

ailsents, and stosach illnesses.

There seem to be three possible reasons why
traditional Chirmese healing arts are no 1longer popular’
in Quebec: (1) Western medicine has gained popularity
rapidly among the North America Chinese issmigrants. (2)
Nost patients sust pay to consult herbalists because
their services are not insured under the medicare
systea. Hence, clients 'only seek - out traditional
practitioners vhen vwestern medicine canmnnot cure thesm.

(3) The costs and gquality of bherbal medicine are
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anpredictable. The price for filling a prescription
varies from $ 10 to § 50. HMNore important, some Chinese
80 not have confidence in the limited stocks of herbal
medicines which traditionalists keep on Eﬁid. (2)

k

Sasiasss In Chimatovs

Chinatown is bcunded by Dorchester Street on the

sorth, Vitre Street om the south, Elizabeth Street on

the sast, and Eleury Street on the west. The area is
full of Chinese restaurants and g¢grocery stores.
According to a government city planner, Bontreal regards
Chinatown as an important tourist attraction, though it
is a "type of no-man'’s land, full of parking 1lots" (
Gazette- 1981). Several large building complexes are novw
being constructed in the area. According to comaunity
leaders, these vill block the growth of the Yethnic
base." Some even view Chinatowna as <confronting
“oppression amnd crisis" ( Noptreal <chinese Quartist
1983) .

In 1982, Chinatovn had about 25 to 30 resturaats
amd grocery stores, five book stores, several arts and
crafts shops, a fev bakers, several food sanufacturing

firms, tvo flarists, two travel agencies, two hair
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saloas, one weekly nevspaper, several professiosal aad
busiasess associations, aad a few sports amd cultural
clubs. Some inforasants said that the number of business
shops had not changed greatly from the 1970s to the
early 1980s, though the types of businesses had
diversified. Bany shop owners complained about high
rents due to the high desand for shop space. Hore thaa -
200 Chinese restauraats have emerged throughout the city
of Boatreal; ranking from fasily run *take outs" to

luzary restauraasts.

decial Qroanization-

~~
£
e

rha political organizations and clan and district
associations formed at the begimaiag of the 20tk ceatury
have becose almost totally ingctivo in comsunity
affairs. They only open on weekends for a few aged
Chinese vho wanted to read, chat, or play cards. Host
continue to hold annual banguet nmeetings, at vwhich
atteadance sometises exceeds 1,000 people. Apart from
saintaining blood-ties, and reinforcing ideological
+beliefs (especially agaimst the Coammunist regime ina
sainland Chia;), the main purpose of these organizations
and associations is to encourage the traditional Chinese

baskiag systeam. In HNoamtreal, there were at least 1,000
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Chinese who still use the Chimese banking systes in
1982. (3)
- {

In 1982, 750 Chinese adults attended eight. Chinese
charches ia Hoatreal: seven vwere  Protestaat; one was
Catholic. The churches vere the omly social orgaaizatioas
which had fairly stable semberships. All other social
organizations in Chinatowa were facing iastability ia their
persoanel, funding, and sesbership. This suggests that
sither the Chinese were imsature ia running their volunteer
associatioas, or that the atsociations\-0r¢ still ia the
latter }hnsas of a trapsition period from traditional
Chinsse persomalistic organization to western democratic
bureancracy. This phencasnoa was appareat ia the social
oxgaaizatioa of £he HCH.

Amsiailation- ‘

Siace the s.i:lnd world war, samy Chinese have coaforsed
to Camadian values and customs ia various degrees im order
to mest the needs which the ethaic ccommuamity can no loager
satisfy. Bany individmals ;wc.pdad in asassing wmaterial
veslth. Bany have climbed the ladder of success through
educational and vocatiomal training. The entire comaunity
has begua to Mxoadem its formal aad ' inforaal relatiocaships
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vith the host conmunity asd with other ethnic cossunities ia
soatreal. Im Gordoam's (1964) teras, cultural and stractaral
ns:i;ithion ha;i began. Hom.ver{ whether the majority of
Chinese saintain certain spheres ;f traditionmal cnl}uto
(sach as values, b(lia}l, language, and diet), vhether the
group shares a sease of people-hood lithltbd aenbers of the

host coamuaity, is still a topic for further study.

Hen_Settiecs

Table Q.i shows that since the 1960-; there have been
sore professionals and technicians among the nev immigraats
tro: Boag Koag and 2aivan. It is the aembers of this group,
add Chinese studeats at 1ocal colleges aad usiversities, who
have beea responsible for the major social changes ia
Chimatowa. Cultural and social service organizatioas,
voluatary social-ns;tigo associatioas, and Chisnese radio asd
TV all blossosed in tﬂ. early 1970s. Although these yomag
pﬁoplo were nsiticra\gtostigions coamsaity leaders nor
industrialists, their ack;?n: changed the daily social life
of the najdiity of Chinese ';l Hoatreal. Through the aevw
imsigrants and stelents groups, Chinese culture gained
recogaition in the ‘sainstream society. This pheacaenca
coiacided with the fact that the original leaders were
either oa the verge of retireseat or !oft second-generatioa,
éhliﬁta:-botl Chiness.
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Lasigcants Eatscing Capads_In. 1960, 1370, and 1990

occup/ Year 1960 (a) 1970(b) - 1980(c)
) (x) (%
ldg}nisttative 2 104 191
and HManagerial {0.85) (4.79) (4.38)
Professional 136 1073 - 1984
and Techaical (57.63) (89.40) (85.54)
Coamercial 25 530 796~
and Clerical (10.59)  (28.40)  (17.65)
-r‘“ X AR S L2 - -
Service" 56 344 872
(23.73) (15.84) (20.01)

NSanual .and 17 21 541
Others {7.20) (5.57) (12.42)
Total 236 2172 8375

Sosurce: a, Origin and Intended Occupation of

[}

Imsigrants. Imigration Statistics. 1960, PP.10-13.

N\
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‘' be coﬁngr; of Former Residence and Intended Occupation
;f Inmigrants. Immigration Statistics. 1970. PP.
16-19. c. Intende&'Ocqnpatign and Country Last
Permanent Besidence. ‘Immigation Statistics. 1960.

-

PP. “0‘“7‘.
Note: a and b under Chima, c under China, Hong

kong, and Taiwan.
[

Table 6.1 clearly refleéts Canadian*innigrétion policies
wvhich have shifted from racial Ocriterin. to econosmic
criteria. Canada is now more concerned about the
potentials (both skills and' capital) of new ismigraats

{
(Havkin 1972; Wood 1978).

A-New-Coutlict
‘éw.:‘b-

L The emergence of a nev generation of Chinese elites
during and after the 1960's intensified the conflict
betveen the Chinese and the Quebec society because the
Chinese openly identified with their ethnic origin and
cultuire, and exp;essed different socio-economic and
political objectives. Such tension could be observed in
the struggle over the future of Chinatown, in the 'Othg
patterns of the Chinese during the 1980 Quebec Referendus

s
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on iandependence, and the iigration of Chinese imsigrant
faailies from Quebec since 1980. Hany young Chinese
teenagers are planning to further their Rnglish education
in otaer provinces, and young professionals and
seai-professiocals wvho speak 1little or no French are
looking beyond Quebec. (4) This has heightened the sense
of confrontation betveen the Chinese and the host Prench
society. As Breton (1972) pointed out, the differeant
position and okjectives among different groups have

created and affected all institutional spheres in the

Quebac society.
CHANGERS X3 THE BOSI CONNINIIX

The_Reforn

Is December 1966, the Parliament of Capada adopted
Bedicare Act S.C. 1966-1967, chapter 64, and the
Assistance Plan S.C. 1966-1967, chapter 45. These lavws
assured Canadians access to sedical care. ihen a
province™joined the federal plan, about two thirds of the
care cost would be paid ‘by the federal goverament
insurance (C.I1.H.S5.8.1970 vol. IV, 17-18). These lavs
revealed that the Capadian government favowed a

progressive and comprebensive health care progras for the
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3)
6)

7)

people as a whole.

Quebec faced its own unigue amd historical probleas,
incleding high aaeaploymeat, lover incose, higher
sorbidity rates, lover life expectancy, and a 1lovw
propaortion of the populatiosn with private Dbealta
insurance (Taylor 1379) . Boreover, the nev bureaucracy
in the health sector realized the jgrovince lacked
mechanisas to discuss Quebec's health care probless. 1In
order to solve these unigue social and historical
ptbble-s, puebec felt that it needed a special health
care systes designed to fit its own needs. The
Zastoaguay-Nepveu Comsission was established imn 1966 to
avalsate the Quebec's sgecial ne'eds. In particslar, the

cosaission was tc investigate:

@
the ownership, managemest, and sedical orgaaizatioa of
hospital aad social welfare institatioas;

existing hospital iasurance;
the establishsent of health insuraace;

medical practice and the evolution of sedical amd
para-sedical actiwity;

social assistance measures aad their developsent;

the structure amd role of diverse agencies and
assy>ciatins emgaged iz health anmd social welfare;

hygieaic and preveative seasures; .

{ ¥
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8) nmedical amd para—-medical persoaal and eguipment;
9) education and research (Lee 1979, 6).

Pour years later, the coasmission reported that there
vas an absence of systesmatic organization im the province's
care 1listribution: regionmal and social disparities, such
japs in the evolution of health services vhich produced, for
exaaple, loag delays inm nop—-urgent examinations and
treataseats. In hospitals, professional and technical
personnel vere found poorly distributed. The comaission
also saw the need for preventive, as vwvell as curative,
medicipe. They emphasized *reducing the rate of
hospitalization for treataent of acuate illnesses and
increasing the rate of utilization of general health
services, particularly services for health education,
prevention, and screening purposes* (R.C.I.H.S.H.1970 vol
IV, 252). It called for a deceatralization of services and
decision-making processes and the need for standardizatioa
and egqualization of health ca;:e professionals. This would be
achieved, it argued, by imvolving the consumer and the
community in the admininstration and plagaing of the health

care systes.

The Castoaguay-Wepvean Comnissim®s report provided the
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basis for Bill 65, am act to organize health and social
services. It wvas passed in the UNational Asseably in
Deceaber 1971 (At the same tinse, Casﬁnguy became the
Hinister >f Health, rasily, and social Welfare). The nevw
'opc'n health systea® focusod on the regiomalization of
lul.tah services, Jld nttc‘-ytnd to coabine both social and

ambulatory services at the community level.

The Ministre Des Affaires Sociales (8AS), a ceatral
coordinatiny body, vas created to distribute funds and
coordisate the work of various health and social service
orgamizations. The ministry standardized costs, fee scales,
vages aad the like, adapting a more "socialist® perspective
than had previously bees the core. Local cossunity services
centres (CLSC), departmeats of cosaunity health (DSC), and
regional social service and health councils (CRSSS) vwere
created to decentralize nmanagement and decision-saking ia
the systea. The councils vere coupou*d of officials anmd
citizeas living within each region, and vwere sandated ¢to
proaote coordination if the varjous services being -
scrutiiized to local needs. They ' initially bhad no budgetory
nlthatity- however and were largely advisory. ‘

The Quebec toard of Professions ) {orPQ) ‘vas also
established tarowgh Bill 250 to redéfine aad stasdariize

’/
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roles, services, and duties of "indepeandeat professional
practice.® The bill gave the goveransent stricter coatrol
over the health professionals, 1§clidiuq doctors, deatists,
pharmacists, optosetrists, and dental hygienists. The board
also ensured that jrofessional corporations adopted a code
of ethics and arbitratioa procedures for its clients, as
vell as effective disciplinary procedures for each

professioaa. ﬂonce,~ the board tried to ensure that

- professionals "act in the public interest.”

Iuttherio:o, all previously approved budgets for
hospital constrection wvere cancelled to permit the
reorjanization of chronic and primary care and review the
allocatioan of resowrces. The bill'’s’' follov-ups gave new
hospital boards (which vere sandated to include: health
professionals, workers, and consumers) the job of allocating
fearly global budget. Bill 65 and its associated
legislation case into effect in November 1970. Services wvere
joiatly fipamced by federal and provincial governssats.
Bowever, benefit schedules for physicians in the province
veres negotiated betveen the Binistry of Social Affairs aad
the organized wmedical professionals (i.e., the Specialists
and Gensral Ypractitiosers® Pederations). The provincial
hospital authorities  were esseatially responsible for
approviag hospital ludgets and for liceasing and inspecting
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health care services. the viadow was also opeaed for public
]
pacticipatioa and accouatability.

