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This book is dedicated to my dad, Jack Kennedy,
 and

   written in memory of my great-uncles Bill and Nick Kennedy,


   who both served in the 2/4th Australian Field Ambulance,
 7th Division, AIF (1940–1945)
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A NOTE ON TERMINOLOGY




While the scope of this book reaches far beyond the Kokoda Track, there is a need to acknowledge the passionate and ongoing debate over whether the term ‘Track’ or ‘Trail’ should be used. Which is correct? The short answer is neither — and both. The longer answer recognises that both terms were used by those who encountered the route from Port Moresby to the village of Kokoda before, during, and after thousands of Australian and Japanese soldiers were confronted by its testing topography in 1942.


These included the hopeful sojourners making their way to the northern goldfields in the 1890s, the Australians surveying and mapping the pedestrian path from 1899, the European missionaries traversing the route to deliver Christianity to the local population, and the Papuans of the Armed Native Constabulary who delivered the mail once a government station was established at Kokoda in 1904. The settlers, scientists, plantation owners and company managers who came to Papua during the early twentieth century used both ‘Track’ and ‘Trail’ to describe the path, as did the wives, nurses, teachers, and female missionaries who accompanied them. The challenging route was also known to many ‘lost and wandering white men’ who simply stumbled on the path by accident.1


During World War II, Australian and American war correspondents unwittingly contributed to the terminology debate, as did the military engineers and surveyors from both countries who continued to survey and map the area long after the war had ended. Government reports, books, newspaper reports and accounts by Australian veterans of the Papuan campaign that refer to the route as ‘Kokoda Road’ further illustrate the difficulties associated with determining the ‘correct’ terminology.2 Conspicuously absent from most discussions on the topic, however, are the voices of the Papuan peoples. The Motu people from the southern coastal region use the word ‘Dala’, which roughly translates as ‘road’, ‘path’, ‘track’, or ‘way’.3


I have chosen to use the term ‘Kokoda Track’ primarily because this was the term used by my great-uncle throughout the diary that inspired this book.4 








INTRODUCTION


‘A HISTORY OF PROBLEMS’




The Papuan campaign of World War II is often commemorated as the battle that saved Australia. The soldiers who fought this campaign against the Japanese are popularly immortalised as the men who saved Australia. Few have paused to ask who saved the soldiers. More than 20,000 Australians served in Papua between July 1942 and January 1943, fighting the Japanese along the Kokoda Track, across the Owen Stanley Range, on the northern beachheads, and at Milne Bay on the eastern tip of the island. Responsibility for the medical care of thousands of front-line Australian soldiers fell to just a few under-strength and under-resourced field ambulance units. There was no real plan or provision made for the medical care of those initially sent over the Owen Stanley Range to confront the Japanese in July. By the time victory was declared, approximately 6000 Australian soldiers had been killed or wounded, and almost 30,000 had suffered from illness and disease.1 These stark statistics lead to the inescapable conclusion that most of the Australian soldiers in Papua were cared for at some stage by medical personnel. 
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	Allied ground forces in active contact with Japanese forces on Kokoda Track and at Beachhead.










Viewing the campaign through the lens of Australia’s front-line medical units reveals a picture that is markedly different to popular representations which have been inclined to lionise the role of the indigenous Papuan carriers who made a vital contribution to the campaign waged in their country. However, the image of ‘Fuzzy Wuzzy Angels’ bearing wounded Australians to safety has become so ingrained in any representation of medical aspects of the Papuan campaign as to obscure a much more complex — at times inspiring, at times infuriating — reality. To this end, a more nuanced representation is possible by traversing a track less travelled — the track taken by Australian medical personnel. Examining the experiences of the Australian field ambulance units calls into question the mythology around the singularly evocative word that has come to represent the entire Papuan campaign — Kokoda.


