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This book is dedicated to all the brave men and women who served at the Order of St John Ambulance Brigade Hospital between 4 September 1915 and 3 March 1919.
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INTRODUCTION

This book adopts a new approach to First World War history by providing an intimate account of life in one base field hospital. It is based on the archive material belonging to the Museum of the Order of St John and other historical documents associated with the planning and work of the Order of St John Ambulance Brigade Hospital between 1914 and 1918. It documents both the routine and drama of field hospital life in France during the First World War, and follows the lives and interrelationships of hospital staff and patients. By focussing on one field hospital, this book sheds light not only on medical procedures, technologies and medicines but also on the levels of intimacy that were shared on a daily basis between people of varying backgrounds. Archive materials, in the form of diaries, letters, first-aid manuals, supply order books, military standing orders and official logbooks, detail everything from the weather, numbers of casualties, their treatment and medical outcomes, changes in hospital routine, boundary limits for medical personnel and patients, shortages of gauze dressings, the soaring price of coke used to fuel the stoves, burst pipes, blocked drains and some ongoing difficulties with electrical equipment. In amongst the mundane, however, records reveal the extraordinary nature of the Order of St John staff; the calm efficiency with which casualties were admitted, screened, treated and bedded down; and the immense bravery of personnel who often went above and beyond the call of duty in order to deliver urgently needed medical care to the severely injured.

In terms of archive material, special mention needs to be made of an article written by Lieutenant Colonel Ronnie Cole-Mackintosh entitled ‘The St John Ambulance Brigade Hospital in Étaples’. The lieutenant colonel fully intended to write and publish a book about the hospital but unfortunately passed away before he had chance to fulfil this ambition. The article he wrote for the Order of St John Historical Society is fascinating and detailed in its content, and it forms an important legacy.

In addition to the wealth of primary source material held at the Order of St John Museum, further documents held at the National Archive have also been consulted. These include War Office files, General Nursing Council files, treasury files, and Her Majesty’s Stationery Office (HMSO) advisory leaflets. A wide variety of documents held at the Royal College of Nursing Archives and the Imperial War Museum also contribute to the overall text of this book. Secondary material has been supplied by H. Cushing, From a Surgeon’s Journal (1936), M. Baly, Florence Nightingale and the Nursing legacy (1986) and the author’s published PhD thesis ‘March of the Matrons’ (2000).



The Order of St John of Jerusalem

In 1099 a group of monks in Jerusalem, under the direction of Brother Gerard, founded a hospital to care for sick pilgrims who were on their way to visit the Holy Land. Known as the hospitallers, those who cared for the sick did so in a way that was influenced directly by their Christian beliefs. All pilgrims, regardless of their race or creed, were cared for equally. Hospitallers were instructed to treat every patient as though they were caring for Christ himself. Therefore drinks were given in silver goblets and food was served to patients on a silver platter. From these humble beginnings of service and devout piousness, the Order of St John of Jerusalem was established, and it received official Church recognition in 1113. Once Jerusalem had been conquered during the Crusades, the hospitallers became the Knights of the Order of St John, and from this point on the Order adopted a military–religious role. The Order later branched out and initiated a number of worldwide humanitarian movements. The St John Ambulance Association in Great Britain was established in 1877, followed by the St John Ambulance Brigade in 1887. There was greater female involvement in the British Brigade during the early part of the twentieth century, and by 1915 women had taken on a variety of men’s jobs within the St John Voluntary Aid Detachments. Establishing the Brigade Hospital in Étaples was the Order’s most important initiative during the First World War. The Order of St John continues to fund a number of humanitarian projects throughout the world, and its influence remains undiminished.



The Field Hospital

In October 1914 the humanitarian organisation of the Order of St John of Jerusalem approached senior ministers at the British Government War Office and offered to provide a 520-bedded base hospital for the purposes of caring for wounded Allied personnel serving on the front line. This offer was duly accepted by the War Office, and £91,000 was raised by the British public by the end of 1914, in order to fund the building of the hospital.

