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Abstract

Psychosurgery has a long, colourful, and often tumultuous history in which it has been
viewed as both a panacea and a horror-show. Although research on the topic has been conducted
in the United States and Europe, very little research exists on psychosurgery in Canada. Where
scholars have examined Canada, only a cursory overview of Ontario’s experience has been
provided. As a result, many questions remain unanswered including how the program was
administrated, how patients were chosen as candidates for the procedure, and who the
leucotomized were. In order to address the gap in the literature, this thesis presents a detailed
account of psychosurgery in Ontario by investigating the roles of profession, physician, and
patient. The leucotomy program in Ontario began in 1941 and continued into the mid-1960s, the
process used to administer the treatment was bureaucratically organized and streamlined, and

over 1,400 patients were leucotomized during this controversial era.
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Chapter 1: Introduction

Psychosurgery has a long, colourful, and often tumultuous history in which it has been
viewed as both a panacea and a horror-show. The term itself can be defined in a number of ways.
For the purposes of this thesis, it is defined as “any surgical procedure that attempts to alter,
through manipulation of neural tissue, a thought or thought process that is associated with a
psychiatric disorder...and that is not caused by any known structural lesion” (Feldman,
Alterman, & Goodrich, 2001, p. 945). The most commonly recognized procedure that falls under
this description was the prefrontal lobotomy, which was first carried out in 1936. Today, the term
describes—though rarely labeled psychosurgery—operations such as cingulotomies used to treat
severe obsessive compulsive disorder (e.g., Glannon, 2006) and even deep brain stimulation
(DBS) used on treatment-resistant depression (e.g., Kennedy et al., 2011). Although
psychosurgical treatments are in contemporary use, there is a lasting negative connotation
attached to the term. Despite existing objections or criticisms based on what was done in the
past, the development and use of psychosurgery cannot be separated from the context in which it
arose and expanded. It is this context, in particular the Canadian context, which is the focus of
this thesis.

Forays into Psychosurgery Pre-1935

Before psychosurgery began in its most well known form (i.e., lobotomies), there were
individuals who began to flirt with the idea that surgical means might be able to ameliorate the
plight of those afflicted with mental disease. Gottlieb Burckhardt, a psychiatrist from
Switzerland, completed the first contemporary attempt in 1888. His procedure was an attempt to
remove portions of the cerebral cortex of half a dozen schizophrenic patients. When he presented

his results at a medical congress in 1890, he did not receive a warm reception (Stone, 2001).
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Despite his meticulous efforts, “Burckhardt’s presentation had shocked the medical community
as reckless, reprehensible and clearly immoral” (Stone, 2001, p. 80). Stone (2001) suggested that
the response Burckhardt received was a result of very limited knowledge of the brain coupled
with hesitation towards the new specialty of brain surgery. The opposition in the medical
community proved to be limiting, and Burckhardt was forced to halt his program of research and
never operated again (Stone, 2001).

Nearly twenty years after Burckhardt’s experimental research in brain surgery was
suspended, Ludvig Puusepp took up the idea that surgery on mentally ill patients might be
beneficial. In 1906, Puusepp operated in Russia on his first of three patients. His procedure was a
forerunner for psychosurgery’s official unveiling in the mid-1930s and was quite similar to the
subsequent procedures. However, his results were not published until after a widespread
psychosurgery program had begun decades later (Lichterman, 1993). There has been limited
speculation as to why neither the work of Burckhardt nor Puusepp gained in popularity during
their respective decades; however, it would be just over two decades later that the treatment
would be taken up with notable enthusiasm.

Somatic Treatments of the 1930s

Although some likely thought that psychosurgery had come and gone with the work of
Burckhardt and Puusepp, the controversial use of brain surgery to treat mental illness reappeared
again in the mid 1930s. This time, however, psychosurgery was one of four somatic, or physical,
treatments developed and tested to deal with the rising problem mental illness posed to the
medical profession and society. The other three somatic treatments, besides psychosurgery, were

insulin coma therapy, metrazol shock therapy, and electroconvulsive shock therapy.



Manfred Sakel first used insulin to treat schizophrenics in 1933 after experimenting with
insulin comas for opiate addiction. Treatment using this method was intended for those
diagnosed with schizophrenia who were otherwise healthy and included injecting patients with
insulin until they lost consciousness. Injections would be given six days per week and the length
of the entire treatment was, on average, six weeks. The goal was to slowly alleviate symptoms
and to increase awareness in patients. Despite the hope of this particular treatment, there were
several downfalls including extended comas, irregular cardiovascular and respiratory responses,
potential damage to the brain, and incomplete alleviation of psychological symptoms (Bellak,
1948). Although this treatment seemed successful in a variety of cases, more somatic treatments
continued to be tested and adopted by the medical community in hopes of even more effective
solutions.

Another similar treatment to insulin coma therapy was metrazol or cardiazol shock
therapy. This method was first tested in Budapest by Ladislaus von Meduna in 1934. Although
the first experiments used a variety of drugs, Meduna eventually found that the injection of
metrazol quickly induced convulsions and seemed to be effective in treating schizophrenia. After
injection, the convulsions took up to thirty seconds to begin, but during that small period of time,
patients experienced a paralyzing fear of death. As many as thirty treatments were recommended
or the treatment was halted when improvement was evident. Similar to insulin shock, cardiac
problems often occurred. Another side effect was broken bones in the spine or other parts of the
body due to the severity of the convulsions (Bellak, 1948). Although this form of treatment was
quickly adopted into regular treatment regimes, by 1938 it was found that metrazol shock

therapy was better suited for patients diagnosed with depression rather than schizophrenia.



I
Furthermore, with the advent of electroconvulsive shock therapy, the use of metrazol slowly
declined (Valenstein, 1986).

The third somatic treatment was electroconvulsive shock therapy (ECT) introduced by
Cerletti and Bini in 1938 (Valenstein, 1986). According to Bellak (1948), ECT quickly became
more popular than insulin or metrazol therapies because less hospital staff was needed and
patients did not experience as many negative side effects since they became unconscious almost
immediately. However, precautions were taken to ensure the right type of patient underwent
ECT,; in particular, those with a history of heart problems and arthritis were often excluded as
appropriate candidates. When the shock was administered, patients experienced immediate
convulsions and many stopped breathing momentarily. Up to half an hour following treatment,
patients were in a comatose state in which they were confused and sometimes agitated. Like the
other somatic treatments, there were respiratory and cardiac concerns, occurrence of fractures,
and some symptoms of syndromes that appeared like the original mental disease being treated
but were not (Bellak, 1948). Similar to metrazol shock therapy, ECT was also found to be more
effective in treating patients diagnosed with depression than schizophrenia, as originally
intended. By 1941, the primary course of treatment for a variety of mental illnesses was ECT or
a combination of ECT and insulin coma therapy (Valenstein, 1986). The commonalities shared
between the above three somatic treatments was that they had limited effectiveness, repeated
courses of treatment were often necessary, and schizophrenia was still not being treated as
effectively as was desired by patients, families, and physicians.

Egas Moniz and the “Beginning” of Modern Psychosurgery
The shortcomings of the physical treatments being developed in the 1930s helped to

increase the popularity of psychosurgery when it was presented yet again to the medical
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community as a possible treatment for psychiatric illness. As the fourth somatic treatment of the
period, it was (re)introduced in 1935 by Portugal’s Egas Moniz. By this time, he was well known
for his groundbreaking work in cerebral angiography—the ability to X-ray the brain’s blood
vessels using a dye injected into the bloodstream. This invention was so successful that he was
nominated for the Nobel Prize in 1928 and 1933 (Tierney, 2000). Some consider the refocusing
of his professional attention on neurosurgical interventions, despite the fact that he was trained as
a neurologist, as an attempt at a renewed push to secure a Nobel Prize, which in fact he did win
in 1949 for the controversial prefrontal leucotomy procedure (Valenstein, 1986).

Egas Moniz’s inspiration to perform the first psychosurgical operation—since Burckhardt
and Puusepp—remains contested. On the one hand, there are claims, including Moniz’s own,
that he had already been pondering the potential of neurosurgery to treat psychiatric illness (e.g.,
Shutts, 1982; Moniz, 1937). Others thought that Moniz was inspired by a paper presentation
given by Jacobsen and Fulton at the Second International Neurological Congress in London in
1935 (Tierney, 2000). Regardless, the influence of Jacobsen and Fulton’s work cannot be
overemphasized in relation to Moniz’s decision to perform such a drastic and controversial
surgery.

At the 1935 Congress in London, there was a full day symposium dedicated to the frontal
lobes. Among the speakers was Wilder Penfield who presented a case of frontal lobectomy
performed as a result of extracting a large tumour—the patient was his only sister. In contrast,
John Fulton and Carlyle Jacobsen from Yale presented on their discoveries of the frontal lobes
gleaned from their work with two chimpanzees: Becky and Lucy. The earlier work of Fulton and
Jacobsen with the chimps included investigations into frontal lobe functions, subjecting the two

primates to a battery of tests. In 1934, Becky and Lucy each had half of their frontal lobes
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removed followed by a number of tests. Later the same year, the remainder of their frontal lobes
were removed. The results following lobectomy demonstrated a diminished response to
neurological tasks that had once frustrated the primates. The experiments also demonstrated the
decline in efficient use of tools in some of the tests given to them pre- and post-operatively.
Though Fulton and Jacobsen had not deliberately connected the absence of frustration with
affect, Moniz took this understanding away from the presentation (Shutts, 1982). Along with the
other presentations, Moniz surely was plotting how he might use surgical intervention on
otherwise healthy human frontal lobes (i.e., not to remove tumours, but to address psychiatric
illness).

Based on the results heard at the Congress, Moniz must have considered what he knew
about the frontal lobes and how interruption might decrease emotional tension in patients
suffering from mental disease. According to Moniz, he theorized that by “interrupting some of
the connections between the prefrontal lobes and other parts of the brain, some modifications
might be brought about in the mental processes of psychotic individuals” (Moniz, 1937, p. 1379).
Walter Freeman and James Watts, who would soon take up Moniz’s work, provided the
contemporary understanding of frontal lobe function: “the frontal lobes mediate the functions of
foresight, imagination and consciousness of the self, and...the thalamus supplies a strong
affective component through its two-way connection with the frontal lobes” (Freeman & Watts,
1940, p. 12). Moniz, Freeman, and Watts’ understanding of the prefrontal cortex and limbic
system has been largely upheld. According to EI-Hai (2005), the “explanation of the role of the
frontal lobes in amplifying anxiety was not far off the mark. Today’s neuroscientists see the
frontal lobes as a gatekeeper of sensation and a regulator of emotion, the hub of decision making

and planning” (p. 14).



Using contemporary working knowledge of the frontal lobes and limbic system, Moniz
and his colleague—a young neurosurgeon named Almeida Lima—performed the first surgery on
an elderly woman by injecting alcohol into each frontal lobe (Tierney, 2000). Based on the
successful feedback from the patient’s psychiatrist, Moniz continued to perfect his technique and
moved to the use of an instrument he designed called a leucotome. This instrument was used to
cut several cores in each frontal lobe using a protruding wire on the shaft of the instrument
(Mashour, Walker, & Martuza, 2005)*. Consequently, the procedure Moniz introduced became
known as the prefrontal leucotomy, which would be followed closely in some countries and
undergo variations in others.

Psychosurgery on a Global Scale

As with all of the somatic treatments, psychosurgery quickly spread across the globe.
However, until recently there has been very little research on this aspect of psychosurgery. In
fact, all major historiographical works on psychosurgery have been written by Americans and
about the United States (e.g., Shutts, 1982; Pressman, 1998; Valenstein, 1986; El-Hai, 2005).
Consequently, there has been a scarcity of research examining where the treatment was used
outside Portugal, where Moniz performed the first modern surgery, and the United States.
Valenstein (1986), the authoritative source on American psychosurgery, simply indicated that the
treatment spread to Europe and that Walter Freeman travelled to Central America and Canada to
provide demonstrations. Valenstein (1980) also published a chapter that reviewed the historical
perspective on contemporary debates around psychosurgery. Herein, he provided a brief list of
countries and a rough estimate on surgeries completed. He also identified the names of several
surgeons who performed the technique (and its variations) around the world. However, the focus
of much of the chapter was on the United States, as has been the vast majority of the literature.

! See chapter 3 for a detailed description of Moniz’s technique.
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After discovering this gap in the literature, Collins and Stam (2012) collected a variety of
primary source medical publications and used a number of archival sources to provide an initial
analysis of the popularity and growth of psychosurgery in the global medical community.

Across the globe, surgeries were being conducted within the first two years of the surgery
being reintroduced by Moniz. Tierney (2000) suggested that this might have been, in part, due to
Moniz publishing his results in academic journals in six countries within the first year. In Brazil,
surgeries began in August of 1936 due to the professional and political connection with Portugal.
The physician who performed the first procedure there was Aloysio M. Pimenta (Masiero, 2003).
A month later, Walter Freeman and James Watts used the technique on the first North American
patient operated on in Washington, D.C. (Valenstein, 1986). Then in 1937, Moniz was invited to
Italy to perform a number of surgeries and provide instruction on his technique. Courtesy of the
visit, Ludvig Puusepp resurfaced in Italy to conduct the first surgeries there in collaboration with
Emilio Rizzatti. Not only was Italy quick to adopt the treatment, it was also the site of an
important variation to the surgical technique. Amarro Fiamberti developed a more efficient
procedure in 1937 by inserting a hypodermic needle up through a patient’s eye socket and into
the frontal lobe; alcohol was then inserted to destroy fibrous connections (Kotowicz, 2008).
Although it did not become exceedingly popular around the world compared to the Moniz and
Freeman-Watts techniques, Freeman would adapt Fiamberti’s ‘transorbital’ technique in 1946
creating the most historically controversial variation yet. By the end of the 1930s, the treatment
and prospective hope it offered patients reached another continent with a doctor in Japan
performing the first surgery in 1939 (Fujikura, 1993).

It was Moniz’s connection with the United States, however, that would prove to be most

valuable for Moniz and the newly introduced technique. On a personal level, Moniz gained a
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lifelong colleague in Walter Freeman, an ambitious neurologist from Washington, D.C. Their
professional relationship would remain strong until Moniz’s death (Tierney, 2000). Freeman,
always an avid admirer of Moniz, became a charismatic global spokesperson for the use of
psychosurgery. Not only was he a fervent supporter, Freeman was also a practitioner (initially
via James Watts) of the treatment for the vast majority of his career from 1936 until his death in
1972 (Valenstein, 1986). Freeman, who had trained as a neurologist interested in the pathology
of disease, enlisted the help of a young neurosurgeon at Georgetown University, James Watts.
Freeman required a surgeon to actually perform the surgeries, although he would later perform
some of his own which would land him in trouble with hospital and asylum authorities. Although
Watts would generally perform the surgeries, Freeman was highly involved in the operating
room and sometimes would perform the technique on the second frontal lobe of a patient under
Watts’ supervision. Sadly their professional relationship would abate over Freeman’s use of a
variation of Fiamberti’s transorbital variation (El-Hai, 2005).

After performing Moniz’s technique for a number of years, Freeman and Watts began
refining Moniz’s technique and they published their own variation of the procedure in 1942
(Freeman, Watts, & Hunt, 1942). Their variation became known as the famous ‘Freeman-Watts
Standard Lobotomy’ technique, which moved the entry site into the brain from on top of the
skull (as with Moniz’s technique) to near the temples. As well, the tool used to sever fibers in the
frontal lobes from the remainder of the brain changed from a leucotome to a dull knife that
would be used to make large sweeping cuts rather than cores (Valenstein, 1986). They would
continually work to improve their technique over the years including a precision method and

Freeman’s ice-pick transorbital method (Shutts, 1982).
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Due, in part, to the work of Freeman, Watts, and Moniz, the expansion of psychosurgery
continued with a second wave of countries beginning the procedure in the 1940s. According to
Reaume (2008), surgeries began in the Province of Ontario in Canada in 1941. Within a year of
Canada, England was performing a modified version of the prefrontal leucotomy (Sargant,
1953). The Scandinavian countries soon followed with Sweden commencing the procedure in
1944 (Ogren & Sandlund, 2007) and Norway following shortly thereafter (Trangy & Blomberg,
2005). Another continent joined the growing psychosurgery movement when Australian
physicians began performing surgeries in 1945 (Goldney & Adams, 2009). In 1946, Israel also
took up the procedure despite the fallout from the Second World War (Zalashik & Davidovitch,
2006). Although much later than most countries, Turkey began performing psychosurgery in the
early 1950s (Zahmacioglu, Dinc, & Naderi, 2009). The countries provided here do not fully
capture the truly global presence of the procedure and the larger transnational narrative (see
Collins & Stam, 2012), but it does demonstrate that psychosurgery was a quickly expanding
treatment for the world’s mentally ill.

The large number of countries and continents where psychosurgery began in the 1930s
through 1950s can be attributed to a number of factors that led to the treatment being employed
across the globe. For instance, up until the release of Largactil in France in 1952 (Ban, 2007) and
Chlorpromazine in the United States in 1954 (Valenstein, 1986), the newly developed somatic
treatments described above were the only available treatments to combat serious mental
ilinesses. Still, in most countries, psychosurgery, as an irreversible treatment, was only used
when all else had failed (e.g., Ogren & Sandlund, 2007; Zalashik & Davidovitch, 2006). It is

commonly held that the development of antipsychotic medication specifically contributed to the
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significant decline in psychosurgeries in the latter half of the 1950s (e.g., Valenstein, 1986;
Shutts, 1982; El-Hai, 2005; Reaume, 2008)

The circulation of promising results in the medical literature was another factor that
influenced a variety of countries to begin using psychosurgery. According to El-Hai (2005), the
works of Freeman and Watts along with one additional publication were the only English
language sources available on the budding treatment by 1940. This meant that English-speaking
countries like Canada, the United States, Australia, and others would have been primarily
informed by similar sources that promoted the benefits of psychosurgery.

The existence of promising results also made for enthusiastic discussions at medical
conferences. In 1949, for instance, the Israeli Neuro-psychiatric Society convened to discuss 43
cases where “none of the conference participants doubted or criticized the new therapy. The only
questions were when was the best timing to operate and on whom” (Zalashik & Davidovitch,
2006, p. 96, italics added). In Italy, there was “an almost complete lack of resistance to the new
technique” (Kotowicz, 2008, p. 482).

There were also a number of institutional factors that contributed to the rise in popularity
of psychosurgery. One such contributor was the existence of professional socialization in
psychiatry. In particular, there was a lack of objections from the medical community as the
reputation of the procedure increased. According to Apker and Eggly (2004), from the time
medical students begin their journey to become physicians, the identity and expectations of the
medical profession are ingrained. Dissenters to the new procedure of psychosurgery may not
have expressed any serious disagreement on the treatment due to the expectations of the

discipline. It should be noted that dissension did exist, especially in the infancy of the treatment.
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Concerns often were raised by psychoanalysts and others who could not justify the destruction of
otherwise healthy brain tissue in the name of an experimental procedure (El-Hai, 2005).

The overcrowding of mental hospitals also placed pressure on the superintendents of
institutions, the government, and desperate physicians, which inevitably contributed to the
hurried acceptance of psychosurgery into the treatment arsenal of institutions. There was
sustained growth of mental patients across the globe, especially with the return of veterans from
the First and Second World Wars. In Sweden, for example, at Umedalen State Mental Hospital
and others, there was overcrowding of patients by the late 1940s (Ogren & Sandlund, 2007). In
Turkey, survivors from the First World War compounded their national in-patient quotas and
psychosurgery was cited as a financially practical treatment given the circumstances
(Zahmacioglu et al., 2009). The lack of effective treatments, promotion of positive results,
professionalization within psychiatry, and overcrowding of mental hospitals all help to explain
why such a crude treatment, by today’s standards, could possibly expand so rapidly.

As has been shown, the development and dissemination of the treatment across the globe
has only been studied in limited ways by researchers interested in their respective countries (e.g.,
Kotowicz, 2008; Trangy & Blomberg, 2005). The United States has been at the centre of the vast
majority of research on psychosurgery. In particular, the life and work of Walter Freeman seems
to be of utmost interest to historians and even journalists (e.g., Valenstein, 1986; El-Hai, 2005).
This fascination with the United States and Freeman might be accounted for in a number of
ways. First, the most significant number of surgeries (without taking into account per capita or
number of mentally ill incarcerated) was conducted in the US—an estimated total of 40,000
surgeries were completed (Trangy & Blomberg, 2005). Second, unlike any other country besides

perhaps Portugal, there was a key spokesperson willing to proselytize on behalf of this treatment;
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namely, Walter Freeman. Third, as Freeman’s career unfolded, he performed thousands of
surgeries and his work became sensationalized based on his ice-pick transorbital lobotomies
(Valenstein, 1986).

The experience in the US has also been of interest to those interested in psychosurgery
from a variety of other notable perspectives. Glannon (2006), for instance, used the history of
psychosurgery to highlight the ethical practices of modern uses of neuropsychiatric treatments.
Interested in the historical role of the popular press, Diefenbach, Diefenbach, Baumeister, and
West (1999) conducted both gquantitative and qualitative analyses on the media portrayal of
lobotomies in the United States between 1935 and 1960. These studies are examples of sustained
interest in the history of psychosurgery and how researchers are still trying to fully understand
the context in which the treatment expanded so rapidly reaching around the world.
Psychosurgery in Canada: An Unexplored Context

As has been shown, psychosurgery as a topic of academic interest has been particularly
popular in the last thirty years. As well, it is clear that psychosurgery was a global phenomenon
rather than a practice isolated in the United States and Portugal. There are a number of countries
where little to no historical analysis has yet occurred; one such country is Canada. Given the
presumed availability of circulating medical literature in the 1930s and Canada’s proximity to
the United States, it is surprising that there is very limited secondary literature on the topic. At
the same time, there is primary source evidence supporting the fact that psychosurgery surely
was performed in most provinces in this country. Despite the existence of these sources,
Canadian researchers have remained relatively silent on this somatic treatment that reached

Canada in the early 1940s.
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Although the majority of the scholarship on the history of psychiatry in Canada has not
yet addressed psychosurgery, the broader field is an active area of research involving a number
of prominent scholars. The diversity of the work in the field is significant and includes topics
such as law and madness (e.g., Menzies, 1998), psychiatric nursing (e.g., Boschma, Yonge, &
Mychajlunow, 2005), contraceptives (e.g., Tone, 2012), deinstitutionalization (e.g., Dyck, 2010)
and, of course, the history of eugenics (e.g., Dowbiggin, 1997). Despite the overlap in historical
time period between eugenics and psychosurgery, it is surprising that there has been little to no
research that has focused on any connection between the two. It might be surmised that one
reason for this is because the aims of each were quite different from the outset. While the goal of
psychosurgery was to manage and treat chronically ill patients that exacerbated overcrowded
psychiatric institutions, Dowbiggin (1997) argued that eugenics allowed psychiatrists to escape
the confines of institutions and promoted prevention in the form of sterilization.

What can be gleaned from work in the history of psychiatry in Canada is the context in
which psychosurgery developed and expanded. In the 1930s, Canada like the United States (e.g.,
Shorter, 1997) faced the same situation in regards to the overcrowding of mental hospitals and
lack of effective treatments. The hopelessness that psychiatrists in mental hospitals faced
contributed to the acceptance of psychosurgery and the other somatic treatments of the decade.
Additionally, psychiatrists in North America were either adherents to the biological psychiatry
model, in which psychosurgery thrived, or followers of psychoanalysis (see Tone, 2005) who
were always in staunch opposition to the treatment. Not only was the disparate state of provincial

mental hospitals prescient in the advent of psychosurgery, it was also the disciplinary allegiance

2 Though there may be parallels in other provinces (such as Alberta) in regards to institutional organization of
dedicated sterilization and psychosurgical programs, there was no formal eugenics program in Ontario. Given that
psychosurgery in Ontario is the focus of this thesis, no comparison has been provided due to the preceding reason.
Furthermore, there was no mention of eugenics in the archival and relevant secondary literature in Ontario.
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to an organic model that allowed for psychosurgery and other somatic therapies to emerge with
such promise and be followed with such vigour.

