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THE HISTORY OF Fairfield Hospital might seem at first glance to be that of a small institution which dealt with disappearing diseases. Precisely the opposite is the case. Infectious diseases have evolved and multiplied. Pathogenic microbes are masters of the phenomenon called ‘change’ that is so often lauded in other contexts. Fairfield Hospital thrived on the changing challenges of infections, as has the discipline of infectious diseases.


In the words of Dr William Anderson, the author of this book, the hospital has a ‘rich and multifaceted history’. Although mooted as far back as 1869, it was not until 1904 that the hospital was opened to patients. The cavalcade of infections that passed through its portals began with scarlet fever and diphtheria and steadily increased over the decades. For a large part of its existence Fairfield Hospital treated all types of infections, whether contagious or otherwise. Expertise in research and public health developed early, gaining national and international recognition, including the creation of the Macfarlane Burnet Centre for Medical Research (now the Macfarlane Burnet Institute). Locally, the hospital was the principle centre for infectious diseases. Undergraduate student teaching in the discipline of infectious diseases began in the 1950s. Postgraduate training began soon after the formation of the Australasian Society for Infectious Diseases in 1976. Dr John Forbes, the Medical Superintendent at that time, was the co-founder and inaugural president of the society.


The hospital repeatedly rose to the demands of new infections, the most recent of which was HIV/AIDS, its last major challenge. The longstanding ethos and experience of managing patients with infections was called upon in abundance to deal with this new world-wide epidemic. The subsequent dedication and honing of skills led to what became widely known as the ‘Fairfield culture of care’, an approach involving medical, nursing, allied health and pastoral care. The combination of this with high levels of active research led to international renown in the field.


Effective treatment for those living with HIV/AIDS had just begun to make a real impact when the government of the day announced the closure of Fairfield Hospital. This was a less than pleasant undertaking for both patients and staff. The trauma induced by the announcement was compounded by the haste with which the government intended to shut down the hospital. In the event, they were thwarted to some extent by underestimation of the medical complexity and the stalwart character of both patients and staff. Close it they did, but the legacy of a proud institution lives on.


The dispersal of the patients, staff, students, clinical services and laboratories was predictably chaotic. The physical components have been gradually re-established in Melbourne’s university teaching hospitals. It remains unclear as to whether the present access, adequacy and level of care are equivalent. As in the case of the French Revolution, we are still waiting to see if it has all been worthwhile. However, in the aftermath of death there is always a legacy. In this case there are many positive aspects, ranging from ground-breaking findings of research through grateful patients to a small army of doctors, nurses and allied health personnel whose culture of care and infectious diseases training will benefit the community for years to come.


My own involvement in this long-awaited book began in 1987 when I called together those with an interest in the hospital’s history, and unwittingly became the founder of the Fairfield Hospital Historical Collection Committee. The endeavours of these loyal and hard-working members led to what has become one of the best curated and most comprehensive and admired hospital museum collections. The archives and artefacts have been a major source in the writing of this excellent history. However, the most important step came shortly before the close of the hospital when Bill Anderson agreed to write its history Bill has the ideal background, from the viewpoint of a biased Fairfield person. He has an understanding of hospitals, having worked in one, and he is an experienced and highly regarded historian. His book tells us a lot more than what happened and when; it gives an insight into what it was like for all those involved in the Fairfield experience.


Dr Bryan Speed


Infectious Diseases Physician, Fairfield Hospital, 1974–1996
(now at Austin and Repatriation Medical Centre)









To all the patients and staff of Fairfeld Hospital from its foundation to its closure, and to everyone who through the years has supported Fairfield’s work of caring, healing and research.
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Unless otherwise stated, photographs are from the Fairfield Hospital Archives, Austin Hospital, Melbourne.
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Introduction




I should welcome the sick to my feast,


For they are God’s joy.


Let the poor sit with Jesus at the highest place,


And the sick dance with the angels.


St Brigid’s Grace1







Over the proud new city of Melbourne hung a miasmic curse of neglected sanitation and human suffering, especially among young children who died in agony and in great numbers. The scandal was preventable: several English towns had already installed efficient water and sewerage works. But Melbourne, wealthy Melbourne, simply would not face up to the problem. It almost seemed that its citizens preferred to live among filth and watch unconcernedly as their weaker brethren were carried off by so-called ‘zymotic’ diseases . . . Gold-rush Melbourne had no infectious diseases hospital or children’s hospital. Victims of disease were mostly treated at home by visiting doctors, or left to die . . .


Michael Cannon, Melbourne After the Gold Rush2





FROM TIME IMMEMORIAL, infectious disease has been one of humankind’s greatest fears. Even before we had any real understanding of how infections spread, the sick were feared and a primitive concept of contagion exerted a strong influence. Long before we had any comprehension of the infection process, the sick were pitied and shunned as much as, if not more than, they were cared for. Infectious diseases have always terrified—and at times have nearly destroyed—our species. Allusions to specific epidemics and pandemics permeate our literature and indeed our whole culture. One of the first rhymes learnt by generations of Anglo-Celtic children comes down to us from the aptly named Black Death of the fourteenth century:




Ring-a-ring o’ roses,


A pocket full of posies,


A-tishoo! A-tishoo!


We all fall down.3





And fall down we did in huge numbers, to a wide variety of infectious diseases—often suffering such great agonies that death was indeed a welcome relief.


The ‘primitive’ fears which infectious diseases inspired in our ancestors are by no means vanquished in our modern, sophisticated, scientific world. In recent years the fear of coming into contact with people who are HIV positive has at times become almost hysterical—who can forget the film of young children being stopped from entering primary schools by ‘concerned’ parents? Even some hospitals allowed emotion and ancient fears to so cloud their collective reasons and sense of mission that they refused to treat HIV patients.


Given the grave importance with which we have invested infectious diseases down through the ages, it is hardly surprising that the Holy Book of Christianity and Judaism contains one of the earliest descriptions of infectious disease (leprosy—Hansen’s disease) and provides not only detailed advice on recognition, care and treatment of disease but also a series of rules regarding quarantine controls. Leviticus chapter 13 says:






1 And the Lord spake unto Moses and Aaron, saying,


2 When a man shall have in the skin of his flesh a rising, a scab, or bright spot, and it be in the skin of his flesh like the plague of leprosy; then he shall be brought unto Aaron the priest, or unto one of his sons the priests:


3 And the priest shall look on the plague in the skin of the flesh: and when the hair the plague is turned white, and the plague in sight be deeper than the skin of his flesh, it is a plague of leprosy; and the priest shall look on him, and pronounce him unclean . . .


45 And the leper in whom the plague is, his clothes shall be rent, and his head bare, and he shall put a covering upon his upper lip, and shall cry, Unclean, unclean.


46 And all the days wherein the plague shall be in him he shall be defiled; he is unclean: he shall dwell alone; without the camp shall his habitation be . . .


50 And the priest shall look upon the plague, and shut up it that hath the plague seven days.
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A macabre contemporary depiction of the dance of the Black Death through fourteenth-century Europe.





A good deal of this is sensible medical advice—although some of the detailed instructions given in later verses regarding the important role that chickens and lambs played in combating infection create a few doubts.