Constructed in a prefabricated hut style, buildings were shipped across to Northern France and built according to the architect’s plan. In this way eighteen wards were established. These were divided into two straight lines, which were connected by a series of covered walkways, either side of an administration block. There were sixteen wards of thirty beds and two wards of twenty beds, eleven surgical and six medical. One of the smaller wards was reserved for the treatment of officers. Plaques above individual patient beds displayed the badge of the Order of St John in black and white, and all blankets were a silver grey with the same black-and-white Order badge placed at the centre. The hospital also boasted a modern laboratory and electro-cardiograph department, along with two operating theatres and an X-ray department.

The Order of St John of Jerusalem Ambulance Brigade Hospital was based at Étaples on the north coast of France and quickly became known simply as the Brigade Hospital. Staff consisted of a commanding officer, seventeen medical officers and surgeons, a dental surgeon, a quartermaster and secretary, a matron, an assistant matron, fifty-three trained nurses, twenty-four Voluntary Aid Detachment nurses (VADs) and 141 orderlies, all from the St John Ambulance Brigade and organised as a provisional company. The hospital was unique in many respects. The establishment was underpinned by a strong Christian ethos and almost entirely funded by voluntary contributions. The staff were trained and appointed by the St John Ambulance Brigade, and there was an efficient and crucial staff exchange scheme in operation between the hospital and the 130th St John field ambulance front-line unit. It was also the only hospital within the British Expeditionary Force to have the use of an electrocardiograph machine. This was the first time the machine had been used on active service. Throughout the war the hospital admitted primarily stretcher cases and ‘sitters’; the walking wounded were usually cared for elsewhere. There was an added strain on medical staff therefore, in that the hospital always admitted the most severely injured.

The first casualties admitted by St John’s arrived on 7 September 1915 at 11.30 p.m.* These patients were from Loos and consisted of a convoy of fifty-seven stretcher cases; they were bedded down by 1.30 a.m. From then on casualties arrived in various quantities, and at times the injured were overflowing into the hospital corridors on stretchers, trolleys and makeshift mattresses. By the time the Battle of the Somme commenced, the number of hospital beds had increased to 744, and even this number was not enough to provide adequate care for the endless stream of severely injured men. Sometimes hospital staff were given advanced warning of incoming wounded, but if communication lines were down then casualties would arrive unannounced. In terms of the medical care they received, however, casualties had no cause for complaint. The Brigade staff had an excellent reputation. Indeed, the commanding officer of the hospital during the Battle of the Somme, Colonel Trimble, drew attention to the fact that the Order of St John was able to call upon the services of eminent medical men and also the fact that there were few changes of staff, which ensured stability and continuity of care. During the course of the First World War, St John’s admitted and treated 36,100 men.



The Battle of the Somme

The Battle of the Somme began on 1 July 1916 and drew to a close on 13 November the same year. Initially conceived as a major Anglo–French offensive in the region of the River Somme, the strategic operational planning quickly became a predominantly British concern. Earlier in the year, the Germans had bombarded the French fortress at Verdun, and substantial numbers of French troops were still embroiled in this rearguard skirmish. Thus the Commander in Chief of the British Army, General Douglas Haig, along with other members of the British High Command, devised battle plans for the Somme offensive, which remain controversial to the present day.

According to these plans, British troops were to attack a 24km front between Serre and Curlu, which lay north of the Somme, whilst available French troops were to attack a 13km front to the south of the Somme. To prepare for these attacks, the Allies bombarded German lines with over 1.5 million artillery shells during the last week of June. Then, at 7.30 a.m. on 1 July, the battle commenced. Imbued with a misplaced confidence, the British high command ordered eleven British divisions to walk towards the German lines. The Germans, meanwhile, had been entrenched in heavily fortified underground bunkers during the earlier shelling and simply assumed new positions at their machine guns when the shelling stopped.