Perhaps understandably, the mythology that inspired the words etched in stone at the Isurava memorial — ‘Courage Endurance Mateship Sacrifice’ — has been founded on the experiences of the fighting soldiers. Those very words have become the cornerstone qualities on which the popular narrative is constructed.2  A sense of inevitability about the hardships endured by the Australians lies at the heart of this account of events — whereby the ordeals they suffered are direct, inevitable, and unavoidable consequences of the harsh environment in which the campaign was fought.


This book challenges that narrative.


Japan’s entry into World War II in December 1941 set in motion a cascade of events that brought home the consequences of Australia’s long-standing ignorance and neglect of Papua. In February 1942, the recently elected Prime Minister, John Curtin, described the defeat of the Allied forces in Singapore as ‘Australia’s Dunkirk’, telling the Australian people that, just as ‘the fall of Dunkirk initiated the Battle for Britain, the fall of Singapore opens the Battle for Australia.’3 The rapidity of the Japanese advance in the Pacific area pushed Australia and its defence forces to their limits, redefining this country’s relationship with Britain, the United States (US) and Papua New Guinea.


Desperation and necessity pushed Australian defence policy closer to America to bring about a situation that proved mutually beneficial. Successive Japanese victories in the Pacific during 1942 challenged the Australian government, the defence forces and the general population to confront the nature and limitations of Australia’s relationship with Britain, to question their Dominion status, and to cast off some of the more onerous obligations of empire. The initial military response to the Japanese threat was defensive and, indeed, ‘the whole emphasis of the Australian war effort changed to the defence of the Australian mainland [as] appeals for strengthening the outer barrier gave place to anxiety for the security of the base.’4 The Australian Army’s medical response was certainly in line with a defensive strategy. Very little was done to quell fears of an invasion of mainland Australia, even after any real threat had passed.


The Australian government and its defence forces had long acknowledged the potential Japanese threat to their shores, yet had done little to address that threat. Rather, there had remained an unfathomable degree of faith in the ability of the British navy to protect Australian territory via the Singapore Strategy. This reliance on British naval supremacy was underpinned by a denial of the practicalities of such a strategy, and an unwavering belief that geographical barriers such as the formidable Owen Stanley Range and the dense jungles of Papua were enough to prevent any land-based assault on Australia from the north. Many knowledgeable, pragmatic and otherwise realistic men clung to the hope that outdated treaties, covenants and alliances would afford sufficient protection from Japanese aggression in the Pacific — even in a world whose political landscape had been irrevocably altered since 1914.5


Australia’s geographical proximity to, and long-term relationship with Papua should have resulted in a more organised and effective military and medical response to the Japanese landings on its northern shore in July 1942. The soundness of the eventual decision to launch an offensive in Papua was questioned by some in the military at the time, and the wisdom of that decision remains arguable today 6An unwillingness to sufficiently grasp and respond militarily and administratively to the Papua that existed beyond Port Moresby effectively neutralised any medical advantage over the Japanese that may have existed for the Australian soldiers fighting in Papua. The territory’s proximity to Australia should have posed far less of a logistical challenge for the Australian Army Medical Corps (AAMC) than that presented by the distant Middle East. However, the fear of a Japanese invasion of Australia — whether real, imagined, or politically expedient — drove the decision to concentrate medical resources and facilities around capital cities on the Australian mainland. This served to divert attention away from the adequacy of medical facilities in the island territories to Australia’s north.


Within the Australian Army there was a failure to reform outdated administrative structures in response to the changing military situation. The defence of the Australian mainland continued to take precedence over pre-emptive measures in the islands to the north, with the result that many responses — such as accurately mapping the islands — came too late to be of benefit. Similarly, the decision to nominate the under-strength and ill-prepared militia 39th Battalion as the unit which would initially take the fight to the Japanese in Papua proved costly. The correspondingly meagre medical response during the first months of fighting was proof of the failure to heed the carefully considered and documented medical lessons from the Middle East. Both the military and medical plans in Papua, such as they were, relied on a successful advance and a swift victory, with little thought given to the medical consequences should these fail to eventuate.