One recent commentator on our unwelcome but unavoidable relationship with infectious diseases has drawn attention to the complexity of the process:




The history of epidemics is the history of wars and wanderings, of famine and drought and of man’s exposure to inhospitable surroundings . . . But epidemics have also occurred when man has not been off his guard. Poliomyelitis has been a killing disease where standards of hygiene are highest, and many diseases, such as measles and the common cold, flourish in the most civilized communities. Man’s attempt to manipulate his resources have often brought him infection . . . he got bovine tuberculosis from his cattle, brucellosis from his goats, and ‘Q’ fever from his sheep . . . he imported smallpox in bales of cotton, anthrax in cargoes of hides or bones, psittacosis in parrots and innumerable salmonellae have crossed the oceans in his ships.4





To die in one’s bed after one’s allotted life-span holds few terrors for most people, but disease often kills in such a non-discriminatory manner—or, even worse, concentrates its dreaded energies on our children—that we have often resorted to supernatural explanations for these horrendous impositions. The idea that infectious diseases are some kind of divine punishment for our ‘sins’ has long been unfashionable, but the moralistic comments made by some people when it became clear that HIV/AIDS was, in most parts of the world, primarily a homosexual disease—the so called ‘Gay Plague’—suggest that the idea that infectious disease has its roots in the ‘wrath of God’ or the diabolic plots of Satan are never very far below the surface.
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The world’s earliest-known case of polio: the skeleton of a young woman excavated from a 1500 BC tomb in south-eastern Arabia.





Like death and taxes, disease is always with us. We can all expect—as one of life’s very few certainties—that we will suffer from some form of infectious disease during our lifetime. At any given moment, millions of people throughout the world are sick from an infectious disease, and even as I write this sentence someone, somewhere, has just died from an infectious disease. Some infectious diseases are rare and exotic, others are so prevalent that we have incorporated this characteristic into their vernacular name—the ‘common cold’, for example. Such common infectious diseases are described as being endemic. When the number of people suffering from any particular disease increases very markedly over a short time, we describe the disease as being an epidemic. An epidemic that affects a whole country or the whole world is described as a pandemic (from Greek—‘all the people’).We often still refer to epidemics and pandemics by the ancient—and still horror-laden word—plague.
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Costumes worn by doctors in the quarantined areas of Marseilles during the plague of 1720. The beak carried spices to purify the air the doctor breathed, and the wands allowed the patient’s pulse to be taken without direct touching.





The treatment of infectious diseases has only in relatively recent times become both humane and rational. In Chapter 1 we examine the state of health and medical treatment in Victoria in the second part of the nineteenth century and how this led to establishing the infectious diseases hospital which is the subject—the hero—of our study, but it is worth giving a brief sketch of the development of hospital care prior to this period.


The word ‘hospital’ derives from the Latin hospitium, which means a place where guests are received. Health has always been an important concern in all human societies. We know that ancient societies worshipped gods of healing and that in Ancient Greece, some four thousand years before Christ was born, temples of deities such as Aesculapius provided facilities for treating the sick, and physicians’ shops operated. In Rome, hospitals called valetudinera were established, and evidence from Pompeii suggests the existence of facilities similar to our modern convalescent hospital. Indeed, the Romans are generally credited with having been the originators of the modern hospital. In 355 CE, when the first Christian emperor came to power in Rome, he immediately closed all ‘pagan’ hospitals and encouraged the Church to take over responsibility for the building and maintenance of hospitals. Within a short time the Church was responsible for all the hospitals in Western Europe. Many monastic orders opened hospitals, and a number of religious orders were founded, specifically devoted to caring for the sick—for example, the Knights Hospitallers and the St Augustine nuns (the term ‘sister’ is still applied to nurses). Coe in his Sociology of Medicine noted:




Work carried out among the sick was regarded as a righteous act based on the Christian ethic of charity to the sick and suffering. Volunteers who attended to the sick regarded their work as a means to their salvation rather than as an act of healing.5





Similar developments occurred in Muslim and other non-Christian parts of the world, and it is fair to say that the care of people’s spiritual needs and their physical needs in time of sickness were, and to some extent remain even today, very closely linked.


By the seventeenth century, after more than a millennium of religious ‘monopoly’ of hospital construction and administration, most hospitals were becoming secularly based—although some remained and continue to be religiously based. People were beginning to recognise that hospitals were not simply responsible for custodial patient care but had three related and equally important functions—healing, research and teaching.6 Until the late nineteenth century, hospitals were places of great danger for patients due to prevailing standards of poor cleanliness and hygiene in the community and ignorance about the dangers of cross infection. Wards were usually dirty, poorly ventilated and overcrowded, often the beds were infested with lice, and neither bedding nor patients were washed. Indeed hospitals were seen as places of last resort and mainly catered for homeless and hopeless cases. A study of early influences on the development of Australian hospitals presents a horrifying sketch of pre-modern hospital conditions:




. . . patients were often put two in a bed, without the choice of companion . . . The wards were filled with patients suffering form a wide variety of illnesses, particularly infectious diseases. Thus, a patient with tuberculosis might find as a bedmate a person with a gangrenous limb or a woman about to give birth.7





When white settlers first invaded Australia in January 1788, they brought with them a host of infectious diseases that were endemic in Western Europe but previously unknown in Australia. Infectious diseases wrought havoc with these pioneering settlers, but their sufferings paled in comparison with the devastating toll that the newly introduced ‘European’ diseases took on the indigenous Aboriginal population, who had no acquired resistance to them. It is generally accepted that, more than any other factor, it was the introduction of infectious diseases such as measles and syphilis which demoralised and in many cases destroyed Aboriginal culture and society throughout Australia.


The first hospital in Australia opened at Dawe’s Point in 1796, and ‘unsanitary and overcrowded conditions causing cross infection were . . . prevalent’.8 The standard of health care had improved little, if at all, by the time the Port Phillip settlement was established in the mid-1830s. Cannon, in his history of early Melbourne, provided a colourful and shocking account of hospital conditions in the early years of the colony:




The first so-called hospital in Melbourne was a frail weatherboard building on the Western Market Reserve, near the watch house and police office. Originally it had been erected by merchant Francis Nodin for use as a storeroom. No separation of patients suffering from serious illnesses was possible in the cramped quarters.9





Dr Patrick Cussen was appointed in 1837 as the first Assistant Colonial Surgeon in Melbourne. (In 1838 he conducted, without anaesthetic, what was probably Melbourne’s first surgical operation—he amputated the penis of convict William Bone, who was suffering from venereal disease.) In 1840 Dr Cussen recorded his opinion of the ‘sad state’ of the government hospital. Sometimes patients had to sleep on the floor, and their bedding rotted due to water lying under the floor. The building was draughty and the cold was ‘frequently intolerable’.


Dysentery, syphilis and rheumatism were prevalent. Doctors could do little against most diseases, though smallpox could be prevented by vaccination. The people of Melbourne were offered smallpox vaccination early in 1840, which prevented major outbreaks. A fever, presumed to be typhoid, spread through Melbourne early in 1841, causing the death of many babies. Some government aid was made available through the town’s private doctors, but this was insufficient to alleviate much of the suffering. Small wonder then that by the middle of the century community demands were growing for improvements to sanitary, medical and hospital facilities. These demands led, in time, to the establishment of Fairfield Hospital.