The _Rffest

o

The reorgasizstion of ths heslth care systes has
changed structures ia the hospitals and shifted power ftt;.
religious and philasthropic groups to goveraseant based
Wtechnocrats®. Governasnt has becose the isportaat source of
decision smaking. Professionals and philanthropists becass
associated with the administrative ars of the provincial
health cngn systen. The line between the interests of the
wealthy, the professionals, and health care consssers has
faded, though not disappeared. Renaud (1951) argued that
the reforas had opnly involved a certain reallocatioan of

resour:es among various e¢lite groups.

However, the imterests of ssall iastitstions sech as
the NCH vwere represeated aeither by the state wnor the
regional elites or the councils of various adistricts.
Becauss of its depeadeace on state funds, NCHE became part of
the "petwork®™ and the Chimese .comsuaity lost its coatrol.
The opening of a democratic undoy for public participatioa
and accountability through regionalization seesed iroaic to
the othaic minority growg. (5)
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Before the imgplementation of Bill 65 ia 1972, the

-policy making procedises of the BCH still depeaded upon the

Chisess's >wn ahili.ty to cope vith the extersal emviroasent.
The aesbers of the bospital board, who were mainly amerchants
amd other Chiaese aand professional elites, sought every
possible neasns to isprove and develop the new value aad

ssasiag >f the ethnic health care entity. The board members

_were avare that the Castonguay report would become the

offical goverameat perspective om health refors.

Os the other baad as early as in nccélbct 1967, the
year that the Parliasent of Cauda‘ adopted the Nedicare Act,
the NCH was also aware that its future development did not
solely rest in the hands of the hospital itself or the
Chiaess coamsunity. The health refora vas intended to slow
rising health costs. Ia order to cosply with government
policy, the haospital closed its obstetrics departmeat in
1969. (b) Hospital organizers then u:gu“d that since the

| "2
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X
joveraasat aade a0 special coacessions in providing other
acute services to the Chimese, it would be legitimate for

the hospital to maintain such services for the non-Eaglish

- or Preach speakisg Chinese. Pror instance, a "diagnostic

ceatre oa an out-patient or short-ters adsission basis® was
_widely discussed among the board of directors before the
ispleneatation of Bill 65. However, as this plan "envisaged
coasiderable changes in the hospital's physical plant,” the

hospital eventually abandoned the plan.

In 1971, as the (Quebec governmeat began reorguaizing
the provimcial health care systen, the ‘h?gpital began to
sxpand its out-patient dJdepartment, which it would have
preferred to close down for its lov attendance. | In 1972,
the hospital expanded its out-patient departament from one GP
to sevea specialists and one GP. Eventually, the bospital
realized that the out-patient departmeat was the only
acate-oriented service vwhich it could develop further,
especially since the provincial Binistry of Social Affairs
officially classified the hospital as a "hospital centre for
proloaged care of long-term patiemts® in early 1973. This
iaplied that any other ethaic purposs could no loager be
built iato the holpitai organization. The hospital had
totally lost the control of its ®end ptodncﬁ' which vas
regarded as the sost important factor in recruiting

18



potemtial inputs from the exteraal eaviroameat for all human
service organizations (Nasenfeld and BEnglish 1979). The

~ charm of autonoay aad self-maintenance had gone with the

viad.

]
Immact_Qu-She CoERsiatien

Before the iaplementation of Bill 65 in 1972, the

‘hospi tal board was composed of prestigious local

busisessaen, cosmunity leaders, and seaior medical, law, and
business professionals from both the Chinese and the major
community. Their goal was to erect a amodern multi-fuaction
Chiness hospital in HSontreal. The corporation behind the
board had the absclate power to purse this goal. Table 6.2
shows changes in the social backgrounds of the corporationa
nesbers after the ibionntation of Bill 65.



Tadle-€adi The Cianses OF Segial Bagkoresads Aneas The

Gernacatisa _Nanhaxs ok The Xeaza 1368, 1875, 1302

Tear 67-68 728-75 80-81
Owmers of Large 10 8 6
Coapanies eg. (21.74%) (18.60%) (13.33%)
sational firms
Local Berchants 1 10 7
eg. restaraat (23.91%) (23.26%) (15.56%)
ovners
Seaior 15 13 12
Executives eg. (32.61%) (30.23%) (26.67%)
administrator
Professionals 10 , 12 20
eg. HD, lawyer (21.74%) (27.91%) (28 ,.04%)
Total 86 &3 S

§
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Nore than half of the corporatiom aesbers (28  of 86)
resigned afto; the implementation of Bill 6S5. BNost vwere
wealthy local busissssnas and senior professionals in the
city " who vere regarded as "iaportant and inflmeatial
sesbers® by the blospital's core organizers. They were
replaced by less promiment youmg professionals. The early
organizers were clearly disappointed. As one told me during

the interview:

Before medicare, we had very poverful pecple ia the
corporation, sose vere lawyers, sose vere famous
businessaen ia HNoatreal...¥We got support froa big
banks like the Royal Bask of Camada and the Bask of
Noatreal, the requiremeats of joining the Corporatioa
were very high at that time. However, during receat
yoacs, ve are lacking such strong people to head the
Cocporation, we ll"j’lﬂ'.tid the regquiremeat of
seabership....Bov, ve "just look for people who have
average status, vith good reputations ina the
cosmuaity, and are villing to devote some time to the
hospital.

This phenomenon isdicates that the ceatralization

process bhad deeply disturbed the ethnic comsunity. The

hospi tal adapted to chamges in the health care systes at the

cost of somse smajor aad adverse changes in valuvatioa. It
servived by sacrificing the values vwhich it deenmed
essential: it did mot have amy power to influence the systea
and vas bound to share and agree with wvhat the saiastrean

society defined.

.
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The hospital dissclved its board of directors ia 1972
to neet the demands of Bill 65. A new board U;s tono'd
ander the government's imstructions. However, this change
veakened voluntary support fros both the Chinese and the
aajor cossunities, and it frustrated some early orgamisers
aad devoted supporters of the ACH. Appoiatees of the
Lieutenant-Governor, slected recipieats, and nonclianical aad
clinical hospital staff forsed the nev representatives of
the nes hospital board cf£f 12 aseabers. As the corporatioa
could‘\only hold four seats on the board, their power waned.
This caused dissatifaction among the corporation aseabers,
with the nev legislatios and the future dewlopment of the

hospital. As one of thes comsented:

If I vexre ia the coanittee [ the Board of Directors ]
X wonld bave pushed the goverameat to fiaish baildiag
the old Polk's Home wmuch earlier. I dom°t szmactly
kaow how the present coamnittse was dealing with the
governaeat! ‘

len_ltsetegion

1

In aa atteapt to protect the miniaus "ethaic bomdary,”
the Poundation of the hospital was formed im 1972 “to hold
funis and to receive mav donations amd other gifts,® amd “to
safeguard the corporaticn’s assets and provide fuads for

147
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sedical research and much needed development projects for
vhich Sovernaent grants sere not available." This phenomenon
clearly revealed that the ethnic institution wvas both

looking for compensation and for wvays to grow.

Sslectively "mtching®™ the eavironment'’s constraiats
with its own orgasizatioa l;as a special characteristic of
the sthaic health care institution. As chronic care had
becone one of the biggest health care issues since the early
1960s, the hospitai proposed to the Hinister of Social
Velfare coastructios of an old age home beside the hospi tal.
According to the Hospital®s Annnal Report (1975) and to some
inforsants, "the proposal vas well received in Quebec city.”
The plan vas upset by the fall of the Liberal govermment in
Queb2c in 1976. Ome of the hospital’s chief asembers

<

rmlpd:

The nRegotiating process mas cosplicated. We had been
to (Quebec City samy times to Bameet the government
representatives there. PFinally, ve got the proamise
fros the former lLiberal goverament. However, the PQ
jovernasent coses up...They froze the whole plan for
more than a year, just said that "ve vant to make our
own investigation.® Agaim, we travelled up and down
to Quebec (City. #e foumd it's gquite tough to deal
with the PQ govermnment, particularly if your FPreach
is not good emough. We. did encounter many
difficulties. Pinally, wve vwent to see the former
Liberal represeatatives and aaked thes to fulfill
their proaise. They did keep thelr promise and helped
us to push the presemt Quebec g nsent. It vorked!
Howvever, it had involved the he of Bmany our
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(4! friends.

In 1979, the Parti Quebecois government granted the HCH
Qﬁ 2 million to build a 44-bed building beside the hospitaf
vhich would serve a§ a reception centée for old-age people.
Fhe building was completed in 1982, at a total cost of § 2.6

million. The cost ocverrun was due to the delay in approval.
IHE_DABAGERIAL LEVEL

serviag Ihe New Boss

Bill 65 gave the hospital a new employer: the Quebec
government. Before Bill 65, the corporation had the power
to choose any <capable candidate to manage the hospiggl.
However, Bills 65 and took effective control of the the

hospital from its board of directors and professional

eaployees. One of the hospital's chief executives said:

As this is a public hospital, entirely funded by the
jovernaent, except its corporation is Chinese, there
is nothing here which is really Chinese novw. The
government is the real boss. They control everything.
Ve have to following their regulations and
instructions carefully.

Clearly, as the main source . of money for the organization -
changed, so did its objectives. As a result, financial

issues have become the most touchy areas in msanaging the
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hospital since sedicare. The perscnnel at the sanagerial
level have become particularly anziowus about their anssal

budget. OJne of thes said:

Ia order to survive, we have to plan cur tudgets very
carefully and saistain good standards of service. Por
the goverasemt evaluates our perforsance by looking
at the money they spent ob this hospital aad the
services we provide to the coamunity. Thus, we tried
Jur best to limit cur expenses. e spent less money,
but provide msore and better services than the other
similar hospitals.
This change illustrates Perrow's (1963) paradigs of
administrative dosinance phase due to the increasinogly
non-routinizable functions amd sophisticated interdependeat,
specialized bhealth services in modern hospitals. H#ore
afficient and economical cperation are the sajor concerans.
Because physicians are less interested ibn cospeting for
pover in a chromic hospital, the power possessed by the

Prench managerial staff bhas become extremely overt at the

NCH.

The BCH's administrators complained to se about ®piles
of paper work to fill ocuet from the gJoverament,® adding that
wgood hospitals do bot really aeed governament imtervention.”

Said one adaministrator:

#e have to play with politics: for instance, I seldoa
call the district office to discuss serious business.
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Ia order to sake these 'bhig' people uaderstaad what
is Chinmese, I will wussally call thea before 1lauach
tine and meet thes ia Chimatowan. While they are
eatiag the Chinese dishes, I explaia to them the
aemijue aeeds of the Chinese population. The other
thing is ay trip to Quebec City to @seet taose
praviacial represeatatives. Ussally, I take the
eight o'clock plase ia the moraing amd arrive there
approxisately at nise. ¥hea I got thers, they are
asaally still haviag coffee or readiag mewspapers. I
knov I am wasting my time to get there that early,
however I ksov that I could gain tise by loosiag
tine.

Ethaic Empiarmeat

As all the chief executives im the hospital were aot
Chinese, a Preach Cathclic teas forsed naturally. They
controlled all access to the hospital's key positioas aad
were hijhly coacernmed with maintainisg their status guo.
Ethnicity and religion had gradually become the sost
isportant dividing line between the Chinese and the Preach
Catholic staff. Thkis created two separate social sorlds;
one Chinmese, one Frrench Catholic. There was no real social
interaction between the two groups apart froa the gestures

of coucrtesy: "Hi® apd "Good-bye."™

Although the hospital bhas admitted sore Chinese
patients since 1970, a careful investigatioa of all
full-tise and part-time staff revealed that, after Bill 65,
the percentage of Chimese employees in the hospital dropped
significantly. The following tables show the gradual
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iacrease of Chinese patients and decrease in the percemtages

of persasent or temporary Chinese staff vorkers.

Zabie $.3z Jotal Nusher Of Chinese Ratisnts .
Adaitted In 1970, 1872, 1978, 1976, 19748, and 19389

YTear 1970 1972 1978 1976 1978 1980
- (a) (a) (a) (a)
Chinese o 40 29 25 20 13
(% (88.35) (57.97) (76.36) (83.33) (74.07) (86.67)
Boa-Zhinese A&7 29 10 5 7 2
(%) (51.65) M2.03) (25.68) (16.67) (25.93) (13.33)
Total 91 69 39 30 27 15

Source: Adaisssion Becords 1970, 1972, 1978, 1976, 1978, and

1980. a: 1low tura over rate after thé isplesentatioa of
Bill 65. The hospital was officially classified as a
“hospital ceatre for proloaged care of loag ters patieats”

by the Biaistry of Social Affairs iz 1973.