Along the Kokoda Track, a combination of factors that centred on supply, treatment and evacuation adversely affected the Australian field ambulance units (the 14th, 2/6th and 2/4th) during the first weeks of fighting, leaving them overwhelmed with casualties. Though the later Milne Bay campaign was comparatively brief in terms of fighting, the three medical units primarily responsible for maintaining the health of soldiers in this malarial morass (the 11th and 2/5th Australian Field Ambulance units, and the 110th Casualty Clearing Station) encountered similar challenges to those presented by the Kokoda Track and the northern coast of Papua. Ultimately, all medical units paid the price for the Army’s serious underestimation of the enemy’s ability, and for a failure to sufficiently recognise and address the unique medical challenges presented by the Papuan terrain.


Although geographically close to the Australian mainland, the medical units in Papua quickly found themselves effectively isolated. The difficulties they encountered there, however, did not occur in isolation. Adopting a comprehensive and longitudinal approach to the medical campaign in Papua allows consideration of the political machinations, military maladministration, changing priorities, ineffective leadership, poor planning, and logistical difficulties, as well as the nature of the campaign and the ‘relentless nature’ of the country itself. There is no doubt that such issues impacted to varying degrees on medical personnel and the soldiers entrusted to their care.


The Australian Army was responsible for the lives of thousands of soldiers, yet medical care was far from a priority at any stage of the campaign in Papua. Flaws in the higher planning and execution of the medical campaign reflected an ad hoc approach that was reliant on the ability of medical personnel on the ground to improvise and extemporise to save lives. Examining a range of sources relevant to the highest levels of government and the military provides a more traditional, empirical ‘history from above’ perspective, while critical analysis of less formal source material (unit diaries, service records, correspondence) can help to balance this view. Close reading of personal diaries and letters round out the history and add to an understanding of the medical campaign specifically, and the Papuan campaign more broadly.


The diaries of Gavin Long — talented journalist, teacher, historian, war correspondent, general editor of (and contributor to) the 22-volume official history series, Australia in the War of 1939–1945 — unexpectedly provided the guiding principles for Shadows on the Track.7Long wrote of a conversation with two esteemed colleagues — the editor and official historian of the First World War, Charles Bean, and that conflict’s official medical historian, Dr Arthur Butler — in Canberra on 17 November 1944. The meeting that Friday afternoon centred on how best to approach the writing of the medical history of World War II.


The three agreed that it was necessary to first note ‘how things were at the beginning and then record the changes’8 A succinct summary of the military campaigns was regarded as vital, though Butler raised the difficulty of applying this approach to the campaign in New Guinea before pointing out that ‘the fundamental problem was to deal with the medical side’9 The gentlemen agreed that the right balance could be found by including a concise treatment of the military aspects, before moving on to a more detailed account of the medical problems. There was also consensus that discussions of medical aspects needed to be kept crisp and to the point. Finally, it was agreed that the narrative should not ‘deteriorate into a diary’ of field ambulance movements.10 


Before leaving to catch a cab to the aerodrome, Charles Bean clarified the approach that should be taken to writing the medical history of the war: ‘People won’t want to know the movements of fd ambs [field ambulances] … You can stand that for part of one campaign but when it continues for several campaigns it is unreadable. A history of problems – that is the guts of it.’11 Indeed, it is.