It is clearly impossible here to do full justice to the rich and multi-faceted history of a large and complex hospital like Fairfield. In touching upon the major events, themes and important developments, I hope that those readers who are not familiar with the hospital gain some feeling for its spirit and achievements, and that those who are—either as patients, staff or visitors—recognise the hospital they knew, and in many cases loved and respected. This book is intended to mark—and to celebrate—the work and achievements of Fairfield Hospital from its opening in 1904 to its closure in 1996. The hospital’s history is also a history of the treatment of infectious diseases in Victoria in the twentieth century, and therefore a significant chapter in the history of our state and indeed our nation. It is an important and in many ways a magnificent story.
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Diseases desperate grown,


By desperate appliances are relieved


Or not at all.


Hamlet IV, iii.





BEFORE DESCRIBING THE emergence and early development of Queen’s Memorial Hospital, later Fairfield Hospital, it is necessary to sketch a brief history of infectious disease in Australia and in particular in Melbourne. It would be difficult to overstate the horrendous effects of infectious disease during the pioneer era; the toll on human life and happiness claimed by infectious diseases constituted a dark cloud hanging over the whole community. The fact that infectious diseases exerted a particularly heavy toll on the most vulnerable members of the community—the young and the indigenous people (who had little or no resistance to diseases introduced by white settlers)—makes their depredations particularly tragic and poignant. The recognition, understanding of causes and treatment of infectious diseases has been a very gradual one, although the twentieth century saw an astonishing rate of progress.


There can be little doubt that the Australians who have suffered most from the results of infectious diseases are the Indigenous Australians. Indeed their lack of resistance and susceptibility to introduced diseases resulted in the extinction of many of the Aboriginal tribes and at times appeared to threaten the very existence of the Aboriginal peoples. This devastation was rendered even worse when the discovery of gold in the early 1850s led to a further flood of European and Asian settlers who introduced yet more infectious diseases which played havoc with both Aboriginal and colonist Australians.


It has been noted that ‘disease patterns in Australia are closely linked with the country’s history, the two areas of study combining to provide a fascinating story of introduced disease, past, present and future’1 and there is no doubt that this is true. One historian of infectious diseases in Australia has described this process well:




When considering the introduction of disease into Australia, we can see a trend linked to certain major historic events, such as the settlement of the continent by the Europeans. The diseases they introduced were determined by the diseases present in their society in England and by the conditions under which they lived. On arrival in Australia, these diseases were transmitted to a people who had previously been sheltered from their effects, and spread under the influences of new environmental conditions linked to a social system introduced from Europe as well as to the conflict that almost inevitably developed between these races.2





From the arrival of the First Fleet in 1788, infectious diseases caused great hardship. A number of factors that encouraged the transmission of infectious diseases were inherent in a migrant society which attracted people from all corners of the world, and in which settlers were always on the move, pioneering the country or simply moving around the various settlements. The greater the degree of population movement between and within nations, the greater the ease with which infectious diseases can spread. The separation of Victoria from New South Wales in 1851 and the discovery of gold in the same year led to a dramatic expansion of the population of Victoria. In 1851 there were 77 345 people (the figure excludes Aborigines); by 1854 the population had reached 236 789, three years later in 1857 there were 410 776; and by the end of Victoria’s first decade the population had expanded to well over half a million (540 322).This amounts to a roughly sevenfold increase in ten years. Imagine the entire present population of all of the other Australian States plus the population of New Zealand, arriving in Victoria over a decade, and one can start to get some idea of the pressures (and opportunities) that faced Victoria at this time. Not the least of these pressures related to the health of the community. Immigration on this scale placed huge, indeed intolerable, strains on the resources and facilities of Melbourne. Haggar has noted:




It is not difficult to understand why a dramatic change took place in the health of the community when gold fever struck . . . Communities were not prepared for immigration on that scale, and consequently the needs of daily living—accommodation, food, water, sanitation and employment—were lacking . . . The town [Melbourne] was surrounded by ‘cities of tents’ where unemployment, vice, starvation, disease and death abounded.3




In 1851 even the major streets in Melbourne were unstable and unsafe, subject to the vagaries of the weather and the impacts of livestock and vehicles. There was no underground drainage system for rainwater, and even sewage was carried away in open gutters; little bridges enabled people to cross these primitive sanitation trenches. It was not unknown for Melburnians to drown when rain caused the major streets to flood.4 Writing in November 1852, a possibly somewhat biased commentator (a resident of Sydney) wrote that ‘nowhere in the southern hemisphere does chaos reign so triumphant as in Melbourne’ and argued that in his opinion ‘a worse governed, worse drained, worse lighted, worse watered town of note is not on the face of the globe’.5 The difficulties experienced by Melbourne during those early gold rush days, and in particular the health problems and the prevalence of infectious diseases, might lead one to suggest that the term usually applied to the psychological atmosphere of the period—gold fever—might well have been true in a medical sense.


It has been noted that ‘Wherever gold was discovered, and people massed to the diggings, infectious diseases broke out . . . conditions and occupational hazards took their toll. The miners had little immunity when their settlements were swept with infectious diseases.’6 Measles and related respiratory complications, for example, first recorded in Victoria in 1850, caused the deaths of many hundreds of children. Diphtheria (frequently confused with quinsy or croup), was first recorded in Victoria in 1858, yet by 1869, 4574 deaths had been reported—a shocking figure, even if one accepts that a good many supposed diphtheria victims in fact suffered from other ailments. Haggar states the problem concisely: ‘Between 1861 and 1871 the birth rate rapidly increased as the young adult immigrants became parents, and consequently there was a disastrous death rate among children from measles, scarlet fever, whooping-cough and diphtheria’.7 Describing the impact of infectious diseases in Melbourne, Barrett noted in his study of the evolution of Melbourne’s inner suburbs that ‘During the nineteenth century, Australia was continually threatened by ‘zymotic’ [i.e. acute infectious] diseases—diarrhoea, dysentery, typhus-like fevers, scarlet fever, diphtheria, measles and smallpox. In Victoria in 1854–62 these diseases caused between a quarter and a half of all deaths each year.’8 In a ‘good’ year, infectious diseases accounted for one in four of all deaths; in a ‘bad’ year—when some form of epidemic occurred—this rose to one in two of all deaths. Dramatic as these figures are, they do not tell the full tale because they disguise the fact that children constituted a large proportion of the victims of infectious disease. It was, of course, impossible to make any real progress in fighting infectious diseases until an accurate analysis of the causes of infection could be arrived at. Barrett describes this process in Melbourne:




Before the impact of bacteriology in the 1800s, the most influential conception of disease in Australia, as elsewhere, was the ‘miasmatic’ one. According to this, disease was caused . . . by bad air (as in ‘mal–aria’). Even when the disease was recognised as being communicable from person to person (e.g., plague, leprosy and smallpox), the ‘contagion’ was conceived as chemical (a vapour or miasma emanating from the patient or from his wounds), not as biological. In most diseases common in Victoria, person-to-person contact was less obvious; here the ruling assumption was that the bad air emanated from filth in the environment—from swamps, stagnant pools, dirty rivers and accumulations of decomposing manure and garbage.9




The Central Board of Health had been set up by the government in 1855 to advise it and the municipalities on public health. The Board was a proponent of the miasma theory, and attributed disease spread to atmospheric causes like changes of temperature, east winds and impurities from stagnant water. In its report of 1859, it indirectly blamed bad drainage for many deaths from diphtheria, scarlet fever and measles.