7
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Iable 6.%:1 Iotal NEuaber of Chinsse
isckins Fall ex Rastins At Xhe Nesnital
Year 1966 1970 1978 1978
Chinese 45 56 32 31
(9 (28.85) (27.72) (16.88) (16.67)
Son-Chinese 111 186 158 155
(M (11.15) (72.28) {83.16) (83.33)
Total 156 202 190 186

Source: TP forms oigtll hospital staffs for the years 1966,

1970, 1978, and 1978.

tisnce £.1: grsasizatienal Stractars
QR ACE Aftec Rill 65 (1972)
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In 1981, wmost éhinoso enployeses at the hospital vere
stratified at the siddle and the lowest stratss. Ia fact,
the latter is overvhelaingly represeated. They iaclude
receptionists, aids, orderlies, aad clerks. (7) A Chimsse

staff aeaber cosplained:

fhen othcg seed people ia the relatively higher
positioas, Preach is more isportaat thas aay other
gualification. Bven vhea they hire ward staffs, they
just care if the persoa caam cossuaicate vith thea ia
Freach, mot with the patieats who speak Chinese.
Since the end of 1970s, the hospital begam hiring sone
!tcnch-splaging Vietnanese, who spoke 1little or no Chinese.
I found that sany of the Chinese eaployees were bitter about
the jobs they held or had held. They felt there wvas a0
future for them at #CH, and used expression such as "ao
other chiice," %as a stepping stome,®™ "aoon-lighting,® or
“gelf-sacrifice® t¢ explain why they worked there. Others
said: %I aa still studying at school and waiting for
chances.” *I found this job, it doesa't bother my regularx
fanily life, so I stay." "] was invited to work here by XX
and XXx." "Naay people jnst\nscd this place as their
stepping stome, if I <could fiad a bDetter job, I vwoa't

hesitate to leave!®

As for hirimg criteria, [ choice betweer IBnglish- and
Freach-speakiag ] the following excuse was cCosnon asoag the
155
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Freach staff:

As the patients understand néfther BEaglish mor
Freach, it really doesa’t satter to hire nore FPreach
speakiag staff to vork here.
The adaiaistrators seea to forget, hovever, that asost
Chinese who work at the hospital have little or no knomledge
of Prench. Soae of the Chinese vorkers feel they are
; . \\ ‘/.,\,\ )
deprived of informtiom sbout what is goimg on in the
hospital. Ia order to Ot/.l the teasioan, devoted corporatioa
sesbers stressed the ti:aditioul cu.nn merit of respectiag

aad lookiag atta:<'.h agcf

e

Ihe _Esciel _stzactacs Of JIatsraal Cantiel

AMlthough officially all job vacaancies ia the bospital

are opea to the public, I found that social networks amsoag

fasilies, churches, orgasizatioas, and friends played
crucial roles in the hirisg process. A reliable inforsat

cossented:

fesides kaoviag Preach, if one knows aobody here,
there is no 008 for a straager.

Thess iater-personal naetvorks created a uaigue employee
eaviromsent ia wshich the chief ezecutives exerciss a kiad of

chacisaatic and authoritarias coatrol through veekly

13
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adaiaistrative seetiags (8) . Thus the real power vas shared
asong the Executive Director, the Bursiag Director aad his
ncai:tani, and the Pinancial aand Persoanel Caoatroller. The
. orgamization serely nttcnpt;d to recruit those who would fit
in, those who would get along well with others, and those
vho would not break the organizational rules. '!to
professionals (eg., physiotherapists, social workers) vwho
are in charge of departseats have little isflueace over the
policies or daily routimes of the hospital. One departaeat
head said:

The goveramest gives little momey to the hospital for
saintaisiang the sexvices. HOw could we cospete? UWe
just try to fiaish our 9 to S rostise daily. It's
essentially very peaceful at this place. Bvery
departaeat jest does their owa work.

Bevertheless, thers seesed to be 100 real peace between
the vell-established departmeats and the newly developed
ones. For instance, the physiotheraphy departaent (reasovated
in 1982) felt that the nurses vere not very cooperative.

k)

They didm't appreciate our treatsents aasd they
cosplained about moving "their” patients arownd. It
distarbed "their® schedules. So ve can only treat the
patisats during the few hours before 1lunch asd
dinsner. They require that we sead zl1l patients back
oa tise, However, they seldonm prepare the patients oa
time for us to pick thea up.

I also fou!d evidence of the chief executive’s explicit
control over parasedical departmseats (X-ray, laboratory,
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occspational theraphy, physiotherapy). Host of the
departaeat heads were excluded froa the weekly
administrative meetings, and there vas no vorker's umion. Ia
addition, all paramedical departments were functioning at a
siaisua capacity. 2 large nusber of assignasents 1like blood
tests, I-rays, aad physiotheraphy vere referxals fros the
out-patient physicians or froa private practitioners ia the
l;igbouthood. Compared pmith other local hosgitals, the
parasedical departsents at HNCH were uswally busy oaly half
the day. This created an eavironseat in which lanipulntiop

by 2 handful of chief executives vas easily achieved.

The executives could also saccessfully excercise their
adlilisttativc pover vertically in the hierarchical scale.
For imstance, the executive director vwosld <call the
presideat of the board of directors and t€he corporatioa at
least once a week tc discuss the 'hoiyital'i business. " This

suggests that the emcutive directors had the sugport of the

hospital®’s organisess.

1 iaterviewed several ho.}itnl organisers. Oaly ome of
thes had a mimor complaiat. The others ;Qtl satisfisd with
their perforsance in tllilng the hospital. Bowever, the
cocporation and the Presch c:tholic"adninist:ntio: were
autually Acpond.nt‘cl each other. There was an understasding
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that if it vas not for the help of the Freach Catholics,

there detinifily wvould mot be a wpodera Chiaese hospital.

All cocporation uembers realized the isportaat role played

by the Freach executive teaa and | their church duriag the
~

negotiation process vwith the provincial govermsest.

This also seems to explain the "segregation processes®
asong the founders, the French executives aad the Chinese
staff, since they vwere all placed together vith these
seening differeat interests and favours. Heamce, the rigid
adasinistrative coatrol over differeat departaests has

granslated the hospital snder the coatrol of a few

individauals.

AMaisaise._Riehlisas

In relation to fisaacial comceras, the eaxecutives wvere
also aaxious about the tsra-owr rate of in-patieats at the
hospital. Disposing of those in-patioats‘uho did pot need
any wnore inteasive wsedical care, but alsoc could not be
dischacrged for persomal reasoas, had become the sain probles
of the adaissions’' comaittes, which vas composed of the
Bxecative Director, the Professiosal Service Director (a
Chinese surgeon), the Burxing Director, aad tn. Social
Sorker. Ome of thes said: )
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#e have a very loag list, sore thaa 200 patients, who
are waitiag for adamissioca. Baay of thes 4o aeed
intensive medical care. Rowever, our—turn owver rate
is low!
Said another:
e have tried differeat ways, vwe just coulda’t get
the families to cose asd pick up their rnlativ&: e
evsa promise thea that they vwill bave the fir
priority to cose back aaytise in case of any need. It
just dida*t work!
This "Jumping grcusd phenosenocn® has influenced the
admissions policy of the - hospital. ®Seriousnsess of the
illaess, short tera treataent, aad poor home care
facilities® were the first priorities for adaission.
However, adaissioas personnel also scrutini zed the
“jateations® of fasily sembers who seat the patient to tae
hospital: villiagness to take the patieat home when he/she

20 longer needed treatasent was crucial.

ALl patients adaitted vent through 3 professional
referal systea. It vas rare for the hospital to adnit a
patient with m0 conmections with the holéital. The patients
were either adaitted through the ost>patient departaent
shich they atteaded regularly, or through the hospital’s
atteadiag or consaltiag physicians. An ex-applicaast's
relative said:

By father-ia-lav suffered from sclerosis. He applied
to that hosgital for 2 1/2 years. He died at hose
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recently. We have checkead many times with the
hospital. Just no space. Well, ve know nobody there!

Such an admissions policy furthe{ reveals that the internal,
nataral organizatiom of an ;;stitution always acguires
features that persit the organization to evolve into a
higher level, more complex systea. This phencsenon also
shows that the sanagerial team is fighting continously

against the external eanvironmeat since it is characterized

by a relatively high degree of constraint.

Z0R_BASIC IASK LEYRL

lascedagtien

Although variocus theoretical foraulatioas bhave been
used to accouat for the normative life i? institutions, the
scaning of the place, the language signs, and the roles of
perforaers are the deterainants for analysing the socially
constructed reality. Goffman (1959) asserted the differeamce
between "froant stage® aamd "back stage" of a place aad found
that the back stage is the place where the teas performsers
keep their secrets. Berger and Lucksan (1967) stated that
language is esseatial for amy uasderstanding of rcalitf. It
transcends the reality of everyday life altogether and givc:

meaning to one's behavior. Merton (1957) has defimed roles
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as constituting the primary focus of the articulation, and
hence iaterpenetration between personalities and social
systea to connect culturally defined expectations of

different individuals.

Refiaition 9L ZIhe Rlace

Althoagh the NCH is a small health care institution,
the chief excutives do not appear om the vards very often. A

floor staff said:

The Bxecutive Director only shows ap with those big
shots when they come for a visit or for an
iavestigatioa. The persoanel director thought that he
bas nothing to do with the patients in the ward. Only
the Bursing Cirector would come up and do the rounds
everyday.
Hovever, in the minds of these core staff members, HCH
provides excellent health care services to the community. It
is 2 place of medical treatment and patient bealing. They
wera anthusiastic about the hospital's overall vork
performance and proud of their contribution to patient care.
#hyte (1956) preceived that organization men who npot only
vork f>r the orgamization but belong to it as well have

®"taken the vous of organization life" and comaitted

)
thenselves to it.
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At the intermediate level, staff sav the hospital as a
more coaplicated combination of ®little medical treatment,”

“parsing home," and "dumging ground.” They did not share the

-

ideology of their colleagues who vere at the top. A

registered nurse cosmented:

[

Yfou see, most of the people here can walk, can eat,
can take care of themselves very well. They are just
old! You kncvw, when you are getting old, you start
having all those common o0l1ld age probleas. The OPD
physician just come to the ward and see each patient
once a week, routinely prescribing some pills and
tablets. Some of thea don't even need any
medication., They are here just because they have no
other place to stay.

The occidental patients in the hospital found their
stay at the hospital wmsore enjoyable than did Chinese
patients. Tney did not fpossess the sentiments that the NMCH
was the place vhere they would pass their fimal years of
life. Rather they felt at home _there. An ex-truck-driver

said:

This place is clean, all people here are nice. I can
choose between the vestern and the Chinese food.
There are many staff members wvhom I can talk to. My
wife comes tc see me every week. This is a very good
place.

rqg Chinese patients felt they vere being dumped there. They
did not expect the hosgital to be their final home until
they got there. Patients who needed little or no medical
treatment felt frustrated and angry.
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Our words are futile and meaningless. There is mo
sucn thing as *like' or ‘dislike' for us. If ve 43
not like, what can we do? We are so old, everything
has to depend on cther people. Who still need us? If
ve are dJood [ she peans her fate ] we vouldn't be
here.
According to the staff, occidental patients in the hospital
vere more edgyer thar the Chinese to participate in organized
hospital activities (eg., outings or plaaning their own
daily schedules). #ost Chinese patients preferred to be
left alone. On the other hand, most patients called their
warls "rooms™ in Chinese. They vanted others to know that
they were different froms the real patients. ForI instaace,
vhen they left their rooss, they would tell their wvardsates
that *I'a just going for a valk," or "I*'ms going to the T.V.
room."” Such behavicurs indicated that these Fpatients were

behaving the same as if they had been in a private residence

vith shared living accoamcdations.

Fal

Lhe _Laangduade. 3idRs, ARd Copmupication

In the hospital, French vas the most commonly used
language } 1n most departments. Among the Chibese staff,
Cantonese was the dialect used the most. However, most of
the staff knew several Chinese dialects such as Toisanese
and Sandarin. English and Vietnamese were also comamonly used

by some of the staff vhose wmother tongue vas neither Prench

-
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aor Chinese.
J

Aaong the Chinese [atients, about 80 percent vere
Toisanese; only a fev spoke Eanglish or Cantoaese. Beedless
to say, 8>3t Chinese patieats bhad communicatiom probleas
with the staff, pfparticularly with those floor staff vwho
spoke omly FPreach (about 80 percemt). Im order to inptosg
the cossunication gap, s=cse Chinese in the wvard volantary
taught non-Caninese speaking colleages some siaple phrases
like "how are you, ™ "good sorning,” "good night," ®takiag
medication.” Hovever, it was pot effective; the patieats

did not feel emcouraged and responded poorly.