CHAPTER 1


FOUNDATIONS, EXPLORATIONS, ALTERCATIONS


‘Little By Little’




FOUNDATIONS


Australia’s medical response to the military situation in Papua in 1942 encapsulated all that was admirable, and that which was less so, in the history of Australian military medicine. The first deployment of an Australian military medical unit was to the Sudan in 1885. An ambulance corps comprising of 34 men, five ambulance wagons and 26 horses accompanied approximately 700 volunteer soldiers as they sailed from Sydney, New South Wales (NSW), to the Red Sea port of Suakin in Sudan. Though the NSW contingent was under British command, this was the first time that military medical personnel from Australia served as a discrete unit in an overseas conflict1 Although not a united and promulgated medical service until 1902, medical corps personnel were among the 15,000 volunteers from the six colonies — later, the Australian Commonwealth — who served in South Africa during the Second Boer War (1899–1902).2 


As the twentieth century unfolded in war’s long shadow, Australians remained British in heart, mind and spirit. It was inevitable that the country’s military and military medical service would continue to reflect those strong links. Developments in the AAMC to this point had mirrored those of the nation.3 Prior to Federation in 1901, the standards of military medical units varied across the country, with NSW far ahead of the other states in terms of numbers and training. This has been attributed to the determination of one man, William ‘Mo’ Williams for, as Jennifer Gurner observed in her account of the history of Australia’s medical corps, ‘while other states had the opportunity to develop as good a service, they didn’t have Williams.’ 4
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Montage of New South Wales Contingent to the Sudan campaign, 1885. Surgeon-Major W.D.C. Williams is third from left in the top row. The central portrait is Major General J.S. Richardson (AWM 100976).


Williams had served as staff surgeon to the NSW Artillery before volunteering as the Principal Medical Officer (PMO) for the contingent to the Sudan. This experience, coupled with further training in England, saw Williams promoted to the rank of major and appointed PMO for the Army in NSW on his return to Australia. An idea first mooted by Williams and the Commandant of the NSW Corps, Colonel John Richardson, for the formation of a NSW Ambulance Corps finally came to fruition in 1888.5 The inaugural unit temporarily took the form of a medical staff corps, with one PMO, four surgeons and 63 other ranks. When Williams attained the rank of lieutenant colonel the following year, he stated that his objective was to produce a permanent departmental corps which ‘not only should contain surgeons equal to any emergency, and men so thoroughly trained, that they would be able to act as Hospital orderlies, wagon drivers, or stretcher-bearers, but that they might be expert in tent pitching, in transport, dressing and feeding patients.’6 A permanent 15-man medical staff corps was subsequently established.


Federation saw the imperative for legislative and administrative cohesiveness, with which to bind the disparate colonies, extended to the military and its medical services. To this end, the existing services in each state were reorganised into a single, unified corps. The various state Defence Acts were subsumed, with the result that control of state military forces eventually became the responsibility of the Commonwealth. Due largely to the commitment of Williams, NSW was comparatively well resourced and boasted a corps of 36 officers and 122 other ranks by 1901. By comparison, Western Australia had a total corps of just 20 men, while the South Australian Medical Staff Corps struggled along with 45 members and was ‘in urgent need of modern equipment’.7 The Commandant’s Report of 1901 provided an overview of staff levels, training and equipment in each state force, including the medical corps. Until this time, there had been no provision for service corps in South Australia, Western Australia or Queensland.8 Only the NSW military could boast an ordnance store depot — and no state had a military veterinary department, despite the crucial role that horses played in the Army. It was against such a background that the General Officer Commanding (GOC) Australian Military Forces, Major General Edward Hutton, undertook his 1902 nationwide assessment of military equipment and supplies, including that available to medical staff.9 The AAMC was officially promulgated that same year.10 This new organisation comprised the Permanent Army Medical Corps, Militia Army Medical Corps, Volunteer Army Medical Corps, Reserve of Officers, and the Army Nursing Service Reserve. 11


In 1906, Britain united its bearer companies and field hospitals into a single unit which became known as the field ambulance, comprising 10 medical officers and 224 other ranks. These were subsequently divided into tent divisions (nursing and administration duties) and bearer divisions. There was also a Light Horse Field Ambulance which had four, rather than the usual six, stretcher-bearers. The field ambulances were each attached to a brigade and were organised into self-contained sections (A, B and C), each equipped to handle 50 cases. Australia followed Britain’s lead, with this new field ambulance system forming the foundation for the front-line medical care of thousands of Australian soldiers who found themselves fighting in twentieth-century wars. In 1909 pharmaceutical officers were included in the Medical Corps Reserve and sanitary officers were eventually incorporated. The original 1902 establishments had made no provisions for these components, nor had they included dental or preventative medicine units. 12