Therefore, as British troops slowly advanced towards the German lines, German machine guns systematically mowed them down, resulting in the indiscriminate slaughter of thousands. By the end of the day 60 per cent of the officers involved in the battle were fatally wounded. Twenty thousand British soldiers were killed and a further 60,000 injured, and yet despite these severe losses, General Haig remained convinced that further attacks of a similar nature would ultimately achieve an Allied victory. However, whole units had been gunned down, and eventually Haig conceded that perhaps limited advances on the southern sector might be more successful. From mid-July to mid-September a stalemate ensued, and neither Allied nor German troops made much headway.* French troops had made some gains initially, but they were unable to consolidate these without British support. On 15 September Haig initiated a further British offensive, but by October inclement weather had turned battlefields into mud baths, and on 13 November the battle was over. Casualty numbers were high. British casualties numbered 420,000 and the French recorded nearly 200,000 injured. The Allies had gained a mere 8km of territory.



British Nursing

On the eve of the First World War, British nursing lacked any clear professional identity and was still grappling with recruitment problems and training issues. For much of the nineteenth century, the sick were cared for by relatives and friends more often than by individuals in possession of recognisable nursing skills. Additional care was provided when necessary by religious sisterhoods and domestic handywomen. Disturbingly, the public image of nursing was, for many years, coloured by Charles Dickens and his ‘Mrs Sairy Gamp, a gin soaked domestic woman of ill repute and dubious hygiene standards’. Given this appalling stereotype, it was perhaps not surprising that respectable women had shied away from the idea of embarking on a nursing career. Military nursing was predominantly a male domain as women were considered too delicate to care for severely injured men.

During the Crimean War, the War Office did permit a party of nurses, led by Florence Nightingale, to care for troops in Scutari. This move was viewed as an experiment by the War Office, and despite the myths that have surrounded the Nightingale legend, it did not fully endorse a commitment to female nursing until after the Boer War. Nightingale had, however, provided the initial breakthrough necessary for the formation and expansion of a military nursing service. A grateful British public had also set up a charity, and this Nightingale Fund was used to establish a military nurse training school at Netley and a civilian nurse training school at St Thomas’ Hospital, London. Neither training school, however, fully incorporated Nightingale’s own ideas with regard to the art of nursing. Nightingale had founded skilled nursing on the ranks, customs and traditions of the British Army, but civilian nurse training schools only adopted the features inherent in the military system, which would result in the formation of a compliant workforce. The military values incorporated into what became known as the Nightingale system centred on a sense of duty, self-sacrifice, discipline and respect for authority. Nightingale also recognised the importance of an ‘officer class’ nurse who would provide nursing leadership, but this feature of the military framework was overlooked in the civilian nursing field.

Yet, although the paramilitary Nightingale structure had linked nursing to military authority, this structure did not challenge sexual divisions of labour. Nurses remained subordinate to male physicians, and the profession continued to include middle-class notions of femininity, religious philanthropy and elements of domestic service alongside its military value system. However, long hours, petty restrictions and compulsory living-in arrangements all conspired to depress recruitment figures. This situation was compounded by excessive discipline procedures. Within the hierarchy of nursing frameworks, the matron ruled supreme and some were apt to rule their nurses in the manner of malevolent despots. The potential for some women to oppress other women, particularly the young and impressionable probationer nurses, had not escaped the attention of the Lady with the Lamp. Writing in 1878, Nightingale noted:



My views are exceedingly altered as to the supremacy of the Matron. It did very well for me whose fault is subserviency and civility. It does ill for Matrons whose fault is the love of power and lawlessness towards medical and other authorities and for Matronships where there is not a strong intelligent administration with power and duties running parallel to the Matrons.