0a the o>ther hand, some staff vwho spoke no Chinese had
l‘atnod to uaderstand the Chinese patients® needs by
observinj their "sign® lamguage. They did this in tuo"ays.
The first wvas by observing the bhabits of individual
patieants. For examfple, scme patients had the habit of going
to tha bathroom before going to sleep at night; some
patients habitually demanded unreasonable things; some
patients disliked the routine programs arranged for thea;
some preferred sitting in a vheelchair in the hall vf% each
afternoon. The second way wvas to learn through the hidden
meaning of the patients® gestures and the hints given by
their "shrewd roomates." The majority of Chinese-speaking
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patients had mno imtentiom or interest ia comsusicating with
aon-Chiaese speaking staff. Hemce, often they vould oaly use
jestures to shov what they wanted. Pointing at the door
meant vantinj to go out; drinking gesture seant thirst; an
unpleasanst facial eszxpression seant pain. ABORg SOmNe patieats
who had 1ost the ability to comtrol their hand sotions, the
signs and haints given by their “msonitor roosates® oDecanme
crucial. Essentially, all non-Chinese speaking staff
acquired their ability to understand the nee€ds of the
“hinese patients by experience on the wards. However, it was

not always this straig’;fortatd. A Chinese staff smember

recallad:

Ino one shift, a Chinese nurse heard the bell ring
from one of the bed-ridden patients., She sent a
FPreach aid into the patient's room; the aid came out
ia tvo sinutes. Iamediately, the bell rang agaimn, the
Chinese nurse [ her former experience tocld ber that
there must Le sosething wrong ] weant into the rooa
rijht awvay and found that the patient has already bed

petted!

The cultural and language barriers caused the non-Chimese
speaking para-medical staff to split the art of bealing into

3 dimensions seperately,

We Kknow it is very difficult, amnd in fact it is
impossible to kncw the psychological feelings and
needs of the Chinese patients. However, as there are
three different dimsensions of patient care, though we
30 not understand the psychological and social
perspectives of Chinese patients, we camn still help
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the patieats by observing their Dbio-physiological
coaditioas.

The cossumication gap extended to other departsents.

One patient coaplainsed:

The person [ the dietitian ] knows no Chisese. I told
her I coulda't eat bhard rice not vwell cooked. The
kitchen sent se psore hard rice the next day. I told
aer again, I need a bit softer rice. They sent a bowl
of porridge the next tise.

Another part-time Chinese worker reported:

It wvas the first day of ay work in the hospital. I
heard a patient screaming in Chinese. “The water is
very cold! The  wvater is very coldl I will dielll...
Don't wash ay hair...very coldl very cold! No! Nol
The french staff vwcrker not understanding what the patient
vas scra2aming about, imitated the patient's verbalizations
by w®aking thém inté a song, vwvbhich he repeated while he

continued washing the patient.

I hearl numerous complaints about the debilitating effects
on the Chinese patients due to language difficulties: "Pain,
hard to> make thea understand exactly vhere it is";/ﬂ;sked
for red tea, they brought me the Chinese tea®"; "I doan't knovw
if they don't understand wvhat I want or not ;illing to serve
us.® JNevertheless, the' patients had becone acéhstoned to
such treatment. They believed "It's no use to tell anyone

else.” N
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At_The fagk _Stage

Usiag Goffmas's coacept of the "back stage," I observed
that the staff used patients® roos and bed nusbers instesd
of nases as they talked about each individual patiemt. Taey
classified the patients into distinct types. "Goocd patients”
-cro‘thoao who needed po or little medical treatsent and
could take care of themselves. Usually these patients served
as mediators betveer the staff and the Chinese patients who

refused to comsusicate with the non-Chinese. An aid

cotsented: iy

8 is a very good patient in this bhospital. Besides
her excellent worksanship { the hospital's
occupational departaent teaches the patients to do
art work ] she never*gave us any trouble, so all of
us like Ker very such! '

S is a cAdﬂdian~born Chinese. Though she cannot walk,
her mind is very smart, She is in charge of this room

”J// and help us a lot.
T The "bad patiensts® or "jerks,"™ as the staff sometimes

called them had similar medical and mental conditions as the
"gool patients,™ but were neither submissive nor gentle.
They often Juarrelled, gossipped, and interfered with the
staff's or patients* private business. They vere there
because they preferred "the home™ to theirl oun families.,
These patients generally had poor relationships with their
families. They vere also the nai?iconcern in the admission
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comaittes. Then, there ware poor patients.” A Chinese nurse

said:

P has ¢alled his scn and daughter-in-law nmany times
asd hopes that the family could bring his home for a
veskend. Neverthgless, for the past few years, his
dreans has never come true. S0 he is alvays sad about

this place.

H is a very poor womam, she has lied in bed for manay
years. She wcrked very hard in Hontreal aad sent all
her soney back to China and applied for her childrea
to come to Canada one by one. Bow they all have their
own business and fasily, but she is alome. Wo one
coaes to See her. I doubt the value of her
self-sacrifice.

As Chinese culture upholds the virtud of piety, “duasping”
senior mespers of a family in ip6Stitutions and not visiting
theas is socially unacceptabk: behavior. Thus, it was not
anasual for the Chinese staff to feel empathy for these
®"poor patients.”™ I foumd there were only tvo to three
fasilies vwilling toc brimg their elder patients homse on a
regular basis. Some Chinese staff attributed this

phenomenon to the westernization of the new generation of

Chinese.

Zask _Qgieatation

Although the staff was avare of the patients' medical
and social backgrounds, it did not affect the way they
programmed their daily schedules. Hence,‘"hreﬁitast-in-hed
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without brushing their tooty' whea the staff was busy, and
wtaking avay the meal plates for slow eaters®™ was ot
sncoason. I noticed a woman im a 1locked highchair im the
corridor. When I walked by, she asked me to bring her back
to her bed. I spoke to %5 different workers about the

reguest, and one said:

It's not dimmer time yet. Just ignore what she has
said, ve vill bring her back before dinner is ready.
Belov the Director of ¥ursing are head nurses vho
schedule day, night, and evening shifts. Since they are
registsred nurses (Ri's), they are also responsible for
£illing out fatients!® charts, injections, and
slectrocardiograns. Their assistants take patients*' pulse
and temperature, and carry out other less ’inportant
treatment procedures. The hospital allowed assistant nurses
to distribute medications, vhich was not a regular practice
at other hospitals. One éx—nursing assistant complained:

-

I felt terrible and scared as they [ the head nurses
] asked me to go rounds with the cart [ on which all
medications were prepared and put in seperate small
paper holders for each individual patients ] and give
patients medicine which I didn't even knov what they
were at that time. The practice was illegal and
diffinitely not parallel to the training I received
at schooll So as they asked me to sign after each
delivery, I was very reluctant, so I quit eventually.

The nursing aids (females) and the orderlies (males)
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were ro;ponsible for taking care of the patients®
bed-and-body work (eg., giving baths, vheeling them to the
T.Y. rooas, cafeteria, washrooa, etc.). They had more
face-to-face and hand-to-body contact wvith the’patieats than

any other staff members.

Sanagiag The-Rying

‘Some staff on the floor called the dying patieats [

those vho had no hcpe of dischafge ] "vegetables."™ Asmsong

the naursiang staff, the word W"vegetable® implied hopele ﬂ

case, and, implicitly, it nmeant that any further treatment\
Oor care vas a nastg cf tise. The staff seemed more
concerned vith admitting a new patient tham with saving an
old one. The wmorale of heal&ggj and saving wvas low. One

nursing assistant said:

Since they [ the patients ] are all so old, what can

we do for them? gur goal is to maintain their present

health condition. If wve achieve this, wve bhave
acc%-plished sorething. .

After Bill 65, the hospital replaced the traditional

vhite aniforms of nurses and the white bed sheets with "tidy

regular coats and colourful bed sheets."” White wvas normally

‘associated with traditional funeral ceremony in the Chinese

society. As thete are nc sorgue facilities at the hospital,

«

m

)



e Whpdk TRy T TN AT UTTRET A VTEEET T T e TE TR T

PR

the consulting doctor or the out-patieat physician vas
called ia case of emergency. If a patient died, the
physician wvas urged to sigmn the death <certificate
immediately. The funeral hcme was called to' pick up the

body. Ia order to reduce the fear of dying among the other

patieats, the body vas removed from the rooa as soon as

possible. Eapty patieat roaas, out-patient departsent, or

the laboratory sometines became temporary morgues. As amost

deaths vere anticipated, procedures were pre-arranged with

‘the family, the nursing station, and the social worker.

Howaver, pre-arranged procedures vere sometines
difficult to achieve. Culturally Jspeaking, the elderly
Chinese did not like to discuss "arrangements" before their
deaths. 9ills vere a source of problems both for the Chinese

staff and family members. A social vorker mentioned:

Chinese patients have no sense of the law. Very few
of them are willing to make a will before they die.
Thus there are probleas. Some patients have no
visitors at all before they pass a¥ay. lLater, some of
their ®relatives® might appear and asked for property
left by the forser patients. Some families wmight
even force dying patients to sign the will prepared
by themselves and ask the nurses as their witness.

Siace the word "“death"™ was taboo among the Chinese

patients, relatives would tell their aged family nmembers

that they were locking for a 'pglace of "retireseat"™ or
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"rest." However, there vwas a latent understanding that the
hospital would be their fimal hose. The trip to HCH Jas a
loop which implicitly hid all sorts of undesirable thoughts,
tearful memories, pain, and sorrow for the elderly Chinese.
The procedures through which they were [frocessed nseant
sakimg peace vith an eamvironment vhich was hopeless for
then. However, for the chief executives, for the wmain
hospital organizers, and for the govermeant techpocrats, the

hospital's existence held a great meaning for their social

roles and identities.

SONCLUSION

This chapter bas sussarized the political, cultural,

-and social changes which occurred in both the Chineése aad

the Juebec society im the 1970s, and their effect upon the
developmeat of the) MCH. Direct government intervention
through provincial laws shifted the power pattern of
decision-making from the Chinese elites to a group of
government technocrats, Itgalso increased the <conflict
bet‘éen the Chinese staff and the irench Catholic
adainistration in the hosfpital. All these interrelated
changes blurred the functional role(of ,the etbnic health
care institution and resulted in apathy among its ethaic

P
clients. .
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CHAPTER 7 CONCLUSION ARD DISCUSSIGHM

CONCLUSION

Some studies (eg. Aldrich \1979) assert that the
ezpamsion of state support and protection constitate an
overwvhelaing advantage for organizations®' growth and
survival in modern societies. Other studies (eg. Krause
1968)’ suggest that govain-ent bureaucrats and reformers
sinply use public participation as a smoke screen to
legitisate state intervention. As an ethnic health care
institution, the H#CH bhas struggled harder, and experienced
sore anxiety and uncertainty about its survival and growth
since the centralizatiom of the Quebec health care system in
early 1960s than it did before. It has not peen able to meet
the expectations of either those self-appointed
repressntatives of the ethnic comsmunity, or of the.
provincial government which has largely determined its goals
and structures.

‘

.Fev ethnic cultaral elements héve been able to permeate
the hospital's organizational boundaries, This illustrates
the state pover of the dominant group--the host
community~-~-to enforce their own ideology‘and norms. Being

\
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formally labellied as a chronic and convalescent institution,
thg hospital 1lost its chars of attractinq trained Chinese
personnel and of commanding resource to upgrade its
services. (1) This has in fact contributed to the apathy of
individual Chinese toward the services the MCH provided. It
also halped to erode the relationship between the hospital

and the Chinese community.

The hospital's own internal organization and ideo%ggy
have had little imspact on the external envircnment. 1Its
snrvival» and continuity has been largely dependent on
jJovernment intervention, which in turn has threatened the
autonoay of the hospital as amn ethaic, kealth care
institution. To cope with this strain, the BCH has put more
emsphasis on the institution than on <certain needs of its
patients, For ianstance, by recruiting more non-Chinese staff

to perfora the governmentally required technical tasks.

I have used an open systems perspective to reveal three
key causal factors which have shaped the HNCH: 1) the
evolution of the Canadian/Quebec health care system; 2)
changing structures in the Montreal Chinese comsmunity; and
3) shifting attitudes and demands of the Chinese tovard
western medicine. I have dlso shown that: 1) the minority
ethnic group's disadvantaged economic, political, and social
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position llnxted.\its f inancial, 1labour, and technologisal
inputs to the HNCH; E) the Quebec health care systea became
more centralized at the expense of the MNCH's charecters as
an ethnic institution; and 3) there are 1limits to the

ideology of multiculturalism whean it conflicts vith other

policy interests.