Refinements to the organisational and administrative framework of the AAMC were extensive and ongoing during the turbulent first decades of the twentieth century. Such changes reflected the maxim, first proposed by Williams in the 1880s and adopted by the newly promulgated AAMC in 1902: Paulatim — ‘little by little’. This aphorism suitably conveyed the incremental steps by which Australia finally achieved a united and permanent military medical corps. 13


The field ambulance soon became the largest component of the AAMC. These units were responsible for the administration of medical care to all sick and wounded soldiers and were located as close to the fighting as possible. Mobility was the field ambulances’ defining feature — they shadowed the soldiers, with the primary aim to return the sick or wounded to the fighting or, if this was not possible, to evacuate them via a series of medical installations. Each medical post was located progressively further away from the front line. The standard scheme of casualty evacuation meant that the wounded were initially attended to on the battlefield by fellow soldiers, with battalion medical officers (often assisted by field ambulance personnel) administering further rudimentary care at Regimental Aid Posts (RAP), which were located short distances from the fighting. The field ambulance units assumed responsibility for the provision of increasingly more comprehensive treatment via the Advanced Dressing Stations (ADS) and Main Dressing Stations (MDS). Casualties were evacuated from the MDS back to Casualty Clearing Stations (CCS) and on to Australian General Hospitals (AGH) in the base area, depending on their wounds and condition. The field ambulance units came under the command of the division in which they served, with each unit generally responsible for the casualties of a single brigade.14
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Australian Army Medical Service standard scheme of evacuation. Variations to the scheme were made over time and in response to the military situation.


The issue of funding proved to be a stumbling block to the evolution of a consistently well trained and well-resourced medical corps capable of supporting Australia’s soldiers in time of war — and also providing medical care during peacetime. The introduction of universal military training in Australia in 1911 highlighted shortcomings in the medical services. At a time when more than 50,000 Australian males aged between 12 and 26 were training to fight for empire, king and country, no provision had been made for the acquisition of military medical stores. In addition, the medical supply and casualty evacuation systems both relied heavily on horse-drawn transport. Adding to the challenges was the issue of staffing: there were just four officers and 29 other ranks in the permanent AAMC, while the militia medical corps totalled 183 officers and 1649 other ranks.15


The fledging organisation was truly tested in World War I. On the eve of the conflict, the permanent medical services of the Australian Army had been in existence for a mere 23 years. The indefatigable Colonel ‘Mo’ Williams asked for, and was appointed to, the post of Director of Medical Services (DMS) and headed off to serve in his third war. He was 58 years old, overweight, not in the best of health, and with an outlook that was judged by some of his many detractors to be ‘self-contained and restricted by his immersion in the past’.16 The vast and bloody battlefields of Europe comprehensively tested DMS Williams, DGMS Major General Richard Fetherston and the AAMC as a whole. It was predictable, though not necessarily inevitable, that the effectiveness of twentieth-century battlefield medicine in places such as France and Turkey would be hampered by hauntingly familiar problems of resources, administration, logistics, command, communication, technology, transport, personalities and topography — factors which had so affected the administration of battlefield medicine in Europe, the Crimea, Africa and America throughout the preceding century, and which would arise in the Papuan campaign.