As the nineteenth century progressed, people became less inclined to take a fatalistic attitude towards infectious disease and demands that ‘something must be done’ arose within the community. There was a great deal of debate over what that ‘something’ was. The fight against infectious disease was handicapped, indeed undermined, by the lack of understanding of its causes and mode of transmission. It is difficult for us today to appreciate the terrible grip that infectious diseases—typhoid, croup, whooping cough, diarrhoeal diseases and (to a lesser extent) measles and scarlatina—had on the community. The extent of the problem is seen in studies of the inner Melbourne suburb of Collingwood, which have shown that half of all deaths from infectious diseases were of infants under one year of age. The same suburb experienced an outbreak of the universally dreaded smallpox in 1884 and generally, as a poor and somewhat unhygienic suburb, was seen as being particularly susceptible to the two diseases which were associated in the public, and indeed the medical, mind with poor hygiene—typhoid and diphtheria, the so-called ‘filth diseases’.


Diphtheria was such a severe health problem that the Victorian government in 1872 appointed a Royal Commission to inquire into all aspects of the disease. The state of medical knowledge and the worth of the completed report can be gleaned from one of the commissioner’s main recommendations: ‘We desire to record in the strongest possible manner our conviction of the absolute necessity of every householder in Victoria keeping a supply of sulphur in the house. Its fumes are the most powerful and valuable disinfectant we possess.’10


Mortality figures for Melbourne suggest that the two ‘filth diseases’ actually increased during the 1880s, peaking in 1890—twelve Collingwood residents died from typhoid in 1886, for example. Given these figures and its rather unsavoury reputation as a disease-ridden area, it is hardly surprising that Collingwood was one of the first municipalities to provide financial support to the Queen’s Memorial Hospital.
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‘Bring Out Your Dead’, a grim cartoon from nineteenth-century Melbourne (Melbourne Punch, 21 January 1869).





Just as we have grown accustomed to the road toll, people in the nineteenth century had to some extent come to terms with the devastating effects of infectious diseases. A good example of this can be seen in the actual structure of families. One of the main reasons that large families were the order of the day was a recognition that the chances of children surviving to adulthood were not good; therefore parents took account of the likelihood of some of their children dying in infancy or early childhood when ‘planning’ the number of children they would have (it was also fairly common to name a number of boys in the one family with the traditional family first name in the hope that one of them would survive to carry on the name.)




Diphtheria was described in 1826 by Pierre Bretonneu, and the organism responsible, Corynebacterium diphtheriae, was isolated in 1883. Transmission is primarily by infected droplets and contamination from infected nasal discharge, but it can also be spread by contaminated milk. It is characterised by the formation of a membrane across the throat, causing breathing difficulties. Diphtheria appeared dramatically on an epidemic scale in Europe, America, Africa, China and the Pacific in 1858. Melbourne’s first recorded death due to diphtheria occurred in October 1858, followed rapidly by others, and the death rate rose steadily until 1860. In 1859 antitoxin was first used in Australia, and in the 1920s an effective toxoid was produced. Subsequent widespread immunisation has greatly reduced the incidence of this once dreaded disease.





The ‘bad air’ theory of disease transmission was gradually being superseded by new and more accurate theories on the spread of disease. Until about 1870 the miasmic theory was largely unchallenged in Australia (although it had long been recognised that diseases uncommon in Australia such as leprosy, plague, smallpox and cholera were contagious). In 1874 Dr William Thomson, a Melbourne medical practitioner, was arguing that typhoid fever, which was at the time a major scourge in Australia, was a contagious rather than miasmic disease. At this time the germ transmission theory of the spread of all infectious diseases was slowly becoming accepted. (Rejected by most Victorian doctors in the 1870s, it began to receive more general acceptance in the 1880s, even although many people still struggled to understand the concept). This new theory finally put to rest the miasmic theory of disease transmission, and it was realised that a disease like typhoid fever was not caused by bad air but by the ingestion of microscopic organisms—germs—originating in the excreta of someone infected by typhoid fever.
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A nineteenth-century view of cholera







Smallpox (Variola major, Variola minor) has been described as ‘the Most Dreadful Scourge of the Human Species’. It is a highly contagious viral disease, with symptoms including fever and skin eruptions that generally left pitted scars—pock marks—on the skin The name distinguishes it from ‘great pox’ (syphilis) which can cause major skin eruptions. Smallpox was first recorded in China in the fourth century CE and considered to have become endemic in populous areas of Asia and Europe by 1000 CE. The disease continued to be endemic in Europe until the development of a vaccine by Edward Jenner in about 1800.


While it seems likely that smallpox had been introduced to Aboriginal peoples by Macassan traders, there were severe epidemics after European settlement. Such an epidemic occurred among inland Aborigines in 1830 and spread widely throughout the country. From 1850 onwards the white settler community suffered many outbreaks (twenty-three separate outbreaks between 1850 and 1926). The Victorian outbreak of 1857 was introduced by the ship Commander Perry, docking at Melbourne, and the epidemic of 1868–69 by the Avonvale. An Act was passed in Victoria in 1854 making it compulsory for all babies to be vaccinated for smallpox before the age of six months. The legislation was amended in 1910 to incorporate a so-called ‘conscience clause’ (to allow parents to refuse vaccination). By the time the legislation was annulled in 1931, only 1 per cent of babies had been vaccinated in the preceding year. The story of smallpox has a triumphant ending—smallpox has been eliminated both in Australia and world wide, largely as a result of mass vaccination programs.





Although Victoria was perhaps a touch slow in accepting and acting on the latest advances in medical science, it cannot be faulted in terms of its willingness to introduce legislation on infectious diseases and other health matters. There was much health-related legislation prior to the opening of the hospital in 1904, reflecting the importance which health issues and infectious disease had in the community and highlighting the intense focus on attempts to control infectious diseases. The Management of Towns Act of 1854 contained ‘sanitary provisions’ to ‘control the disposal of privy, cesspool, night-soil and other offensive matter’.


The first Act of the Victorian Parliament referring specifically to health was passed in 1855, ‘for promoting the public health in populous places in the Colony of Victoria.’ It created a Central Board of Health, and constituted every municipal council a Local Board of Health. It made provision for the appointment of medical officers of health by Local Boards, for the control of drains and sewers and for the seizure of unwholesome foods. It imposed upon all local authorities the duty of reporting to the Central Board the appearance of any epidemic or contagious disease. The Central Board was given power to issue directions and regulations to prevent epidemic diseases. (The Act was an almost exact copy of the English Public Health Act of 1848.) In 1857 a special Act—to remain operative for one year—was passed as a result of an epidemic of smallpox. This Act required medical practitioners and householders to report all smallpox cases.


The Consolidation Act /Public Health Act of 1865 brought together all previous legislation. The Public Health Act detailed the functions and powers of the Central and Local Boards of Health and included sections dealing with food adulteration, lodging houses, pollution of the Yarra River, vaccination, quarantine and cemeteries. In 1876 the Amending Public Health Act extended existing powers relating to infectious diseases and in particular empowered local authorities to provide means for disinfection and ambulance transport to hospital for patients. The Act outlawed cesspools. (Sections were copied directly from the English Public Health Act of 1875.) This was followed in 1878 by the Conservation of Public Health Act. The Amending Health Act of 1883 extended the 1865 Act and placed legal responsibility on medical practitioners to notify the occupier of the house of any case of smallpox, plague, cholera, yellow fever or other malignant infectious or contagious disease. The occupier, in turn, was obliged to inform the Local Board of Health.