RISCUSSION

In 1982, the BCH is Chinese in bpame only. The
anderlying 1ssue in this study is the role played by the
grovth of a powverful government during the centralization of
the Quebec health care system after the Second VWorld War.
Since the 1970s, Canadian health legislation G[grovides all
individuals, irrespective of ethnic origin and social él&ss,
vith basic health services, though the guality of medical
care is not egual for all groups (Riessan 1974) . It can be
argued that this policy hinders the free play of the health

care system by limiting the development of such institutions

as the #CH, and directly and indirectly restricts people's

freedoa to choose on various treatments such as traditional
Chinese amedicine. Johnscn (1979) has argued that state
intervantion has the effect of placing power in the hands of
techaical "knov-hows® and creates large scale bureaucratic

»
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service agencies. Efficiency becomes a crucial if not unigue

vyaridstick in deteraining the value of existence of

organizations.

In a modern democratic society, governments are
intended to act on behalf of the population and protect thenm
froa the manipulation of large, private-interest groups.
dowever, as this study has shown, in a pluralistic society,
state intervention can generate conflict betvween the service
demands of a aminority ethnic group and administrative
delangf of a centralized, bureaucratic system. Thus, one
could argue: the rights of the Chinese minority in Montreal
have not been well served. As a.marginal ethnic group in
Quebec, some of its needs and preferences have conflicted
with tho>se of the host comaunity's policy makers. Western
medical science and health care systems have evolved through
specific econoaic, ;ecbnological, and social conditions.
Chinesa traditional medicine vhich has existed for thousands -
of years, 1s an association between a well-developed Chinese
philosophy and herbal medicine. Thus, an "ethnic lag" has
existed--and continues to exist--particularly among elderly

}

czinese and nevly arrived imaigrants.

I have no ingention of Judging the gquality of care .
whiéh the MCH has provided. It is difficult to measire its
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performance due to the difficulty in defining perforsance
criteria and selecting measurable .attributes (Brook gt al-.
1977; VYer Steeg and Crcog 1979; Scott 1981) . Bven at the
organizational 1level, it is difficult to decide if the
hospital has been doing something ®to" its clieats, or “"for"
its clients, or "for" advancing the interests of the
hospital organizers and staff. I do believe, hovever, that
since federal and frovincial governments  uphold
sulticulturalisma and the rights of minority groups, the
policy sakers asust respect and recognize different wvays of

life and needs in planaing the health care systes.

In theory, a ssall, ethnic hospital should be able to
adapt to the culture it is serving and make its patieats
feel as if they belomg to the healimg enviromment. It should
be able to fill a role which the regular general hospitals
canaot hope to provide. Howewver, an ideal ethiic hospital
does not seea to be possible within the mainstreas health
care system. (2) As one of the chief staff seabers at the

NCH said,

It's difficut for a small ethaic teaalth care
institution like us to follov all the reganlatioas,
standards, asd requireseats like the loyH victoria
Hospital. Pcr we don't have emough Bsanpower amd
facilities toc rua exactly like those big hospitals.
Por exaaple, ve have to eslect our Board of Directors
exactly accordimg to the goveriment's hospital
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rejulation. It doesn't wmake any sens; to us.

However, we have to, for it's the lav vhich ve have

to follow
Bany studies, including Bullongh and Bullough (1982),
Barwood (1981) have prcvided detailed inforsation on the
health beliefs and behaviours ::f ethnic minority groups.
Tvaddle (1968) stressed that ethmicity helps to define the
core conceras o.f the various subcultures. These concerns
lead t>» ethnic differentials in the t\e‘nrda and costs
attachel to illness, and differemces in illness Lehaviour as
vell as differemces in status designation. An amecdote

related to ase by a Chipese staff vorker demonstrates the

significance of cultural variables:

This patient was transferred from a Prench hospital;
she vas diagaosed as in a "serious™ coafused state
vhen she was seat here. But ve see¢ her as perfectly
wormal....¥e knov its the language probles; for she
speaks meither Prench nor English, Toisanese is the
only language she uses. Gaps in cosmunication create
all sorts of probless, even in this hospital.
! It is iaportant to humanize health care and protect
elderly, chroaic, ethnic patients from the bureaucracies
shich vant to *"process® thea. AS this stnd__y has shown,
centralization has forced the NCH's organizers aad chief
executives to fight constantly for the survival of tﬂoir
hospital, rather tham focus their atteation on the asore
subtle sthnic aspects of quality of care. In fact, their
povers are restricted by govermment control, and aany

-
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patieats have paid a very high ‘price for the survival of the

iastituation.

As Preidson (1975) argued, .gual:l.ty care is sot acheived
by technology alom: it is alhieved primarily through
organization i.e. the pattern of relationships influences
the comtent of interaction, indepemdently of the individual
characteristics of the participants. According to hias, the
valae of any formal social policy is to be found 4ia the
settings of . everyday 1life rather than in the highly
selective abstracticas of the statistics, accouating devices
and indicators fcumd in official docusents. Official
doceseats do 1ot merely report the activities of workers;

-

they are created by thea with their owa paurposes ia aiad.

Bany studies, iancludiag Suag (1967), S§u {1975) amd Carp
and Kataoka (1976), have shown that elderly Chiness have
received gsome of the worst health care ia UNorth Aserica.
They coaprehend nei ther westera culture nor the bureascracy
of the health care systes. As a result, they have suffered a
loss of status and have beea frustrated aad depressed. Tiis
study is consistent with their fiadings. The lack of health
care policies explicitly oriemted to ‘ethaicity ia Canada
offers no hope for the elderly Chiness popalation ia the
foreseeable future.
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Toomey (1970, 39) observed: "The fascination of the
health care field is that there are better vays of financing
and delivoting services, but history, tradition, pover
struggles, political and economic theories, and other
non-health factors keep the field from perforsing as it
should.® This is jparticularly true in Quebec, vhere the
production and distribution of sedical services resaias
largely ia the bhands of governaent technocrats and
physicians. Because wmedical care expenditures continue to
escalate, resources are not 1likely to be chanmnelled iato

services for the special needs of disadvantaged groups.

Sills (1968) points out that large political structures
discourage t‘o forsatioa 8;‘ voluntary associatioas in
deprived subcoamumities, aad that when they do exist, sech
associations actually serve as “passageways for vithd.nycl'
froa the exercise of real power. Ethnic organizatioas whkich
function in this way say be seen as helping to bolster class
coatrol by caarter ethaic groups vho remain over-represeated
in the elite structeres (Porter 1976). Breton (1981) showed
thlt; adst Chinese in Toroatq 'ggg pessisistic about the
ability of their owa cossuaity's decision-saking structures
to deal with their probleas amd to bring ayont change. The
social iistcty of the BCH lends support to this fiadiag, and
guestioas the preseat possibility of ispleseantiag the
. 181
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Canadian ideology of multiculturalism. It also guestions the

- efficacy of Quebec®s social policies stressing coamunity

control, amd  their implication that ethnic voluntary
organizations can serve as mechanisms for polving ethaic

~ §

social probleas.

¥

¥

vaarnnent technocrats asay have lp«;h; expertise in
the technical aspects of sedicine and of running the health
care systeas. They do not have special expertise ian the
needs of their ethaic clh;ts. Instead of paying lipservice
to multiculturalisa and to the notion that all ethnic groups
are sgual aad d.ﬁiit'. egual ucognitién, policy sakers need

to show @asore geamiss recogaition and acceptance of these

) pr&xyﬂplos in providing health care for people of differeat

ethaic backgrounds. The social history of the NACE suggests
that sore careful comsideration nesds to be givea to the
social disensioas of asedicise for ethaic groups ia the
Canadian context. Per iastance, let the mimority grosps be

involved ian the actual plamaning of care delivery.
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Cosmunities.

‘1. The federal Wulticultural Act of 1971, and the subsequent

activities of t‘o sulticulturaliss directorate  of the
secretary of su% recofnize the value of sinority growp
cultures asd seek to assigt ainority groups to retain asd
enhance these cnlt}Ol\guthc, _ while known smore for its-

Preach unilingualiss and natio stic posture, has likewise
recognized the value of cultural minor os in the province,

‘through its vhite paper oa culture (see ?h. 3 volume one, )

caltecal Developmeat Relicy Iok Quns f Quebec Goveraseat:
1978) nd' the BHBiaistry of Issigratioa aad Cultusral

i

2. Ia 3ordoa’s (1968) Assimilatiss Im Asspicas Lifs , the
ters cultural assismilation refers to a chfgc in the

caltural pattecas bctucaf an institution and its host
cmuit\y. Structural assipilation refers to the large-scale
ntttléo* iato prisazy group associatiom of the host society.

‘others ! types of assisilation are: sarital assisilation,

identificatios assimilatis, attitade receptioa assisilatios, .
and behayior receptios assisilatioa, '
10
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3. I use perspective rather thn ®theory® to describe this
systea. "Theory" has besen thought to be overwsed ina twﬁt
yeacs (eg. P. c-)'u (1968). *Science and Systea: Oa the Unity
and Diversity of Sci:nu!ic Theory". I» gameral Systems
[eaEheok , No. 13, PP. 512; C. Perrov (1970) Organizatiosal
Amslisis: A 3esislesical Rmmestive Calif.: Sadworth
‘hbu.sl‘\hg Co., Iac.; Richard BHall (1979): QOrsanizaticas-
#ew Jersey: Premtice-Nall Inmc.) rg- ;)pl systems perspective
provides a set of ussful conﬂpt: and vorkiag hypotheses for
stedyiag the basic sisilarities believed to exist amony
certain properties of all systess.

8. The approach has bees widely used across a broad spectrss
of diuciyli—nis, including the natural, physical, applied,
and social sciences. It provides a body of organized
theoretical coastructs which carn be employed to discuss
relationships observed in the espirical world. PYor a good
review of its applicatioas, mee "Genmeral Systess rho;:ry--rh-
Skiltoa of Sciesce®, ;y Eenneth Boulding. In jsders SYstens

Ssuseceh- Pax Ihe DRehariezal Scieatist. Valter Buckley
sdited. Ill: Aldime Publisbiang Cospany, PP. 3-10. 1968.

S. Thes a3tios of “gemeral systems theory" is geasrally

attributed to the biclogist Ludwig Vvoa Bertalanffy, vwho

iatroduced it ia ti late 1980's. The approach has been
184



promoted and further developed by Boulding (1956)"’1’,-5.“&101

(1967, 1968) , Kuka (1974), and Scott (1981). For a fruitfal

ild coaplete iategratia, see Katz and lahuu (1966.:{ n-29,
\

59-~62). ‘

6. . !n'uu (1960) bhas dinthgumd amoag igstitytionl.

ssaagesrial anad élch:lcu systeas as the tmo ujo;

hierazchical levels .fulfilliag differeat functioas is

orgaasiations. LA ASEEGAMES 834 REessas IR Nedaxa Jssiaty

3leacoe, 'I1l: Free Mess.

7. Pertov defines technology as "a techmiges oOr cosplex of
techaigues esployed to alter ‘saterial’ (imcleding huses) is
a3 aaticipated saaner®, See ‘Hospital: rocho}qy,
strectare, and Goals', is Jandheok of Orsaaizatioes

J. March ed. (195, 915). Chicage: Raad iclally. J.
r'hupsou aoted that techaclogies and the eavircameat are
basic sources of uacertaisty for orgaaizatioss. Bew York:
Scéraw-Bill (1967, 13)

‘8. J. Thompson and ¥W. KcEwen (1960) have paid explicit
_atteatioa to competition is the social esviromseat of

organizatioas. It incledes a range of process, ' 0.g.

scrasbliag for resowrces, for custosers or cliests, as well

as for poteatial asesbers aad their loyalties. 3Ses
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®grganizatioasl Goals amd Iaviromsest®, in Cemplex

Qxasadsaties: A Sesielssiscal Reedss A. Etxioni ed. Wee York:
Holt, Rinehart and Hiaston, Inc. PP. 177-186. * w

9. Bichel Brunet has used the same approach to stady mv.
‘.vohuon of a religious orgamization for his N.A. thesis in
1975 written uader the sspervisioa of Prof. Joseph lLella ia
the n-parta-,-t of Scciology, BeGill Saiversity.
s

10. Apart froa Scott (1972), Mevans (1966), . Georgopoulos
(1962, 1972, 1975), Bewhassers aad Andersoa (1972), Steeg
ant Croog (1979) bave also exsxised hospitals usiag this
caléopt. Caudill (1958) amlysed hospitals as llli.l
societies u which .du,lhtnt.ivg processes dﬁ:octly affect
patisst behavior. Sarsoms (1960) looked at hospitals as
caoaplex social systems for optisizing gratificstios
tﬁctiﬁniug with, asd in relatios to, s total socisty.