Despite the extensive work in the history of psychiatry in Canada, some of which
provides invaluable context for the present thesis, there have only been a handful of publications
on psychosurgery in Canada to date, and none has been a comprehensive overview of the
country’s experience and contribution to the movement. Still, there has been provincial interest
in the topic. O’Brien (1989), in her history of the Waterford Hospital in Newfoundland, briefly
noted that surgeries began in the late 1940s. According to her calculation, a small number of
surgeries were conducted—approximately 49. Unlike the other somatic treatments,
psychosurgery never became a standardized treatment option at Waterford Hospital (O’Brien,
1989). In Quebec, surgeries were also done likely beginning in the 1940s. Perreault (2011), in
addition to several French language publications, has written on 250 patients from St. Jean Du
Dieu Hospital who underwent the procedure from 1949 through 1956. Despite these
contributions, psychosurgery in the prairies, British Columbia, and remainder of the Maritimes
has not yet been investigated.

The other province not yet mentioned is Ontario. Unlike other provinces in Canada,
Ontario has been the subject of investigation by several researchers. For the three scholars
concerned, their papers/chapters on psychosurgery are subsidiary to their main lines of inquiry in
their respective fields. Still their contributions offer important foundational work in the area. The
first paper on psychosurgery in Ontario was published by Harvey G. Simmons in 1987. It was
followed shortly thereafter by a revised version of the paper in his subsequent 1990 monograph.
Simmons provided a critical analysis on the role of authority in the province’s institutional

history. He was particularly interested in physicians, superintendents, and relevant government
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officials. He argued that there was widespread abuse of psychosurgery due to the procedure
being in the hands of a “narrow circle of medical doctors and bureaucrats” (p. 211). Further,
Simmons heavily criticized how the procedure was prescribed to patients, arguing “In some
cases, psychosurgery was administered to ease staffing problems, for experimental purposes, or
simply out of sheer curiosity” (Simmons, 1987, p. 537). To provide support for his criticisms, he
used a limited number of sources including correspondence between superintendents and
government officials, and published outcome studies. Simmons also offered the only estimate,
based on his own calculations, on the number of surgeries conducted in Ontario. He claimed that
approximately 1,000 surgeries were conducted between 1944 and 1967. As this thesis will show,
his estimate is far too conservative and his critical arguments are too simplistic for what was
actually going on in Ontario mental hospitals at the time.

The second author who has investigated psychosurgery in the province of Ontario is
Geoffrey Reaume. Trained as an historian, his interests are primarily on the social history of
patients and clearly from a disability studies framework. In 2008, he published a chapter in a
book containing essays honouring his doctoral supervisor, and well known Canadian historian,
Michael Bliss. His chapter, “A History of Lobotomy in Ontario,” (2008) was based on a paper
he wrote for Bliss while in graduate school. In this chapter, Reaume drew upon the critical
arguments proposed by Simmons decades earlier. In congruence with Simmons, Reaume’s
argument was that the use of psychosurgery in Ontario was a result of ambitious physicians who
used the procedure to exercise social control. As is symptomatic of Simmons’ work, Reaume
also proposed arguments that did not take context or complexity into account.

The third publication briefly addressed the use of leucotomies in Ontario by focusing on

the Toronto Psychiatric Hospital (Baskett, 1996). Baskett’s chapter reviewed the history of the
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Toronto Psychiatric Hospital (TPH) with the aim of identifying the “significance of the
institution” (p. 97). Although the majority of the chapter details the earlier history of the TPH,
there is a portion of the chapter dedicated to some of the treatments used including
psychosurgery. Therein, Baskett outlined the important role of the TPH in the beginning of
leucotomy in Ontario. His goal was to provide contextual information on mental health care in
Ontario and the role that the TPH played within this framework. His overview of leucotomy is
brief and focuses primarily on the beginning of the treatment in 1941 through until the early
1950s before he moves on to discussing the role of pharmaceuticals in the Ontario Hospitals. His
account uses a variety of sources—some used by Reaume (2008) and Simmons (1987; 1990)—to
provide an historical picture of the Toronto Psychiatric Hospital’s role in leucotomies. His
account also provides helpful context to the decades prior to the advent of psychosurgery in
Ontario.

Published work on psychosurgery in Ontario barely begins to address a major gap in the
research. All the publications to date offer very preliminary insight into how psychosurgery
arrived in Ontario, how it was administered, the patients who were treated, the major figures
involved, and the outcomes of the treatment. It seems presumptuous of the early researchers in
the area, particularly Reaume (2008) and Simmons (1987, 1990) to make such critical judgments
without providing a thorough overview of the treatment in the province first.

In order to address the gap in Ontario’s psychosurgery literature, this thesis presents a
detailed account of psychosurgery in Ontario. It provides an explanation of how psychosurgery
reached Ontario, which has been only briefly touched on in the literature—and often incorrectly.
In addition, it provides the most thorough description to date of the leucotomy process—a

patient’s journey from admission to surgery. Additionally, using patient files, an adjusted
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estimate of the number of surgeries in Ontario is given by providing specific figures and relevant
sources whenever possible. This task was accomplished through the review of the evidence
relied upon by aforementioned researchers, but also the inclusion of archival files that suggest
physicians took more care in the administration of leucotomy than either Simmons (1987, 1990)
or Reaume (2008) afforded them. Although it is impossible to avoid the difficult question of
leucotomizing patients who were management concerns, a broader understanding of the
experience of patients, their families, and physicians in Ontario is necessary to begin to even
grapple with this issue.

In contrast to Reaume (2008) and Simmons (1987, 1990), | argue that psychosurgery in
Ontario was not haphazardly administered in the province. A charge of professional breach of
ethics, as has been claimed, is unfounded given the organized, streamlined, and intentional
leucotomy process in the province that was in place from 1948 through the 1960s. Patients of all
kinds were leucotomized—men, women, young adults, seniors, those married, and single. Even
psychosurgery’s arrival in Ontario was not hasty or based solely upon professional interests. For
the first time, readers will gain a glimpse into the lives of Ontario Hospital patients who
underwent the surgery (and some who did not), the physicians and their process in determining
who was or was not appropriate candidates, and the context in which this controversial treatment
appeared in Ontario. More importantly, readers will be able to better evaluate those arguments
made by other scholars both in Canada and internationally. The topic is important historically,
but also relevant today. With modified surgeries being done around the world, it is incumbent
upon us to understand our own history in the psychosurgery movement. Further, ethical
questions raised with the first psychosurgeries performed have not dissipated; rather, the use of

neurosurgical treatment for mental disorders is still a heated controversy.!
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Chapter 2: Leucotomy Program — Beginning and Development

Psychosurgery arrived in Ontario not by happenstance; rather, it was a result of
international promotion, eager physicians, and an overextended mental health system. Within
several years of Moniz pioneering the neurosurgical technique, patients around the world were
receiving the new, controversial treatment (Collins & Stam, 2012). As has already been
described, it was Walter Freeman who played the most important role in spreading
psychosurgery across the globe. The case is no different in Ontario, where Freeman was
instrumental in supporting the adoption of psychosurgery in the province. At the same time, it
was also interested and professionally engaged Ontario physicians—with influential professional
connections—that ensured psychosurgery would eventually be attempted, and later extensively
used.

Once psychosurgery began in Ontario, physicians took the procedure, its administration,
and surgical technique into their own hands. Though Freeman would visit several times after the
leucotomy program had been established, his role would primarily be to encourage an already
flourishing program. A number of leucotomy programs at various Ontario Hospitals would be
established in the early 1950s after an initial period of research and a hiatus on surgeries the
decade prior. Begun in 1941, the leucotomy program in Ontario expanded and carried on into the
1960s without Freeman or further direct US influence.

This chapter describes how psychosurgery began and progressed in Ontario. After a brief
introduction to the Ontario Hospital system, I review the issues of overcrowding and
understaffing resulting from the Second World War that led to the precarious situation facing the
province when psychosurgery first began. | then describe how the famous neurosurgeon,

Kenneth G. McKenzie, came to perform the first prefrontal leucotomy in Toronto in 1941 and
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Walter Freeman’s role in encouraging Ontario physicians to adopt the procedure. To round out
the discussion, how psychosurgery developed and expanded into an organized program is
explained. Bureaucrats, physicians, patients, and families all played an important role in the
development of this treatment in Ontario. The demand and subsequent allocation of resources
and attention to this treatment is crucial in understanding this era in Ontario’s psychiatric history.
These details are invaluable for what is to follow in terms of the leucotomy process, the role of
physicians, and the patients that underwent the surgery in Ontario.

Ontario Hospitals: A Provincial Solution

Ontario was not the first Canadian province to open an institution that would both contain
and attempt to treat Canadians suffering from mental illness. On November 14, 1835, the
country’s first provincial lunatic asylum was opened in New Brunswick (Chen, 1967). Only ten
years later, however, the Ontario Government would open its own provincial lunatic asylum in
Toronto. By the turn of the century, seven mental hospitals serving the province’s mentally ill
had been established including facilities in Hamilton, Kingston, and London (Department of
Health, 1940). Due to the amalgamation of services under the Department of Health, all
provincial mental health facilities were renamed in 1919 to encourage continuity among the
institutions. Each hospital was called *Ontario Hospital’ followed by the city or town in which it
was located, such as Ontario Hospital, Hamilton (Archives of Ontario, 2009).

As the needs in the province grew, more Ontario Hospitals were built in an effort to
accommodate the demand. By 1941, there were thirteen Ontario Hospital institutions serving
various regions across the province (Department of Health, 1942). In addition, a quasi-
governmental facility—Toronto Psychiatric Hospital (TPH)—had opened in 1925. The TPH was

a facility affiliated with the University of Toronto, Faculty of Medicine. At its inception, it was
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funded by the Rockefeller Foundation in the United States and its primary objective was research
and investigation in the field of psychiatry (Baskett, 1996).

The Ontario Hospital service was structured in an organized, bureaucratic way; most of
the upper-level positions were held by physicians turned administrators. Often physicians from
within the Ontario Hospitals would move up and receive promotions to higher ranks. At the top
of the Department of Health was the Minister followed by a Deputy and Assistant Deputy
Minister of Health. There were then divisional directors, such as the Director of the Hospitals
Division in charge of Ontario Hospitals, and under them assistant directors. Subordinate to the
Director, you had superintendents in charge of each Ontario Hospital with physicians in each
respective institution reporting to their superintendent. Much of the communication naturally was
between the Director of the Hospitals Division and superintendents who would correspond on
matters of policy, finances, treatments, and related administrative concerns. This structure
remained relatively static, with some restructuring in the department and changes to titles,
throughout the period in which psychosurgery was used in Ontario.

Patient Growth, Overcrowding, and the Second World War

Historically, Ontario Hospitals had been built based on provincial need for additional
facilities to assist with the treatment and housing of mentally ill patients. The building of
facilities was also likely intricately tied to funding opportunities for infrastructure. There appears
to have been a pattern of building. Between the construction of the Toronto Asylum and
Kingston’s Rockwood Asylum, there was a span of 18 years whereas the next two hospitals were
built within twelve years. There would again be a long gap—14 years—between the next

hospitals being built followed by two more within 12 years (Department of Health, 1940).



22
!

Provincial population growth and intermittent availability of economic resources were likely
responsible for such a pattern.

The continuous building of infrastructure was necessitated by a steady increase in patient
population. In 1919, there were 7,482 patients on the books, which included those on probation
and boarded-out (Department of Health, 1937). Twenty years later, the total patient population
had essentially doubled to 15,196 patients on the books with 13,746 in residence. By this time,
nearly half were diagnosed with dementia praecox (i.e., schizophrenia) with the second largest
diagnostic group being those with *‘mental deficiency without psychosis’ at approximately one
quarter of the patients on the books (Department of Health, 1940). Moreover, males and females
were not disproportionately represented in hospitals; for instance, there were 7,391 males and
7,337 females in residence in 1942 (Department of Health, 1943).

During the Second World War, first admissions of patients were increasing annually at
roughly 2,250 per year. However, due to deaths, discharges, boarding out, and patients released
on probation, the in-patient population was not increasing quite as quickly. Patients in residence
were on the rise at the rate of roughly several hundred per year (Department of Health, 1943).

With the moderately increasing patient numbers, an already present concern surrounding
overcrowding worsened; a situation facing most hospitals in North America by this time
(Shorter, 1997). The year prior to the beginning of the war, there were already concerns about
too many patients and the lack of ability to appropriately treat them. Superintendents commonly
addressed this issue in their annual reports. For instance, J.N. Senn, Superintendent of Ontario
Hospital, Fort William reported this problem in 1939: “Apparently this hospital is not alone in
being overcrowded with resultant lowering of the standards of treatment” (Department of Health,

1940, p. 10). In 1942, the Superintendent of Ontario Hospital, Hamilton, J.S. Stewart, reported
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that “this hospital continues to be overcrowded and each week the problem of finding
accommodation for new admissions is becoming greater” (Department of Health, 1943, p. 11).
Although Ontario Hospital, St. Thomas was opened in March of 1939 and 1,050 patients
transferred from various Ontario Hospitals to relieve overcrowding, patients were again
transferred out the same year so the building could be used by the Royal Canadian Air Force for
training when the war began (Department of Health, 1940).

The beginning of World War 11 also resulted in severe staffing issues because personnel
from the province’s institutions often took leaves of absences to assist in the war. Despite a
“noticeable increase in the number of patients in residence” from 1940 to 1941, the
Superintendent of Ontario Hospital, Brockville reported that the insulin treatment clinic had to be
closed because the physician who was administering the treatment had left to join the war effort
(Department of Health, 1942, p. 9). At Ontario Hospital, Hamilton, 27 staff members had
enlisted between 1940 and 1941 including five physicians and the hospital dentist (Department
of Health, 1942). The problem only grew worse by the year. In 1942, C.S. Tennant, the
Superintendent at Brockville reported that “The changes in staff have been more frequent than in
years previous and unfortunately such frequent changes make a certain disruption of our hospital
service unavoidable” (Department of Health, 1943, p. 9). A clinic at Ontario Hospital, Fort
William, providing metrazol and insulin treatments, was also forced to close due to staff
shortages in 1943 (Department of Health, 1944).

By the time psychosurgery was first attempted in 1941 in Toronto, the situation in the
Ontario Hospitals was already quite desperate. Patients needing metrazol or insulin often needed
repeated courses of the treatments, a demand which became nearly impossible to meet

throughout the war. At the same time, the patient population was on the rise with not enough
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staff to adapt to the increase. It is no surprise that all somatic treatments were taken up just prior
to and during the Second World War when the situation seemed most grim. It was this same
desperation that would interest Ontario physicians in psychosurgery and provide hope to
burdened superintendents.

Therapies in Ontario Hospitals

Long before psychosurgery and the other somatic treatments were introduced in the
1930s, mental hospitals and asylums were forced to find ways to try and manage patients. The
problem was, however, that very little seemed to work and the psychiatric profession was in its
infancy. All kinds of treatments and ways of managing patients were attempted in the 18" and
19" centuries including the use of the infamous straight jacket. By the decade in which the
somatic therapies were introduced in Europe, physicians at the Ontario Hospitals had largely
moved beyond such archaic methods in favour of a few treatments providing limited success;
ultimately their only options at the time.

From 1930 through 1937, hydrotherapy, occupational therapy, sodium amytol, and
psychotherapy were the mainstays of in-patient hospital care. Hydrotherapy had been used for
decades and included warm baths, wet packs, saline enemas, and high colonic flushes by this
time (Department of Health, 1932). Patients diagnosed with schizophrenia, traditionally the most
difficult to manage and treat, were given manganese chloride intravenously. As heavy metal
salts, manganese chloride was first used to treat psychotic episodes in 1927 in Denmark and then
taken up in Quebec later the same year (Reed, 1929). Occupational therapy (OT) was a non-
chemical method to treat patients where they would perform work in the institution’s farm or
garden. OT was used extensively in the 1930s and throughout the psychosurgery era in Ontario

(e.g., Department of Health, 1937). Sodium amytol, from the barbiturate family, was used to
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calm psychotic patients in order to “make [them] accessible and perhaps more amenable to
suggestion” (Broder, 1936, p. 58). Finally, psychotherapy was also used, most often in the form
of group therapy sessions (e.g., Department of Health, 1937). Psychotherapy would be another
treatment carried out throughout the psychosurgery era.

Other treatments used prior to psychosurgery included phenobarbital for epilepsy, once
considered a disease classified with mental illnesses. Eventually dilantin, an effective treatment
for the illness, was used in 1939 shortly after its discovery (Department of Health, 1940).
Malarial treatments, such as fever therapy, were also used on those with general paresis or
neurosyphilis (e.g., Department of Health, 1941). All existing therapies, though popular, were
not treating patients as effectively and efficiently as was needed, which was evidenced by
increasing patient admissions.

By and large the somatic treatments of the 1930s reached Ontario relatively late after
their respective inceptions. Developed in 1933, it took four years for insulin treatment to begin in
Ontario Hospitals with the first dose given on May 31, 1937. It was reported in the 1938 annual
report that insulin treatment equipment had been purchased, physicians and nurses trained, and a
twenty-bed unit set up at Ontario Hospital, New Toronto. The initial treatment cohort included
44 patients. The same year, one superintendent indicated that metrazol treatment was expected to
start soon as well (Department of Health, 1939).

Like insulin coma therapy, metrazol shock began four years after it was introduced in
1934 in Budapest. Whereas insulin coma therapy was only offered at New Toronto, metrazol was
begun during the 1938-1939 fiscal year at Ontario Hospitals, Whitby, Hamilton, London,
Kingston, Brockville, and Toronto (Department of Health, 1940). The vast difference in the

amount and location of treatment offered was due to the “relative simplicity of the [metrazol]
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technique” (Department of Health, 1940, p. 5). By year-end, 443 patients had been treated with
metrazol shock (Department of Health, 1940). The consensus on both treatments by March 31,

1938 was that “insulin gives better results when used in the treatment of schizophrenic patients
and metrazol with manic depressive and involutional cases” (Department of Health, 1940, p. 6).

Electroshock therapy (ECT), introduced in Europe in 1938, was the final somatic
treatment adopted by the Ontario Hospital service. As in the case of metrazol and insulin, it took
roughly four years for ECT to begin in Ontario (Department of Health, 1944). Consequently, it
was introduced after psychosurgery had been attempted in 1941. ECT quickly became one of the
most successful treatment options; by November 1943, it had replaced metrazol treatment at
Ontario Hospitals, Hamilton, Kingston, London, and New Toronto. It was also quickly
established that ECT was most successful for affective disorders (Department of Health, 1945).
Patients often received dozens, and occasionally hundreds, of courses of ECT during their
various admissions to Ontario Hospitals (e.g., Ontario Hospital Hamilton, n.d.).

Though there appeared to be a number of treatment options in the Ontario physicians’
arsenal in the 1930s, overcrowding was rampant and resources were limited by the early 1940s.
As well, the available treatments required numerous physicians and staff members to assist,
repetitive courses were often needed throughout a patient’s lifespan, and, ultimately, no
treatment had been able to significantly increase hospital discharges. It is in this vacuum that
psychosurgery would thrive; as such the advent of psychosurgery was no accident. While
physicians were providing the only treatments available to them, there were other well-respected

and well-connected physicians seeking out another option.
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The Advent of Psychosurgery in Ontario

The situation facing the Ontario Hospital service by the Second World War—
understaffing, temporary treatment options, and an excess of patients in residence—contributed
significantly to physicians looking outward for other ways patients could be cared for.
Professionally engaged physicians—those editing journals, keeping up with the literature and
with influential colleagues—sought out psychosurgery as a treatment option. Yet, it was the
influence of Walter Freeman who should largely be credited with helping usher in psychosurgery
to Ontario. Without his efforts at correspondence, gracious hospitality, and willingness to visit
Ontario, psychosurgery in the province may have unfolded in a very different way.

As | noted in chapter 1, modern psychosurgery was attempted by Egas Moniz in 1935 in
Portugal. It did not take long for the news to reach North America, apart from Freeman’s eager
correspondence with Moniz and request for the Portuguese neurologists’ forthcoming
monograph. Likely the first mention of psychosurgery in the North American literature, the New
England Journal of Medicine published a short editorial that provided a cursory introduction to
the procedure (Editorial, 1936). It is not clear whether anyone on the editorial staff was aware
that Walter Freeman and James Watts had begun their initial series of operations several months
earlier in Washington, D.C.

Shortly after Freeman and Watts commenced their surgeries, Freeman quickly began to
promote the treatment. Optimistic about the prospects of the surgery based on initial results,
Freeman promptly began reporting on the surgeries at American medical meetings (El-Hai,
2005). Then, in 1937, Moniz published an article in the United States, which appeared in the
American Journal of Psychiatry that helped to promote and, perhaps, legitimize the work that

Freeman and Watts had undertaken (Moniz, 1937). Continuing their efforts in promoting the
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treatment, Freeman and Watts brought a patient who had received surgery to a Harvey Cushing
Society meeting in Memphis in 1938. The patient spoke about the success of his surgery to the
group (Freeman & Watts, 1940). Thus, by 1938, Freeman had published initial results, presented
at several medical meetings, and had even initiated a story on the promise of psychosurgery in
the Washington Evening Star (El-Hai, 2005).

Along with promoting the treatment in the United States, Freeman also worked to
popularize the treatment around the world. Accordingly, he was always enthusiastic to receive
anyone who wanted to visit to observe and discuss cases that had undergone surgery (El-Hai,
2005). In 1938, William Sargant, a British physician, visited Washington, D.C. to see the results
of cases that had undergone the treatment. At least partially as a consequence of this visit, a
modified version of Freeman and Watts’ surgeries began in England in 1942 (Sargant, 1953).
Like Sargant, two well-known physicians working in Ontario—Kenneth G. McKenzie and
Clarence B. Farrar—would also visit Freeman and Watts in 1938 (Farrar, 1938).

1938 Visit to Washington, D.C.

It is not entirely clear how physicians in Ontario first heard of psychosurgery. Prior to
McKenzie and Farrar’s visit to Washington, D.C., however, it is likely that the professional
literature circulating at the time and professional word of mouth was partially responsible. In the
mid-1930s when Moniz first pioneered prefrontal leucotomies, Farrar—a psychiatrist—was the
editor of the American Journal of Psychiatry; the same journal in which Moniz published his
first English language paper in 1937. Before arriving in Toronto to become head of the
Department of Psychiatry at the University of Toronto and Director of the affiliated Toronto
Psychiatric Hospital, Farrar studied at Johns Hopkins under Sir William Osler. Farrar had also

travelled in the early part of the century to Germany to study with Emil Kraepelin, famous for his
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early classification system of mental illness (Lowry, 1975). Farrar was certainly well travelled
and would have developed many influential acquaintances in the United States and around the
world. Thus when Moniz published his first article in the journal Farrar edited, the procedure
surely caught Farrar’s attention if he had not already heard of the procedure prior to 1937.

Kenneth George McKenzie was the other Ontario physician who travelled with Farrar to
Washington, D.C. in 1938. McKenzie was born in Ontario and attended medical training at the
University of Toronto before enlisting in the First World War. In 1922, he was granted a one-
year residency with the esteemed neurosurgeon, Harvey Cushing. Returning to Toronto in 1923
as the only neurosurgeon at the Toronto General Hospital, he took a position as a general
surgical resident. It took McKenzie nearly a decade of struggle before he was able to officially
found a neurosurgical specialty at the Toronto General Hospital and gain his own operating room
(Morley, 2004). In the meantime, he “kept up his contacts in the United States and extended
them through the patronage of Cushing” (Morley, 2004, p. 50). Thus, both McKenzie and Farrar
were trained in the United States and were part of a circle of colleagues that likely would have
been aware of prefrontal leucotomy in 1937 or prior.