The Public Health Act of 1888 invested more complete control over Local Boards of Health to the Central Board of Health and made special provisions for medical practitioners reporting infectious diseases. This was amended in 1889 by the Public Health Act Amendment Act. This Act was designed to implement the recommendations of the Royal Commission on the Sanitary Condition of Melbourne. The Act abolished the Central Board of Health and established a Department of Public Health to replace it. A new Central Board of Health was established by the Health Act of 1890. Amending Health Acts were passed in 1894, 1900 and 1903.


These legislative attempts to tackle the problems of infectious disease were spurred by publications that highlighted sanitary and other health problems and urged the government to introduce changes. The titles of some of these books and reports published in Melbourne tell their own sad story—What Kills Our Babies, On the Excessive Mortality of Infants (1859); Sanitary Conditions in Melbourne (1868); Dirt and Disease (1872); On the Advantages of Burning the Dead (1873); What Shall We Do With Our Dead (1878); Typhoid Fever in Victoria (1883); Report on Sewerage of Melbourne (1890). These and many other books, pamphlets, lectures and newspaper articles not only reflected public concern, indeed public fears, but also helped to lead Victoria towards initiating steps to fight infectious diseases.




[image: ]

Ludwig Becker, artist and naturalist, who was to die during the Burke and Wills expedition, recorded the long-haired or plague rat in pen and ink and watercolour in 1861 (Ludwig Becker Sketchbook).





A number of other factors combined to provide the impetus for the establishment of the state’s first infectious diseases hospital. In 1874, the Central Board of Health, in presenting to the government its fifteenth report (the first had been eighteen years earlier) said:




As far back as the beginning of 1869 we recommended to the government the erection of an hospital, in the vicinity of the metropolis, for the isolation and treatment of contagious or infectious diseases which may, at any time, be introduced to the colony by an evasion of the quarantine laws which it is not possible at all times to prevent, and such has already, in fact occurred, as for instance in the Smallpox invasions of 1857 and 1869. We found it necessary to urge this matter on the government from time to time before anything was done, but we are glad now to be able to mention the fact lately communicated to us by your directions, that provision be made for this object on the Estimates of the ensuing financial year.11





The Board went further than merely recommending the establishment of an infectious diseases hospital; it also commented on two sites which had been suggested as suitable and on the objections which had been, or might be, made to them. The two sites discussed were Royal Park (near the present Children’s Hospital) and ‘near Yarra Bend Asylum’. In responding to objections to the sites the Board rather disingenuously argued that the ‘the objections which have been raised are more sentimental than founded on any real grounds of apprehension of danger . . . Although the existence of such provision is necessary . . . the necessity for the actual use of such an hospital is likely to but very rarely arise.’12 This was a pointless, circuitous argument: either the facility was required or it was not required; one cannot argue for the construction of a hospital on the grounds that it is not in fact needed!


Royal Park does not appear to have remained under serious consideration for long, and theYarra Bend site remained the favoured spot for an infectious diseases hospital. The Yarra Bend site, which is today Yarra Bend National Park, was originally part of Jika Jika Parish and was withheld from the parish’s land sales in 1840. A ‘Lunatic Asylum’ was built on part of the site in 1848 and remained there until it was relocated across the river to Kew in 1880. The site then had the advantage of being owned by the government, being fairly near the centre of Melbourne yet relatively isolated, and having a tradition of being used for a health facility encompassing a custodial or near-custodial function. It is also worth mentioning that the site is one of great natural beauty


Within a few years of the Central Board of Health’s Report, the Children’s Hospital in Melbourne faced acute problems in coping with infectious diseases. A child admitted for other causes in 1877 contracted diphtheria after being treated in a ward which also housed patients suffering from diphtheria. The hospital committee made a number of responses to try to stop any future cross-infections occurring in the hospital. One sensible move was an improvement in ward ventilation, but from the perspective of the establishment of the Queen’s Memorial Hospital the most important initiative was that the committee ruled that in future, unless they were obviously dying, children suffering from infectious diseases were not to be admitted. If patients already admitted to the hospital had the misfortune to catch an infectious disease, the committee decreed that such patients were to be transferred to a specially constructed wooden structure built in 1878 known as ‘The Pavilion’, where an ‘Infectious Nurse’ would be isolated with the patients.
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A wood engraving by Frederick Gross of the Yarra Bend Asylum for the Insane, 1868.





Although the Children’s Hospital had taken sensible steps to reduce and contain problems relating to infectious diseases, it had not, of course, taken any positive steps to provide care and treatment for children suffering from infectious diseases—indeed its main thrust was to exclude such unfortunates. That this was no minor problem is demonstrated by the fact that by 1890 the Children’s Hospital was turning away more than twenty cases of typhoid fever each week. Even though very few patients suffering from infectious diseases were knowingly admitted to the Children’s Hospital, nurses at the hospital continued to die each year as a result of infections transmitted from patients, and there was a continuing problem of cross-infection among outpatients. Because of concern regarding the infectious potential of outpatients, the hospital issued each outpatient who displayed suspicious symptoms with a ‘red for danger’ ticket and transferred them to an area of the hospital reserved for infectious disease patients under the care of an ‘Infectious Outpatients Nurse’.


One of Melbourne’s other major public hospitals, the Alfred Hospital, had responded to the problems of caring for patients suffering from infectious diseases by erecting a tent in the hospital grounds, but the Board of Health discouraged this type of initiative and refused a request from the Children’s Hospital Committee when they canvassed the Board for permission to follow the lead of the Alfred Hospital and erect an infectious diseases tent or ward.
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Cottages at the Yarra Bend Asylum, photographed in about 1861.





One of the most important and far-reaching publications on health conditions in Melbourne was Gresswell’s Report of the Sanitary Condition of Melbourne, published in four parts in Melbourne in 1890. Dr Dan Astley Gresswell, health officer of the City of Melbourne and later chair of the Board of Public Health, stressed the desperate need for an infectious diseases hospital in Melbourne, basing his argument, in part, on the success of the Belvedere Fever Hospital in Glasgow (which he described as being ‘one of the most perfect institutions of the kind’). The publication of Gresswell’s report has been seen as marking the real birth of Queen’s Memorial Hospital, although, as we have seen, the Central Board of Health had recommended a contagious diseases hospital as early as 1869. In a paper on the history of Fairfield hospital, Sandland has drawn attention to Gresswell’s role in the establishment of the hospital:




He argued for a large central institution, rather than several small ones ‘even if many of the patients have to be conveyed a considerable distance, this need not be regarded as important, as comfortable ambulance waggons would of course be provided.’ Later the philosophy of the era is emphasised: ‘The principle at the foundation of such institutions, as compared with general hospitals, is that the isolation of the patient is carried out, not so much for his benefit as in the interests of the general public, by whom the expenses are rightly borne.’ This meant that when the hospital was founded it was free to the patients, and a number of councils increasing over the early years contributed from their rates to the hospital’s running costs.13





Lack of funding for the building of an infectious diseases hospital delayed the construction of this much-needed facility for over a quarter of a century, and certainly proved to be a much more intransigent problem than finding a suitable site. Eventually an opportunity arose in 1897 through Queen Victoria’s Diamond Jubilee Fund. The Queen stipulated that any funds raised throughout the Empire to celebrate her 60-year reign were to be used ‘towards the amelioration of the sick and suffering of the community’. At the suggestion of the Governor of Victoria, Lord Brassey, the Mayor of Melbourne, Councillor Strong, convened a meeting in Melbourne to discuss the establishment of a fever hospital. As the general and specialist hospitals in Melbourne had demonstrably failed to cope with the severe and recurrent demands made on their resources by infectious diseases such as typhoid and diphtheria—and indeed had often simply refused to admit infectious disease patients as a matter of policy—it is hardly surprising that this meeting greeted the proposal to establish a ‘Fever Hospital’ enthusiastically. A fund-raising committee was immediately set up. This committee comprised representatives from the municipalities of Boroondara, Brighton, Brunswick, Essendon, Flemington and Kensington, Footscray, Hawthorn, Heidelberg, Kew, North Melbourne, Malvern, Northcote, Prahran, South Melbourne, St Kilda and Williamstown. Subscribers to the fund were told that all the money raised would be spent on the construction of a fever hospital, and that if enough money was raised the buildings would be completed in 1901.
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A donation certificate for the Queen’s Memorial Fund, 1897.