Broaching the subject again in 1878, Nightingale cast more doubts with regard to matriarchal authority:



I am not so sure now that nursing should be so entirely in the Matron’s hands, now we [The Nightingale Fund] have no dominance over her. We have recommended people lately who ought not to be within a mile of a hospital.*



Military and civilian nursing fields were by now inextricably linked, and an Army Council initiative that was put forward to the humanitarian organisations of the British Red Cross Society and the Order of St John Ambulance Brigade in 1909 strengthened these ties. The initiative effectively enabled these voluntary humanitarian bodies to train VADs in order to supplement both military and civilian nursing services during a time of war. This arrangement was welcomed by some medical professionals and denounced as an attempt to dilute nurse-training establishments by others. Certainly by 1914 the British nursing services were politically divided between those who believed that nurse status should rest on the prestige and elitism of some training hospitals and those who advocated the need for a common standard of training and state recognition by means of state registration. The latter view eventually gained the most support. It is also worth noting that the drive for nurse registration was closely associated with the suffrage movement; many women believed that if they were prepared to join the military and make a vital contribution to the war effort, then surely they should get state recognition in terms of the right to vote and the right to assume registered nurse status once their training was complete. Yet the government clearly demonstrated that, particularly in a time of war, barely trained VAD nurses could easily swamp both military and civilian hospitals and undermine all arguments for lengthy standard professional training programmes.

In reality, the Nightingale system had ossified, and when the Nurse Registration Act finally came into being in 1919, it did not produce uniform standards of training or adequate professional leadership. Politically, civilian nurses remained fragmented, and failure to agree on policy formation resulted in government intervention and the creation of a General Nursing Council. Significantly, with their failure to reach a political consensus, British nurses had engineered their own downfall and handed over control of their profession to government departments, which merely wanted to staff the hospitals as economically as possible.

British military nurses fared better than their civilian counterparts. They were not disbanded in 1918 like other female military units, and the Queen Alexandra’s Imperial Military Nursing Service (QAIMNS) gradually established their own training schemes. In 1941 registered military nurses were awarded commissioned officer status and in 1945 became the Queen Alexandra’s Royal Army Nursing Corps (QARANC).

For the purposes of this book, however, it is pertinent to recall how nurses were viewed by the Order of St John Ambulance in the late nineteenth and early twentieth century, a time when, rather outrageously, nurses’ uniforms were allowed to be 2in above the ground:



A nurse must always be modest, but never prudish. If she remembers how high and holy the vocation of a nurse is (and it is a vocation, whether adopted for a life-time or for a single illness) if she is absorbed in her work and really anxious for the welfare of those under her care, she will be able to do many things for them from which in other circumstances she might shrink; for many things which would otherwise be repugnant are in serious illness done as matters of routine. But all this can be done without the slightest loss of modesty. Modesty of mind and modesty of speech should never be lost … Great self-control is necessary and a determination to accept all duties of her calling with patience and good temper. Intelligence and good temper are also requisite. To be a good nurse all domestic duties must be thoroughly understood not necessarily to do them, but to ensure they are properly done.*



Eager to play their part on the international stage, from 1914 onwards trained nursing sisters entered the ranks of the military in large numbers. In addition, young women from all sections of society flocked to be trained as VADs. Most of these were then deployed in casualty clearing stations and base hospitals, where they cared for sick and wounded Allied troops. Despite their training, however, none of these women were prepared for the overwhelming stench of gas gangrene and trench foot, or for the gasping lungs of the men who had succumbed to the effects of mustard gas. The nightly screaming terrors of severely shell-shocked soldiers also alarmed the new recruits. In many instances nurses could do little but comfort a soldier as he was dying; before the discovery of penicillin and the widespread use of antibiotics, soldiers frequently died of their wounds as sepsis set in and continued unabated. Indeed, with regard to sepsis and fevers in particular, good nursing techniques often dictated whether or not a patient lived or died. Undoubtedly in some instances, recovery depended on the immune systems of the individuals concerned, but infection control, the use of various inhalations, poultices and sterile dressing techniques all combined to aid healing.