When McKenzie and Farrar travelled to Washington, D.C., Freeman and Watts were
enthusiastic to receive them. Their visit occurred in January of 1938, and consisted of “a day and
a half almost continuously with Doctor Freeman and Doctor Watts seeing their cases and talking
about them” (McKenzie, 1938, p. 1). McKenzie, in his report to B.T. McGhie—Deputy Minister
of Ontario Health and Hospitals—wrote that he and Farrar were skeptical of the results of the
surgery. In particular, they were not convinced that the surgeries were necessarily responsible for
improvement; rather, it simply might have been evidence of spontaneous recovery. Despite other

criticisms, they did think that they would be “justified in doing at least three or four carefully
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selected cases” in Toronto (McKenzie, 1938, p. 2). In order to minimize any adverse impact on
patients, McKenzie and Farrar thought that patients who were management concerns and with “a
hopeless prognosis” would be appropriate candidates for an initial foray into the new treatment
(McKenzie, 1938, p. 2).

After their visit, Farrar went back to Ontario while McKenzie made several stops on the
way home to consult with colleagues regarding their observations of Freeman and Watts’ cases.
McKenzie stopped in Baltimore to speak with Dr. Dandy, New York City to visit Dr. Stookey,
and New Haven to seek the opinion of his mentor, Harvey Cushing. McKenzie reported that the
first two “were rather antagonistic towards the idea but actually knew very little about it”
whereas his mentor, Cushing, was intrigued partially based on the fact that James Watts was a
close colleague of Cushing’s (McKenzie, 1938, p. 1). Despite McKenzie and Farrar’s interest in
the procedure, it would still be several years and more encouragement from Freeman before the
first surgery would be completed in Toronto by McKenzie.

Upon arriving home in Toronto, McKenzie received a letter from James Watts—
neurosurgeon to neurosurgeon—detailing the results of the first 36 surgeries in the United States.
According to Watts, there were only two deaths and most patients were moderately or greatly
improved following the treatment (Watts, 1938). There were also several letters sent from both
parties expressing gratitude for the visit. In a February 8, 1938 letter to Farrar, Freeman indicated
that their “visit had stimulated us to further consideration of our cases, because of the interest
shown” (Freeman, 1938). While Farrar’s preceding letter to Freeman several days earlier stated:
“Needless to say we were very much interested and greatly impressed by the patients we saw”
(Farrar, 1938). Nearly a decade later, McKenzie would reflect on the visit to Washington: “Our

interest in bilateral frontal lobe leucotomy was stimulated by Freeman and Watts” (McKenzie &
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Proctor, 1946).% The professional relationships that were cultivated during the 1938 trip would be
strengthened and would result in Freeman visiting Ontario several times in the coming years.

Freeman made what is likely his first professional visit to Canada when he and Watts
presented a paper in December of 1940 at the Montreal Neurological Institute (MNI). The paper,
“The Radical Treatment of the Psychoses: Alterations in Personality Following Prefrontal
Lobotomy,” was likely heard by physicians from around Canada and surely some from Ontario.
The paper described the technique in use by Freeman and Watts at this time wherein a “blunt
knife” rather than leucotome was used as the instrument of choice. The paper also described the
personality changes observed with the first 75 patients operated on since they began surgeries in
1936. According to Freeman and Watts, the most notable post-operative disruption in personality
was the lack of self-consciousness. They also addressed neuroanatomical aspects of the surgery,
noted physical changes, and commented on the lack of emotional affect displayed by patients.
Based on their experiences to that point, they recommended that patients be chosen carefully and
only as a last resort (Freeman & Watts, 1940). This paper undoubtedly generated conversation at
the MNI and in Ontario when attendees returned home.

Less than a year later, in 1941, Freeman would present a summer seminar at the Toronto
Psychiatric Hospital. Although little is known about the content of the seminar, it was crucial in
the advent of psychosurgery in Ontario. Within approximately a month of the seminar, the first
surgery would be conducted at the Toronto Psychiatric Hospital. In 1943, when recalling the
seminar and the onset of surgeries, Ontario physicians claimed that the seminar “stimulated us to

the point of beginning our series of operations” (Toronto Psychiatric Hospital, 1943). To them,

® Interestingly, McKenzie and Proctor (1946) stated that their visit was in 1939—the date cited by both Simmons
(1990) and Reaume (2008) in their brief accounts of psychosurgery’s arrival in Ontario. It is likely a typographical
error by McKenzie and Proctor, as it does not appear that another visit to Washington was made and that Proctor
ever visited Freeman and Watts in the first place. The correspondence in the letters all date the visit as January,
1938.
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Freeman was clearly an important influence in their decision to begin psychosurgical treatment
in the province.

Based on Freeman’s influence, professional word of mouth, and circulating medical
literature, the first surgery in Ontario—and likely Canada—was performed by McKenzie on July
23, 1941. The patient was a 48 year old female diagnosed with “involutional psychosis.” The
patient had been admitted repeatedly to various provincial mental hospitals since 1933—a
common occurrence for most operated on in Ontario. She had not responded favourably to other
available treatments, a characteristic also shared by the vast majority of the province’s leucotomy
patients. The patient had been transferred from Ontario Hospital, New Toronto to the TPH as a
candidate for leucotomy (Toronto Psychiatric Hospital, n.d.). Although patients were transferred
to the TPH where they were assessed and cared for pre- and post-operatively, surgeries took
place at the nearby Toronto General Hospital (Basket, 1996).

Initial Leucotomy Program (1941-1944)

Beginning with the first surgery in 1941, appropriate candidates were selected from
surrounding Ontario Hospitals and evaluated by TPH physicians. After the first ten surgeries
were performed in Ontario, Walter Freeman would return yet again to Toronto. On his own
account, he was invited by the Ontario Government (Freeman, 1943a). It is evident that he was
welcomed and recognized as having directly influenced psychosurgery both in Ontario and
elsewhere. In a document from the afternoon session in early 1943 held to review the first
Ontario cases, the physicians clearly thought highly of Freeman’s influence: “Dr. Walter
Freeman, Professor of Neurology, George Washington University, who was the first in America
to instigate this therapy, brought it to our attention several years ago...” (Toronto Psychiatric

Hospital, 1943).
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During Freeman’s 1943 visit, Ontario physicians gathered to discuss the ten cases
operated on in the research unit of the Toronto Psychiatric Hospital. The first ten patients
consisted of seven males and three females who ranged in age from their early twenties to
sixties. Four patients were diagnosed with forms of depression, four with catatonic
schizophrenia, and two with paranoid schizophrenia (Toronto Psychiatric Hospital, 1943). At the
daylong session held in mid-January, Freeman reported interviewing a patient in the morning
(Freeman, 1943a). Although it is not entirely clear, Freeman may have performed or at least
assisted with an operation (El-Hai, 2005), which is fascinating considering he was a neurologist
not a neurosurgeon. In a letter to his family several days later, Freeman shared his experience:

The day began with a rather prolonged interview with a patient who was then operated

upon under local anesthesia. The result was very dramatic since the man came out of his

stupor on the operating table and after having been practically mute for three years began

talking in animated fashion before he left the operating room. Since there were about 20

doctors from the mental hospitals of Ontario watching the operation, I think they took

something home with them (Freeman, 19433, p. 4).

In the afternoon, six of the ten cases were reviewed in depth. Results were provided in numerical
form, in detailed case reports, and by presenting patients in person to the group for analysis of
current mental state (Toronto Psychiatric Hospital, 1943). Freeman contributed to these
discussions as well (Freeman, 1943a). The data indicated that only one of the 10 patients had
experienced no improvement while half had already been discharged. A final two had only
recently undergone surgery, so they were unable to provide a definite progress report (Toronto
Psychiatric Hospital, 1943).

During the evening session of Freeman’s visit, he spent an hour discussing the treatment.
He reported that he “never had a more appreciative audience. They were standing in the back of

the room and even out in the hall, and hardly moved. | must have hypnotized them or something”

(Freeman, 1943a, p. 4). Although Freeman was known for his theatrical antics, due to his
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reputation and innovative treatment, it is not surprising that Ontario physicians were captivated
by him. Also during this visit, Freeman left behind a signed portrait of himself (approximately
8.5”x11”) inscribed to C.B. Farrar and “with best wishes” from Walter Freeman (Freeman,
1943b). If nothing else, this portrait ensured Freeman would not be forgotten in Ontario once he
departed.

Not only was Freeman influential in the onset of surgeries, he continued to work with
Ontario physicians as their leucotomy program progressed throughout the 1940s. His last visit
would be in 1951 when he visited London, Ontario. However, despite Freeman’s continued
presence, McKenzie, and other neurosurgeons in Ontario like Charles Drake, continued using the
prefrontal leucotomy technique in a modified form. Even by the time Freeman visited in 1943
shortly after he and Watts had published their standard lobotomy variation, Ontario physicians
remained firm in their chosen technique. The issue of safety seemed to be the crux of
McKenzie’s decision on the bilateral leucotomy technique. In contrasting his technique with
Freeman and Watts’, McKenzie explained that his was “a more accurate and safer method”
(McKenzie & Proctor, 1946, p. 436). Ultimately, Freeman had assisted in instilling enough
confidence in Ontario physicians to set in motion a decades long leucotomy program.

As the research program progressed, successful outcomes for most of the patients at the
TPH were evident. In his 1942 annual report to the Rockefellar Foundation, C.B. Farrar—the
first director of the TPH—reported that the bilateral prefrontal leucotomy surgeries “resulted in
the discharge or the improvement of all cases in this group of patients, who previous to this
treatment were considered to be chronically mentally ill with little hope of improving under
routine hospital care” (Farrar, 1943, p. 4). Results like these were in stark contrast to the results

from earlier treatments, like hydrotherapy, and the other somatic treatments.
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Deinstitutionalization was the hallmark of a treatment’s success, especially since this seemed to
be the only treatment to date remotely capable of such an outcome. Despite the hope this offered
patients, physicians, and superintendents, funding and staffing would become the stumbling
blocks of the program causing it to cease for several years. Funding from the primary financial
contributor to the TPH, the Rockefeller Foundation, ended in 1944.

Leucotomy Hiatus: Inter-Surgery Period (1944-1948)

The end of Rockefeller Foundation funding and the financial strain from the Second
World War had a substantial impact on Ontario’s psychiatric resources. As discussed above,
staffing had dwindled throughout the war at various Ontario Hospitals where doctors left to
contribute to the war effort. Although it is not known if it was the Rockefeller funding or
staffing problems in particular that ultimately resulted in the end of the initial research project on
leucotomies at the TPH, it is likely that both contributed to a hiatus on surgeries for nearly four
years. Although a few surgeries were done during this time (e.g., Stevenson & Wilson, 1951),
there was no feasible way for the Department of Health or Toronto Psychiatric Hospital to
continue with an organized program at the time. The need for surgeries, however, never
dissipated especially since physicians had caught a glimpse of a permanent treatment that had the
promise of significantly decreasing the overcrowding of hospital wards.

The inter-surgery period was not a time of silence; the surgery was not forgotten nor was
the benefit it might bring to patients. As a professionally engaged neurosurgeon and one eager to
keep up with the treatment despite conditions within the Ontario Department of Health,
McKenzie (1944) reviewed Freeman and Watts’ 1942 monograph detailing their surgical
variation and experience to date with the procedure. McKenzie, reflecting yet again the influence

of the Americans, indicated that “Having observed at first hand the work of Freeman and Watts
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it was decided to select for operation and study...a group of institutionalized patients with
psychoses of long duration and unfavorable outlook” (McKenzie, 1944, p. 280-281). In his short
book review, McKenzie (1944) presented a brief quantitative overview of the first 19 cases
completed up until July 1944 just prior to the end of Rockefeller Foundation funding.

Despite the hiatus of an organized surgical program, there was still ongoing discussion to
determine how a program might continue. On June 11, 1945, McKenzie and Farrar met with the
Deputy Minister of Health (J.T. Phair) and Director of Hospitals Division (R.C. Montgomery) to
discuss the “further development of leucotomy treatment in the Ontario hospitals” (Montgomery,
1945). After reviewing the results of the first twenty cases based on a provincial statistics report
from 1944, the consensus among attendees was that “the results from this treatment are much
more satisfactory than the results from the shock therapies” (Montgomery, 1945). It was
McKenzie, however, that seemed most eager to continue with such a treatment program as “he
wished to carry on this form of treatment for another two years and that he would be in a position
to probably do two or three leucotomy operations a month” (Montgomery, 1945). Although all
seemed eager, there were several issues that were raised at the meeting. One was that the Toronto
Psychiatric Hospital had limited accommodation for patients being transferred in and out for the
express purpose of leucotomies. Another concern was the need for increased nursing staff at the
TPH for such a project (Montgomery, 1945).

Although the 1945 meeting was enthusiastic as to how a leucotomy program might be
continued in the province, efforts to restore such a treatment option fizzled. There was very little
official communication on the matter for over a year. It was G.H. Stevenson, Superintendent of
the Ontario Hospital, London, who broke the silence in 1946 and lamented: “It is a matter of

considerable regret to us that with good prospect of relief of psychic pain and even social or
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clinical recovery that some patients must continue in hospital because this treatment is not made
available to them.” Stevenson who was consistently vocal on his support and desire to see a
leucotomy program continually asked if a consulting surgeon in London, Dr. Foucar, might be
trained to perform leucotomies (Stevenson, 1946). A few days later on October 28, 1946,
Montgomery forwarded Stevenson’s letter to J.E. Sharp, Assistant Deputy Minister of Health,
which brought to light the underlying reason why the program had not yet been revived: “Dr.
McKenzie has specifically recommended that 12 nurses be assigned to the work of caring for
these cases and with the nurses situation the way it is at present, this is quite impossible”
(Montgomery, 1946). Although it would become clear that neurosurgeons would be the only
ones to perform leucotomies in Ontario, it was the staffing situation that was holding up a revival
of the leucotomy program.

The demands for a revived program continued to escalate in 1947 both in the Department
of Health and from the public. The program that Dr. McKenzie had proposed to the Department
in 1945 was not feasible according to the department: “This call for the provision of 12 nurses
specifically set aside for service in this ward has been a stumbling block to having any further
cases treated” (Montgomery, 1947a). Despite the problem, Montgomery (1947a) was hopeful
that a program might be reestablished in February of 1947 with the help of Dr. Parker, Medical
Superintendent, of the Toronto General Hospital where surgeries might take place. Doing his due
diligence, Montgomery followed up with Dr. Parker in early February (Montgomery, 1947b).
However, in late February, Montgomery (1947c¢) thought it would be beneficial to wait until Dr.
Stokes, the new director of the Toronto Psychiatric Hospital took up his position in May despite
some movement on cost from Dr. Parker. Shortly after Dr. Stokes began his appointment with

the TPH, he expressed his interest in the procedure being conducted again in the province:
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[Dr. Stokes] was very much interested in having this type of treatment reestablished. He
has in mind that he would like to have in the Psychiatric Hospital 10 to 20 beds for
research purposes that only selected cases would be admitted to the research unit. As a
part of research activity, certain types of patients would receive the leucotomy operation
(Montgomery, 1947d).
The problem of staffing, however, reappeared yet again as the major obstacle to restarting the
program (Montgomery, 1947d).

Publicity that the surgeries were proceeding elsewhere did not help matters; instead, it
intensified the pressure on the Ontario Hospital service to revive the program. Not only were
surgeries in the United States being reported (e.g., “Brain Surgery,” 1946), surgeries in Canada
reached the Ontario media as well. In late 1946, The Daily Times in Fort Williams, Ontario
reported on 25 surgeries conducted in North Battleford, Saskatchewan since approximately 1944
(“Operations on Brain,” 1946). Several months later, an article in The Globe and Mail reported
on surgeries being done at Vancouver General Hospital (“New Brain Operation,” 1947). Besides
reports from other provinces providing psychosurgical intervention, there were also surgeries
being done in Ontario at the federally run Westminster Hospital in London, Ontario. There were
three newspaper articles printed across the province on September 4, 1947 that described the 70
patients that were in line for the treatment to be performed by Dr. Harry Botterell (e.g., “Plan
Sunnybrook,” 1947), a neurosurgeon who worked under Dr. McKenzie (Morley, 2004).

The media coverage on psychosurgeries provincially, nationally, and internationally
undoubtedly alerted the general population and potentially some Ontario Hospital physicians to
this operation. T.D. Cumberland (1948a), Superintendent of Ontario Hospital, New Toronto
seemed quite exasperated with the trouble the media had stirred up:

I am getting letters from relatives regarding leucotomy operation, the relatives are aware

of the fact that this is being done over in the United States and also by [the] military
Hospital in Ontario and there has been considerable publicity about it.
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Although the first surgery of the program had been completed in April, the hype that the media

caused would only increase the demand for the treatment across the province from both families

of patients, patients themselves, and physicians who did not know what else they could do to

help their patients. Evidently, the need for a revived leucotomy program became more pressing.
Revived Leucotomy Program (1948-1960s)

Pressure from patients, relatives, and superintendents was felt more than ever in the
Department of Health by early 1948. In a memorandum from R.C. Montgomery, Director of the
Hospitals Division, to the Superintendent of Ontario Hospital, Whitby, he conceded: “There has
been considerable pressure placed on the Department to arrange for prefrontal [leucotomies] on a
rather large scale” (Montgomery, 1948a). What is interesting, however, is what Montgomery
said next: “We have purposefully been going slow on the proposition” (Montgomery, 1948a).
This memorandum, which was a response to a patient that the Superintendent wanted to treat
using leucotomy, was ambiguous. Was Montgomery simply making an excuse for the delay or
was the inter-surgery period drawn out intentionally by the Department of Health? Nevertheless,
behind the scenes there were serious discussions going on between involved parties as to how
this program might again be offered in the near future.

There were a number of logistical arrangements that needed to be clarified for the new
program to begin. Given that the program would be based, yet again, out of the TPH,
transportation to the Toronto General Hospital for surgery and back to the TPH for
convalescence was one such matter to be addressed. According to the Business Administrator of
the Ontario Hospitals, G.S. Tattle (1948a), an agreement with a local company to provide the
service at a reduced cost of $8.00 per round trip had been made. Another cost that needed to be

sorted out was the price of using the operating room at the Toronto General Hospital; the amount
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agreed upon was $25 per patient (Tattle, 1948b). Additionally, the cost of the neurosurgeon and
anesthetist also needed to be accounted for. Though McKenzie had operated free of charge on
the patients in the initial leucotomy program ending in 1944 (Tattle, 1948b), he proactively
sought out advice as to how much he should charge. McKenzie inquired with one of his first
neurosurgical residents, Frank Turnbull (Morley, 2004), who had become a neurosurgeon at the
Vancouver General Hospital. Writing his mentor back, Turnbull relayed both the cost he charged
and the arrangements for the program in VVancouver. According to Turnbull, he charged $100 per
operation and performed one surgery per week (Turnbull, 1948). Whether McKenzie had this in
mind already, this is the rate of pay and the frequency of operation that would be used when the
revived program began over a month later (Tattle, 1948b). The service of the anesthetist was
quoted at $15 to $20 per operation (Montgomery, 1948e). Consent to operate was the final
logistical arrangement that was made around the time the program began in April. An important
matter from the outset, the process of determining appropriate protocol for consent involved a
direct order from the Deputy Minister of Health, a meticulous review from the Provincial
Solicitor, and instructions to superintendents and neurosurgeons involved.*

G.H. Stevenson, Superintendent of Ontario Hospital, London, was eager to ensure his
patients were among the first to receive treatment once it was time. As logistics were being
organized by administrators, he and his staff had already chosen the first 19 patients to be added
to the referral list at the TPH by March of 1948, weeks before surgeries actually began again in
Toronto. Consents for most had already been signed and Stevenson was waiting on authorization
for patients to be transferred one-by-one to the TPH (Stevenson, 1948b).

When the leucotomy program was finally revived in April, Stevenson’s patients were, in
fact, among the first to receive surgery. Other superintendents, however, were not so attuned to

* The process of consent will be discussed further in Chapter 3.
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what was going on at the TPH. In May, over a month after leucotomies began again, the
Superintendent of Ontario Hospital, New Toronto sent a memorandum to Montgomery with yet
another plea for surgeries to be offered again in the province (Cumberland, 1948a). Montgomery
promptly returned a memo stating that: “Arrangements for leucotomy operation have been
reestablished at the Psychiatric Hospital and to the present six patients have been operated upon
during the past six weeks” (Montgomery, 1948f). A few days later, Cumberland’s return
correspondence stated that he did not know the program had begun again and that he would
follow up with the Director of the TPH, Dr. Stokes (Cumberland, 1948b).

As news of the revived program spread to superintendents and physicians around the
province, increasing numbers of patients referred to the TPH meant a rise in pressure on the
small research hospital. Dr. Stokes suggested to Dr. Montgomery in late June that
superintendents needed to ensure they did their due diligence in recommending such a procedure.
He also reminded Montgomery of the ongoing staffing concerns at the TPH (Stokes, 1948b),
which had been a long standing issue facing all mental health facilities in Ontario since the
1930s. To further assist superintendents, Stokes (1948c¢) provided a crucial document to
Montgomery that was then forwarded by the latter to all superintendents on August 19
(Montgomery, 1948g). The instructions from Dr. Stokes included a brief explanation of the
process of referring patients to the TPH, cautioned them to be conservative in their prescription
of the treatment, and provided selection guidelines for who could and could not be recommended
(Stokes, 1948c).> This document would be referred to into the 1950s as the number of
leucotomies increased and the TPH no longer became the only centre offering an organized
leucotomy program.

® This document will be discussed further in Chapter 3.
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Federal Health Grants

Given that economic and personnel resources were limited following the Second World
War, it might be surprising that a whole leucotomy program was able to begin when staffing
issues still existed and there were costs to all aspects of the leucotomy program (anesthetist,
neurosurgeon, ambulance, etc). What changed the way that the Ontario Department of Health—
and likely many other provincial health authorities—was able to do business was the Federal
Health Grants program that became available in the late 1940s. At the fall conference of Ontario
Hospital Superintendents (1948), preliminary information on the operation of the grants was
provided. The value received by the province each year would fluctuate, so functioning within
the current year was advised. At the meeting, there was confusion among superintendents who
were not entirely clear on what the grants could be used for. Since the process was in its infancy,
the only guidance given was that projects that were under provincial responsibility were not
likely to receive funding. Moreover, it was made clear to those in attendance that the approval
process might mean that the earliest that grants might be approved was March 31, 1949. It is
likely that the TPH, as a research institute, was aware of such an opportunity and knew that
funding would be on its way, which meant the leucotomy program could begin anew.

Though the process for federal grants was initially unclear to most superintendents, it
undoubtedly interested most. While superintendents began to ponder what they might propose in
order to receive grant funding, more tangible information was provided at the May 6, 1949,
Superintendents’ Conference. Although Ottawa had not yet solidified all the rules for what could
and could not be requested, the process for receiving a grant was clarified. In predictable
bureaucratic style, there were a number of steps that were to be navigated in the process.

Superintendents were to submit their proposal, which would be reviewed by the directors
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(presumably directors of the various divisions of the Department of Health). The directors would
then present to a committee appointed by the Department who would then send the requests with
potential amendments to the Minister of Health for approval before being forwarded to Ottawa.
If approved, documentation would be forwarded to the original hospital that could then begin the
proposed project (Ontario Hospital Superintendents, 1949).