War inevitably brought change. Although this all-encompassing conflict produced carnage on an unimaginable scale, it also effected lasting scientific and technological developments — and heralded the emergence of medical men who were determined to fight for improvements to Australian military medicine. In the early years of the First World War the importance of rapid treatment was still not fully recognised as a crucial factor in the survival of wounded soldiers. However, by war’s end it was this issue which drove key changes in military medical care as the importance of the swift collection, treatment and evacuation of patients was better understood. Another major advancement in medical care that evolved during these years was the development of specialty areas and specialist practitioners within the AAMC. This was largely the result of the medical profession worldwide finally taking a more scientific, less intuitive approach to medicine. Indeed, the official medical historian, A.G. Butler, contended that, by conferring the label of ‘non-combatants’ on the military medical service, the Geneva Convention of 1864 in effect stigmatised and isolated the military medical men of that time from civilian medical practitioners who were keenly embracing scientific developments.17 Butler argued that the Great War not only redressed these issues but also came with the crest of a wave of technical ‘scientific’ activity unsurpassed, probably unequalled, in the history of man’s cultural evolution ... [I]n the Great War medicine, almost alone among war’s exploitations of peace, was able to ‘save its soul alive’ and, after some initial frustration, began to pick up the threads of peacetime scientific progress. 18
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	10
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	16
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	Reorganisation of the Australian Field Ambulance from three sections to two sections December 1918.










The raison d’être for any military medical service in any war is to treat sick or wounded soldiers and return them to the front line as quickly as possible. However, the trinity of issues — supply, leadership and communication — which had vexed military medical men in earlier wars had once again stymied those charged with saving soldiers. During the turbulent years of World War I, millions of soldiers and civilians suffered death, disfigurement and disease on a scale hinted at, though barely imagined, by Henri Dunant and his contemporaries who founded the International Red Cross and drafted the first Geneva Convention.19 This conflict that had pitted nineteenth-century men against twentieth-century machines impelled major technological advances, which paradoxically served both to destroy and save humanity.


EXPLORATIONS


From as early as the sixteenth century, a succession of Spanish, Portuguese, French and Dutch explorers sighted, charted and ‘discovered’ numerous South Pacific islands. Yet it was not until the 1840s that British naval officer Captain Owen Stanley surveyed the Great Barrier Reef, the waters of Torres Strait and the Arafura Sea, and the islands and coastline of south-eastern New Guinea.20 Heeding the warnings of the British Admiralty to avoid the ‘treacherous dispositions of [the] inhabitants’, an ailing and trepidatious Stanley did not set foot on New Guinea itself. 21Though reports on the area written by his contemporaries indicate that the Admiralty’s warnings and Stanley’s fears were not unfounded, a less anxious Captain John Moresby visited villages around the south-eastern part of the island in 1873. Moresby recorded his experiences, noting ‘the kindness of the natives’.22 Initial European efforts to establish permanent settlements in the western parts of New Guinea were short-lived, however, with most early attempts ending in suffering, sickness or death. 23


The first permanent European resident of New Guinea was the English missionary William Lawes, who arrived with his family in Port Moresby (named by Captain John Moresby in honour of his father) in 1874. This decade heralded a period of exploration and exploitation that saw a seemingly disparate group of missionaries, adventurers, gold miners and government administrators wash ashore. 24All were bound by the common desire to benefit — whether spiritually, scientifically or financially — from this untamed, untapped country and its people. Although Germany had played no role in its early exploration, the north-eastern area and surrounding islands of New Guinea comprised the first German protectorates claimed as part of that country’s colonial expansion. In 1884, the north-eastern part of New Guinea was annexed by Germany, with the mainland area of Kaiser-Wilhelmsland and the islands to the east forming German New Guinea.25 The south-eastern portion of the island of New Guinea became a British protectorate in the same year. 26The area came under Australia’s informal control in 1901, was named the Territory of Papua under the Papua Act 1905, and was formally placed under Australian administration in 1906, with Port Moresby as its capital. 27


A series of tracks that criss-crossed Papua had long been used by the local population to travel from village to village, and between the interior and the coast. One such route, the 60-mile (approximately 96 kilometre) Kokoda Track, extended from some 25 miles north-east of Port Moresby in Central Province to Kokoda, in Northern Province. The village of Kokoda lies on a plateau to the north-east of the highest point of the Owen Stanley Range, Mount Victoria. From Kokoda, less-traversed sections of the track snake their way north to the coastal village of Soputa and the northern beaches.