Undoubtedly, nursing at base hospitals during the First World War was not for the faint-hearted, and some nurses, faced with the appalling carnage and shocking wounds, simply gave up during the first six months of their deployment. Those who remained, however, fought their own quiet war against suffering and sickness with dignified compassion. Many of these nurses were from the higher echelons of society. They were brought up in a world of gentility, more accustomed to deportment lessons and taking afternoon tea than dealing with the mutilated and shattered bodies of injured soldiers. Yet they rapidly became resilient, determined and resourceful women who forged deeply moving and poignant relationships with their patients and other members of staff, establishing a camaraderie which was to last the war and beyond.







*     Some historians have stated that the first casualties arrived at St John’s on 8 September 1915. This is incorrect, however, since the commanding officer’s logbook, held at the Order of St John Museum, and his official letter to the War Office clearly states that casualties first arrived on 7 September at 11.30 p.m. For those who wish to read the official logbooks of St John’s commanding officers and the diaries of other members of medical staff, please consult the Order of St John Museum, Clerkenwell, London. Please also see the National Archive War Office records, in particular W.O./95/4114 – a series of weekly letters written from the Commanding Officer of the Order of St John Brigade Hospital to the War Office between 1915 and 1918.



*     For those who wish to gain a more detailed knowledge of Allied progress on the Somme please consult the following records, which are held at the National Archive:

W.O.158/322-326, 327-331: These files contain daily reports on the Battle of the Somme July–November 1916 from the Fourth Army Headquarters.

W.O. 161/79: Summary of operations on the Battle of the Somme compiled by the Fourth Army Headquarters.

C.A.B. 45/166: Historical Branch of the Committee of Imperial Defence contains a translated German war diary detailing German military operations 1916.

W.O. 297/5903-5905: Details official French military action during the Battle of the Somme July 1916.

W.O. 153/153-209: An assortment of trench maps of the area around the Somme 1916.

W.O. 297/5926-5927: An assortment of trench maps detailing Allied advances on the Somme July–November 1916.



*     These quotes are taken from Notes on Nursing by Florence Nightingale quoted in Baly, M., Florence Nightingale and the Nursing Legacy (1986) p. 181.



*     Quote from ‘Volunteering for Service – Caroline Mulryne’, St John Historical Society Proceedings, VOL.X., 1998, p. 9.





Sisters of the Somme





1

Work began on the St John Ambulance Brigade Hospital in April 1915, the same month that Germany launched the first large-scale gas attack during an offensive near Ypres. It was the ninth month of the war, and so far events had not gone according to plan. The British had already suffered a humiliating defeat at Mons, and one in six of the 90,000 troops of the British Expeditionary Force in France were severely injured. Tented field hospitals, hastily erected in preparation for the wounded, were inundated with thousands of casualties before they were ready to receive them. Temporary dressing stations took the strain in most cases, with medical staff patching up the wounded as best they could. Amid the chaos and confusion, stretcher-bearers worked flat out, tirelessly moving soldiers away from the bloody carnage of battlefields, towards safety and some semblance of civilisation. Despite concerted efforts, however, some of the severely wounded were left to die where they had fallen. There were numerous failings in terms of transport, supplies and communication links, but more importantly the retreat at Mons had revealed glaring inadequacies in Allied medical care.

By supplementing British military medical services, the humanitarian efforts of the British Red Cross and Order of St John of Jerusalem attempted to improve this situation by supplying field ambulance units, trained medical staff and wound dressings. The greatest contribution made by the Order, however, was undoubtedly the establishment of St John’s. It was designed and constructed by Messrs Humphreys of Knightsbridge London and, for its time, was a state-of-the-art institution. The War Office had chosen the site well, near main railway sidings and north of a cluster of Allied base hospitals. Not far from the Somme, it lay eastwards of the main road between Étaples and Bolougne on the River Canche estuary. Less than a mile from the coast, the hospital was surrounded by undulating sand dunes, towering poplar trees and patches of swampy marshland. Beyond this area, the French landscape was dominated by beautiful rolling countryside. Miles of peaceful-looking meadows were as far as the eye could see, separated by neatly trimmed hedgerows adorned with colourful profusions of wild flowers: scenery that gave no hint of the further bloody battles to come.