Federal Health Grants would prove to be the source of funding for all leucotomy
programs in the province. Programs became federally approved, on a hospital-by-hospital basis,
allowing for hundreds of patients to undergo the treatment. The Federal Health Grant program
itself was quite extensive. In April of 1950, a clear picture of how much money was actually
being committed to the provinces for a variety of projects became known. According to the
report given to superintendents at yet another of their conferences, a mental health grant of
$4,120,000 was given to the Dominion (i.e., Canada) and each province was given a certain
proportion based on size with an additional $25,000 to each province on top of their allotted sum.
In 1949, Ontario received $1,286,000 where there were $800,000 worth of projects approved
with only $467,000 actually paid out to those projects by year-end. Projects were mostly granted
to Ontario Hospitals that were affiliated with a university. In Toronto, for example, projects
pertaining to training in mental hygiene and leucotomy were approved. In Kingston, projects on
Huntington’s Chorea and psychoneurosis had been approved (Ontario Hospital Superintendents,
1950). The Federal Health Grant program was pivotal in the expansion of psychosurgery
programs across the province, a need that was becoming evident by the close of the 1940s.
Expansion of Leucotomy Programs

Superintendents of many Ontario Hospitals and families of patients that had been

petitioning for a revived leucotomy program were surely relieved to hear that the TPH has begun
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surgeries yet again in 1948. The problem, however, was that the process of accepting one patient
per week, extensive study before and after surgery, and six weeks of convalescence at the TPH
meant for a program that progressed very slowly (Ontario Hospital Superintendents, 1949).
Regardless of the pace of the program, word was now out that such an option existed yet again
and demand increased substantially within the first year.

Dr. Stevenson, always the cheerleader of program expansion, inquired at the May, 1949
Superintendents Conference whether the program could be expanded. Dr. Stokes was in
opposition to such a suggestion:

...this form of treatment has not been accepted as a standard procedure and that very

careful control was advisable to prevent things from getting out of hand, with the

inevitable result that pressure would be brought to bear by relatives and, not infrequently,
the Department would be forced to proceed with the operation even although medical

evidence might be against such a course (Ontario Hospital Superintendents, 1949, p. 8).
Hearing Dr. Stokes’ advisement, the Deputy Minister present at the meeting suggested the
program should be expanded and a second facility would be investigated to allow for larger
numbers of patients to be treated. Though the Deputy Minister was in favour of expansion, he
also cautioned overzealous growth. One major issue that also stood in the way of expansion was
the role of the Toronto Psychiatric Hospital as opposed to that of the Ontario Hospitals. Dr.
Stokes reminded those in attendance that the TPH was a research rather than service hospital
(Ontario Hospital Superintendents, 1949).

Given the limited space and the scope of work the TPH was involved in, expansion was
only possible through other means. Superintendents offered a variety of suggestions for ways
that would enable more patients to have access to this treatment. J.N. Senn, Superintendent at

Hamilton, proposed that Dr. McKenzie or Dr. Botterell come to Hamilton to perform the surgery

there. Senn admitted that they had not been referring many patients to the TPH, as they knew the
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capacity of the hospital was limited (Senn, 1949). Montgomery (1949a) sent a short reply
acknowledging the request and reported that he was looking into options for increasing
operations.

While superintendents were providing their own suggestions, J.T. Phair, Deputy Minister
of Health, proactively sought a feasible option that heeded Stokes’ warning of expanding too
quickly. Phair inquired as to whether more operations could be done per week at the Toronto
General Hospital to accommodate the rising demand. Phair wrote to the medical superintendent
of the General Hospital and asked if this would be possible, stating that Dr. McKenzie and Dr.
Botterell were willing to support the increase (Phair, 1949). A week later at a meeting between
the two, it was decided that an increase could proceed; the difficulty, however, was that the TPH
was physically not able to accommodate more patients moving through its ward. As such, it was
proposed that Ontario Hospital, New Toronto provide additional accommodation for patients
under study before and after the surgery whereby the TPH would still be in charge of the process.
This was estimated to begin in October once facilities had been adapted for such a program
(Montgomery, 1949D).

The expansion to three patients per week in October of 1949 was likely a promising
prospect to superintendents around the province. However, the anticipated beginning of three
patients per week and the set up at New Toronto did not come to fruition on the timeline
anticipated. In January of 1950, Dr. Stokes renewed such a petition for expanding the program,
which was surprising given his hesitation several years earlier. Declaring that “the treatment is of
considerable value,” Dr. Stokes explained that using the Queen Street location (Ontario Hospital,
New Toronto) as a teaching hospital for the University of Toronto would be beneficial to patients

in Ontario awaiting surgery (Stokes, 1950a). In April, C.H. Lewis (1950), Assistant Director of
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the Hospitals Division, confirmed that a federal grant project had been approved to finally move
forward with three patients a week. Despite funding that had apparently been secured and
support from the TPH, there were still more delays in increasing the number of patients. The
unrelenting demand on the TPH due to the stagnant progress in increasing the number of
surgeries finally resulted in the waiting list being closed for nearly a year, effectively halting all
referrals from Ontario Hospitals (Stokes, 1950b).

While the backlog was being cleared at the TPH, pressure continued to mount for
additional options. Montgomery, being the Director of the Hospitals Division, fielded a number
of requests from superintendents who were running out of patience waiting for the program to
expand. G.H. Stevenson (1950a) from London inquired again indicating many patients were
waiting for this treatment. Montgomery responded to Stevenson’s request by indicating that as
soon as the quota for patients was increased to three per week that London would “receive a fair
share of the leucotomies” (Montgomery, 1950b). Also, the most promising and exciting prospect
for expansion to date was given to Stevenson. According to Montgomery (1950b), Dr. Drake, a
resident of McKenzie’s, would be moving to London to head a neurosurgical division at the
University and would be able to help with the leucotomy demands once he arrived.® It would not
be long before eagerly anticipated program expansion would actually occur. First, however,
Walter Freeman would make what was likely his last appearance in Ontario.

B.T. McGhie Memorial Lecture

Although it may have seemed that Freeman’s influence had largely disappeared and

given way to bureaucratic stalling and inward focused processes in Ontario, developments in the

United States in terms of surgical procedure had been on the radar for some in Ontario. In 1946,

® In the memorandum it states “Dr. Blake” rather than Dr. Drake; however, this is more than likely a typographical
error.
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Freeman began performing transorbital lobotomies, a distinctly quicker method where an ice-
pick was inserted up through each eye socket to interrupt the connections in the frontal lobes.
There was controversy in the medical community surrounding such a crude procedure; one that
Freeman thought could be performed by a psychiatrist rather than a neurosurgeon (El-Hai, 2005).
As with the advent of psychosurgery in Ontario over a decade earlier, Ontario physicians
were active outside the province by attending medical society meetings and reading the
literature. The attention to what was going on outside the province may also have been
heightened by a leucotomy program that was expanding at an unsatisfactory rate. In May of
1950, J.N. Senn from Hamilton sent the following memorandum to R.C. Montgomery:
I expect that at the Detroit meeting there was probably considerable controversy
regarding transorbitals. In view of the very unsatisfactory situation that we have
regarding prefrontals, I am wondering if it would be wise at all to consider sending
someone to Dr. Freeman to learn the technique of transorbitals, so that he might do them
for a group of hospitals here. Certainly we have a considerable backlog that we can start
on, and I’m sure the other hospitals have a similar situation (Senn, 1950b).
Perhaps due to the controversy, Senn’s request was met with silence. Though Montgomery
(1950a) confirmed receipt of Senn’s memorandum, Montgomery simply stated he would be
meeting with Dr. Stokes to discuss the increase of patients from one to three and would let Dr.
Senn know of any developments. The interest in transorbital lobotomies, however, would not
dissipate and Montgomery would be forced to at least acknowledge there was interest in the
procedure.
A memorandum from G.H. Stevenson (1950a) sent to Montgomery in late August of

1950 indicated that Walter Freeman had agreed to give the annual B.T. McGhie Memorial

Lecture in January of 1951.7 In the memo, it is clear that the appeal of a psychiatrist being

" B.T. McGhie was a past Director of Ontario Hospitals.
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trained to perform transorbital lobotomies was an attractive option for a stagnant leucotomy
program:

An alternative which might be helpful too would be to have an Ontario Hospital doctor

go for training with the technique of transorbital lobotomies. Dr. Walter Freeman claims

that any psychiatrist should be able to do transorbital lobotomies in the same way that he
does his own lumbar punctures. This may be a rather advanced position to take but
perhaps we should take it and try to do something more than we are doing for patients
who are in need of the operation of this type (Stevenson, 1950a).
Like Senn months earlier, Stevenson was eager to find new ways to see that his patients were
treated in a timely manner. As before, Montgomery (1950b) did not address this request in his
return memorandum to Stevenson.

Freeman’s visit to Ontario, like his previous visits, would be memorable. Many, but
especially those who were interested in transorbital lobotomies, welcomed his visit. A month
before Freeman arrived for what Montgomery probably thought would be a basic lecture,
Stevenson informed Montgomery that Freeman was willing to demonstrate the radical technique
(Stevenson, 1950b). Given that Freeman was not licensed to perform surgery in the province, a
special petition was made to the College of Physicians and Surgeons of Ontario for permission.
Approval was given by Robert T. Noble, the Registrar of the College, but with several caveats:

...there has always been what you might call courtesy permission for surgeons from the

United States to operate in Canada under special or unusual circumstances. It would be

necessary for the senior surgeon of whatever hospital Dr. Freeman is operating to be

responsible should any accident or mishap occur and I take it that there will be no fee

charged (Noble, 1950).

Although Senn, Stevenson, and others were surely elated that the demonstrations could proceed,
there are two interesting observations to be made about the event: First, Noble (1950) stated that
surgeons could be given special permission; Freeman, however, was a neurologist in the United

States. What may have helped the case is that he had been performing surgical demonstrations in

mental hospitals throughout the US by this time (El-Hai, 2005). Also, Stevenson (1951b)
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confirmed that Dr. Foucar had agreed to be responsible for Freeman’s demonstrations; it seems
odd that a neurosurgeon from Toronto would not travel to London to take on this responsibility.
Although one cannot be sure, there is no evidence that McKenzie, Botterell, Drake , or any other
neurosurgeon was interested in the transorbital technique or were even present at the 1951
demonstration. Perhaps they were, but if they were not it might have been for reasons similar to
James Watts’ objections of his partner performing a procedure that he thought should only be
done in the hands of skilled and qualified neurosurgeons (El-Hai, 2005).

A whole day of activities was set up for those interested in the work of the famous
American lobotomist. At 9:00am on Friday, January 26, Freeman would demonstrate his
technique in the Ontario Hospital, London operating room. According to Stevenson (1951b)
potentially interested parties, such as “surgeons, psychiatrists, neurologists, and eye specialists”
were all invited (curiously, neurosurgeon is not listed). It is not known how many patients were
operated on during the visit, but Montgomery (1951a) clearly provided guidelines:
“Departmental opinion is that only a small number of patients should be operated on at this
time.” At 4:00pm on the day of Freeman’s visit, Stevenson (1951a) indicated that Freeman
would present film and slides on both prefrontal and transorbital lobotomy techniques and
answer questions. The afternoon session was open to those in the medical or nursing professions
only. At 6:30pm, a dinner “in honour” of Freeman was scheduled in the staff dining room at the
hospital. Finally, after a long day, Freeman would present a public lecture entitled “Personality
in the Frontal Lobe” at 8:30pm to all those interested both medically and from the community
(Stevenson, 1951a). Though there seems to be no further discussion in the Department records,

Freeman’s visit was surely memorable for all those who were there that day.
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Leucotomy Program at Ontario Hospital, London

Less than two months after Freeman’s visit to London, a leucotomy program was finally
initiated at the Ontario Hospital, London. Despite several years of delays, the expediency of the
Department to begin the program at London was surprising. It is plausible that the Department
hoped that a new leucotomy program would preoccupy superintendents, serving to distract from
any potential interest in transorbital lobotomies stimulated by Freeman’s visit. If the leucotomy
program was finally expanded, perhaps superintendents would be caught up in their hospital’s
program and forget about the desire for a new, more expedient method. The last thing the
Department needed was pressure to begin allowing an even more radical and controversial
treatment. In the archival record, there appears to be no mention of transorbital lobotomies
following Freeman’s visit, so this is certainly a plausible reason for why expansion occurred so
quickly after.

Though Charles Drake was slated to head a neurosurgical department at the University of
Western Ontario in London, he was not yet finished his training under McKenzie. In order to get
the London leucotomy program off the ground, McKenzie performed the first six months of
operations. Before the first surgery, McKenzie requested that specific surgical equipment be
purchased for the hospital in London, which was delivered in mid-February (Stevenson, 1951c).
The first two surgeries performed at London were completed on March 9 with three more on
March 30, 1950 (Stevenson, 1951d). McKenzie continued to perform operations in London until
the fall. On September 20, McKenzie (1951) informed Montgomery that he would be visiting
London on October 5 to perform a few surgeries and to introduce, Charles Drake who:

...will carry on doing several cases a month as selected by Dr. Stevenson. Dr. Drake is a

fully qualified neurosurgeon in whom I have the utmost confidence. He has had

considerable experience here with lobotomies and is fully qualified to take over the
problem. Commencing next January, Dr. Drake will be in charge of neurosurgery in
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London at the University. In the meantime, while he is still in Toronto preparing for his
fellowship examination, he can take care of Dr. Stevenson’s problem until he moves to
London (McKenzie, 1951).
Given London’s proximity to St. Thomas, Drake would also perform surgeries at that Ontario
Hospital as well beginning not long after (Montgomery, 1952a). Still, London was the first to
have its own leucotomy program and it and St. Thomas would be the only hospitals with their
own neurosurgeon for a number of years to come.
Leucotomy Expansion: Kingston, Hamilton, Whitby, and More

Once a leucotomy program had finally expanded to Ontario Hospital, London,
superintendents of other hospitals were eager to set up a similar program. In early 1952, once
Charles Drake had moved to London, J.N. Senn (1952a) of Hamilton requested a similar set up
to London where surgeries could be performed at Hamilton. Though stationing a neurosurgeon in
Hamilton did not seem reasonable like it had in London due to the connection with the
University, the possibility of McKenzie traveling to Hamilton to perform surgeries was a
possibility. A leucotomy program at Hamilton, however, would not be taken lightly by
McKenzie. In order for this to be a suitable arrangement, appropriate clinical study and follow-
up at Hamilton would be a requirement if such a project were to be undertaken (Montgomery,
1952a).

The first surgery at Hamilton, performed by McKenzie, took place in June of 1952
(Ontario Hospital Hamilton, n.d.). There were a number of details, however, that were organized
over the five months prior to the initial surgery. First, how often McKenzie would travel to
Hamilton and how many surgeries he would perform needed to be determined. In March, the
proposition of McKenzie visiting once per month to perform two or three cases was suggested by

the Director of the Hospitals Division (Montgomery, 1952b). Once the program started,
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however, McKenzie would often travel to Hamilton up to three times per month to perform
several cases per visit (Ontario Hospital Hamilton, n.d.). Second, unlike London, Hamilton was
not affiliated or near a university where there was training being done in nursing. Consequently,
McKenzie requested that two Hamilton nurses be sent to Toronto to train with him in the General
Hospital operating room (McKenzie, 1952) for a two-week period (Senn, 1952b). Once nurses
had been trained and arrangements with McKenzie made, one of the largest and longest running
leucotomy programs began that June.

Unlike the programs that developed in Hamilton, London, and St. Thomas by 1952, the
same arrangement was not as quick to be made for Ontario Hospitals, Kingston and Whitby.
Both had inquired about the possibility of their own programs around the same time as the
others. For Kingston, however, it was the sheer distance that a neurosurgeon from Toronto would
need to travel to perform surgeries that likely posed the biggest problem. By early 1951, a
request from the Assistant Superintendent at Kingston, C.H. McCuaig (1951), citing support
from L.C. Bingham, Professor of Surgery at Queen’s University, was sent to Montgomery.
Though Montgomery initially thought such a set up might be possible, one where several
surgeries could be performed a month (Montgomery, 1951b), he needed to retract the possibility
after McKenzie felt that he could not supply a neurosurgeon to Kingston. Though McKenzie felt
that such a set-up was not possible at Kingston, he did indicate to Montgomery that Kingston
would likely receive its own neurosurgeon eventually like London had. Yet, McKenzie could
offer a solution unique to Kingston. He proposed that two patients a week from Kingston be
transferred directly to the Toronto General Hospital for operation. It would be a Kingston led
program though, as it was suggested that a Kingston physician learn the process and pre- and

post-operative care by visiting the TPH prior to the start of the program (Montgomery, 1951c).
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Though this was not exactly what was desired, at least it was a plausible option to provide
treatment to further reaches in the province while Kingston awaited their own resident
neurosurgeon.

Plans seemed to be in the making for several Ontario Hospitals to start their own
leucotomy programs. While the programs in Hamilton, London, and St. Thomas were running by
1952, Kingston was still waiting for their program to begin. Like Kingston, Whitby was eagerly
awaiting its own leucotomy program after submitting numerous inquiries to the Department of
Health. In August 1952, it seems that D.R. Fletcher, the Hospital’s Superintendent, wanted to
offer a new suggestion upon hearing of McKenzie’s pending retirement. According to Fletcher
(1952), he had heard that McKenzie was going to teach others to perform the surgery. He
indicated that a local physician, presumably a general surgeon, had taken a training course in the
United States on psychosurgical technique. Fletcher hoped that Dr. McKenzie would come to
Whitby to further instruct, and likely give his blessing, to Dr. Richards who would then perform
leucotomies at Whitby. After conferring with McKenzie, Montgomery (1952c) responded to
Fletcher’s request saying that only trained neurosurgeons were to be doing the surgery and that
plans were in the works to expand the leucotomy program to the east of the province. Essentially,
the leucotomy program at Whitby had to wait.

As is often the case with archival material, there are missing pieces in the records. It is
unclear exactly when programs at Whitby and Kingston actually began. To make matters worse,
there are no correspondence records from the Director of the Hospitals Division to anyone with
regard to leucotomies from 1955 through 1960. Nonetheless, there are several observations that
can be made about the leucotomy program at the two hospitals in question. In a report on the

leucotomies done under the 1953-1954 Federal Health Grant for participating hospitals, Whitby
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is listed as having 12 patients who underwent the surgery that year with 36 forecasted for the
1954-1955 year (Tennant, 1954). As was the case with Ontario Hospital, Toronto and others, it is
not clear whether these were conducted through the TPH and Toronto General Hospital or at
Whitby. On the same memorandum, there is no mention of Kingston, which presumably means
that no program had been set up by that time (Tennant, 1954). However, in a 1961 report of the
number of surgeries requested by the Department, it was reported that Dr. R.F. Hetherington, a
neurosurgeon, had performed two surgeries that year in the Kingston operating room (Christie,
1961). In the TPH leucotomy records, patients from Kingston had not been referred to the TPH
for surgery since August 1949 and from Whitby since April of 1955 (Toronto Psychiatric
Hospital, n.d.). The lack of referrals from Kingston may have been due to the distance to
Toronto, which was something that impeded setting up a leucotomy program in the first place.
For Whitby, it is possible that a program was set up in 1955.

In reviewing the archival material, it seems that a number of hospitals may never have
had their own leucotomy program. Ontario Hospital, Toronto, for instance, never had its own
leucotomy program; rather, patients were sent through the TPH due to the hospital being in
Toronto (Toronto Psychiatric Hospital, n.d.). Ontario Hospitals, Brockville, Cobourg, Langstaff,
and others also seemed to have primarily sent their patients through the TPH (Toronto
Psychiatric Hospital, n.d.) or, potentially, through another hospital with a leucotomy program. In
contrast, Ontario Hospital, Penetanguishene, may have had its own program. Though there is
limited evidence to support this, there were a number of surgeries done there as late as 1961
meaning that a neurosurgeon had to travel to the hospital to perform the surgeries (Boyd, 1961).

If a formal program existed at Penetanguishine, it was likely smaller than most of the others in
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the province.® Despite some unanswered questions regarding the period from 1955 through 1960,
it is clear that psychosurgery was completed on patients from almost all Ontario Hospitals.’ The
last surgery found in the evidence to date was performed in 1966 at Hamilton (Ontario Hospital

Hamilton, n.d.).

Psychosurgery as a somatic treatment was in use for over 25 years in the Province of
Ontario. The demise of such a radical treatment was brought about primarily due to the
introduction of antipsychotic medication that ushered in a pharmacological era with new
medications frequently being tested on the world’s mentally ill. In Ontario, Largactil—or
Chlorpromazine in the United States—was first used in Toronto in late 1953 (Ontario Hospital
Superintendents, 1954). As in other countries, antipsychotic medication was a non-permanent
option that seemed to be a more desirable alternative than an irreversible surgical procedure.™
Still, Ontario Hospitals continued to use leucotomies to treat patients who would not respond to
Largactil and other neuroleptics that came along.

Throughout the course of the 1950s, slowly changing opinions on leucotomy also
contributed to the decrease in psychosurgical intervention. In the United Kingdom, where
operations also began in the early 1940s, the peak in surgeries was from 1948 to 1954 with a
nearly 50% drop in surgeries by 1959 (Graham, 1964). In Ontario as well, the value of
leucotomy was called into question as the 1950s came to a close. At the November 1959

Superintendents’ Conference, it was remarked:

& Some questions surrounding which hospitals did and did not have leucotomy programs should be clarified in
Chapter 4 when a careful review of the number of patients operated on is completed.

® Exceptions would be the Hospital Schools (e.g. Orillia) where children were treated differently than resident
patients in the other provincial hospitals.

19 A common argument found in almost all of the psychosurgery literature is that there was a significant decline in
the use of psychosurgery following the release of antipsychotic medications.
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There is a wide-spread feeling in psychiatric circles that lobotomy is a thing of the past.

This has happened to all therapies. They are used intensively and then abandoned . It

seems that a good practitioner has many resources at his disposal and maybe the recession

on lobotomies is a[s] unfortunate as the original enthusiasm (Ontario Hospital

Superintendents, 1959, p. 18).

By the 1960s, the pace of leucotomy operations had slowed dramatically so that only 72 were
performed in the whole province in 1961 (Buck, 1961). In 1964, an editorial was published in the
Canadian Medical Association Journal, “Standard Lobotomy: The End of an Era,” which
illuminated a number of outstanding issues that had plagued psychosurgery for decades. The
most pressing concern was the lack of longitudinal controlled studies to monitor and determine
prolonged outcome. Along with several reports of recent studies that had demonstrated limited
success of leucotomy treatment, by way of controlled study, the editorial also brought attention
to an article written by McKenzie and Kaczanowski and published in the same volume (Graham,
1964). The paper analyzed five-year controlled follow-ups for 183 operations conducted between
1955-57: “The conclusion is inescapable the prefrontal leukotomy, as performed under the
conditions of this study, did not lead to any significant or predictable rate of remission which
would not have been expected in any event without the operation” (McKenzie & Kaczanowski,
1964, p. 1196). The results served to bolster growing opinion of psychosurgery as an antiquated
treatment option.

Psychosurgery’s success in Ontario for several decades is a testament to a number of
important individuals; most notably, Walter Freeman. From his early hospitality in receiving
Farrar and McKenzie in 1938 through until what was likely his last professional visit to Ontario,
his influence cannot be overlooked. His passion for spreading the gospel of psychosurgery led

Ontario physicians to take up a procedure that was controversial even during his era. It was then

McKenzie, an incredibly well respected neurosurgeon both within Canada and internationally,
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who took the flame from Freeman and kept it burning. McKenzie performed surgeries
throughout his retirement years and right up until the year of his death in 1964 (Morley, 2004).
One also cannot forget Farrar, the traveling companion of McKenzie on the 1938 trip, and well-
respected psychiatrist who helped to launch the initial leucotomy project in 1941. The
contribution of all three to the psychosurgery era in Ontario was summed up eloquently in a

letter sent by Farrar to McKenzie in 1963. Farrar reminisced:

I am sorry not to hear your paper today on Leucotomy. It is a historic occasion and you
are the only one to give it its proper historic setting, beginning with our visit to
Washington to see Walter Freeman’s primer cases in a quite diversified collection, some
of which would doubtless have seemed recoverable in any case; but Walter was
introducing a new technique into America and his selection had to be diversified.