Ghamiek:d

1/ Accordiag to Lee (1967, 36), before 1860, Chinese oaly
came to Canada through Oaited States. There vas mo direct
fesigrasts fros Chisa. Fros 1858 to 1859, abost 2,000
Chinese arrived at Sisom FPraser, B. C., to jois the gold
rush fros Califormis; there were about 30,000 Chinese thare
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2. Baay of these mles were “married bachelor,*” ‘.tblt is,
they were nar®ed before they left Chins for lottb Mmerica.
Nowever, iamigration lass prohikited the eatrance of
spouses and fasilies encept X for those fev who had bHeem-

. grasted "serchast® status.

-
-

3. Bev. Thosas ZTas, Pather of the Chiness Catholic Nissioa
o!lﬁmm, provided this isformtioa froa the saascipts
of & late Canadian Father vho had worked amoag the emrliest
Chinese isaigraats is lcttrul._ :

8..1 have fouad thst most Chisatowns ia Borth Aserica are

sitwated close to the railuay statiocas asd are asbaniocasd

b dovstown aresas. Accordisg to many old Chinese Americas asd

13ias issigrasts, this Ves dwe to two sain reascas: 1)

' 4 Chizpse aigrated by failuy. looking for towas with good job

spportuaities; 2) once settled, and ia order to mwe

Y ation expeases, they uswally lived withia walkiag

/ Gistasce of their workiasg places. Bany elderly Chiaese
Soatreilers reported the sese case.

- 5. These class and district asseciations are isclusive, ia
that all people uith the mase fasily mases o f£ros the sape
| w?

e
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villages in sainland Chimm were mesbers regarxdless of ”?il-l
statss. They are exclssive ia that pecple with differeat
fasily nases or fros the differeat districts are sot allowed
t; participate. Theme s 1 orgasizatiocas hpve a treasadoss
effect oa labour secraitsest ia the ethaic market (de.
Chinatows’s busisess). Bany Chimese ia Homtreal and other
cities pay "yos oaly fossd jobs throughk claas amd district
‘sssociatioas comaections in the early years (before the
lu;clllorld Bar), for all lausdary shops, groceries, qd
restascants vere all family hui.nfu.d Ia fact, evexr' today,
t.»r; ace oasly very little chasges,” a retired lausdry maz

npetu? /

P’

6. This sfstu coasisted of a growp of clese friends aad
rslatives pooliag their resources to wmeet ose anothers’
. lrg“t aeeds.

7. Abrakas Plexner studied the -u(uci). education ia the
Onited States aand Canada. Uis work vwas recogaized as the
impetus for revolutiosary adwaaces iz the traianiag of poden
physiciaas.

Sharwiss-3

1. Accocdiag teo scebisais (3977} and others, t'nc“qm
188
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affected 80 perceat of the world's population amd killed
aboat 22 aillioa people. In India, 12 a»illiga people died;

is the United States, 675,000.
(',

2
]

2. A ki{d of heral te, coui/:ts of 24 plants, popular in
southera China, houclu:l\ of the imsigrants.

3. The exact startiamg date of the Chinese Association (the

‘Chinese Benevolent Associationm) in Bontreal is uwknown.

Sources say it existed inforsally a few years before the
ontreal Chinese Hospital was born in 1918. It appeared as a
forsal organization ian 1920 wheén the comsumity purchased a
three storey buildimg in Chinatown. The first twc floors aad
snd ;he basement were used ,ns’ the , hoswltal'so peraanant
address; the top floor was given to the Hontreal Chinese

lnociaiion . *

8. Apart from respecting the parents and elderlies, Chinese
caulture also emphasizes "seeing the dead persons awvay
comfortably. Ac‘cofding tr: Lee (1967, 221-224), between S:he
188§ and 1937, Chimese imaigrants in Canada arranged tha\
traasportation of bones back to China via Vancouver every

seven consecutive years.

ChaRsac_%
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1. According to statistics from the Commission of Overseas
Chimese Affair of Kvangtvung Provincial Govermment, about 30
parcént of overseas Chinese families owned land; thus, they
vere "landlords." The . governeent considered money
remittances froa overseas relatives as "fruits of
fendalistic exploi:tation in order to 1nqrease the number of
landlord eleaents in“thgit districts (Lu 1956, 27).
{

2. The Chinese government regarded the overseas Chinese as
"fruits of femdalistic exploitation.™ They expropriated
their properties and lands, and oppressed‘ their relatives.
Bany “residual® Chinese in North America were strongly
anti-Coamanist. The attitude only started changing in the
late 1960s as the regime in sainland China’ gained a better
reputation, and the number of Chimese immigrants in North
Aserica proliferated due to the. abondonmeént of

discrisinatory immigration laws.
3. Por chinese banking system, see chapter 2, footnote 6.

4. Although Chiapg (1978) used systematic random samples in
the study, the educational levels she found Were extremely
high. Nevertheless, the conflict between the old elites

{(clans and district alssociatimn deaders, Chinatown

entre'p:anem:s)’ and the young elites (sainly highly edncat‘d
. \ X .
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\if ’
professionals) have been obvious since the 1960s. éhey
competed for government grants  for running cultural
activities, competed for clients for the services they

provided and competed for leading positions as Chinatown

representatives.

5. The phenomenon revealed the ethnic coaflict vhich has
axisted rpetveen the Han and Moon groups since the end of
nineteenth century. In fact, the <conflict among etanic
groups in maianland China still exists today (eg. between Han

and Tibetan), thoughb it is not as obvious as we see in North

America.

Chapter_2

»

1. According to many old Chinese and priests, many Chinese
in Nontreal died at their middle ages due to poor living

environment, overwork, and delayed consultation wvith a

doctor.

2. The mother house is an active Catholic mission. They send
missineries abroard, and build hospitals, schools, and other

social service orgapizations all over the world.

chapter_6
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1. Although this is only an estimate by community leaders,
it is guoted frequently by local newspapers, social service
agencies etc. The actual figure is probably lower. The
exact figure fros the 1981 census will be available in

spring 1984.

2. According to herbal practitioners, larger Chinatowms such
as those in New York and Toroato have close to 100 formal
(affiliated vith a bherbal shop) and informal (practitice at
hose, clieats are referreéd through social networks) Chinese
herbal practitioners. "Due to the fact that patients there
are not free for services under the health care systena,
those Chinese practitioners are vwell visited. Their secrvices
are one of the ratiomal choices for the Chinese.® one of

thea noted.

3. This figure wvere estimated by reliable informants (by
counting the the number of clan and district associatioas,
golden age clubs, and other traditional social organizations
in Chinatown). One organizes about tvo to three groups for
its participants. Nembers contribute either $10, $20 or $30
a month. The practice is still guite propular ;long elderly
and siddle-aged Chinese, especially those who work .in the
ethnic labour market and those who have close coanection
vith Chinatown business.

192



4. Haay coununi%y leaders have expressed copc;rn and
suspicion about tbe city governaent's intentiﬁg in the
fautare of Chinatown (see CIDER 1983). According to ay
interviews with comsunity leaders, many Chinese wvere
inactive and apathetic ia federal and provimcial electioas.
However, during the 1980 Quebec referendus on indepeandence,

sany faaily groups voted for the Liberal party against the

issue.

5. According to Tzuk Y. (1982) Jeyish SCommusal Nelfaie
Iagtitution Ln A Chanding Society Unpublished Ph. D. thesis,

Departaent of Religious Studies, Concordia Univetsity: Only
the Jewish Family Services-Social Service Centre (JPS-SSC)
retainad control under government intervention due to the
unijne cultural-linguistic criterion and the recognized high
standards of professional services provided by JFS and the
respect of;guebec governsent toward the Jewish cosmanity in

general and the Jevish welfare agency in particular.

6. Onder regiomalization, sectarian and religious health and
social welfare organization either "going public® or qlosing
down. Por downtown obstetric service, all vwere being
concentrated in three general hospitals. They were Jewish
General Hospital, Saint Bary Hospital, and BRoyal Victory

Bolpi tal.

A
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7. According to ay 1983 study, the percentage of Chimese
employees bhas gome up to golt one third of the total
eaployees in the hospital as the new receptioa centre bHeside

the hospital opened its service in Deceaber 1982.

8. According to pan--edicil depacrtasnt heads, the veekly
adainistrative meetings excluded their preseace. 0aly
directors and co~ordinators (eg., of professional services,
nursing) are allowed to attend. Individeal departaeats
request has to pass the section director first beéfore it can

reach the top executives.

Chapteg 71

1. I have formally and informlly interviewed Bmany Chinese
sedical and para-sedical professiogals‘ (including traiseses
and students) in Acntreal and found that many of thea were
not interested in working or having their interanships in the
Bcd because of the institution's chronic nature. Very few

vere ,xceptions.

2. It is important to clarify that I aa not arguing for the
provision of ethnic social ingtitntions for all ethnic
groups (eg., for education, health services) in the Canadian
context. Obviously, the society has ’only limited re@urces.

194



-~

This thesis just scrutisized an already existing case and
revealsd that the NCH vas at oae time the object of
sacrifice for constmactiag the legitasated reality.

195

/



BIRMISGRAREI - ‘
Abbott N. 1972 ™mistoric Homtreal: Retropolis®™ jamals Of

Iateraal HNedicise. Vol.«¥I Bo. 6 Deceaber
PP.815-838.

Abbott N. 1931 jistery Of Esdiciss Ia Ihe REaviace 9f Qushes
Bontreal: NcCill Umniversity.

Abel T. 1970 Ihe Xsundatieod Of Seciciesical ZhSag3. Fev

York: Randoa House.

Aceves J. 1974 ldsatity, Ssrvival. AM Chaasss. Vew Jersey:

‘ Geaeral Learniag Press.

Aguev G. 1970 Caaadisa-Neszpital: 1220 Ie-1379. Toroato:

'ﬂniursity of Toroato Press.

Aldrich B. 1979 9sgsaizatioss aad EATASSASSNAS  Baglewsod
’ Cliffs New Jersy: Prentice-Ball

Andreopolous S.(ed) 975 Jatissal Headth IAssZasce: Sea- Ne
L98ER LEe® CaRada. Toronto: John Wiley and Soa.

Araitage A. 1975 Secial isifare Ia Casasdas Toroato:
' 196



) 1
NcClellamd and Stewart Limited.

Becker st al. 1967 oy Ia Bhita: Sindmt Caltaxs I» Sedisal -
' Sshesl. Chicago: University of Chicago Press,

Becker i. And Geer B. 1957 "participant Observatioa Aad
Iaterviewing: A Ccaparisoa™. [Eyaal Oraanizaties-
I'I. %o. 3 PP. 28-32. ) '

[ J

Berger P. & Lucksas T.1967 Ihe - Sscial Csastingtism 0f-

~ Ksadlity. BNer York: Douwbleday aand Company, Inc.’

-

Berriem K. 1968 Smmgal sad 3acial Sistens. Sev Jersey:
Rutgers Umiversity. / K

¢

Sloos S.0; 1963 The Dester Aad IHis Patisat. fNew York:
Russell Sage Foundatioa., ‘

Bottamors T.B. 1970 Riitag Aad Seciety. BSiddlesex: Pengsia
Books.

-

Bosadisg K. 1953 2 Qxssaisatissal Aszalnsias. ¢ Bew York:

Sazper asd others. _ -

197



Bosading L. 1968 “General Systess Theory---The Skelstos of |
Scieace* Bofezs Systans Ressarsh Fe: Ihs Behaviesc
Sgisatist ¥. Buckley ed. PP. 310 |

!

Brager 3.6 Holloway S. 1978 m AsAan 3dcTies
grsaaizatien: Relisias And Rastics. Pew Yock:

rree Press.

&,

2

Bretoa R. 1987 Ihe ELMAMC CORENAILY A5 A AMssomxes 1A

Bslatisa Ie GEom2 REshisms: Perceptions And
Attitude Departaeat of Sociology. University of

Toroato.

8
Breton R. 1972 *'The 30c£0-pout~1cul Dynamics Of The October
Events', ;.mgm Raviey Of 3Segiclogy Aad
ARthropelody. ¥o. 9, PP. 33~56

Bretoa R. 1964 ®Institutional Completeness of Ethanic

Coamunities And The Lperaonal Relatioans of

Iasigrants®. 1he American-Joutnal of Socioledqy.
Sept. PP. 193-205. '

Brook et al 1977 ®Assessing The (Quality Of Care Using
Outcome Beasure” Jedical Care vol. 16 PP. 971-983.