The Queen’s Memorial Fund Committee organised concerts and other activities. One notable aspect of the campaign was a specially written ‘heart rending’ poem published in the Argus on 17 April 1897 (the poem was also widely circulated in Melbourne as a fund-raising appeal flyer). The poem made an unashamedly emotional appeal for contributions:




The Cry of the Fever-Stricken Ones


by ‘Oriel’


Hark to that cry, like a strange distant warning


That comes when the starlight melts out of the sky,


‘Twixt the death of the night and the birth of the morning,


When Nature’s at ebb, and sick people die!


Listen once for it! Can you not hear it?


It rises, it sinks to a whisper again;


Low as the voice of the sea, but as ceaseless—


The cry of the victims of sickness and pain


Shall we be deaf to that cry, or offended,


Careless of brotherhood, careful of gold,


Leaving the flickering lantern untended,


Till at last it dies out in the cold?


Think of it, you who have found the sweet secret,


Felt how love’s flame can transfigure life’s clay,


Somebody’s lover or somebody’s sweetheart.


Helpless among us, is dying today


Yes and the children! The children resemble


The clustering stars in the long summer night;


At times in the heavens above us they tremble,


And soften the roughness of Earth with their light.


But sometimes, in summer, all round the horizon


The stars fall in showers, their bright starry life


Flashing out in a moment from light into darkness—


And so fall the children when sickness is rife.


Can you, conceiving mere greed as a pleasure,


So hold to the bitter, abandon the sweet;


Piling up silver and gold without measure,


But treading the daisies down under your feet?


Yet long ago it was promised by Someone,


Who lovingly, help for the children implored,


That if only you gave one a cup of cold water,


You surely in no wise should lose your reward!


So, happily remembering the fountain of tresses,


The glad sunny eyes and cheeks all a-glow


The frank, open laughter and joyous caresses,


Of one who has gone where the roses all go.


You may think of these children by fever tormented,


Babies distraught and delirious with pain,


Asking in whispers, for just a cool pillow,


Asking for help—shall they ask in vain?





Although lachrymose, even sickly, by today’s standards and tastes, Oriel’s poem certainly spoke directly to Victorian sentimentality; more importantly, it touched on the very real problem of the large number of children who died as a result of infectious diseases. Oriel’s children did not ‘ask in vain’. For such a good cause, and one that moreover was a homage to Queen Victoria, Victorians were prepared to dig deep and, by 1897, £16 000 had been raised. To have raised such a substantial sum in such a short space of time reflected great credit upon the organisers of the appeal and the generosity of the Victorian public. It also reflected the fact that the community was acutely aware of the desperate need for a specialised infectious diseases hospital. In April 1898 the state government provided very welcome support to the project when it officially set aside 15 acres of the Yarra Bend site and called for designs to build a fever hospital.


A perspective had been prepared by architects Wharton Down and Gibbons in 1893, showing a proposed infectious diseases hospital for Melbourne, and this may have helped the architects chosen to design the hospital buildings—Clegg, Kell and Miller, a Ballarat company—in preparing their design. The hospital was built by the building contractor, R. Stockdale. When completed, the hospital stood on a 22-acre site and comprised two wards, for scarlet fever and diphtheria respectively, an administration block, kitchen, laundry, receiving house, lodge and nurses’ home (with accommodation for twenty nurses). The two wards each contained twenty-five beds, were well ventilated and were floored with bitumen (for ease of cleaning). Asphalt paths linked the various buildings, and the kitchen block was situated at the centre of the whole complex. The hospital was designed to be a ‘locked’ facility (an infectious diseases hospital has a custodial role as well a caring role). Access to and from the hospital was controlled by resident lodge-keepers, and there were separate entries for infected and non-infected traffic. These hospital buildings have been described by an architectural historian: ‘Externally the first buildings were of a cavity face-brickwork with stucco dressings and Marseilles pattern terra-cotta tiles; they generally followed the Queen Anne or Federation style of architecture’.14 The two original wards were ‘characterised by two conically roofed octagonal tower rooms on the north end, presumably acting as service rooms for the staff. The balance of the building being a long, hipped roof and verandahed pavilion, which illustrates the Oriental aspects of this style of architecture.’15 Entry to the new hospital was by a private drive leading to Yarra Bend Asylum, from which visitors entered the hospital grounds. A Weekly Times journalist described the hospital at its opening as being an enclosure ‘in which several substantial looking buildings stand at respectful distances from one another, in a bare uncultivated allotment of twenty-two acres’.16
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The Yarra River at Fairfield in 1901, close to land set aside in 1898 to build a fever hospital.





The hospital was completed in 1901, the year of Queen Victoria’s death. It was not opened until October 1904 (35 years after the original Board of Health discussions) due to a lack of funds—the Queen’s Memorial Fund having been exhausted in paying for the building of the hospital, no money was forthcoming for furniture, supplies or staffing. The first meeting of the hospital’s Committee of Management was held on 16 May 1904 at Melbourne Town Hall. Melbourne Councillor Sir M. D. McEacharn was elected chair, and committee members were councillors and aldermen from Melbourne, Fitzroy, Richmond, St. Kilda, Brunswick and Coburg. Five members had to retire each year, and the first meeting drew lots to decide upon the order of retirement. Four sub-committees were set up—Furnishing and Equipment; House and Building; Finance; and Staff—the chair being an ex officio member of all four.17 In terms of the actual conduct of the hospital’s pre-opening business, it was ‘arranged that for the time being the business of the Institution be conducted by the Melbourne City Council pending the appointment of permanent officers,’ and that McEacharn act as honorary treasurer pending the appointment of a treasurer. Although the hospital had been vacant since the buildings were completed in 1901, it had already fallen into debt of £188 18s 1d, incurred ‘principally in payment of wages to caretaker, insurance, and other expenses’. The Committee agreed to make good the deficiency ‘under the circumstances’. The first task facing the newly formed Committee was to make all the preparations necessary to provide the furnishings, equipment, staffing and provisions which were required to turn the bare hospital buildings into a functional hospital, This was to prove no mean task.
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The new hospital, in 1904 (from the Golden Jubilee Brochure).