I remember the first case you operated having such painful symptoms and the
remarkable results. Have you the date? | wonder what became of that case eventually...1
am honoured in having had however how small a share in this great work of yours
(Farrar, 1963).
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Chapter 3: Leucotomy Process — Admission to Operation

The earliest leucotomy program in the Province of Ontario was established in 1941 at the
Toronto Psychiatric Hospital (TPH). This initial program, like those that would follow, was
instrumental in the creation of the bureaucratic process that would be used for over two decades.
The leucotomy process, as it will be referred to, has only been touched upon briefly by previous
scholars as their primary focus has been on government policy and the overall leucotomy
programs that were administered in the province. In the existing literature, several criticisms
have been levelled against a process scarcely discussed. Simmons (1990) argued that the
leucotomy program in Ontario was orchestrated by a small group of physicians and “that
psychosurgery was frequently administered for reasons that had little to do with treating the
patient, and had more to do with alleviating management problems...with research and
experiment, or, in some cases, with idle curiosity” (p. 219). In agreement with Simmons,
Reaume (2008) added that “the hope for a ‘cure’ for people labeled as having a mental illness
was overtaken by professional interests and management concerns” (p. 378). In making these
claims, both relied almost exclusively on government correspondence and select outcome studies
rather than including patient records to develop a well-rounded narrative. Neither went much
beyond the selection criteria used in the administration of leucotomy; instead, the focus rested on
bureaucratic power held by superintendents and top-level administrators.

The analyses of Simmons (1990) and Reaume (2008), though provocative, fail to answer
a number of important questions that a closer investigation into patients and the leucotomy
process may be able to satisfy. Thus, this chapter focuses on those questions that emerge from a
much needed analysis of psychosurgery practices in Ontario: What was the process in Ontario

for deciding who should or should not undergo psychosurgery? Were all patients operated on
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who were thought to be appropriate candidates? Stated differently, it is the process of choosing
candidates, deciding on their appropriateness for the procedure, and approving the treatment that
is not yet fully understood. These are important historical questions to consider, especially given
that the history of psychosurgery is morally charged; can a person’s brain be cut into for medical
reasons when the benefits are not clear?

This chapter will show that the leucotomy process—that is, a patient’s journey from
admission to leucotomy—was more complex than either Reaume (2008) or Simmons (1990)
recounted in their histories. In fact, the process was dynamic; dependent on funding, the
provincial demand for treatment, and the availability and allocation of resources. This chapter
will, at the very least, challenge existing assumptions by demonstrating that the leucotomy
process was organized, streamlined, and intentional; a process that involved dozens of physicians
from the Ontario Hospital service. Here | will describe and analyze the practices of determining
eligibility for a leucotomy in this jurisdiction for the first time.

In understanding the administration of psychosurgery in Ontario from the perspective of
the physician, this chapter begins with a description of the leucotomy process followed at the
TPH. Aspects to be discussed include admission, consent, and leucotomy conferences. Though
the general structure of the process would remain relatively stable, an analysis of the process
followed in Ontario Hospital leucotomy programs will be discussed noting the departures from
the TPH process. In order to do this, the Ontario Hospital, Hamilton will be used as a case study
largely due to the sheer quantity and quality of the archival material available from this

hospital.** Finally, when surgery was recommended and subsequently performed, Ontario

' The records from Hamilton cannot be considered representative, although they do offer an important glimpse into
the leucotomy process in Ontario. However, the cases at this hospital should be assessed alongside patient files from
the TPH and with the other information presented in this chapter and chapter 4.
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neurosurgeons used a technique developed in Ontario; this technique will be described for the
first time.
Toronto Psychiatric Hospital: Leucotomy Process

The Toronto Psychiatric Hospital, being the first hospital where patients underwent
surgery, would provide the benchmark leucotomy process that would be followed by other
Ontario Hospital leucotomy programs that began appearing a decade later. For the TPH, the
process remained research driven from the first surgery in 1941 through the last cases in the early
1960s. Everything from the selection of cases, pre- and post-operative study, and the surgery
itself—though not directly the domain of the TPH—were all based upon a clinical research
framework employed at the small institution. This focus, though admittedly imperfect in
comparison to modern research standards, already demonstrated an effort on the part of
physicians to select and operate on appropriate candidates, and to continually use their
experiences when new cases were referred to the hospital. Though the Ontario Hospital
leucotomy programs would not focus on the same types of patients, as their goal was treatment
rather than research, they would closely follow a similar procedure modelled from early on at the
TPH.

The process for the earliest patients operated on between 1941 and 1944 at the TPH
involved similar steps that would be expanded on and systematized when the revived program
began in 1948. The first two patients operated on in 1941 received surgery nearly six months
apart, allowing for extensive study before and after operation in the research unit at the TPH
(Farrar, 1942). Although the pace of operations would increase over the next few years, all
patients would undergo the same tests before operation. According to McKenzie and Proctor

(1946), “a complete cardiological examination was performed by a competent cardiologist and
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the only contra-indication to the operation was a cardiovascular system that was abnormal, due
consideration being given to the age of the patient” (p. 435). In addition, blood, kidney, liver, and
carbohydrate metabolism tests were all taken into account. In addition, electroencephalography
(EEG) results were considered. All of these tests were reviewed by both McKenzie and Lorne
Proctor, a psychiatrist in charge of ongoing clinical research in the TPH research unit (Farrar,
1942). The surgery would then be performed by McKenzie followed by post-operative
discussions with patients about their previous mental states that led to the surgery in the first
place. Rehabilitation would then begin, which meant “the re-establishment of the patient in
society, either returning to his household or other employment” (McKenzie & Proctor, 1946, p.
437). This would include the use of occupational therapy, which would be “increased in
complexity throughout his stay in hospital” (p. 437). Finally, arrangements would be made with
the patient by a nurse trained in social work to ensure follow-up with the patient would be
possible post-discharge (McKenzie & Proctor, 1946). The earliest program in use from 1941
through 1944 would be a basic model for what was to come with the revived program beginning
in 1948.

Following the inter-surgery period where few operations were completed, the TPH began
a leucotomy program in April of 1948 that, again, was first and foremost research driven. Miller
(1954) published a thorough account of the study that included the first 150 patients from 1948
through until February of 1952. The purpose of the study included investigating which “clinical
syndromes” were best suited for leucotomy, the symptoms that were most improved (and those
that were not or did not change) by leucotomy, and how patients should be selected based on the

findings (Miller, 1954, p. 1). It is in this study that the most thorough account of the leucotomy
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process at the TPH can be found. In addition to this study, a number of correspondence records
between bureaucrats and superintendents are used to construct the process used at the TPH.

From the outset in 1941 and for nearly all patients who underwent surgery through the
program at the TPH, referral from an Ontario Hospital is what established them as candidates for
the procedure. The first step in referring patients was sending the names and, sometimes, brief
case histories for patients that superintendents thought would be appropriate candidates (e.g.,
Hanna, 1949); these were then reviewed by TPH physicians. Especially early in the program, it
seems that not all correspondence went through the office of the Director of the Hospitals
Division. What likely occurred was that communication was most often between the Director of
the TPH, Aldwyn Stokes, and superintendents of Ontario Hospitals. Occasionally, the
information would be sent to the director or the assistant director as well as Dr. Stokes (e.g.,
Hanna, 1948; Senn, 1950a).

In order to assist superintendents in choosing cases most appropriate for the study, Stokes
(1948c) provided a letter to Montgomery, the Director of the Hospitals Division, which was
forwarded as a directive to all superintendents (Montgomery, 1948g). The guidelines provided
by Stokes (1948c) were as clear as possible for a procedure that was still in its infancy in
Canada. The directive included criteria for who could be considered an appropriate candidate and
who could not. Appropriate candidates were categorized into one of six groups: manic-
depressive psychosis, involutional melancholia, schizophrenia, paranoid psychosis, epileptics,
and obsessive-compulsive neurosis. Each group had one or two criteria specific to that group.
For epileptics, for example, an associated psychosis needed to be present for consideration and
this group was considered to have the poorest response to leucotomy. Paranoid psychosis, on the

other hand, was considered to respond best to the procedure. Most categories shared the
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additional criteria that patients must have been in hospital at least three years and be
unresponsive to all other available, and appropriate, treatments. Most interesting are those who
could not be considered as appropriate candidates: “psychopaths, alcoholics and drug addicts,
homosexuals and sexual deviates, [and those with] psychosis [that could be attributed to] organic
cerebral pathology” (Stokes, 1948c, p. 1). The directive also included other statements about the
symptoms that would be most likely to respond to leucotomy, such as affective states like fear
and worry (Stokes, 1948c). The information provided drew upon the research already done at the
TPH and likely other circulating medical literature.

If a patient was found to be acceptable for inclusion in the TPH study, authorization was
required to transfer him or her to the TPH. Under the Mental Hospitals Act, superintendents had
the power to transfer patients within the Ontario Hospital system for the purpose of treatment.
However, for patients to be transferred to a General Hospital—for instance, Toronto General
where McKenzie would actually complete the leucotomies—the Deputy Minister was required to
authorize such a move (Walker, 1948). Based on the records, it appears that the Director of the
Hospitals Division was able to provide authorization on behalf of the Deputy Minister for
transfers such as these. Consequently, for the earliest patients referred to the TPH in the revived
program, the superintendent would require authorization to transfer patients to the TPH (e.g.,
Stevenson, 1948Db). After the first few months, however, requests for transfer were no longer
filed in the correspondence records from the Director’s office. This may be because the
cumbersome process may have become less formalized, it may have been left to superintendents
and the Director of the TPH to sort out, or the authorization paperwork may have been filed
elsewhere. Though it will be discussed further below, consent for operation also had to be

obtained for all patients before transfer to the TPH (Walker, 1948). Therefore, for a patient to be
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sent to the Toronto Psychiatric in the first place, there were various steps and individuals
involved in approving such a move.

Once patients arrived at the TPH, they typically underwent two to three weeks of pre-
operative study. The tests were extensive and included the following:

1. A psychiatric history and clinical evaluation.

2. Physical examination.

3. Laboratory examination of urine and blood, including special studies of blood
chemistry, such as blood sugar levels, glucose tolerance test, non-protein nitrogen
and blood cholesterol.

Electroencephalogram.

Psychological investigation.

Special studies, such as air encephalograms, skull x-rays—when considered
necessary (Miller, 1954, p. 1-2).

o ok

Once all the data from these tests had been gathered, all the information would be presented at,
what Miller (1954) called, a “staff conference” (p. 2). At these conferences, which will be called
leucotomy conferences henceforth for reasons that will become apparent, the patient and their
pre-operative test results would be reviewed with both psychiatrists and neurosurgeons involved.
At the end of the conference, the suitability for leucotomy, the operative technique, and
expectations for improvement would be discussed.

In order to assess predicted outcome following surgery, a rating system was devised at
the TPH—one that would be used in leucotomy programs around the province. Two ratings were
given: present and expected (or anticipated). A patient’s present rating was assessed from 1-100
and based on the patient’s functioning at the time. Physicians estimated post-operative outcome
of the procedure on the same scale. The bottom end of the scale, or zero, indicated that the
patient was a nursing problem, unable to care for themselves (e.g., toiletry habits), and unable to
work on the ward. Fifty, or mid-way on the scale, suggested that a patient could function outside

of the hospital; however, they were unable to work and thus did not need supervision. If patients
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were rated at 100, it meant they were able to function normally emotionally, socially, and
intellectually. In addition, the highest rated patients would be expected to hold employment
(Miller, 1954). Based on all the discussion and ratings, if a patient was approved for leucotomy
the date of the surgery would be scheduled. The leucotomy conference process was more
complex than Miller (1954) presented it; however, in order to avoid duplicating information,
leucotomy conferences will be discussed below in more depth with reference to the Ontario
Hospital, Hamilton case example.

One patient per week, given the arrangement between stakeholders, would be transferred
to the General Hospital the morning of the day prior to surgery (Stokes, 1952). The patient would
be transported by ambulance and a TPH nurse would accompany the patient to and from the
hospital (Montgomery, 1948b). After the surgery, the patient would recover from anaesthesia at
the General Hospital before being transferred back to the TPH for convalescence. Upon return,
two specially trained nurses would care for the patient for the first 24 hours (Miller, 1954).
Presumably, as with the earlier TPH leucotomy recipients, patients were typically able to “take
solid food within twelve hours and sit out of bed within seventy-two hours” (McKenzie &
Proctor, 1946, p. 437).

The last step for leucotomized patients was a post-operative period of five to six weeks at
the TPH (Stokes, 1948c¢) that included repetition of all tests conducted prior to surgery for
comparison purposes and the beginning of a rehabilitation program (Miller, 1954). If patients
were transferred from Ontario Hospitals, the originating hospital would be responsible for most
of the rehabilitation once patients were sent back. For the small percentage of patients who came
directly from the community, the rehabilitation program would be more flexible since ideally

they would be returning home. Thus the stay for community patients could be up to two or three
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months and the TPH was primarily responsible for rehabilitation for those patients (Miller,
1954). As the TPH program progressed, patients were returned to Ontario Hospitals at a more
rapid rate of one week after surgery (Stokes, 1952).

In the province, setting up rehabilitation was not immediate and generated much talk
among the director and superintendents. Shortly after the revived program began, there were
questions about the delay in setting up a rehabilitation program in Ontario Hospitals. Inquiries
were made about sending patients to the federally run, Westminster Hospital in London
(Montgomery, 1948i) where surgeries and a rehabilitation program had been in place since 1947
(Schrag, 1948). In planning for the expansion of leucotomy programs to Ontario Hospitals,
organization of rehabilitation and comparable clinical study before and after operation needed to
be considered (Montgomery, 1949b).

Once patients returned back to the Ontario Hospital from which they came, the
leucotomy process was complete, though patients often had a long road to recovery still ahead of
them. Patients would, however, be contacted for follow-ups (Miller, 1954), but they were no
longer part of the formal leucotomy process. Though further studies would be done after Miller’s
(1954) study ended, the leucotomy process used at the TPH would remain relatively similar. The
TPH process would also become the desired model for how the leucotomy process should
proceed for all patients whether they were part of the research studies at TPH or undergoing
leucotomy as a treatment from Ontario Hospitals. As the evidence suggests, the process was well
organized and standardized, so that each patient underwent a similar course from their entry to
the TPH to their release back to an Ontario Hospital or into the community. This systematized
approach would be utilized in leucotomy programs at other Ontario Hospitals, though the

selection of patients would differ due to an emphasis on treatment rather than research.
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Ontario Hospital Leucotomy Programs: A Case Study of Hamilton

While the Toronto Psychiatric Hospital studied, leucotomized, and followed-up on its
own set of patients, when Ontario Hospitals began their respective programs, the goal was to
provide the leucotomy as a treatment rather than as a part of a research project. As discussed in
the previous chapter, the limitations at the TPH due to space and mandate were at least partially
responsible for the push to begin leucotomy programs at several of the Ontario Hospitals. In
1952, the limitations were crystalized by Stokes (1952). In responding to a request from T.D.
Cumberland of New Toronto for a patient referred for leucotomy, Stokes informed the
superintendent that the patient was rejected, along with others like her, because she was chronic
and disturbed. He explained that the rejection was due to patients not fitting the mandate of the
research study underway at the TPH. In an attached document, he provided more detailed
information on who should be sent to the TPH. In Stokes’ experience with the leucotomy
program to date, he explained that two types of patients had been referred to them. The first, and
most acceptable for treatment under the existing program, were quiet patients who were easy to
manage on the ward. The second group were those that were violent and their illness was
disabling. These were not ideal for the research study and Stokes, at the time, did not know when
patients like these could be accommodated for treatment (Stokes, 1952). When the program at
the Ontario Hospital, Hamilton began, its focus was more on the latter types of patients described
by Stokes:

Thus, the Leucotomy program which commenced in the Ontario Hospital, Hamilton in

June, 1952, differed from most Leucotomy programs, where emphasis has been placed on

selection of patients in whom there was reasonable hope of improvement, so that they

could leave hospital. Primarily, we wished to find out if these arduous nursing tasks could

be alleviated by bilateral Leucotomy...such patients were typically confined to a

disturbed ward, frequently in single room seclusion. They were destructive, noisy and

assaultive, and often required supervision in their eating, dressing and toilet habits”
(Boyd, Weber, & McKenzie, 1958, p. 170).
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Of the Ontario Hospital leucotomy programs, there is only one where thorough patient
records exist.? These records from Hamilton include hundreds of summaries from leucotomy
conferences of patients who were put forward as candidates for surgery. Many of the summaries,
printed on onion skin paper, also have handwritten notes detailing some of the discussions
physicians had at the conferences. The summaries and handwritten notes offer valuable insight
into a process that was the deciding factor for the fate of patients. What follows in this section is
an expansion of the leucotomy process from the one discussed above. Many of the steps are the
same as at the TPH, largely because that was the template; however, the differences in the
Ontario Hospitals that gained autonomy with their programs is well worth reviewing in detail. In
order to do this, Ontario Hospital, Hamilton will serve as a case study allowing for a detailed
discussion of the leucotomy program outside of the TPH. The details provide an intimate look at
how physicians were involved in the process.

Admission

For patients at Hamilton—Ilike patients of Ontario Hospitals across the province—the
road to surgery consisted of a number of steps and considerations that were in place in an attempt
to administer the process in a responsible and organized fashion. From admission to operation,
patients would undergo several conferences, experience a number of treatments that were hoped
to alleviate symptoms, and potentially receive a leucotomy if deemed appropriate.

The first step in the process, which could take many years, began with admission or
transfer to Hamilton. Patients could be admitted in a variety of ways; families could admit their

own Kin to hospital, the authorities could admit a patient under certificate of mental illness, and

12 Ontario Hospital, Hamilton has been chosen as a case study, as other Ontario Hospitals do not have the same files
available at the Archives of Ontario. Hamilton and the TPH are the only two hospitals that have patient leucotomy
summaries available, which is why both are used in this chapter to construct the leucotomy process.
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sometimes patients would voluntarily admit themselves. Transfer was another way patients
might arrive at Hamilton, especially from hospitals around the province that by the early 1950s
had not yet instituted a leucotomy program or whose patients could not be accommodated at the
TPH. Upon transfer, patients would then follow the same process as patients newly admitted or
readmitted to the Ontario Hospital. If a patient had been transferred for the express purpose of
being evaluated as a leucotomy candidate, the process would be expedited and the trial of shock
or alternative treatments would be omitted. In other words, other treatments would have been
attempted and documented before transfer thus necessitating only the evaluation for leucotomy.
Those patients would then be evaluated like other candidates, potentially operated on, and then
transferred back to the originating hospital for convalescence (Ontario Hospital Hamilton, n.d.).
Hospital Conferences and Treatment

Once a patient was admitted to Hamilton—or any Ontario Hospital—he or she would
undergo a general hospital conference. Such a process was not newly organized for the purpose
of administering leucotomies; rather, this was a standard process that had been ongoing since at
least the early 1930s. For instance, an annual report from Hamilton noted that 146 of these
conferences had taken place in 1931—a decade before the first leucotomy was performed in
Ontario (Department of Health, 1932). What might be considered equivalent to today’s hospital
‘rounds,’ these conferences would be attended by all physicians and often the patient. At the
conference, a patient’s history was read to all attending and then the patient was “interrogated”
(Department of Health, 1932, p. 9). Together physicians would discuss and decide upon a
diagnosis and course of treatment for each patient being addressed during that particular
conference. Interestingly, as this process was held for each patient upon admission, even if it was

readmission, patients’ diagnoses might be adapted or changed altogether to best fit their
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presenting symptoms. Based on this, patients would then receive treatment according to the
suggestions and decisions made in the hospital conference. Depending on the era upon which
conferences were held, treatment options could include one or more of the following:
hydrotherapy, metrazol shock, insulin shock, sodium amatol, psychotherapy, occupational
therapy, electroconvulsive shock therapy, and of course medications as they became available
(Ontario Hospital Hamilton, n.d.).

Selection of Patients and Consent

If treatment did not improve symptoms or if a patient’s condition worsened, they might
be identified as a possible candidate for leucotomy. Physicians were required to use the criteria
provided by Stokes (1948c). For instance, when Lewis (1949), Assistant Director of the
Hospitals Division, surveyed superintendents for a list of appropriate candidates who could be
treated in the tentative expansion of the program, he asked them to refer to Stokes’ original
selection criteria provided a year earlier. Consequently, patients who were causing problems on a
ward—due to unsatisfactory response to planned courses of treatment or violent behaviour—
could also be identified for evaluation for a leucotomy (Ontario Hospital Hamilton, n.d.). These
patients, deemed management or nursing problems, were among the first types of patient treated
at Hamilton (Montgomery, 1953). A further discussion pertaining to the selection of these types
of patients will be addressed in the next chapter.

Once patients had been identified as appropriate candidates by one or more physicians in
the hospital, their relatives would be approached for consent. Likely in order to expedite the
process when leucotomy conferences were held, consent was often obtained in advance from
families. Coming to understand the process of consent was made possible primarily through the

existence of rejected and deferred patient records from Hamilton. For the 409 patients who
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underwent surgery, their forms were likely processed and filed elsewhere, while signed consent
forms for leucotomies that did not proceed were kept together with the patient summary sheets.

Unlike the rest of the leucotomy process that was relatively organized, the issue of
consent was still not clarified by the time the TPH began taking leucotomy patients again in
1948. In effect, it was G.H. Stevenson, Superintendent at London, who seems to have first
brought the issue forward to his superiors. He did so when requesting permission to transfer the
list of patients he had referred to the TPH for the revived program that was about to begin. In the
memorandum he stated that he had consent forms already signed for the patients (Stevenson,
1948a). As if the issue of consent had not been considered before Stevenson’s memo,
Montgomery (1948d) asked his superintendent for a copy of the form he had been using, so the
provincial solicitor, C. Walker, could be consulted. Although it may have appeared to Stevenson
that Montgomery was not considering consent, discussions between the Minister of Health,
Montgomery, and Walker were underway.

Far from being a matter of limited importance, consent was taken seriously by the
Department of Health. Rarely in the leucotomy correspondence records is there is any
correspondence from the Minister of Health. On April 14, 1948, however, the Honourable
Russell T. Kelley sent a memorandum to the Deputy Minister with precise instructions:

...the only thing we must be very certain of is that in every case we have the legal

responsibility clearly defined. That is, that for any of these patients being operated on for

whom we are contributing part of the cost, we must have signed statements from the
patient or whomever is legally responsible relieving the government of any financial

liability (Kelley, 1948).

Though this might be interpreted as simply a concern for finances without care for patients, as

has been argued by previous scholars, it is important to note that this demonstrates bureaucratic

efforts to address liability. The process of consent to address liability concerns was not unique to
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leucotomy. Shock therapies were also controversial and the matter of consent was also discussed
within the Department. For electroconvulsive therapy (ECT), for instance, consent was requested
from relatives for a number of years after it began. Once it became a standard treatment,
however, superintendents agreed to try and obtain consent whenever possible, but they could
authorize ECT without it (Ontario Hospital Superintendents, 1945). Rather than consent
demonstrating a lack of concern for the well-being of patients, it is a reflection of the medico-
legal process involved in surgical or medical procedures.