’ : 198 -



C

it J

*

Bruset 8. 1966 "Ihe PFresch Casadiaas' Search For 3

Patherlaad®,. In Russell P. (ed.) htisnslimm Ia
Canada. Camads: BcSraw-Bill Ryersoa Lisited PP.

47-60.

Seckley 5. 1967 Ssghalssy Aad Gsdara mstens 3hsaxy. lew
Jersey: Fremtice~Nall. ' .

-Buckley §. 1968 (si.) Nedaza 3ystems Raseassh- Dex Zhe

ishaviosal 3cisatist. Chicago: Aldine Publishing

. b
Company.

ln.umh V. and Bullough B. 1982 lsalth Caxs Iex I M‘
W Bew !ork. lpploton-t:utu:y.

Caille R. 1943 "La aissioa Chinoise ﬁc fostreal®

Nissione-EtEanderss Du Qusbeg Vol. 1 PP, 391-396

Canala 1941 "Influenza Duriang Wartime® 3Z)hg m Health
' Reriex Jan. PP.1-6

canada 1958 “The Chinese Cinadians®.  Citises Canada:
Department Of Citizenship And Iamigration, Oct.

'01. § .00 8 PP. 1"9.

199 ]

S - | ,



@)

o <
Cansda 1960 Canada ' Isaigraties Statistics. Depactasst of

Citizenship And Imsigration PP. 16-20 Iagisxidlen-
dsatistics re. 10-13.

/ .
Cansda 1967 Isaiscstias Saadhask Depsrtsest of Rsploymest

and Immigmatiosn.

Canada 1970 Iasigcatiss 3tatistics P». 10-13. Departasat Of
Naapower Mad Isaigratioa.

Casada 1960 Ipaismties Itatistiss: Zasiszatien Aad
Reassxanhic Rslicy Gxemp. PP. 40-87 Esploysest -
Aad Ismigratios Casada. '

Cacpo P. Aad Kitaoka E. 1976 "Health Care Probless Of The
Blderly 0f Sas rramcisco’s Chinatowa" ZThg

W '010"’ jo.1! PP. 30-38.

Carr~-Sasader A. and ¥Wilson P. 1933 Ihs Rrsisssisss Oxford:

The Clarendoa Press.

Candill . 1958 The Rarchiatiic Hospital Az A 3sall Secisky.
Canbridge: Harvard Gaiversity Press.

Chan P.Y. 1965 Chinsse History Of Hediciss. Tai Wan: Sheung
200



G

N6o Publiskiag, Ltd. PP.232-231, 257-268. .

Chiang r. 1978 Qgcuzational Mehilisy Of cChinsss Inpiscant-
‘ 8.A. Thesis. Departseat Of Sociology. WNcGill
/li'ttlit’.

-

Cho C. 1974 “Chinese In United States” Qmagasas Lhinsmg Vol.
22, PP. 5763 Tei Sam Goverameat (Joeraal 1Ia

éhilm) .

\

CIDEN 1982 "CIDEE NMblic Soa Premier et 1le sesl rapport

officiel ssr le developesent du guartier Chimois®
asaxtiexr Chiagis P. 7 June.

Cobura ot al 1982 (ed.) jealth- Aad Casadian 3Secistl.
Canada: Pitzhenry & Whiteside Liaited.

Copp T. 1974 The Amatenx 2f Poverty: Ihs Cendition Of ZThs:
Becking Class Ia Bontreal, 1897-1929. Toroato:
AcClelland And Stewart.

Crepeau . 1950 La Sisaioa Catheligns Chingise A Hoatzeal.
Unpeblished Baster Thesis, (uninuity of BNootreal.

Coughlis B. 1965 Chuzch Aad State In Secial Nelfars. WNew
201 ‘



Q

i

!
York: Colwmbia Saiversity Press.

3

Rabates 1963 Rouss of Cossoa Val. 5, P. 8769.
Desbarats P. 1967 The State Of Onehec. Toroato: NcClellamsd
Aad Stewart Limited. '

Rlaser D. 197¢ Cosmaaity, Asdi Pality Philadelphia: The
) "Jevish Publicatios Soceity of Amserica.

7
e

Buersoa R. 1962 “lower Depeadence Relatioas®. Aaarices-
dscisloaical Revisy. Bo. 27 (Peb.) PP. 31-80.

Preidson E. 1975 Rectoring Isgathex: A itady Of Zxefesaissal-
sesial Comirpl Vew York: Rlsevier '

sasetie 1981 ®*City Teariag Us Apart Brick By Brick, Say
Soatreal®s Chimese® Nov. 18 P. 1, PP, 8-9.

A
Georgopoulos B. (ed.) 1972 grgaaization Ressacch 9a Health
Iastitutions. Institute For DResearch. Uaiversity
of Hichiga.

Georgopoulos B. 1975 jospital Greamisatisa Bsssaxsh: Mexiew-
Aad Sencce Mok Philadelphia: ¥. B. Sasaders Co.

202

e



-

c-btqoyoll.os B. Amd HNaom, P. 1962 ZThe Compunity Geasral
despital. Wev York: Bacmillan.

Glaser B. and Strauss A. 1967 The Discovery Of Scouaded
Iheecy. Chicago: Aldine Publishing Company. §

Goffsas E. 1959 Ihe Rressatation Of Self Ia Evervday Lifs.
New York: Doubleday and Company, Inc.

- .
Gordon Milton 1964 Jssimilation Im Amstican Life. New York:
Oxford Umiversity Press.

®

Gouldner A. 1959 ®0Organization Analysis®. Inp Berton et al,

Secioleqay m‘!. New York: Basic Books Imc. PP.
§05-406.

Nall Oswall 1958 "The Stage Of A HNedical Career™. ANeLicah
Jessaal 9f Sociolegqy. 53, Barch. PP. 327-336.

Ball BR. 1979 QOpqamizations: Stiycture ARd RIocegs. HNev
Jersey: Prentice-Hall Inc.

Nassan H. And rFreeman J. 1971 The Population Ecology Of
Oorganizations. Amsricap Jesraal of ﬁgmm;‘
82, ¥o. S PP, 929-940 Barch.
;203 o



Hardwick F. And Johnson H. 1975 Bagi Meets Hest Vanfounx::

Tantalus Research Liaited.

[}

Harwood Alan 1981 Ethpjcity and Medical Care Massachusetts:

Harvard University Press

)

Hasen feld !éh.eshel (ed.) 1978 The Hanagemsat /g; Hunan-
§egrvicaes. HNev York: Colusbia University Press.

Hasenfeld Y. & English B. 1979 Humap Service Organizations:
A-Book Of Beadings.
University of Bichigan Press.

It

Havkins Freda 1972 Capada Apd - Isndgration: Rolicr- Ad
Rublic copcern. Nontreal: Hc6ill-Queens

University Press.

{

Heagerty J. 1928 Four-Centukies Of Nedical History In Casmada-

’Toronto: lacnillan.

Helly D. 1981 La Premgtiop Dlua- Jectesr De 3exuice A
Bontreal: Les Buamderies (1877- 1923). Departaent
0f Sociology, University of HMontreal.

I L

Johnson T. 1979 mmﬁg and Poyer London: The Nacsillan:
204



Press Ltd.

Katz D. And Kahn BR. 1966 IThe Social PEgycholecy Qf
Qrgapizations. New York: John ©Wiley and Sons,

Inc. PP. 1W-29, 59-62.

Kett J.F. 1967 "american And Canadian HNedical Institutioas
1800-1870". Joyrnal Of Ihe GHistory Cf Bediciae
Apd Allied Sciepce. BMo. 22. PP. 343-356.

Krause E. 1968 "Punctions of A Bureaucratic Ideology: Citzen

participation® In Seocial Broblen No. 16.

PP.129-143.

Kuhn A. 1974 The Legic Of Segial . Sistems. Calif:

Jossey-Bass Publishers.

Lav S. 1967 gservice Eumctions Qf Ihe Hoptreal Chipese
Hespital. An OUnpublished Research Paper, School

0f Social Work, NcGill University.

Lavrence P. and Lorsch J. 1967 Qrganization And Environment

domewood, Illinois: Richard Irwin, Inc.

205



Lee C. 1966 Chinege Bpmigratiocs Bistory. Taiwan: Sheung Hoo
Publishing Inc. (Text in Chimese)

Lee David 1967 A Bistory Qf Chissse Ia Capads. Yoromto:
Hsing Wah Joh Po. (Text In Chinese).

Lee Siimey 1979 Qusbec's Health System: A Decads Qf Change
1967-1977. The Institute Of Public Adsimistration

of Canada.

Lella Joseph 1969 3 [rame 9f Beference For lIhe Study Qf

Formal Orgapizatjon. Course materials. Departsent
of Sociology, Bc6ill University.

Lipset et al 1956 "Union Desocracy and Secondary

Organization. Aperican decial  Ratteras.

Pertersen . ed. Mev York: Doubleday Anchor Books.

¥4
PP. 171-218.

Lewis D.S. 1969 Royal Yictoria Hospital< BcGill University

Press.

Li P. 1979 "A Historical Approach To Bthnic Stratification:
The Case of Chinese In Canada, 1858-1930, Ihs

Capadias Reviey of Socioloay amd AmRthropelody.
206



Li P. 1930 *"Isaigration Laws And Panily Patterns: Some

Demographic changes Among Chinese Fasmilies 1In

Canada®. Capadian Ethaic Studies Wo. 12 PR
58-73.

Li P. 1982 *"Chinese 1Isaigrant On The Canadian Prairie".

Canadian Beviev 9of Sociolody and Amthropolqgy.
Lidaficaisce Camadisnpne 1965 sept: 28

Lia F. 1974 "The Elderly Chinese". Bapsrs O Ihe Chinsse
onpuRity. Ontario: Ministry Of Culture And

Recreatior. PP. 31-37.

Lofland J. 1971 Apalysing Secial Settings- Calif.

-

#adsvorth.

Lore ¥W. 1974 *Chinese Ccamunity organization™. Pamrs O
the Chinsse Compunity. Ontario: HMinistry Of

Culture And Recreation. PP. 31-37.

Lu Y. 5. 1956 QRroqmss 9f ComEuRist China Ior JQrerseas
Chinege. Hong Kong: The Union Research Institute.

Lyman Standford 1977 3Ihe Asian IR Borth Ansrica calif:
207



O

ABC-Clio Eooks.

L ]
Nacdersott H.B. 1967 gpe Huadred Ieaxs Of Hedicise 1Ia
Capnada. Toromto: HcClelland and Stewart P. 110.

Banga P. 1981 Incose And Access To Hedical Care In Canada.
Health AM Capadiap Society Coburn et al\ ect.

Pitzhenry & Whiteside Limited PP. 325-382.

dcginnis Janice 1977 *"the Impact Of Bpidemic Influeaza:

Canada, 1918~ 1919%.Ia Shortts (ed.) Bediciae Ia:

canadian Sgciety.- Bontreal: BcCill-Queen'’s
University Press PP. WA7-478.

Berton R. 1957 ®The Role-set: Problems Im Sociological

Theory". The British Jewzaal 0Of Secielegy. Vol.
VviIII, June. PP. 106-120.

¥
Sontreal Chinese Hopital: A Contract Betweean The Board of

Directors and The mother house 1928.
HSontreal Chinese Hospital. 1966-1982 Ratisit SeASus,

Bontreal Chinese Hospital. 1968-1982 jassal Mapert
* 208

-



Bontreal Chinese Hospital 1963-1965 jApditor's Resort

Gontceal Chinese Quartiszr: Montreal Chimatown Planaing And
Developseat Comaittee. HNontreal Chinese United

Centre. Harch & Jume (1982) aad Narch (1983).

gentreal -3tar 1945 "missionary BHNuas Hinister To Sick of
Chinese Race In Owa Hospital: July 2&, P. 11,

GoatEesl Star 1964 *Chinatown® August 21, P. 19.

Nevhanser D. & Adderson R. 1972 ®Structural-Coaparative
Studies 0f Hospitals". In Georgopoulos B. (ed.)
Qrianizatios Repearch O Health Institstions.
Iastitate Por Social Bessarch. Ihe University of

~— michigas PP- 83:11%. )

Nevman §. 1978 "Theoretical Perspectives For The Analysis of
‘'Social Pluraliss®. Ihe Canadiaa Ethaic Hesaic.

Driedger L. ed. Toronto: HNcClelland and Stewart

PP. &0-58%. ) \

Park B. and Burgess 1924 Iatredaction Za Ihs icieass Of
Secigleqy The Gmiversity of Chicago Press.