When completed, St John’s was the best-equipped medical establishment within the British Expeditionary Force. An American medical officer who toured the hospital declared, ‘It is the best institution of its kind,’ prophetically announcing that, ‘this will become known as the Somme hospital’. The cost of maintaining each hospital bed was estimated to be about £100 a year. The twelve districts of the Order had raised in excess of £40,000 by the spring of 1915 and continued their successful fund-raising efforts throughout the war. Fund-raising and other public relations events were initiated and supervised by senior members of the Order. These included the grand prior, HRH the Duke of Connaught; the director of the ambulance department, Earl of Ranfurly; secretary general, Colonel Sir Herbert Perrot; lady superintendent in chief, Lady Ethel Perrot (Sir Herbert’s wife); surgeon in chief, Mr Edmond Owen*; and chief commissioner of the brigade, Colonel Sir James Clark. The latter became the first commanding officer (CO) of St John’s.

Colonel Clark had previously served in the Boer War, with Edinburgh and East Scotland Hospital at Norval’s Point, and was appointed chief commissioner of the brigade in 1911. An upright, thoughtful, intelligent medical man, with an unswerving attention to detail and devotion to duty, Clark embraced his new position as CO with considerable enthusiasm. According to his diary, he left England for Étaples on 22 July 1915, catching the 2 p.m. train from London’s Victoria station and arriving in Boulogne at 6.35 p.m. He took control of St John’s the following day and, under his expert guidance, buildings were cleaned, equipped and prepared to receive the sick and wounded. This process was not all plain sailing, however. Clark recorded in his diary:



During the setting up of the hospital, the engine and dynamo for the x-ray machine and the operating theatres could not be traced. It had not, apparently, been landed at Boulogne. Stewart Gordon was sent to England to trace its movements and speed up its arrival.



Clark was also unhappy about the mortuary buildings. For ease of patient transfer the mortuary block was originally located very near to the wards. Concerned about the impact this positioning may have on the morale of his patients, Clark announced that it was quite unseemly to house the dead so close to the living. Therefore, on his instructions the mortuary was moved as far away from the wards as possible and a small cubicle nearby was turned into a makeshift chapel.

In the coming days, hospital departments, treatment rooms and wards began to take shape; as Clark noted with some satisfaction, the latter were particularly airy and attractive: ‘The wards present a pleasing picture with their beds each covered with a grey quilt decorated in the centre with the badge of the Order in black and white.’

During August 1915 Clark spent much of his time giving various dignitaries guided tours of the hospital and assigning duties to his newly appointed medical and nursing staff. He had a clear vision of how his hospital would be run, reminding staff on a daily basis that Almighty God and sound Christian principles needed to be placed at the centre of their humanitarian service. The first church parade was held on 1 August, and services of thanksgiving were held every Sunday. Everyone was given ample access to Christian worship. Motivated by his religious fervour and humanitarian convictions, Clark was determined that his hospital would be the best in the region. Staff of the highest calibre had been recruited on six-month contracts; these could only be renewed if work was of a suitably high standard. Clark knew for certain that in the coming months his staff would be tested to their limits. Long hours, overwhelming workloads and numerous frustrations would take their toll. Keyed-up emotions and frayed tempers would undoubtedly surface from time to time. Thus, in an effort to pre-empt these problems and maintain staff morale, he established football and cricket teams, gymnastics and chess clubs, debating societies, a choir and a drama club.