It was not long before C. Walker, the Provincial Solicitor, was asked for his thoughts on
the matter. Clearly the issue of consent was crucial if the Minister himself was attending to such
matters. A week later, Walker (1948) sent Montgomery a thorough review of the Mental
Hospitals and Public Hospitals Act as it pertained to leucotomy. Therein, the issue of transfer of
patients was addressed along with deciding who would be legally responsible for patients who
needed consent prior to operating. Walker noted that the superintendent would be considered to
have “authority to exercise custody and control and also direct the course of treatment of the
patient” (Walker, 1948, p. 3). He does, however, wisely suggest that with respect to leucotomy
that “it would not appear necessary to secure consent to various types of treatment in mental
hospitals although as a matter of policy it might be found desirable to consult with relatives
before any hazardous type of treatment is undertaken” (p. 3). This is telling advice for several
reasons. First, the superintendent could legally approve leucotomy without consent; a step that
seems to have been extremely unlikely in the leucotomy programs in Ontario. Second, it is
noteworthy that policy is drawn upon to structure the process of consent. Thus, in the absence of

legal regulation, superintendents were still expected to seek consent from relatives.
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The policy expectation that superintendents seek consent for the procedure seems to have
been carried out diligently by superintendents at Hamilton and elsewhere. In contrast to
Simmons’ (1990) allegation that consent was only a formality and did not stand in the way of
superintendents approving leucotomy treatment, consent forms were in fact required. Yet,
consent was not a foregone conclusion once the form was signed. On a number of occasions,
there is evidence that consent was confirmed or reaffirmed if too much time had passed or if the
parameters around the surgery had changed. For instance, when Freeman came to London to
demonstrate his transorbital technique in 1951, consents were already signed for patients on the
waiting list at the local Ontario Hospital. Consequently, the superintendent suggested that he
“write the relatives of those who have consented to the [leucotomy] and explain the
circumstances to them and ask for their approval of the operation being done as a transorbital
lobotomy by Dr. Freeman” (Stevenson, 1950b). Another example is the case of a patient from
Hamilton whose husband had originally given consent to operation which he later revoked
because of improvements in medication that was preferred over submitting his wife to surgery.
On another occasion as well, too much time had passed—due to deferral of surgery—since
consent had been obtained. When the relative was asked to confirm consent, it was revoked and
the patient was rejected for surgery. A final example is a patient who requested leucotomy
themselves and signed a consent form; however, physicians decided to reject the patient as an
appropriate candidate based on other factors (Ontario Hospital Hamilton, n.d.). In my opinion,
there is no shortage of evidence that consent was considered an important aspect of the
leucotomy process. Moreover, just because consent was signed at one point did not mean that
superintendents and physicians could assume opinions would not change. In essence, this

provides evidence that physicians were being straight-forward with relatives about the surgery
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and risks, especially since some declined to sign consent forms altogether or revoked it along the
way.
Leucotomy Conferences

Once a patient had been identified as an appropriate candidate for leucotomy and
relatives approached for consent, the case was reviewed at a leucotomy conference—or staff
conference as Miller (1954) had termed it. In the case of Ontario Hospital, Hamilton, archival
records allow for a detailed reconstruction of leucotomy conferences. These conferences are the
fulcrum in the leucotomy process. It is at these meetings where the fate of patients would be
decided by physicians, not simply one physician or one superintendent.

Leucotomy conferences were similar to the hospital conferences held after admission or
transfer into the hospital. Leucotomy conferences were held as needed and physicians around the
hospital were sent a memorandum for when and where a conference would take place. The
memorandum would be addressed to “all physicians” and would be sent from the superintendent
of the hospital or his secretary (e.g., M.K-L., 1965). Conferences would often be attended, on
average, by six to ten physicians. In addition, members of the occupational therapy, nursing, and
psychology staff were often present. Like hospital conferences, patients would often attend
leucotomy conferences and frequently multiple cases would be reviewed at one time. A case file
document would usually be provided to physicians in advance or at the conference for their
reference. These documents, called either “Leucotomy Conference” or “Leucotomy Summary,”
were usually only one to two pages in length, but some were up to four pages.™* The
conference/summary documents were prepared by one physician, and sometimes interns, who

would review a patient’s history by way of interview and gather relevant psychological and

3 This is why | have used the term “leucotomy conference” rather than “staff conference” to reflect what is in the
literature. As well, there is evidence (M.K-L., 1965) that these were called leucotomy conferences in Ontario
Hospitals.
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medical information that would be pertinent to discussion at the leucotomy conference meeting.
Information commonly provided included demographics, date of conference or write-up, family
history with an emphasis on familial history of mental illness, record of previous admissions and
treatment, history of present illness, and ratings of present status and expected post-operative
outcome using the scale developed at the TPH (Ontario Hospital Hamilton, n.d.).

During the leucotomy conference meeting, patients’ diagnoses might again be adapted,
reclassified, or upheld. The history would be presented by the physician who prepared the
document, and the patient could be questioned by physicians in attendance. Often during
leucotomy conferences, physicians would disagree on the present and expected outcome
ratings—which would be noted in handwriting on a copy of the document—or they might agree
to change the initial rating. Although developed at the TPH for a research study, this rating
method was used for over a decade at Hamilton allowing for a multi-dimensional appraisal of
candidates.

Once physicians had discussed the case thoroughly, they would then vote whether they
thought leucotomy was appropriate. In the archival records, a physician’s vote would often be
recorded as a “yes,” the abbreviation “leuc,” or a checkmark beside his or her name. Most often,
superintendents were in attendance at these conferences, but were not the deciding vote. The
superintendent did, however, appear to give final administrative approval once the conference
had voted in favour, and likely after ensuring consent had been obtained and all other
considerations accounted for. Evidence of this might be the fact that a number of summaries had
‘OK” written on the top of the page and the date of surgery written below that. In Hamilton,
McKenzie, who performed the surgeries, was often present at leucotomy conferences and also

voted. It appears that leucotomy conferences would often be held on the same day he would
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complete several surgeries at the hospital, likely to accommodate McKenzie’s schedule
whenever possible. Based on the recorded notes, it seems that McKenzie and other physicians
were always vocal about their thoughts on the decision to operate on each patient. It is not clear
how much time was spent discussing each case; however, the notes indicate that each physician
who wanted to comment was allowed the time to do so (Ontario Hospital Hamilton, n.d.).
Decision to Operate

Out of this crucial vote by physicians, several outcomes could occur. As happened with
409 patients at Hamilton, a leucotomy could be approved and the patient would then be
scheduled for the procedure. The surgery could be scheduled within a day or two or up to several
months later. McKenzie would often perform numerous surgeries in one day given that he only
visited a few times per month. Once patients were operated on, they were given a leucotomy
number which helped the hospital to keep accurate records of the number of procedures done.
Occasionally patients would only have one frontal lobe operated on (unilateral procedure)
initially and then the other lobe would be operated on at a later date; both surgeries were
recorded as separate leucotomy numbers (Ontario Hospital Hamilton, n.d.).*

A patient could also be rejected for surgery altogether as a result of a leucotomy
conference vote. There were a variety of reasons that patients might be rejected. For instance, it
could be as simple as consent being revoked. Patients might also have underlying health
concerns that most often needed to be addressed prior to the approval of surgery. If they were
unable to address those concerns, a patient might be rejected. At times, the physicians’ vote
alone would end the candidacy of a patient for the operation. In one rejected case, six doctors
voted at the leucotomy conference with five voting against and one in favour of the procedure.
Interestingly, if physicians did not think it was appropriate, patients who voluntarily sought the

 The number of patients who underwent unilateral versus bilateral will be addressed in chapter 4.
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procedure might also be declined, as was the case for one of the 20 rejected patients at Hamilton.
Not unlike the patients operated on, however, rejected patients had undergone various treatments
in advance of being submitted for evaluation for leucotomy. These treatments included
electroconvulsive shock therapy, neuroleptics, and continuous baths. Upon rejection, physicians
then carried on with more attempts at these treatments hoping to find the one that might help a
patient to cope appropriately with his or her disease, especially since leucotomy was no longer an
option.

If physicians were not convinced that a candidate was appropriate for leucotomy at time
of conference, but hesitated to reject them altogether, they could defer a decision on the surgery.
The reasons for deferral were similar to the rejected cases, but the intent was to follow up with
them later. Patients might be tried on additional courses of treatment, ECT for instance, or await
the results of a medical test before a decision was made. At Hamilton, a number of patients who
were eventually leucotomized were deferred initially; this can be seen where surgery had been
approved, but several months elapsed before surgery was actually completed and McKenzie was
clearly still operating on other patients during that time. Once the recommended treatment had
been attempted or medical results obtained, a patient would undergo a second (or even third)
conference to review any change in status as a candidate for the procedure. When reconferenced,
physicians could then choose again to either proceed with the operation, defer again, or reject the
patient for surgery. At Hamilton, there were 20 patients who were deferred and ultimately whose
surgeries were not completed. However, the intent was to reconference these patients—which
did occur for some—to reevaluate their suitability at a later date (Ontario Hospital Hamilton,

n.d.).
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For the vast majority of patients who were manoeuvred through the leucotomy process at
Hamilton and elsewhere, surgeries were eventually completed. Though specific information on
patients and the number operated on will be provided in the next chapter, it should suffice to say
at this point that more patients were approved for operation than rejected or declined. Still, the
existence of rejected and declined records indicates that more thought went into patient selection
and appropriateness for surgery than has often been granted. The leucotomy process was more or
less the same for each patient recommended for surgery. Physicians, the neurosurgeons, and
superintendents were all responsible as key actors in the process. It was not simply an autocratic
decision of superintendents to submit patients to an irreversible procedure; rather, it was a
bureaucratic process that was organized and streamlined. The process was in place in Hamilton
and other locales for over a decade. From the beginning, it was the TPH that provided the
template for such a thorough process since its original mandate was research.

While the standard leucotomy process was well-organized and used to determine
appropriateness of candidates, it also served another purpose. The process involved physicians
who were concerned with treating their patients with what was available, yet they were also part
of a system that served to diffuse responsibility among those acting within it. No single physician
could be held responsible for making the decision to operate. Essentially, the leucotomy process
allowed for smooth functioning of the operations and protected the physicians involved, all while
physicians were doing the best they could given the reality of the mental illnesses and limited
treatments they were confronted with at the time.

McKenzie’s Surgical Technique and the Ontario Variations
Once patients were approved for surgery at leucotomy conferences, they would be

operated on either at the Toronto General or one of the Ontario Hospitals with a leucotomy
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program. What exactly was the procedure used in Ontario? Was it the same as in the United
States and Europe? The remainder of this chapter will be dedicated to answering these questions.

Little has been written on surgical technique in the existing Ontario literature, yet when it
has, there has been a recurrent misunderstanding or, at the very least, a lack of clarity about the
procedure used in the province. The misunderstanding stems from the terminology used. The
terms “leucotomy’ and ‘lobotomy’ are often claimed to describe synonymous surgeries (e.g.,
Morley, 2004). However, there is good reason to argue that the two should, in fact, be considered
separate techniques. Addressing the issue will ensure that the technical language surrounding
psychosurgery during the era of somatic treatments is accessible and clear.

The story behind the treatment begins with Egas Moniz in Portugal in 1935 who—with
the help of neurosurgeon, Almeida Lima—attempted the first modern psychosurgical operation.
The initial procedure consisted of the insertion of a needle through two burr holes on top of the
scull followed by the injection of alcohol to destroy the fibres connecting the frontal lobes to the
remainder of the brain. Through experimentation, Moniz came to settle on a method called the
‘prefrontal leucotomy’ where a specially designed instrument manufactured in Paris—a
leucotome—was used. In his modification, Moniz and Lima drilled burr holes slightly farther
back than in the first operations. Directing the leucotome to the anterior and lateral area of the
first frontal lobe to a depth of 4.5cm, a plunger on the end of the instrument was pressed
exposing a wire on one side, and then the instrument was rotated 360 degrees to cut a core of
white matter. The instrument’s wire was then retracted by pulling the plunger on the instrument
up, and the leucotome was opened and closed again cutting another core at 3.5cm followed by
2.5cm. The leucotome would then be removed and repositioned, so entry would still be anterior

by angled medially. After being inserted to a depth of 4cm, a core would be removed, followed
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by two more cores at 3cm and 2cm. Although cores were cut, six on each side, no brain tissue
was extracted during surgery. The other frontal lobe was then operated on the same way before
the surgery was complete (Moniz, 1937).

Shortly after Moniz published his initial results in 1936, the technique was attempted in
Brazil (Masiero, 2003), the United States (Valenstein, 1986), and Italy (Kotowicz, 2008). As the
procedure gained in popularity and became part of the treatment arsenal of those who adhered to
the biological psychiatry model, variations were developed. Neurosurgeons from around the
world began to experiment with entry sites, instruments, and whether to use cuts, cores, or
sweeping motions to disrupt the frontal lobes’ connections with the remainder of the brain.

The American pioneers, Freeman and Watts, were no different. They were among the
first to experiment with Moniz’s new procedure in the fall of 1936. Courtesy of an early copy of
Moniz’s monograph sent to Freeman and correspondence with Moniz, Freeman and Watts
meticulously followed the Portuguese neurologist’s instructions. After performing a number of
surgeries and studying the results of patients who had had the surgery, they began toying with
the idea of varying where the disruption to the frontal lobes’ white matter should be made. By
1938, they began experimenting with their method to see if they could devise a variation that
would produce better results than the original procedure. It was also around this time that
Freeman, at a local medical meeting, coined the term *prefrontal lobotomy’ to describe their
work (El-Hai, 2005). It is not clear whether Freeman did so because they had changed their
technique by that time, or whether it was a result of a desire to set their work apart. Regardless,
‘lobotomy’ became the most commonly used term in the psychosurgery literature, both primary

and secondary.
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Recall from chapter 2 that K.G. McKenzie and C.B. Farrar visited Freeman and Watts in
January of 1938. Although it is not clear which surgery the four of them discussed, it is likely
that the technique considered during the visit was Moniz’s or one that very closely resembled it.
Moreover, being the well-read and well-connected physicians that they were, McKenzie and
Farrar did advanced reading on the subject prior to arriving in Washington. For instance,
McKenzie forwarded a book review to Farrar several months before their departure: “I am
enclosing the book review on R.M. Brickner’s “The Intellectual Functions of the Frontal Lobes’”
(McKenzie, 1937). Advanced reading also likely included Moniz’s first article in the American
literature published in 1937 (Moniz, 1937). Additionally, McKenzie visited his mentor, Harvey
Cushing, on the way home on the trip who was a colleague of Watts’s and likely aware of the
procedure of both Moniz and Watts (McKenzie, 1938). Based on this reasoning, McKenzie and
Farrar were likely introduced to psychosurgery with the Moniz technique.

When McKenzie and Farrar returned home, it is not clear how much correspondence
occurred after the initial letters sent in late January and early February. It is likely that McKenzie
continued to speak to other colleagues about the procedure; he may have even corresponded with
Moniz. In the meantime, Freeman and Watts were already presenting their new technique at
medical meetings both nationally and internationally. At the Montreal Neurological Institute
(MNI) in 1940, for instance, they presented on their technique using a “blunt knife” (Freeman &
Watts, 1940). When Freeman offered his summer seminar at the TPH in 1941, he presumably
presented their new technique, which came to be known as the “Freeman-Watts Standard
Lobotomy Technique.” The new technique included the use of a new instrument and a change in
entry site. Rather than entering on top of the scull, entry was gained laterally on the side of the

scull near the temples. In addition, the new instrument was manoeuvred using extensive
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sweeping motions rather than the removal of localized cores (Freeman, Watts, & Hunt, 1942).
Despite Freeman and Watts’s presentation at the MNI and at the TPH, Canada’s first
neurosurgeon had likely already determined the technique he would use. Given what has been
written on him and his temperament,’® it is not likely that McKenzie would follow a trend just
because it was being used in the US. He likely did his own research and chose his technique
cautiously.

In all of McKenzie’s publications on psychosurgery conducted in Ontario, he always
used the term leucotomy. In his 1944 review of Freeman and Watts’ monograph, McKenzie said
the following clarifying the issue of terminology: “The introduction [of the book] gives a
satisfactory historical review of the development of prefrontal lobotomy, or more correctly
termed leucotomy” (McKenzie, 1944, p. 280, italics added). It is clear that McKenzie was not
caught up in the confusion in language, which would not be the case for the rest of the world or
even within the Ontario Hospital service. What is also clear from the book review is that
McKenzie greatly respected the work of Freeman and Watts, and surely took their new variation
into account when deciding upon his own approach. Praising the book, McKenzie thought that
“This scholarly 300-page volume will take its place in the history of neurosurgery and psychiatry
as representing pioneer work in a radical departure among the drastic therapies in psychiatry of
the second quarter of the twentieth century” (McKenzie, 1944, p. 280).

It is interesting that McKenzie never used Freeman’s technique despite the praise of the
1942 monograph and that Freeman undoubtedly discussed both prefrontal and transorbital
lobotomy during his numerous visits to Ontario between 1941 and 1951. Instead, once Freeman
had laid the groundwork, McKenzie took the procedure and the technical specifications into his
own hands for the duration of the Ontario programs. Charles Drake, McKenzie’s resident who

15 See Morley, 2004.
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took a position in London and performed surgeries at the Ontario Hospital there and in St.
Thomas, would carry on using what was taught him. Although, it seems that Drake also began
experimenting with his own variation, following in the footsteps of his mentor (Hobbs, Drake,
Wanklin, & Essert, 1960). Thus, McKenzie and his residents who learned the surgery from the
master never looked back; Ontario’s psychosurgical technique was born and bred in the
province.

Like most neurosurgeons who perfected their surgical art throughout their careers,
McKenzie would begin with one technique and, over the years, develop small variations of his
own. He never departed significantly from the original prefrontal leucotomy in terms of entry
site into the brain or a change in instrument, as Freeman and Watts had.

The first mention in the literature of McKenzie’s technique can be found in his book
review of Freeman and Watts’ book. He called the technique he used “bilateral frontal
leucotomies” (McKenzie, 1944, p. 281). Though he does not describe the technique in this
article, he would do so a few years later when he published the results of the first 27 cases
operated on in Ontario (McKenzie & Proctor, 1946). This article, published with Lorne Proctor,
provided a thorough theoretical justification for the disruption of frontal lobe white matter. In
addition, it offered the first glimpse at how the renowned surgeon chose to operate on Ontario’s
first leucotomy patients. In the early procedures, McKenzie used general anaesthesia, specifically
ether that the patient would aspirate via chest tube, because it ensured difficult patients would not
pose a problem as they would had they been under local anaesthesia. The operation itself was
described in specific detail. In short, McKenzie would have a patient “placed in a semi-sitting
position with the head in a crutch head rest” (p. 436). He would then drill two burr holes on each

side above the orbital plates. Once the skull had been drilled and brain exposed, a needle was
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inserted down until it rested on the orbital plate, likely for the purpose of creating a pathway for
the next step. Then, with the help of an assistant, the needle was removed and leucotome inserted
down until it rested upon the orbital plate. “The instrument is then opened, closed, rotated and
again opened, then closed and withdrawn. This procedure is repeated on the other side” (p. 436).
Finally, the bone was replaced and the incision in the scalp sutured using “a double layer of fine
silk” (p. 436). This early technique would take one and a half to two hours to complete, which
was the estimate given when the Toronto General Hospital operating room was booked for
procedures on patients arriving weekly from the TPH (Montgomery, 1948c).

The initial technique used by McKenzie was similar to that of Moniz. The instrument
used involved a plunger and protruding wire on one side. The technique involved rotation of the
instrument. The difference was, however, McKenzie did not want to remove cores; rather, by
turning the instrument ninety degrees, he was able to perform a cut on both sides. This problem
would later be resolved by the use of two wires in the leucotome instrument to avoid the need to
rotate it during surgery. On the other hand, the technique was purposefully distinct from Freeman
and Watts’: “This technique differs from that employed by Freeman and Watts in that our
approach is from above rather than the side, this along with the special instrument appeals to us
as a more accurate and safer method that the lateral approach” (McKenzie & Proctor, 1946, p.
436-437). If there were any doubts, McKenzie clarified that the procedure used in Ontario was a
prefrontal leucotomy—or more specifically, bilateral frontal leucotomy—rather than a prefrontal
lobotomy.

It is not entirely clear when McKenzie began to adapt his procedure to include slight
variations. He did, however, make a trip to the United States in the fall of 1948 “for the purpose

of inquiring into a new operative technique for leucotomy” and it was suggested that Dr. Stokes
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be sent “at the expense of the department, so that he will be aware of any changes which are
made in the technique of leucotomy performed by Dr. McKenzie” (Montgomery, 1948h). It is
entirely likely that what he learned upon his visit to Connecticut—incidentally the home of his
mentor, Cushing—encouraged him to further develop his leucotomy technique.

When Miller (1954) published his research study on the first 150 patients at the TPH,
McKenzie contributed a chapter on the surgical technique. The description reflected the
refinement of McKenzie’s bilateral frontal leucotomy technique. Unlike previous surgeries, the
patient was “face up on the operating table,” but still under general anaesthesia. Along the hair
line, the patient’s head was shaved. It also appears that the number of burr holes was reduced to
one on each side, as compared to the original procedure. The location of the burr holes was
judged by the neurosurgeon based on the skull shape of the patient, but was typically along the
hair line. Once the leucotome was inserted, the cut made in each frontal lobe was 4 to 5 cm in
diameter. Also in this report, the leucotome that McKenzie developed in 1945 in collaboration
with a surgical instrument maker from Toronto is introduced and a picture provided.'® Rather
than one wire on the shaft of the instrument as was the case in the early 1940s, there was now
two. This removed the need to rotate the instrument while in the brain, as both medial and lateral
sections could be cut at the same time.

By 1958 as noted in the publication of an article reviewing the first 200 patients
leucotomized at Ontario Hospital, Hamilton, McKenzie’s technique had been refined even
further (Boyd et al., 1958). Reminiscent of what was reported in 1954, patients would receive
intravenous pentothal, a general anaesthetic, and small percentage of novocaine to numb the
scalp. In addition, only one burr hole wad drilled on each side. In McKenzie’s 1954 description,
however, there was no mention of a brain needle being inserted before the leucotome as it had in

16 One of McKenzie’s leucotomes can be found at the Museum of Health Care in Kingston, Ontario.
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the early procedures (Miller, 1954). Whether that part was left out intentionally or accidentally,
the description of inserting the brain needle to provide the pathway to the orbital plates was
provided again in 1958. Once the needle had been removed, the leucotome was inserted through
the same path. Once resting on the orbital plate, the plunger was pressed causing the dual wires
to protrude making the same 4 to 5 cm cut. Once the cut was complete, the wires were pulled
back into the instrument, and then it was removed. Then, representing a significant variation
from the original and the 1954 variation, “using a brain needle which gives the surgeon a sense
of feel the intra-cerebral cut is enlarged” (p. 172). According to McKenzie, who certainly wrote
this particular section of the article, the use of a delicate needle allowed for the surgeon to touch
and move aside the anterior cerebral artery (Boyd et al., 1958), which, if severed, would cause
instant haemorrhage (R. Pokrupa, personal communication, July 20, 2011). It was revealed in the
article that the use of the brain needle was chosen after one major haemorrhage occurred when
the attempted enlargement of the cut was done using the leucotome (Boyd et al., 1958). Not only
had the technique been refined numerous times, so did the time it took to perform the surgery;
rather than one and a half to two hours, the surgery now took only 20 to 30 minutes (Boyd et al.,
1958), surely allowing for more surgeries to be completed in one day, if the neurosurgeon so
desired and patients had completed the preparatory leucotomy procedures.

The final variation to surgical technique evident during the nearly three decades during
which surgeries were completed in Ontario was courtesy of McKenzie’s resident, Charles Drake,
who became head of neurosurgery in London, Ontario. Patients from London and St. Thomas
had been operated on by Drake since the fall of 1951 (McKenzie, 1951). In a study involving
several other physicians, there were two operative techniques used by Drake on patients in the

study. Patients from Ontario Hospital, London underwent McKenzie’s standard bilateral
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technique and those from St. Thomas received a bimedial technique. According to Drake, “The
McKenzie leucotome and technique were used throughout, one of the wire loops being removed
to create the bimedial lesions” (Hobbs et al., 1960, p. 81). Using only one wire instead of two
had been mentioned by McKenzie in the Miller (1954) study and used on some patients at
Hamilton (Ontario Hospital Hamilton, n.d.); however, it was Drake who formally used the
bimedial technique and included it in a study of patients (Hobbs et al., 1960).

It cannot be contested that Moniz, Freeman, and Watts all helped to shape the technique
that McKenzie developed as his own. In addition, McKenzie’s mentor and esteemed
neurosurgeon, Harvey Cushing likely added further refinements. From the beginning, as
mentioned, McKenzie referred to his technique as a bilateral frontal leucotomy, which was
reminiscent of the work of Moniz. He also clearly separated his technique from that of Freeman
and Watts’s, despite the influence they may have had in the early formation of McKenzie’s
technique. Although the term “lobotomy’ was occasionally used clinically at Ontario Hospitals,
the TPH, and sometimes in correspondence, it was more than likely a result of the medical
language of the day. Freeman had visited Ontario, some physicians would have read his work,
and the goal of all the variations was essentially the same. In addition, Drake may have been
referring to the procedure as lobotomy, as the article published used that term rather than
leucotomy. This was the case even though the instrument and technique used, with the exception
of the bimedial variation, was that devised by McKenzie (Hobbs et al., 1960).