The Furnishing and Equipment Sub-committee met on 18 May and appointed Alderman Strong as committee chair. It decided that ‘as far as practicable tenders would be invited for the various supplies required by the Hospital according to samples to be exhibited by the Committee’. It was also decided to ‘ask the authorities of the Melbourne Hospital to favour the Committee . . . with samples of the various articles supplied to that Institution’. This was the first of many instances in which the new hospital Committee of Management and the various sub-committees would seek assistance from the long-established and respected Melbourne Hospital (Royal Melbourne Hospital) in that months that followed. It is pleasing to note that the men entrusted with establishing the hospital were not too proud to seek the assistance of knowledgeable people and that the Melbourne Hospital gave unstintingly. This meeting made speedy, one might even say urgent, arrangements for the whole Committee of Management to inspect the new hospital buildings the following day—some, perhaps all, of them may never have seen the buildings before. The Furnishing and Equipment Subcommittee visited the Melbourne Hospital the day after, to see at first hand how a hospital was furnished and equipped. The ‘Lady Superintendent’ of the Melbourne Hospital had already helped prepare a list of articles that the new hospital would need for the Queen’s Memorial Fund Committee, and she discussed this list with the sub-committee during their visit.


The Committee of Management and its various sub-committees worked hard over the following months to prepare the new hospital for opening. The minutiae of their efforts need not detain us here but we should note the huge amount of work, much of which was unfamiliar to the committee members, who mostly lacked experience in hospital administration and medical matters. The first major decision of the Committee of Management was taken on 26 May, when it resolved to advertise for a Medical Superintendent and a Matron. The Medical Superintendent would receive £200 per annum with full board and lodgings, and the Matron £80, also with full board and lodgings. Given that the hospital had been sitting unused for three years, the Committee of Management wisely delegated the House and Buildings Sub-committee to prepare a report on the repairs that would be required to the hospital buildings.


The Finance Sub-Committee met for the first time on 30 May and immediately faced the problem of how to finance the opening of the hospital. The Queen’s Memorial Fund monies had been completely spent and an overdraft of £44 10s 6d had been drawn. The Finance Sub-committee decided to recommend to the Committee of Management that a levy of £1500 be made upon the municipalities for furnishing and equipping the hospital and for expenses which would inevitably arise prior to the receipt of the first quarterly contributions from councils. The sub-committee also authorised the town clerk to apply to the hospital’s bank (Bank of Australia) for a £500 overdraft. The Committee of Management accepted all of the Finance Sub-committee’s recommendations.


A special sub-committee met on 7 June to discuss government conditions relating to the hospital. It examined a number of conditions which had caused some concern and found that it was able to accept them. Included in these conditions were the total enclosure of the hospital site by a ‘high iron fence’; the prohibition on admitting cases of smallpox, plague or other exotic diseases, and annual payment of the government contribution to the hospital. The fact that the hospital was to be restricted to treating patients suffering from scarlet fever and diphtheria was to be a continuing problem for the hospital in its early years.


At the Committee of Management meeting held on 9 June 1904, the main item on the agenda was the responses to the advertisement for a Medical Superintendent and a Matron. The response had in fact been rather patchy: while eleven women had applied for the Matron’s position, only one application was received for the Medical Superintendent. A short list of people to be interviewed was decided upon for the Matron’s job, and a very short list consisting of one man for the Medical Superintendent’s job. At the next meeting of the Committee of Management, on 16 June, it was resolved to appoint Dr Sydney H. Allen FRCSB as the hospital’s first Medical Superintendent and Miss E. A. Conyers as the first Matron. Both engagements were to begin on 20 June. The Furnishing Sub-committee, which met on that day, not surprisingly decided to ‘at once obtain the furniture necessary for the offices of the Medical Superintendent and the Matron’. This meeting had the pleasant task of responding to an offer by the Australian Natives’ Association of £75 towards the purchase of an ambulance. Given the financial difficulties the committee was facing, such an offer was welcome indeed.




Scarlet fever (Scarlatina) is an acute infectious disease, especially prevalent among children. Caused by haemolytic streptococci, the disease is characterised by a bright red rash spreading from the upper to the lower part of the body (hence the name) and a sore throat. The rash is followed by the skin peeling in flakes—the disease thus echoing the effects of severe sunburn. Daniel Sennert, a German physician, is credited with the first description of scarlet fever in 1617. It was frequently confused with measles. Scarlet fever was apparently unknown in Australia till 1833. It was recorded in and around Melbourne in 1841, and reappeared with greater severity in 1848. There were subsequently irregular epidemics, declining in importance from 1880 onwards. Scarlet fever can now be successfully treated with antibiotics.
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In the second row of the staff for the new hospital, 1904, are Dr S. H. Allen, Medical Superintendent (left) and Miss E. A. Conyers, Matron (centre).





The next meeting of the Committee of Management, on 23 June, considered the thorny subject of what classes of diseases should be admitted to the hospital at its opening. The Medical Superintendent reported that two classes of disease could be treated at the same time, given the existing accommodation. After further deliberation it was decided that only cases of scarlet fever and diphtheria be admitted to the hospital. This meeting also decided to erect a porter’s lodge at the main entrance to the hospital (at a cost not exceeding £20). The question of staffing was much discussed at this meeting, and it was decided to ask the Medical Superintendent and the Matron to advise regarding the hospital’s staffing requirements and to ask the town clerk to obtain particulars as to wages paid to staffs at other hospitals in Melbourne. A special Committee of Management meeting was arranged for 27 June to consider the whole issue of staffing and wages.


In keeping with its role as Melbourne’s newest and most modern hospital, the committee decided that the hospital should be connected with the central telephone exchange and that quotations should be invited for the installation of a ‘complete telephonette’ service between the various hospital buildings. Another important development at this meeting was the tabling of a plan for laying out and planting the hospital grounds by Guilfoyle and Campbell. The committee accepted the report and decided to ask for a further report from the same firm regarding how the work should be scheduled and what trees should be purchased first.


At the special Committee of Management meeting held on 27 June, the Medical Superintendent and Matron reported that in their opinion the nursing and domestic staff required by the hospital at its capacity of fifty patients was fourteen nursing staff (2 sisters, 3 night nurses and 9 nurses), ten domestic staff (2 wardsmaids, 1 maid for domestic block, 1 maid for nursing home, 1 cook and 2 assistants, 1 laundress and 2 assistants) and six men (1 ambulance driver, 2 porters, 2 engine drivers and 1 disinfector). The committee accepted this estimate that the hospital would require thirty staff to operate, and set up a sub-committee to recommend a scale of wages to be paid to the various staff members. This sub-committee met on 30 June and after considering the rates paid in other comparable institutions recommended that the following pay scales be adopted by the hospital: sisters, £40 per annum; nurses, £30 per annum; probationer nurses (1st year) £12, (2nd year) £18, (3rd year) £24; ward and housemaids, 10s per week; laundress, 16s per week (this works out at £40 per annum—the same wage as a sister); assistant laundress, 10s per week; cook (female), 20s per week (£52 per annum!); assistant cooks, 10s per week; engine drivers (resident), £9 per month, (non-resident—the senior officer) £12 per month; disinfector, 20s per week, ambulance driver, 20s per week and porters, 16s per week. All of these staff were also to be provided with board and residence, with the exception of the non-resident senior engine driver. The relativities between the salaries of the various types of staff make fascinating reading, highlighting as it does the extreme nature of gender inequalities and the lowly respect—at least in terms of financial remuneration—accorded to nursing staff. The Committee of Management accepted the salary recommendations at a meeting held on 30 June. This meeting also decided that the time had arrived to advertise at once for ‘Sisters, nurses and such others are immediately required’. The meeting went on to consider applications received for the two nursing sister positions and decided to employ M. J. Young and E. M. Groves. The task of selecting other nurses and ancillary staff was delegated to the Medical Superintendent and the Matron. A special sub-committee was set up to select the six male employees required.