Once content with the buildings, grounds and staff, Clark turned his attention to the more specific medical challenges posed by modern warfare. From the late nineteenth century onwards, the most prominent feature of warfare had been its ability to destroy the barriers between civilian and military life. Improvements in weapons technology, the building of railways and other communication systems, and the rise of industrial complexes all combined to restructure methods of warfare and medical practice. Furthermore, civilian welfare reforms were often initiated with military goals in mind. For example, the Liberal welfare reforms of 1906–14 were enacted because many men who had volunteered for service in the Boer War were medically unfit.

Nevertheless, in addition to highlighting the dubious fitness levels of recruits, the Boer War had provided military medical officers with valuable battlefield experience. Wounds that were inflicted on the sandy veldt of South Africa, however, were a far cry from the suppurating wounds of the Western Front. Almost all of the latter were infected with an anaerobic bacillus, which caused gas gangrene, a product of trenches swamped with manure. The foul stench of this condition permeated nearly every ward, and doctors were helpless to prevent its spread. They would cut away diseased tissue, but this failed to have any impact. In cases where limbs were affected amputations sometimes saved lives, but more often than not injured soldiers still succumbed to the toxic effects of the bacillus. Not surprisingly, a steep rise in the number of fatalities amongst previously fit and healthy young men prompted a certain amount of disquiet within medical circles. As one young surgeon confided to his journal, ‘the men are dying at an alarming rate and there is nothing we can do’.

Fully aware of this appalling situation, Clark was astute enough to realise that newly emerging medical problems could only be overcome by research and experimentation. He formed a medical society on 18 August, and all medical officers in the Étaples region were eligible to join. On 1 September he reported that ‘a very full meeting of the Étaples Medical Society has taken place’. Henceforth, he argued, members would need to initiate medical innovation and experimentation. They would have a God-given opportunity to not only be of service to their patients but also to make a phenomenal contribution to physiology, surgery and neurology. The Director of Gas Services, C.H. Foulkes, also shared Clark’s view, pointing out that ‘We have in the theatre of war itself a vast experimental ground … Human beings provide the material for these experiments on both sides of no man’s land.’

As scientists began to view the laboratory as a battlefield, military officials began to view the battlefield as a laboratory. In the meantime, physiologists back in Britain were busy carving out a niche for themselves as expert advisors to the government and the military, alongside industrial and business experts. These medical–industrial relationships intensified as new methods of warfare both prompted and accelerated research programmes. Dissemination of research findings through medical societies ensured that Colonel Clark, along with his contemporaries working on the Western Front, quickly became pioneers of surgical and medical practice. But theirs was a quiet war, fought in difficult circumstances with tenacity and perseverance. Significantly, it was also a war that could only be won with the help of skilled nurses.

Sitting at her large wooden desk in a rather chaotic-looking office, the newly appointed matron of the Brigade Hospital, Constance Elizabeth Todd, was under no illusion as to who would be at the forefront of this medical war. Nurses of all kinds, from all backgrounds, would be needed to provide excellent bedside care. Their practical skills, keen observations and tender ministrations would be needed in abundance. Almost buried under an assortment of paperwork, matron had been busy writing ward routines, rules, regulations and protocols for wound treatments since her arrival on the 11 August. Assistant matron Mabel Adeline Chittock had travelled with her to Étaples and was subsequently occupied with ward and treatment room inspections. Both women had trained at Guy’s Hospital, London, and were renowned as indomitable, determined characters. Matron, originally from Yorkshire, had trained between 1904 and 1907, whilst her Norwich-born assistant trained between 1900 and 1903. Tall and stick thin, with delicate facial features, pale blue eyes and light brown hair, matron possessed a wiry energy. Mabel Chittock had a handsome, rather than pretty, face and was a large, well-built lady, with broad shoulders and a gentle smile. These women were very close friends and worked extremely well together. They even had nicknames for each other. In private, matron referred to Mabel Chittock simply as Chitty, and the latter referred to matron as Toddy. Three trained nursing sisters, Willis, MacMalon and Smith, had also arrived by this point. Further batches of nurses arrived in six drafts between 1 September and 22 October.