Not only was the bilateral leucotomy technique an Ontario development, the instrument
used was created and manufactured in the province as well (see Figure 3.1). Surely Ontario
physicians were not followers; rather, they were more akin to leaders in the growing

international psychosurgical field. The clarification of the historical record that has been
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achieved here is imperative, as the development and transmission of surgical technology is
important to consideration when looking at the broader picture. If terminology did not matter, it
is likely that the meticulous McKenzie would have blurred the terminology in his own
publications. The fact that he did not surely indicated that, in his view, ‘lobotomy’ and
‘leucotomy’ were not synonymous.

This chapter has demonstrated that the leucotomy process in Ontario was complex and
involved numerous steps and the participation of dozens of physicians. Far from being a process
that was based purely on professional interests, as Reaume (2008) claimed, or unconcerned with
actually treating patients, as argued by Simmons (1990), the Ontario leucotomy process was
organized, streamlined, and intentional. It was organized in that there was a protocol, initially set
up courtesy of the TPH revived program, that was followed by physicians throughout the
province. The process was streamlined, as patients were all required to go through the same,
established process that functioned more or less in a consistent way for several decades. Finally,
the process was intentional because it was set up with clear boundaries and guidelines that would
either see a patient leucotomized or not.

When patients moved through the process and were approved for surgery, a surgical
technique developed and refined in Ontario was used. For many of the cases in the province, the
original creator of the provincial technique, McKenzie, would perform the surgeries. If it was not
him, it would be one of the men trained by him to perform the procedure (e.g., Botterell, Drake,
etc.). The technique used in the province was called a bilateral leucotomy, which differed from a
lobotomy and even from prefrontal leucotomy; though the latter more closely resembled
McKenzie’s technique. Hundreds of patients in Ontario would undergo this procedure between

the 1940s and 1960s.
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Figure 3.1. Leucotome developed and manufactured by Kenneth G. McKenzie in the mid-1940s
(From the Museum of Healthcare at Kingston, Ontario. Used with permission).
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Chapter 4: The Recipients of Leucotomy

To this point, | have described the advent and expansion of the Ontario leucotomy
program and the process followed by physicians. One important question still remains: Who
were the leucotomized in Ontario? Though the ultimate goal would be a social history of patients
told from their perspectives, it is simply not possible to do this relying on the archival evidence
alone. Unlike other projects looking at the experiences of psychiatric patients (e.g., Reaume,
2009), there are no patient memoirs, correspondence, or visuals in the records reviewed for this
project that would allow for such a narrative. However, the question can still be addressed
keeping in mind that the information provided is from a psychiatric perspective, thus bound by
the institutional perspective of the patient and his or her disease. Still, what is to follow will be
the first step towards illuminating an untouched historical area that is in desperate need of
revealing.

This chapter begins with a review of the archival material that was available to address
such an important question. Next, a closer look at the patients who underwent the surgery will be
provided. Were they primarily old or young, male or female, diagnosed with schizophrenia or
affective disorders? Besides the quantitative answers to these questions, case histories will be
drawn on to provide a fuller understanding of who Ontario’s leucotomized were. Then,
Simmons’ (1990) original estimate of 1,000 surgeries completed in Ontario will be revised both
in number and in actually providing evidence for such an estimate. Finally, | will attempt to
address, or at the very least challenge, the most contentious claim of previous authors. That is,
were patients deemed as management concerns leucotomized to enforce social control, or was
the language used indicative of the mid-century institutional context? A broader understanding of

patients, physicians, and the program in Ontario up to this point allows for such a discussion.
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Archival and Primary Source Evidence

As with any project, research can be both constrained and expanded by the material used.
The project undertaken on which this thesis is based includes the largest quantity of archival
material on leucotomies in Canada gathered to date. Although there are likely more records that
exist in obscure places in the province of Ontario, the significance of what | have found cannot
be overemphasized. This being said, it is likely that many of the leucotomy records no longer
exist, or at least have not been located. According to a number of archivists, all of the records
from the Ontario Hospitals would have been sent to the Archives of Ontario (AO), located at
York University. Upon extensive research at the AO, the Ontario Hospital, Hamilton is the only
hospital that has separate records on their leucotomy program. While London, and other locales,
certainly had their own extensive programs, | have not been able to locate those records to date.
The other constraint to locating files from the Ontario Hospital programs has been time, so they
may still exist in an unexpected location.

The Toronto Psychiatric Hospital fonds, on the other hand, are held at the Centre for
Addiction and Mental Health (CAMH) Archives in Toronto, and are similar to what remains
from Hamilton. From both hospitals, there is limited correspondence, hundreds of patient
leucotomy summaries, and tables recording basic information on those leucotomized for the
purposes of administrative tracking. Above all else, it has been the patient leucotomy summaries
that have proven to be most illuminating in the quest to understand the process and the patients
who were suggested for such a radical procedure. Although patients at Hamilton and TPH make
up many of those operated on in the province, it certainly does not represent them all.

In addition to the archival information, | have drawn upon a number of additional

primary sources including published research studies in the province. These provided assistance
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in understanding both the leucotomy programs at various hospitals as well as the number of
patients treated. | have also drawn upon minutes of the superintendents’ meetings where
superintendents would occasionally discuss their respective programs. As with any historical
pursuit, putting the pieces together from all of these sources has been both an exciting and
tedious experience. It is also a work that is constantly in process. With the limitations of the
archival and primary sources in mind, what follows is an introduction to those who underwent
psychosurgery in Ontario.

The Leucotomized

The patients leucotomized in the province of Ontario can be described as diverse.
Individuals from different families, professions, ethnic backgrounds, ages, and diagnoses
received surgery. Some had children, while others did not. Some were seniors and others young
adults. In reviewing the records, there is no clear “type” that was leucotomized, with the
exception of females significantly outweighing the males and that most patients had undergone
all other available treatments without success. Thus, what follows is a review of the patients at
the TPH and Ontario Hospital, Hamilton with primarily demographic descriptions to give a sense
of the diversity of those leucotomized in the province (see Appendices A and B for overview of
figures in table format). Special attention will be given to the issues of gender, family, and those
who were rejected or deferred as appropriate candidates.

When the initial leucotomy research project began at the TPH in 1941, the goal was
purely experimental. The purpose was to test out a relatively new procedure that had been
gaining in popularity worldwide (Collins & Stam, 2012). As part of the research on
schizophrenia in the Research Ward of the TPH, leucotomy was funded initially by the

Rockefeller Foundation (Farrar, 1943). The first 27 patients treated were diverse like the
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hundreds that would follow. Fourteen patients were female and 13 male; an equality that would
not remain consistent when the revived program began in 1948. Most of the patients treated were
diagnosed with one of several types of schizophrenia and almost an equal number diagnosed
with involutional melancholia. More than half of those leucotomized were over 40 years old; the
oldest patient was 69 years of age (McKenzie & Proctor, 1946).

The Toronto Psychiatric Hospital leucotomy program, in formal operation from 1948
until the early 1960s, would review 411 cases as potential leucotomy candidates.'” Eighty
percent of the cases were transferred from Ontario Hospitals for review while the remaining 20%
of admissions were voluntary, certified, or referred. The patients referred from the Hospitals
were done so according to Stokes’ (1948b) criteria for inclusion in the research studies at the
Psychiatric Hospital. As a result of the leucotomy conference process where the suitability of
patients was discussed (see chapter 3), only 354 operations were completed of the 411 referred.
In the end, a total of 59 patients were rejected or deferred as appropriate candidates for surgery.
The peak of surgeries occurred in 1952, 1953, and 1954 with 44, 44, and 46 leucotomies
completed, respectively. As was the case with leucotomy in general—a relatively standard
opinion in the field—leucotomy operations declined following the introduction of antipsychotic
drugs.'® At the TPH, a sharp decline occurred from 1956 onward. In 1955, 27 surgeries were
completed while seven surgeries were completed in 1956. The decline continued into the 1960s

(Toronto Psychiatric Hospital, n.d.).

17 At the Toronto Psychiatric Hospital, each time a case was accepted by the TPH it would be assigned a leucotomy
number. This was true even if a patient only underwent surgery on one lobe (unilateral surgery). If presented again
for surgery on the other lobe, they might be presented with the same number or assigned a new number, but it was
considered two separate cases in the records. Thus, when | refer to patients operated on, this refers to the number of
people rather than the number of surgeries or cases completed.

'8 See Reaume (2008), Simmons (1990), Valenstein (1986), Shutts (1982).
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The Ontario Hospital, Hamilton leucotomy program, in operation from 1952 until 1966,
reviewed a total of 448 cases (Ontario Hospital Hamilton, n.d.). The program at Hamilton
differed from the program at the TPH in one crucial way; it was focused on the treatment—rather
than research—of chronically disturbed mental patients. Physicians administering the Hamilton
program “wished to find out if these arduous nursing tasks could be alleviated by bilateral
leucotomy” (Boyd, Weber, & McKenzie, 1958, p. 170). Based on the leucotomy conference
review process, 409 were approved as part of this program and surgeries were completed for
those cases. A total of 39 cases were rejected or deferred as appropriate candidates at
conferences. Similar to the TPH program, the peak years for surgeries at Hamilton were 1953,
1954, and 1955 with 49, 45, and 67 patients operated on, respectively. Unlike the TPH program,
however, there was no sharp decline in surgeries following the introduction of neuroleptics.
However, there was a gradual decline with a few increases along the way. In 1956, there were
roughly 41 surgeries performed, 24 in 1957, 41 again in 1958, 21 in 1959, and only one surgery
completed in 1966 (Ontario Hospital Hamilton, n.d.).

Of the patients at Hamilton, the youngest patient operated on was a 15-year-old female
diagnosed with catatonic schizophrenia. She was admitted to Hamilton, as her first admission to
an Ontario Hospital, on May 30, 1957 and operated on April 3, 1958. Like most other patients
around the province, she had undergone other therapies first including insulin coma and
electroshock. In addition, she was given large doses of a new antipsychotic drug. According to
the notes from the leucotomy conference, the patient had displayed “very poor progress”

(Ontario Hospital Hamilton, n.d.).*

9 Due to Freedom of Information legislation in Ontario, I cannot provide any information that identifies patients
from their records; this includes the leucotomy number. Consequently, | have referenced the whole box in which the
file is found.
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The Toronto Psychiatric program also operated on a young teenager, a 14-year-old
female, who was that program’s youngest patient. She had been admitted voluntarily; however,
given that the patient was 14 it was likely a case of parental admission rather than truly
voluntary. Her leucotomy conference report contained a plethora of information that was
provided to help physicians decide whether she was an appropriate candidate. Among a number
of contributing symptoms, the document indicated that “Recently there has been marked
hesitation in activities with ritualistic repetition, unreasonable fear of anyone near her, and
increased withdrawal into [f]antasy life” (Toronto Psychiatric Hospital, n.d.). Although admitted
previously to TPH for study (independent of leucotomy), she was operated on exactly three
weeks after admission—consistent with the timeline of pre-operative study indicated by Miller
(1954). She received a unilateral leucotomy and was discharged to her home on April 24, 1951
(Toronto Psychiatric Hospital, n.d.).

The age range of leucotomized patients at both the TPH and Hamilton was quite
extensive. Ages ranged from the youngest at 14 and 15 to female patients aged 70 years old at
Hamilton (Ontario Hospital Hamilton, n.d.) and 78 years old at TPH (Toronto Psychiatric
Hospital, n.d.). Where ages were given, over 50% of the patients operated on at both hospitals
were middle aged—between 30 and 49 years old. It is unclear based on the present study why the
majority of patients were middle aged, but it may be due to years of ongoing care in mental
hospitals with no alleviation of symptoms. Additionally, the elderly may have been less likely to
be leucotomized due to existing medical concerns that often come with age, but served to
disqualify them as appropriate candidates.

Though patients were not typically of the same age, one factor shared by most patients

who were leucotomized was that they had undergone a significant number of treatments before
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being considered for the leucotomy. Since both the programs at the TPH and Hamilton started
subsequent to the beginning of somatic therapies in Ontario, all forms of physical treatments
were employed on patients who were leucotomized. Other treatments, such as psychotherapy,
wet packs, and occupational therapy were also used on many of the patients. The most common
somatic therapy used on patients who were leucotomized was electroconvulsive shock treatment
(ECT); over half the patients had undergone this treatment before surgery was considered. Some,
however, had not only tried the treatment, but had undergone an alarming number of ECT
treatments. A 33-year-old male, for instance, had undergone approximately 400 treatments
without improvement (Ontario Hospital Hamilton, n.d.).

Metrazol was used most in the late 1930s in Ontario. By 1943, it had largely been
replaced by insulin coma therapy (ICT) as many of the hospitals came to prefer ICT as a
treatment (Department of Health, 1945). As a result, typically the older patients who had been
admitted and treated previously at Ontario Hospitals around the province would have been
treated with Metrazol—in addition to other treatments—before being considered for surgery
(Ontario Hospital Hamilton, n.d.; Toronto Psychiatric Hospital, n.d.). Patients, however, were
not fond of this form of treatment due to the fear experienced within the first thirty seconds after
injection before the patient began convulsing (Bellak, 1948). A 48-year-old female candidate, for
instance, had received eight metrazol treatments, but refused to undergo any more (Ontario
Hospital Hamilton, n.d.).

When it became available in Ontario, antipsychotic medication was another treatment
option given to patients prior to being put forward as candidates for surgery. Although this is
why a decline—sharp at the TPH and gradual at Hamilton—began, pharmacotherapy still did not

work for many patients in the province. It was noted shortly after Largactil came into use that a
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28-year-old male had been given a course of the drug, but it had only “modified behavior a little”
(Ontario Hospital Hamilton, n.d.). At times, it was the difficulty in ensuring patients would take
the drug that contributed to their candidacy for leucotomy. One case was a 46-year-old female
who was violent and had undergone a number of treatments, including bromide, ECT, and
medication; however, the “Patient is almost impossible to administer drugs orally” (Ontario
Hospital Hamilton, n.d.). When new medications were released, such as Serpasil or Stemetil,
they were also tried on patients before leucotomy was suggested (Ontario Hospital Hamilton,
n.d.). As was generally the case with leucotomy worldwide (Collins & Stam, 2012),
psychosurgery was considered a last resort.
Gender

When the 1948 program was revived at the TPH in 1948, initially only female patients
were accepted. This was due to the availability of space at the TPH. As demonstrated in chapter
2, there was significant pressure on the Department of Health to begin the leucotomy program
anew. As a result, the TPH was forced to accommodate where it could until Federal Health Grant
funding was received later in the year. Consequently, when the revived program was about to
begin, the Director of the TPH informed the Director of the Hospitals Division that “beds will be
made available for leucotomy cases in the acute female ward” (Stokes, 1948a). This explains
why 30 women were admitted for consideration of leucotomy in 1948, as compared to four men
(Ontario Hospital Hamilton, n.d.).

Although a small number of men underwent surgery early in the revived program, there
was pressure to allow for the referral of more to the TPH. At the May 1949 superintendents’
conference, Dr. Stokes gave a brief overview of the program to date stating that “One patient a

week has been transferred to the Psychiatric and, so far, female patients only have been treated”
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(Ontario Hospital Superintendents, 1949, p. 8). At the same meeting, the Deputy Minister agreed
that new facilities were required to accommodate male patients (Ontario Hospital
Superintendents, 1949). Several months later, however, the need for leucotomy treatment for
males still had not subsided. Dr. Stevenson, in reporting on the success of the first 15 female
patients leucotomized from his hospital, reiterated the need: “Of the first 15 patients operated on
in the present series, 14 of them are out of hospital. These are all women and | feel sure we could
do nearly as well with men if we had the opportunity of sending men for this operation”
(Stevenson, 1949). Although increased treatment facilities would become available in the early
1950s through increased resources at the TPH and Ontario Hospital leucotomy programs around
the province, the number of men referred as possible candidates for surgery would never
outnumber or even come close to the number of females.

At the Toronto Psychiatric Hospital, 268 of the 354 leucotomies performed were
completed on women. These women were of all ages and received bilateral—both frontal lobes
operated on—and unilateral surgeries, although women were more likely than men to receive a
unilateral operation. Of the 411 patients referred to the TPH, women were more than twice as
likely to be identified as appropriate candidates for surgery. At the same time, and likely due to
the sheer number of women referred in the first place, women were also more likely to be
deferred or rejected than men. There were also two surgeries completed at the TPH that differed
from McKenzie’s standard bilateral or unilateral operations; one cingulotomy was performed on
a 23-year-old female and one chemopallidectomy®® on a female whose age was not provided. No
leucotomy summary remains for the second female. One does exist, however, for the 23-year-old

who received the cingulotomy. Interestingly, there is no indication on the patient’s summary as

20 This term is not described in the archival material, but it seems to refer to the use of alcohol or another chemical
agent to destroy fibres in the brain (closely related to Moniz earliest prefrontal leucotomy surgical technique).
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to why this procedure was chosen over bilateral or unilateral leucotomy (Toronto Psychiatric
Hospital, n.d.).

Female patients who received leucotomies were also more numerous at Ontario Hospital,
Hamilton. It is important to note that not all 409 leucotomy summaries were available from
Hamilton; only 399 files exist where gender was either explicitly indicated or possible to
determine from the details on the summaries. As a result, of the 399 surgeries completed at
Hamilton, 251 were on female patients. Unfortunately, it is difficult to determine whether
women were more likely than men to receive a unilateral rather than bilateral procedure, as this
was not indicated anywhere in the files except in a handful of cases. Of the cases where the type
of surgery completed was unilateral and indicated on the file—and usually in handwriting—all
but one was female. In addition, women were more often considered nursing problems than men
when that was indicated. For one case, for instance, a 41-year-old female was leucotomized in
early February, 1953. According to her summary, “since 1948 to the present time she has
received some 118+ e.c.t. to control an extreme nursing problem” (Ontario Hospital Hamilton,
n.d.). Another female patient of 30 years exhibited disruptive behavior as well:

In hospital she has been seclusive, preoccupied, irritable, sullen, retarded and
apathetic...She has occasionally shown impulsive violent behavior, striking hospital staff
and throwing dishes...Her negativistic, antagonistic behavior has made her a major
nursing problem at times” (Ontario Hospital Hamilton, n.d.).

Males also were considered nursing problems. For example, a 39-year-old, single male was
operated on in late December, 1953. The physician who prepared the leucotomy summary
document indicated the following:

In October 1951 it was necessary to transfer him [from] ward 6 to ward 8 and place him
in a back hall in an effort to keep him from breaking windows....Due to this man’s
limited intelligence and because of the long standing duration of his case it is unlikely
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that we will accomplish any more [than] we are making...better [the] nursing problem, by
giving him a Leucotomy. However, that would be in itself a great help the ward staff.

Given the evidence at the TPH and Ontario Hospital, Hamilton, more surgeries were certainly
performed on women.

Despite the mounting evidence, the question still remains: were women over represented
as leucotomy patients? Although it appears that this is the case, a closer look at the annual report
statistics is required to even begin to answer such a question. In 1948, there were 8,283 male and
8,176 female patients in residence at Ontario Hospitals (Department of Health, 1949). Though
the number increased each year, the distribution of males and females continued to be roughly
equal. A few years later, in 1951, the first indication that females were becoming more
commonly admitted and retained in hospital was evident. That year, 8,881 males and 8,971
females were recorded as patients in residence (Department of Health, 1953). Interestingly,
throughout the first five years of the 1950s there does not appear to be an over representation of
women in residence as compared to men. Mid-way through the decade, however, there was a
shift in gender representation. Men became increasingly represented in the Ontario Hospitals; in
1956, for instance, there were 10,605 males compared to 9,998 females (Department of Health,
1957). By 1960, there were over 1,000 more men than women in the Ontario Hospital population
(Department of Health, 1961).

Given that women were never over represented in the Ontario Hospitals, at least between
1948 and 1961, it indicates that women were over represented as candidates and recipients of
leucotomy surgery. Although Reaume (2008) and Simmons (1990) used Miller’s (1954) study of
150 patients from 1948 through to February 1952, they seem to be correct in their assertion that
women were disproportionately operated on in comparison to men. Neither address why this

might have been the case.
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The existence of a gender imbalance was not unique to Ontario; there have been a
number of indications in the literature that women underwent surgery far more than men. For
instance, women were found to have undergone psychosurgery more often in the United States
(El-Hai, 2005) and Sweden (Ogren & Sandlund, 2007). Though, interestingly, this was not the
case for Israel (Zalashik & Davidovitch, 2005). There could be a number of reasons that might
contribute to such a drastic gender difference including contemporary stereotypes about women,
their emotions, and roles in the home. This may also have been perpetuated by a medical system
that was primarily paternalistic (Simmons, 1990) and one in which most of the psychiatrists and
neurosurgeons were men. Needless to say, a comprehensive analysis of gender and leucotomy is
required both in Ontario and more globally; both which must be reserved for another time due to
the scope of the present project.

Leucotomy and the Family

The decision to operate in Ontario was not strictly an arrangement between patient and
physician. Families were both involved and instrumental in the process leading to patients being
leucotomized. The most obvious way that families were involved in the fate of patients was
through consent. As mentioned previously (see chapter 3), signed consent forms were required
generally before patients were reviewed at leucotomy conferences. Relatives, immediate family
members, or spouses had the power to decline the procedure or to revoke previously given
consent. For instance, a patient being considered for leucotomy was rejected as a candidate
because, as Dr. Boyd of Hamilton reported, “relatives do not want lobotomy” (Ontario Hospital
Hamilton, n.d.). In another case, it was noted that “Mr. [name severed] doesn’t want operation on

his wife” (Ontario Hospital Hamilton, n.d.).
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Not only did relatives have the authority to decline surgery as a treatment option, they
also had the power to encourage the choice for leucotomy. In fact, families were often mentioned
in leucotomy conferences as important considerations when voting on the surgery. At one
leucotomy conference held in 1965, for instance, a handwritten note from a physician indicated
that the “husband expects something wonderful will come out of leucotomy” (Ontario Hospital
Hamilton, n.d.). The first operation performed at Hamilton was similar in terms of the husband’s
desire for operation. The following statement was provided in the leucotomy summary:

It has been the husband’s idea to have a leucotomy done. He said the she used to have a
wonderful personality before she [became] too sick and he realizes that she is quite
deteriorated, but he wishes her to have every advantage that he could possibly give her to
see what could be done to improve her (Ontario Hospital Hamilton, n.d.).

It was not always a spouse who encouraged the surgery; often families in general were in
support. In one case, leucotomy was discussed as a possible option and it was decided that when
the man had the next onset of his illness that he would be considered for leucotomy. As the
decision often involved families, the “[wife] has taken a consent for leucotomy operation with
her and will return it to the hospital after discussing the situation with his mother and other
family members” (Ontario Hospital Hamitlon, n.d.).

The post-operative support of relatives was also considered by physicians when deciding
to operate on patients. In the case of a 25-year-old male, for example, his leucotomy summary
indicated that “The family are very interested in this individual, have asked for the operation of
leucotomy.” Not only did the relatives request surgery, they also implied that they would be
willing to care for the patient after the procedure. This was also the case for a 31-year-old male
operated on in 1963 who “has the full support of his wife and his own family [regarding]
convalescence and treatment needed after surgery.” In another instance, the husband lived alone

and was *“anxious to have her home and care for her” (Ontario Hospital Hamilton, n.d.).
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At times, families and spouses simply needed relief from the situation they were facing
with their loved ones. For a 66-year-old female, “both she and her husband need[ed] a respite
from these constant attacks.” The gravity of the situation for some undoubtedly affected the
choice of families to opt for surgery. This account of a 34-year-old female is a case in point.
According to her file, “...she grabbed her three-year-old child and threatened to kill it with a
carving knife... This frightening episode is the one that finally decided the husband to accept any
recommendation whatsoever, including Leucotomy.” Another similar case was a 38-year-old
male admitted in 1953 after three previous admissions. At the hospital conference upon his most
recent admission, “those at conference felt that it would be rather dangerous to let him go home
because of his homicidal tendencies. His wife is very much afraid of him, and it is felt that the
next programme should be a leucotomy operation, which should be arranged fairly soon”
(Ontario Hospital Hamilton, n.d.).