Parsoas T..1960 Strsckacs Mad Riecess Ia-Aedsia Sagistisg.
Ill: Pree Press. o

8

Parsoas I. 1966 m. New Jersey: Preatice Hall. '

Perrow Charles 1963  “Goals.  And Power Structures® Thg
despital Ia Heders Sociely PP. 112-146. Freidson

E. (ed.) London: The Pree Press.

perrow Charles !965 "lospitnh. rccnoloy!o 8tuctto. and

3oalsw m 9of Qreanizaties. Barch J. ed.

Chicago: Band HAchally.

Perrow C. 1979 Complsx Qraaadzation: A &Ritical Zssal.

Illinois: Scott, Poressan amd Compaay.

. ! I >
Peter K. 1981 *The HNyth Of Bulticulturaliss Aad Other -

Political Pables®. nmun And rornudo (ed.)

Bthaicity. RPovar And uu.m ia- mm ‘Canadisn
Bthaic Stiﬂhs Association PP. 56-67.

Porter John 1576 "Bthnic élu:nin In c:nun Perspectives®
In Jthaleity Glaszser aad lmilu ed. Barvard
‘ University Press. . P '

4

‘2%



"N&I

Porter Joka 1965 Ihs Jextisal Hesais. Usiversity of Toroato

Press.

>

Posgate D and EcRoberts K. 1976 (Queheg: 3ecial Shaass Aad-
editical Crisis Toromto: AcClellaad aad Stewart

Limited.

Quebec 1897 Sessiensh RaRSE
guebec 1913 Se9ssioRsl RaRer Vol. 47, Pt. 3.

Quebec 1915 Sessisasl Raper Vol. d8.

Quebec 1918 Sassioaasl Rapsr Vvol. 51, Pt. 3, Vol. 52 Pt. ¥,
'OI- 530 L\

‘o-_mé 1920 Sessionsl Pasel
Quebec 1921 Sassisnal Ransk
gn;m 1920 3assiensl Bamsr Vol. 61 Pt. V
Quebce 19544 Repoxt Of Risdstry 9f Esalth.

quebec 1985 Rasext Gf NABBter Of Nssdt-
211



O

Quabec
gusbac
duebsc
Quebec

Quabsc

Quaebact
Quebec

Quabec

Qeebec

Reaasnd

1946 lansct 0L Aialstzy Of Neadsh-
1987 he Zessth Asssst Of Zhe Dessxiaeas O Esadid-
1946 papartasat Of EsaiSh ASSeKs.

19589 Dsnaxtasat 9f Hsallh Ressst-
1961 The Zigktesath Repess Of IAe Dssaxtasss of
Hsadth. ‘

1962 Aaamal Zueviacial Hsalih Bapsst.

1964 Dspaxtasat 0f Hsalth Beport.

4

1970 Repect Of The Sommissisn Of Ths Somsissiea Of
Iagairy 03 Health Aad Social Welfare. Vol. IV,

1972 Repest Of Gomaission Of Lagsiiy Oa Health And
Social Nelfare. Vol. VI.

§. 1981 "Refors or Illssica? An Analysis Of The
‘Quebec State Intervention In Hnlt;'. In Cobura et
al (ed.) Health Aad Casadisn Jeciety. Toroato:
Pitzhenry And Whiteside. PP. 369-392.

212



S
Qv t ;

Renaud 8. 1976 Zhs Rslitical Zceacay 9f ke Qushe¢ " Stais

N Iatecysatiens In Mealstht Refora or Revolutia?
Pa.D thesis, University of Winscoasis.

Revans R. 1966 “Ressarch Into Bospital lnag-u& Apd

/ orgasization Bilhaak Meserial Puad guacterly Vol.
ILIV, Bo. 3. Bew York: Nilbank Hemorial Prunmd.

i
v

y
Risssas 8. ‘\un "fhe Use of Health Service By The Poor*

Zogial Relicy 5 (Bay, Jume) pp. 81-49

Rioux . and Ives d. 1968 (ed.) Iraash-Canadisa Zasiety
Toroato: 8cClelland and Stewmart.

Riosx 8. 1973 The Development of Ideoclogy Is (uebec. Zha-
m Pelitical Riecass Kruklak et al ed.
Toroato: Holt, Rinehart and Winstoam of Lisited.
TP, 69-90. ‘

Rosea G. 1963 "The Hospital: HNistorical Sociology of A
Cossunity Iastitutioa®™. In B. Freidson (ed.) IZhe

Hespital Ia Hedera Socisty. Bev York: Pree Press.

Scott R. 1964 "Theory of Organizations® Hapdbeok 9f lodara
Sesisty Paris R. ed. Chicago: Raad KEc¥ally PP.

213



485-529.

Scott R, 1972 *Professiosals Ia BRoepitals: Techaology Aad

The Organization Of Work®. In B. Georgopoulus

(ed.) Qruanizaties isassish Q2 Eaakkh

" Iaatitntiong. Inastitete For Social Research.
Oaiversity of Bichigan PP. 139-158.

Scott B. 1981 Qrgapizations: Batieanl. Nataxal: Aad QGaen
Sxstens- Eaglevood Cliffs, Nev - Jermey:
Preatice-Ball Imxc.

$ills David 1968 “voluatesr Associatioa: Sociological

Aspect™ Iptersstiomal IEasyciesedia Qf Ihe Sasial
Ssheage Vol. 16 (David Sills ed.) Nev Tork:

Bacaillan PP. 362-379,

Sills bavid 1957 The Yoliaatesis lesas Aad Eads Ia A Matissal
- osdanizaties Ill: The Free Press P. 320.

Sis P, 1968 *The Imolatioa Of The Chinese Lauadrymsa®. In

Buxgeso et sl (ed.) gcopgpibutieon e Ixhea
$esislegy. Uaiversity of Chicago Press.

soderstroa lee 1978 The- Canadias Jealth Systen Icadom Crooa
218

;
. r—a )
s
Vi



Hels.

Solomoa David 1961 *Rthaic Asd Class Differences Asoag
Nospitals As Coatiageacies Ia Nedical Carsers®.

Anstisan dsuzmal Of Gesielesy. 65, Barch: PP.
863-a71. '

Staisislav A. 1956 Ihe Imniszatiss of Gxiaatals Iate Canada:.
Glplb“’hd Ph.D. Thesis. Bcaill '.1'.t"t’o

~

Stiachcoabe i.;L. 1965 "Social Stracture aad orguiutius'

in Barch J. ed. Hanikeck 9of QrsaniZAtisas Band
BcEally and Co. PP. 142-193.

Saa Y. S. 1979mmmmmmlonlm=

China Bookstore. .
\\\

-

Tavaey R.B. 1966 Laad Aai ILabhes: 12 Chiaa Bostoa: Beacom
Press.

Taylor 8. 1979 Naalth Lasscance Aad Canadiaa Ruklish Relisy
. Bontreal: ScGill-Queea's University Press. ’

Thoapsoa James 1967 Qrganizaticas 12 Actien Pewv York: NcGravw
- g ¢
Bill. '

215



-~

!
¢

Thospsos J. Aad Bcluea " V. 1969 “arganizatiosal Goals and
tavicomseate. ) asisiesieal Rsadss O3 Cesslas-
Gzushizations Stziomi A ed. Bew York: Bolt,
Rimehart sad Winstom Isc. PP. 197-199.

Toomey 1970 - "Realth Care Delivery and Pinasce Hospitals®
1ABA ¥o. W PP. 39-52.

Tocgeseville A. 1954 Democracy I ARetica- Sew York:
Schocker books.

Torrance G, 1981 "Hospitals As HNealth Pactories®. Ia Cobira

ot al ed.) Beslth Aad cansdian Seciety.
Toronto: Fitzheary aad Fhiteside. PP. 254-773.

torcance 3. 1981 ®=Socio-Ristorical Overview®. Ia‘. Coburs et

al (ed.) Nealth A Canadiaa Sseciety. Toroato:
Fitzheary and Whiteside. PP. 9-28.

rou;uca G. 1981‘ "Socio-Historical Overview: The Developaeat
Of The cu;a'«nu Health Systea®. In Cobura et al
(ed.) Hsaith AM Casadian Sesiaty. Camada;
Pitzheary and ‘Whiteside Limited.
‘Twiis Barbarar 1981 %"Nedical Liceusiag .Ia ~Lover Caaada: The
~ . 216

s

~



¢

Dispute Over Canada's FPirst .\Bedical Degree®. 1In

Shortt S. ed., Nedicipe In Capnadiay Society.

Boatreal: H#cGill-Queens University Press PP.

137-163. )

Twaddla'a. 1968 JInflsence and Illoess: Defimitions Mad
Qefisers of Illaess Bebaviour Among Older Nales In

P:ovidénce. Rhode 1Island. Ph.P. Dissertation.

Brown University. s

Tzuk Y. 1982 Jenish Compumal ielfare ILastitutions In A
Changind sSocisety Unpublish  Rh.D. thesis.

Departaent of BReligious Studies, Concordia

University. -

Yer Steeg D. and Croog S. 1979 “Hospitals And Related Health
Care Delivery Settings™ fandbook Of Hedical
Socielogy Preeman et al ed. Englewood Cliffs, lNew
Jersey: Prentice-Hall Inc.

y
L
\

N

Yon Bertalanffy 1968 "General System TheoryY" Noderp Systoms

leseasch Ior Iks Bshavioral Sciemtists. pp.11-30..
Chicago: Aldime Publishing Company.

Salasley Lewis 1959 Ap Imtsrpretation Of Chipa Toronto: CBC
P :
- 217 ¢



Publicaticn Branch.

Ward Peter 1978 jhite Capads Forever Montreal: McGill-Queen

University Press.

)

Warner W. and Srole L. 1958‘]“&;111 In The Ney NoEld-

Columbia UOniversity Press.

warner W. and Sroles L. 1945 lhe Seogial Systens Of Maerican
Etbpig Grcupg Vew Haven: Yale University Press.

1}

4

Weber #. 1981 “Bureaucracy" lhe socioleqy of Qrdapization '

Grusky O. and Miller G. ed. WNew York:_ The FPrea.

Press PP. 7-36.

Whyte #illiam 1956 The Qrgapizatiopn BamR WNew York: Simon and

Schuster.

Wickberg E. 1981 ®Chinese Organization and The Canadian
Political Process: Iwvo Case Studies®. Ethuicity,

Bovek, 3apd Rolitics In Canada- Dahlie aid
Fernando €ed. Toronto: Methuen. PP. 172-176.

Wu F. 1975 nnandarin-Speaking Aged Chinese In The Los
Angeles Areas" Geroptoloqgist June PP. 271-2175. ,
~ o 218



Appepdix_A: 014 and Nev Locations of Ihe HCH

219



Appeadix_Bi 9Ad Heosrpital Budget .¥3 New Hogpital Bedget
{a) _As Ihe Old Hospital In Chinatoyp

Beyenys
Grant-Quebec Hospitalization $ 29,354.50
01ld Age Security Persion 1€,980.00
Dispensary and Welfare Service 4,979.50
Donatiosa Received 25.00
Interest On Deposits 85.88
Total $ 45,824.88
Expeadituce
N

Drugs $ 3,752.11
Food 7,757.71
Hospital Supplies 751.49
Salaries For Doctors 2,620.00

Sisters of Isamulate Conception 9,096.00

Eaployees 18,392.38
Repairs and Baintenance 2,197.30
Heating 1,358.29
Laundry ‘ 1,992.29
Legal and Adait Pee 2,725.00
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Blectricity 1,285.76

Telephone 834.40
Subscripture , 245.40
Stationary.and Office EBxpemses 988.20
Taxes 549.18
Insurance 60.00
Total ? $ 50,525.5

—

Source: Abstracted Froa The Auditor's Report (1964)
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ihk _AS_A_Rok-Sestarian lHospital In Jean-Zalea

lexeale-

In-Patieat Departaesnt

Provincial Plam

Public Charity Act

Private 6 Seami-private Patient

Custodial

Bon-Resideats

Out-Patieat Departsent

Provincial Plan
Board
Other

Bad Debts Recovery

Other Iacose

Domations
Dietary
Housiag

Total
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$ 280,806
33,021
9,398
18,879
1,184

$ 30,956
73

S, 184

29

s 1,974
3,759
2,888

385,111
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Expeaditace-

Administration
Dietary

Laundry

Linen Services
Housekeeping
Saintenance & Repair
Laboratory ¢
Radiology
Physiotherapy

Hedical Record

Social Service
Bursing Departaent
Out-Patieat Departaeat
Cemtral Supply
Pharaacy

Delivery Roos

Total

$ 56,705
49,676
9,200
7,329
32,163
187,851
14,687
18,322
9,875
2,823
672
148,958
1,357
7,796
5,403
29, 188
418,128

Source: Abstracted Iroa The Asditor's Report (1968)