Matron welcomed each batch of nurses with a brisk tour of the hospital buildings and an induction speech, which she could recite from memory. Laying down firm ground rules, she would look fiercely at new recruits with her steely pale blue eyes, stating in a suitably sombre tone:



Nurses are not allowed to wear make-up or jewellery. You are to look smart and presentable at all times. You are to polish your shoes, buckles and badges to the Glory of God. You are expected to say Grace before every meal, prayers will be said on the wards at the start and the end of the day. Remember that as a representative of this hospital, you are expected to behave in a dignified, ladylike appropriate manner both on and off duty. You are not to wear civilian clothes under any circumstances, nor must you make any alterations to your uniform unless permission is given by myself or by my assistant matron. Be aware in the coming weeks that every patient thinks that he falls a little bit in love with his nurse. This is transitory however, you will discover that most men have womenfolk of their own back home. Similarly, nurses often mistake emotions of pity and sympathy for their patients with that of being in love. This is particularly true of young nurses who have had little or no experience of life before coming here. Make no mistake! I will not tolerate any romantic or clandestine associations between my nurses and their patients. It is of the utmost importance that you work to the very best of your ability. Any problems should be reported to me at once. The wellbeing of our patients is our overriding priority. Nevertheless I am also here to ensure the wellbeing of my nurses.



Matron’s fierceness had totally subsided by the end of her speech, and she smiled kindly towards her nurses, with a twinkle in her eyes. After all, she wanted to earn their trust as well as their respect. This smile did not always have the desired effect. Most trained nursing sisters had heard similar speeches before and simply nodded their approval when appropriate to do so; whereas barely trained Voluntary Aid Detachment (VAD) nurses were terrified of Matron and quaking in their boots on their first day of service. With an average age of 23, these nervous new recruits to the nursing profession spent most of their time coming to terms with homesickness and the inadequacies of their training. Their VAD manual outlined basic training as follows:



First Aid (annual requalification); map reading; hospital work; reception; diets; sanitation and improvisation of materials. Nurse training can progress from basic requirements to more advanced nursing on military surgical wards where volunteers may have to deal with more serious wounds.



Certainly the majority of VADs had worked for three months in a British military hospital before embarking for France. Not all, however, had advanced to dealing with more serious wounds. Lily Fielding, with untamed, wavy auburn hair and dark green eyes, was one such VAD, now trying to make herself at home in a purpose-built nurses’ block full of other volunteers. Amidst the neatly made beds, white enamel jugs and small round basins, she foraged in her suitcase for toiletries and pulled out small framed photographs of her family. Tearful goodbyes to her stoical parents were already a fading memory, and she was consoled by the thought that her elder siblings were already serving on the Western Front. Her tall, strappingly built brother, William, worked as a stretcher-bearer in the Royal Army Medical Corps (RAMC), while her sister, Agnes, a trained nurse, worked in a military base hospital a few miles away. Their presence seemed almost tangible. As strange as it may seem, her homesickness was rapidly squashed by an extraordinary buzz of collective excitement. Young vibrant women surrounded her chattering together, exchanging personal stories, discussing their expectations and laughing at each other’s jokes. With an abundance of energy and enthusiasm they were in the process of turning the unfamiliar into the familiar. They tried on their uniforms, giggling at the frumpiness of long black wash dresses, unbecoming white caps and aprons and clumpy black shoes. Along with their uniforms, they had all received hard oblong bars of brown Windsor soap, which smelt of a combination of spices and citrus fruit. It was a smell that would dominate dormitory life for the next few years. There was also a mountain of carbolic soap stacked forlornly in the corner of each nurses’ block. This was to be used against infestations of head and body lice. Lights out at 9.35 p.m. brought an abrupt end to the chatter and clatter, though some girls were too excited to sleep. They simply tossed and turned until the trumpet sound of reveille heralded the morning scramble for washes and breakfast.
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