The different ways that families were involved in encouraging the choice of leucotomy
demonstrates that families were not passive in the process. Their role was often more important
and influential than the patients they were representing. Since patients had little control given
their mental states, the decision to allow physicians to even consider a patient rested with
families.

Deferred and Rejected Patients

As indicated above, not all patients identified as candidates for leucotomy underwent the
operation. Fifty-nine patients at TPH and 39 at Hamilton were either rejected or deferred. In
other words, 12% of patients put forward as possible leucotomy recipients did not receive
surgery. In almost all ways, these patients were similar to those who underwent leucotomy. Like

those who received surgery, the number of women in this group also exceeded the number of
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men. Accordingly, rejected and deferred patients also underwent a number of treatments prior to
referral for surgery. Patients also shared the expected diversity of those who received the
operation—varying marital statuses, born both in Canada and elsewhere, and of all ages (Ontario
Hospital Hamilton, n.d.; Toronto Psychiatric Hospital, n.d.).

Despite their similarity to leucotomized patients, those who did not undergo the treatment
were excluded for a number of reasons.? For permanent rejection, families might refuse to sign
consent forms or revoke their approval. Medical issues were also cause for rejection if they could
not be sorted out. For instance, a 25-year-old male was rejected at the TPH due to the pre-
operative investigation that “revealed organic factors (1) epilepsy; (2) cerebral atrophy” (Toronto
Psychiatric Hospital, n.d.). Deferral was much more common for patients. In fact, a number of
the patients who were leucotomized were initially deferred. The most common reason for
deferral was the suggestion that further treatment be tried prior to leucotomy. Handwritten notes
from leucotomy conferences provide the most evidence for this: “try largactil first,” “no effect
from largactil. Try Stemetil. Try Trilafon,” “Stelazine before leucotomy” (Ontario Hospital
Hamilton, n.d.). At times, it was simply that “longer periods of observation [was] recommended”
(Toronto Psychiatric Hospital, n.d.). Additional medical tests might also be cause for deferral. In
one case, physicians wanted to “carry out investigation of endocrine and metabolic functions”
before agreeing to submit the patient to surgery (Toronto Psychiatric Hospital, n.d.). Above all
else, it seemed that physicians tried to ensure patients were as suitable as possible for such a

radical procedure as leucotomy.

2! As deferral and rejection were discussed in chapter 3, only a brief review with examples from patient files will be
provide here.
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Revised Estimate of the Number Leucotomized in Ontario

The estimation of the number of leucotomized is important to consider historically. The
number of surgeries is worth determining because of the controversial nature of the treatment.
Knowing how many patients were operated on helps to clarify the impact the leucotomy
programs had on Ontario’s psychiatric history; a history that few are aware of. The attempt to
determine estimates, for these reasons, has been an important aspect of scholarship in the field.

It is widely acknowledged that 35,000 to 40,000 surgeries were conducted in the United
States (e.g., Valenstein, 1980, Shutts, 1982, Trangy & Blomberg, 2005). In Great Britain, there
were roughly 17,000 leucotomies performed while 9,300 were completed in Scandinavian
countries (Trangy & Blomberg, 2005). In the psychosurgical literature, an attempt at calculating
the number of surgeries in a given country or hospital is most often attempted. In Canada, there
has been no attempt to determine such a number. In the province of Ontario, on the other hand,
Simmons (1990) provided the only estimate of the number of leucotomies performed. Though he
admitted that his number of 1,000 surgeries was only an estimate based on his count, he did not
provide specific evidence for his approximation besides indicating that one could arrive at the
number through the files at the Archives of Ontario. Based on the research undertaken for this
thesis, | am prepared to revise Simmons’ estimate. To do this, | will review the evidence
collected before providing the final number.

It is most logical to begin with the two hospitals that have been discussed thoroughly
throughout this chapter. In the initial program from 1941 through 1946 at the TPH, there were 27
operations completed (Mckenzie & Proctor, 1946). There were 409 surgeries conducted at the
Ontario Hospital, Hamilton (Ontario Hospital Hamilton, n.d.) and 352 completed at the Toronto

Psychiatric Hospital after 1948 (Toronto Psychiatric Hospital, n.d.). These are the only two
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hospitals where near exact numbers are known. The remainder of the hospitals reviewed here
will be estimates based on the evidence available.

The Ontario Hospital, London program began in 1951 prior to Hamilton’s. Dr. Stevenson
was always an ardent supporter of program expansion and ensuring his patients were in line for
treatment at the TPH (see chapter 2). Thus, it is more than likely that the program at London was
quite aggressive in working through the patients who were awaiting treatment. An article in the
Toronto Star from August of 1952 provided the first indication of the number of patients that had
undergone surgery in London. According to the article, quoting Dr. Stevenson, Dr. Charles
Drake had performed 119 leucotomies up to that point (“London Brain Surgery,” 1952). In a
Department report a year and a half later, the number of surgeries conducted during the 1952-
1953 fiscal year was reported; according to the report, 39 operations had been completed
(Tennant, 1954). Between 1954 and 1957, 134 surgeries were completed by Drake (Hobbs,
Drake, Wanklin, & Essert, 1960). Though there is no indication of the number of surgeries
between 1958 and 1960, there were 10 surgeries conducted in London in 1961 (Wickware,
1961). Given the available evidence, a minimum of 302 surgeries were conducted as part of
London’s leucotomy program.

Dr. Charles Drake also performed the surgeries at Ontario Hospital, St. Thomas.
According to the Department report, 30 surgeries were conducted during the 1953-54 fiscal year
(Tennant, 1954). Between 1954 and 1957, 80 surgeries were performed (Hobbs et al., 1960). As
in London, there is no evidence for the number of surgeries conducted between 1958 and 1960.
In 1961, at the request of the Department, it was reported that two surgeries were conducted
(Cleland, 1961). As a result, there were at least 112 surgeries conducted at Ontario Hospital, St.

Thomas.
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Whitby was a hospital that eventually began its own leucotomy program. As mentioned
in chapter 2, when the program began is still a mystery. At a superintendents’ conference in
November of 1959, the superintendent of Whitby, Dr. Lynch, indicated that nearly 300 patients
had undergone surgery (Ontario Hospital Superintendents, 1959). It is not clear if this number
includes those patients who were referred to and operated on at the TPH. According to the TPH
records, 83 patients were transferred from Whitby (Toronto Psychiatric Hospital, n.d.). In 1961,
it was reported that 14 surgeries were conducted at Whitby (Weber, 1961). To provide a
conservative estimate, the TPH number should be deducted from the final number; the result is
that at least 231 patients underwent surgery at Whitby.

For the other Ontario Hospitals it is much more difficult to provide an estimate of the
number of surgeries. There is limited evidence for each even though it is certain that more
surgeries were completed than is available in the archival material. Perhaps most surprising is the
lack of evidence on the number of surgeries conducted at Kingston. In 1961, there were two
patients operated on by Dr. Hetherington (Christie, 1961). Besides Dr. Christie’s report, | was
unable to find specific evidence on the number of patients at Kingston. The only other Ontario
Hospital where evidence of surgeries exists is Penetanguishene. In 1961, 25 surgeries were
reported on patients from that hospital (Boyd, 1961). It is important to note that Westminster
Veteran Hospital in London, Ontario is not included in this estimate, as it was federally run and
not generally under the purview of the Ontario Department of Health.

After reviewing archival sources and published studies, | estimate that at the very
minimum 1,438 surgeries were completed in the province of Ontario between 1941 and 1966.
Based on the existing evidence, it is more than likely that additional surgeries were conducted at

Kingston and London. As a more liberal approximation, | would estimate that closer to 1,800
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surgeries were conducted in Ontario. Hopefully more evidence can be located to continue to
refine the number of surgeries that were actually performed on patients in Ontario. The revised
estimate of surgeries performed in Ontario fortifies the importance of understanding such a
contentious treatment and encourages historical scholarship that will increasingly shed light on
the psychosurgery era in the province of Ontario.

Patients as Management Problems

The final section of this chapter is reserved for addressing the most significant criticism
leveled at the Ontario leucotomy program by both Simmons (1990) and Reaume (2008). They
both argued that the administration of psychosurgery was less about the patients and more about
social control and alleviating management concerns. For instance, Simmons (1990) argued “that
psychosurgery was frequently administered for reasons that had little to do with treating the
patient, and had more to do with alleviating management problems...with research and
experiment, or, in some cases, with idle curiosity” (p. 219). In order to evaluate their arguments,
it needs to be determined if the issue of management of patients was actually a reason cited for
leucotomy.

Reaume and Simmons were both correct in as much as the archives contained phrases
such as “management problem” and “nursing problem” referring to patients that were difficult to
handle. For instance, a 42-year-old female from Hamilton was referred to as “a difficult problem
as far as management is concerned.” A 33-year-old male was identified as “a problem in ward
management.” At times, patients were not consistently problematic, however recurrent
symptoms would catapult them to the status of management problem. For instance, the
“impulsive episodes” of a 36-year-old male, “have presented a problem of management.”

However, other patients who were not troublesome were explicitly identified as not problematic.
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At the time of leucotomy conference for a 39-year-old male it was stated that “Now at the
present time [he] does not present any major problems in management on the ward” (Ontario
Hospital Hamilton, n.d.). For many of the problematic patients, however, leucotomy was
proposed to solve the problem faced on the ward due to a patient’s behaviour (Ontario Hospital
Hamilton, n.d.).

Certainly it cannot be denied that there is evidence that patients’ behaviour posed
problems to psychiatric hospital staff. What kinds of problems led to being considered a
management problem? Typically, it was violent behaviour that would lead to a patient being
labeled as a nursing problem. A 30-year-old female diagnosed with paranoid schizophrenia was
reported to have broken a pane of glass in 1954. Another female patient broke windows. The
case of a 42-year-old male demonstrated that violence was usually associated with nursing
issues: “About every two weeks he has an impulsive episode breaking windows and attacking
staff or patients...He is able to give himself care and is not a nursing problem except during
impulsive periods.” A final example is a 51-year-old female who was “violently assaultive
towards other patients every few days; occasionally needs to be secluded overnight” (Ontario
Hospital Hamilton, n.d.).

Although patients who were management concerns or posing problems for nursing staff
were often referred for leucotomy, especially in the Hamilton program, there are several factors
that need to be considered when evaluating what this means. The first is a point that bears
repeating. Despite the fact that many scholars concede that there were limited treatments for
patients, it seems as though the reality of this limitation is lost. As | have discussed previously,
treatments available when psychosurgery first began in Ontario included the other somatic

treatments introduced in the 1930s, hydrotherapy, psychotherapy, and occupational therapy.
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There were no medications available, except those that served to induce sleep or heavily sedate
patients. Thus given these limitations, it is not surprising that a new, permanent treatment—one
that provided hope of patients actually leaving hospital without the need to return for more
treatments—was an exciting prospect for dealing with difficult patients.

Secondly, when historians criticize the psychosurgery era for reasons such as “social
control,” they rarely address the reality of what it must have been like to work with violent and
chronically disturbed patients. Based on the evidence | have reviewed for this project, there are
several assumptions that can be made about the difficulty of treating disturbed patients in
psychiatric hospitals during this era. The decreasing use of restraints brought about the question
of what to do with patients who posed a threat to themselves and those around them. One could
lock a patient in a room, which was done at times, but how long could he or she be secluded
before this was considered social control. One could also place patients in wet packs with cold
sheets around them for hours at a time, but a cold, shivering patient who had gone without a
bathroom break or food for the day also begs the question of whether this was inhumane and
unethical treatment. Furthermore, death at the hands of a patient was a very real possibility; Egas
Moniz, the pioneer of modern psychosurgery, nearly died when a patient tried to kill him (Shutts,
1982). An historical analysis of the experiences in psychiatric hospitals in the 1940s and 1950s,
beyond the limited focus on psychosurgery, would help to provide better context for
understanding the use of leucotomy and other somatic treatments.

Because there were no plausible alternatives for what to do with patients who were
dangerous to themselves and to others, it is not surprising that psychosurgery became a viable
option. The surgery has been criticized for making patients more docile and manageable. For

instance, Boyd et al. (1958) reported that qualities such as destructiveness, assaultiveness, and
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noisiness were significantly reduced in patients considered management problems at Ontario
Hospital, Hamilton. Moreover, they showed that 22% of the patients operated on were
discharged from hospital. This is quite substantial considering that the chronically disturbed
patient group was typically considered the most intractable patients to treat.

I do not disagree with Reaume (2008) and Simmons (1990) that patients were posing
problems on wards or that leucotomy was suggested at times in an effort to deal with those
patients. However, their argument implies that this was the only factor or the most important
factor in the decisions made by physicians. In other words, social control was the goal of
physicians who prescribed and performed psychosurgery. There is evidence to suggest however
that this is not the case. Efforts to avoid the temptation to submit any troublesome patient to
psychosurgery was swiftly dealt with by Dr. Stokes. He made it clear in a 1952 memorandum
that patients who were violent or problematic were not to be selected as potential candidates
solely on that basis. He feared that “the operation of leucotomy will be completely discredited if
it comes to be regarded as a kind of mental castration — “hit on the head’ — allowable because it is
carried out in a surgical operating theatre” (Stokes, 1952). Given the conflicting evidence, such
as Stokes’ admonition to physicians, a comprehensive argument of social control does not hold.

Ultimately, my goal is to challenge scholars to consider the issue further given the
evidence | have provided throughout this thesis. It is my contention that physicians were doing
the best that they could with the treatment options available to them. This does not, however,
preclude the fact that the leucotomy process and medical system of the day served to protect
physicians and the decisions that were made about patients. Still, the claim that leucotomy was a

mechanism of social control without looking sufficiently at the historical context and evidence
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cannot be upheld. A broader theoretical analysis that addresses the issue further is certainly

warranted.

In conclusion, a variety of patients were treated using leucotomy for the several decades
that the treatment was employed in Ontario. Above all else, those leucotomized were diverse, so
that no particular set of criteria strictly defined who would be leucotomized. Two clear
similarities among patients did exist; significantly more females than males were operated on
and psychosurgery was used as a last resort. Additionally, I revised the estimate of surgeries
performed in Ontario from 1,000 (Simmons, 1990) to a conservative 1,438 or a liberal 1,800. For
the hundreds of patients that underwent psychosurgery, some were deemed as management and
nursing problems. As | have indicated, the language used requires further analysis before
Simmons (1990) and Reaume’s (2008) claim of social control and abuse of patients can be
upheld. It is more likely, and in line with my overall argument, that physicians were doing the
best they could to treat patients. The process was far less threatening than has previously been
suggested. In reality, hundreds of patients received a novel treatment that was hoped to be

helpful in discharging patients from overcrowded mental hospitals.
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Chapter 5: Conclusion

In the BBC documentary series, “Blood and Guts: A History of Surgery”, the narrator
aptly noted that the “laudable intentions” of psychosurgeons “led down a dark and far more
sinister path” than similar goals held by neurosurgeons today (Lewis & Holland, 2009). It is all
too common for the psychosurgery era to be referred to with sharp criticism. Yet, paradoxically,
modified forms of the treatment are still being conducted today (e.g., Kennedy et al., 2011) and
often considered innovative. However, progress in neurosurgery to treat psychiatric ailments is
overshadowed by its controversial past. It is this past that has been of interest to scholars around
the world, but nowhere more than in the United States (e.g., Valenstein, 1986; Shutts, 1982; EI-
Hai, 2005).

It is the same controversial history that first peaked my interest in psychosurgery in
Canada. To my surprise, little had been written on the topic in Canada let alone in Ontario where
the procedure was first attempted in July of 1941. Though three authors have investigated the
history of leucotomy in Ontario, existing histories are critical rather than careful. The archival
material used is partially responsible for the interpretations of Reaume (2008) and Simmons
(1990) in particular. Both examined high-level government correspondence and relied on a select
number of outcome studies published in the province. Though their analyses provided helpful
foundational knowledge, it did not provide an accurate and thorough narrative. Patient histories
were not addressed—Iargely due to the failure to use archival patient records—and the larger
context of the era was not considered.

The goal of this thesis was to address the shortcomings of this work in the area and to
expand the history of psychosurgery in Ontario into a coherent and comprehensive narrative.

This was accomplished by using a three-pronged approach to analyze the roles of the profession
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(particularly with regard to administration), the physician, and the patient. In chapter 2, I built on
the existing work of Reaume (2008) and Simmons (1990) by providing a crucial context to the
beginning of leucotomies in Ontario. | argued that the situation within the Department of Health
largely complicated by the Second World War set the stage for new and innovative treatments.
At the same time, Walter Freeman played a crucial role in encouraging physicians in Ontario to
adopt such a treatment. He did so by hosting Farrar and McKenzie in 1938, visiting the province
numerous times, and corresponding with leading physicians. His influence contributed to several
decades’ worth of psychosurgery in Ontario. Though the first program began in 1941 at the
Toronto Psychiatric Hospital, programs commenced in other Ontario Hospitals in the following
decade. Courtesy of Freeman, Ontario’s motivated physicians, and the context of the time,
hundreds of patients were operated on through various programs in the province from 1941 until
the mid-1960s.

In chapter 3, | provided the first overview of the role of physicians in manoeuvring
patients through the leucotomy process. The process was structured initially by the work done at
the Toronto Psychiatric Hospital, and then taken up by physicians in charge of other programs
around the province. The process, which was organized, streamlined, and intentional, remained
relatively stable for over a decade. It involved dozens of physicians from the Ontario Hospital
service whose role it was to examine patients, perform a variety of medical and psychological
tests, administer treatments prior to leucotomy, and decide with colleagues whether to operate.
Physicians also explained the proposed surgery to relatives and were careful to obtain consent.
The leucotomy process set in motion in 1941 was only made possible through McKenzie’s desire
to perform the surgery in the first place, and to develop his own technique and surgical

instrument. Physicians in Ontario, including McKenzie and other neurosurgeons, were active
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participants in a process that inevitably served to diffuse responsibility for the use of
psychosurgery as a treatment. At the same time, they were attempting to treat thousands of
patients across the province given the limited options available to them.

Chapter 4 provided the first overview of patients who underwent the surgery in Ontario.
Patients were passive in the determination of leucotomy and other therapies; physicians were
ultimately responsible for deciding courses of treatment. Patients operated on were diverse in
age, marital status, and symptoms of their respective illnesses. They shared the fact that the vast
majority had undergone a variety of treatments to no avail. In addition, women shared the
unfortunate commonality that they were disproportionately operated on in Ontario compared to
men; a reality that is shared by other leucotomy programs in a variety of countries worldwide. In
this chapter, | also provided a more accurate estimate on the number of surgeries performed in
Ontario. Though it is still imperfect given the limitations of the archival evidence, it exceeds
Simmons’ (1990) original estimate of 1,000. Finally, | addressed the issue of social control and
management of patients. Although I did not provide definitive answers, | challenged previous
authors’ views that patients were not the primary concern.

Taken together, an analysis of the administration, physicians, and patients in Ontario
provides a much more comprehensive narrative than has been presented in the literature to date.
The history of psychosurgery in Ontario shares much in common with the programs that
functioned around the world during the same decades in the middle of the 20th century. Yet,
Ontario was also unique in its well-defined process and the surgical technique developed in the
province. How it compares to the experience in the rest of Canada has yet to be determined; a

project that | will embark on next.
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Besides further investigations of psychosurgery in this country, there is no shortage of
further research that needs to be done. With my provision of an overview of psychosurgery in
Ontario, more investigation and interpretation is now possible. One area for further investigation
is a review of outcome studies. Due to the scope of the project, | was unable to address whether
psychosurgery helped Ontario’s patients (i.e., was the leucotomy program considered
successful?). Did they experience improvement and how was this measured? Besides the
published studies used by previous scholars, physicians at the Toronto Psychiatric Hospital
analyzed patients for years in groups; each physician would review the outcomes of a group of
sequential patients.?” These studies would be valuable to analyze.

Another area that needs additional research is the experience of patients. | was only able
to review demographic information while including a few excerpts from case files. There are
over 700 leucotomy summaries available from the Toronto Psychiatric Hospital (n.d.) and
Ontario Hospital, Hamilton (n.d.) leucotomy programs. A review might include an analysis of
the language used in the files or a closer examination of symptomology.

The role of gender would be another rich area to explore. Not only is the issue of over
representation of female leucotomy patients of interest, but also an examination of gender as it
relates to the primarily male dominated psychiatric profession at the time. It would be interesting
to investigate gender through a careful examination of the language used by physicians on the
leucotomy summaries.

Finally, it would be useful to actually conduct research on the issue of patients as nursing
or management problems. Though | argued that these terms might be indicative of the language

of the day and reflective of a severe problem facing mental hospitals at the time, it would be

22 See Toronto Psychiatric Hospital Fonds, Box 3-15, at the Centre for Addiction and Mental Health (CAMH)
Archives in Toronto, Ontario.
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helpful to investigate how nurses were trained historically. Was the safety of patient and staff
emphasized above all else thus explaining why problematic patients were thought to be potential
candidates?

There is clearly no shortage of research to be done in the area. With a better
understanding of the administration and physicians who regulated and orchestrated the process to
the patients who experienced the treatment, the foundation has now been set for new research in
the field. Though psychosurgery will likely always remain contested, a broader understanding of
its history allows us to make informed decisions about medical and psychiatric procedures in the

future.
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Appendix A: Leucotomized Patients From Toronto Psychiatric Hospital (1948-1963)
!

Demographic breakdown by category of patients transferred to and leucotomized as part of the Toronto
Psychiatric Hospital leucotomy program (1948-1963).

Demographic Category Number of Cases®

Cases transferred for review from

Ontario Hospitals 332
Certified 26
General hospitals 1
Voluntary or referred 52
Total 411
Surgeries completed
Males 86
Females 268
Total 354
Surgeries deferred 17
Surgeries not completed
Rejected 34
Refused 1
Other 7
Total 42
Age range of completed surgeries
0-19 years 2
20-29 years 48
30-39 years 92
40-49 years 89
50-59 years 62
60-69 years 24
70-79 years 5
Missing data 32
Total 354
Dates range of completed surgeries
1948-1949 67
1950-1954 217
1955-1959 56
1960-1964 14
Total 354

28 Number of cases refers to each time a case was presented, surgery conducted, etc. It is not a count of patients. If a
patient underwent two surgeries (i.e., two bilateral operations), this counts as two cases and two surgeries.
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Appendix B: Leucotomized Patients From Ontario, Hospital Hamilton (1952-1966)

Demographic breakdown by category of patients leucotomized as part of the Ontario Hospital, Hamilton
leucotomy program (1952-1966).

Demographic Category Number of Cases?
Cases reviewed for leucotomy 448
Surgeries completed

Males 151
Females 251
Missing data 7
Total 409
Surgeries deferred 19
Surgeries not completed (rejected) 20
Age range of completed surgeries
0-19 years 6
20-29 years 61
30-39 years 119
40-49 years 104
50-59 years 77
60-69 years 19
70-79 years 1
Missing data 7
Total 409
Dates range of completed surgeries
1952-1954 120
1955-1959 177
1960-1964 43
1965-1969 3
Missing data 66%°
Total 409

% Number of cases refers to each time a case was presented, surgery conducted, etc. It is not a count of patients. If a
patient underwent two surgeries (i.e., two bilateral operations), this counts as two cases and two surgeries.

%> There are a number of cases with handwritten notes with dates that are either leucotomy conference dates or
operation dates. It was difficult to determine specific surgery dates for these cases, so | have counted them as
missing data.