Even although the Committee of Management had reached an advanced stage in preparing for the opening of the hospital, a number of important building issues still needed to be addressed and two new building projects were approved. The first was the decision to call for the preparation of plans for a two-stall stable with feed and harness room and an ambulance car shed. The second building decision arose from an inspection of the hospital made by Cr Stapley, a member of the House and Building Sub-committee. Stapley, who clearly had some knowledge of building design, reported to the Committee of Management that it was ‘absolutely essential that verandahs should be erected along the west side [of the two wards] and submitted an offer by Mr. R. Stockdale, contractor for the erection of the buildings, to erect such verandahs at a cost of £74 each’. It is greatly to the credit of the Committee of Management that, when they were incredibly busy with the myriad arrangements which had to be made prior to opening the hospital, they still found the time—and the money—to discuss and approve a fairly substantial addition to the hospital’s buildings. Many thousands of patients and staff had reason to thank the wisdom and foresight of Cr Stapley and his fellow committee members over the decades that followed as the verandahs provided them with great physical and aesthetic pleasure.


Turning empty buildings into a fully staffed, equipped and provisioned hospital is a task of Herculean proportions, and the various committees involved in the process had a welter of decisions and arrangement to make. At the Committee of Management meeting on 14 July, for example, the committee had to examine tenders presented for the supply of groceries (one year’s supply), furniture, instrument tables, bedsteads, uniform samples, filters and sterilisers, laundry equipment, and wines and spirits, and select the most suitable offers. It also had to approve a contract for painting the hospital and the appointment of engine drivers, porters, a cook and a laundress. Adding to their worries, the Medical Superintendent and Matron rather surprisingly informed the committee that none of the applicants for nursing positions were considered suitable and that the positions would have to be re-advertised.


Major decisions regarding the hospital grounds were made at the meeting of the House and Buildings Sub-committee. Campbell and Guilfoyle Co. had recommended that elm, plane and poplar trees be planted to form the avenues along the walks and roads. After considering this expert advice the sub-committee decided to plant plane trees along the roadways and pepper trees in the grounds for shelter purposes. These decisions, made under pressure and amidst numerous other more pressing concerns, were sound and had a considerable impact on the aesthetic quality of the hospital in the years ahead.


The Committee of Management meeting held on 21 July noted that Sir Malcolm McEacharn the chair and honorary treasurer, had returned to Britain and that Alderman Strong had been authorised to sign cheques on the hospital account. A note from the town clerk tabled on 28 July noted the resignation of Sir Malcolm McEacharn and that he was to be replaced on the committee by Cr W. W. Cabena. Cr Strong was elected chair in McEacharn’s place and was also appointed honorary treasurer. Given the difficulties in attracting suitable applicants, the committee decided to increase the wage offered to nurses from £30 per annum to £40 (to maintain salary relativities, the salary of sisters was raised to £50 per annum). The committee also agreed to employ M. Dwyer to perform clerical work at a salary of £2 10s per week, a figure that dwarfs even the newly increased salaries of nursing staff. The committee were informed that three pupil nurses (probationary) had been taken on—Misses Sims, Willoby and Blackwood—and that the Royal Victorian Trained Nurses Association had been contacted regarding the requirement that the hospital be recognised by the association as a training hospital for infectious diseases. The committee also agreed to send a letter of appreciation to the secretary and Lady Superintendent of Melbourne Hospital for services rendered to the committee while it was equipping the hospital. The meeting is notable in that it approved the following draft rules for nursing staff (and incorporated rules for patients). These rules remained in place substantially unaltered for many, many years. Some are worth quoting, as they provide a wonderful insight into the way the hospital operated and the living and working conditions of both staff and patients:




Queen’s Memorial Infectious Diseases Hospital


Rules Relating To Patients. Adopted 22 September, 1904.







	1. Only such patients as are infected with or suffering from scarlet fever or diphtheria, or such other infectious diseases as may be specified from time to time by the Committee of Management shall be admitted to the Hospital . . .


	3. Patients residing in any municipal district represented on the Committee of Management must furnish an order for admission signed by the Municipal Clerk or Officer of Health of such district.


	4. Patients residing in any municipal district not represented on the Committee of Management must furnish an undertaking to pay the cost of maintenance and treatment of such patients in the hospital. Such undertaking must be signed by the Municipal Clerk of such district on behalf of the Council of the district.


	5. Patients from ‘overseas’ must furnish an order for admission signed by an Officer of the Board of Public Health . . .


	7. Wherever practicable patients shall leave all valuables, money, &c., and all outside clothing, at home, and should wear body linen only, and be wrapped in blankets sent with the ambulance.


	8. Every patient on arrival at the Hospital will be examined in the Receiving House, and if found to be infected with, or suffering from one of the infectious diseases mentioned in clause 1, will be admitted into the Ward set apart for treatment of such disease.


	9. The clothes worn by the patient, and all other articles in his possession at the time of his admission shall be forthwith disinfected, and stored for the patient as may be directed by the Medical Superintendent. In cases where the clothes or other articles are of such a character as to render their destruction necessary, they may be destroyed, and a record thereof shall be duly made and preserved; but the Committee will not make any compensation for such articles . . .


	10. The patients shall be dieted in such a manner, and at such times as the Medical Superintendent shall direct.


	11. Patients admitted to the Hospital will be required to confirm to the following rules:–



	(a) They shall in all matters be subject to the control of the Medical Superintendent, or of the Matron or other members of staff acting under his instructions, and shall be respectful and obedient to the nurses.


	(b) They shall preserve silence during the night, and during the visit of the Medical Officers or Matron, and at all times refrain from making any noise which would disturb the other patients in the Ward.


	(c) They shall not leave their beds or the Ward without permission, and shall not enter any Ward except that to which they have been allotted, nor the nurses’ duty room except by permission of the Ward Sister.


	(d) They shall, when in the grounds, confine themselves strictly to that portion thereof set apart for them, and shall not leave the grounds, nor communicate directly with any person outside the premises until discharged from the Hospital.


	(e) They shall retire to bed not later than 8 o’clock p.m., and shall at no time be absent from the Ward after dusk without leave.


	(f) They shall not send letters or parcels to anyone outside the Hospital, except in such cases of urgency, and then only by special permission of the Medical Superintendent or Matron. The letters or parcels in such cases must be given to the Ward Sister for purposes of disinfection. The Matron will always convey any message of urgency.


	(g) No visitors will be allowed to see patients except by special permission of the Medical Superintendent or Matron, and subject to the special rules relating thereto.


	(h) Patients shall not give anything to or receive anything from visitors except through the Medical Superintendent or Matron.


	(i) They shall not give any present or gratuity to any nurse or other official.


	(j) They shall, if able to do so, regularly wash themselves as required, and keep themselves scrupulously clean.


	(k) They shall remain in the Hospital so long as the Medical Superintendent thinks proper.


	(l) All complaints must be made to the Medical Superintendent or Matron [scored out in red pen and replaced by secretary—in copy attached to the minutes] within three days from the occurrence of the cause for complaint . . .
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