Although predominately used by Papuans, a handful of nineteenth-century European settlers also walked the Kokoda Track. As the area north of the Owen Stanleys opened up to settlers, explorers and gold miners in the early years of the twentieth century, a government station was established at Kokoda and the track was improved to facilitate better communication between settlements. From 1904, a fortnightly mail delivery service was implemented along the Kokoda Track and in 1932 an airfield was constructed to the west of Kokoda village, with the aim of improving transportation for settlers. 28


The arrival of the Europeans in Papua had implications for the island that went far beyond its physical landscape. An 1889 agreement between church representatives ‘seeking only the best interests of the native population’, determined their future ‘spheres of influence’ by effectively carving up the spiritual landscape of what was then British New Guinea. The Anglicans were allocated ‘the whole of the north-east coast from Cape Ducie to the northern boundary’, the London Missionary Society and the Society of the Sacred Heart became responsible for the religious education of those on the south coast, while the souls of those in Milne Bay Province were assigned to the care of the Wesleyan missionaries. 29
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Map 1.1 Nova Guinea c.1600 (source: George Collingridge de Tourcey, The First Discovery of Australia and New Guinea: being the narrative of Portuguese and Spanish discoveries in the Australasian regions, between the years 1492-1606, with descriptions of their old charts, William Brooks, Sydney, 1906).


The peoples of the Milne Bay area encountered European explorers from as early as 1606, but it was not until the late 1800s that gold miners, pearl divers and missionaries settled there. This low, marshy coastal tract of land at the eastern tip of Papua is bordered by the mountains of the Owen Stanley and Stirling ranges. The deep body of water that forms Milne Bay itself is approximately 20 miles in length and 10 miles across. Nestled in the bifurcated tail of the island of New Guinea, the bay is spared the more turbulent moods of the Solomon and Coral seas. The wider Milne Bay District encompasses over 500 islands, including the D’Entrecasteaux group of Goodenough, Fergusson, Sanaroa, Dobu and Normanby islands.


The same series of legislative acts that opened much of Papua to European-owned plantations during the late nineteenth and early twentieth centuries saw the clearing of large areas of marshy land and jungle around the village of Gili Gili, towards the north-western shores of Milne Bay, to make way for coconut groves and copra factories. A 50foot jetty was later constructed to enable the loading and unloading of ships that anchored in the deep, protected waters of Milne Bay, while a narrow road that crossed the numerous and fast-flowing creeks of the area addressed some of the communication and transportation challenges. 30


ALTERCATIONS


Britain’s entry into a war with Germany in August 1914 stoked Australian suspicions of its near neighbours in the Pacific and heightened fear of the enemy in German New Guinea. Given that many Pacific Islands had long been ‘carved up’ and distributed geographically, politically and spiritually, the British now suggested that the Australian capture of German wireless stations and, eventually, their territorial possessions in the Pacific would constitute ‘an important Imperial service’. 31The Australian Naval and Military Expeditionary Force (AN&MEF) sailed for German New Guinea from Cockatoo Island, Sydney, on 19 August 1914 in response to the British suggestion. 32This was to be the only time that Australia was entirely responsible for organising, supplying, mobilising and maintaining a military force overseas during the First World War. 33The AN&MEF comprised approximately 1000 naval and army militia volunteers.
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Map 1.2 German New Guinea


In many ways, the dire shortcomings of the medical component of the 1914 expedition represented a harbinger of the 1942 Papuan campaign. HMAS Berrima, which transported the force north to New Britain was unsuitable, having been hastily converted for the voyage just a week before embarkation. Because there had been no time to fit out Kanowna, a steamer originally intended to assist in transporting the troops, it was deemed too ‘dirty and unsanitary’ and was instead instructed to accompany the convoy — a decision that no doubt pleased the ship’s company, who had not been told that the vessel was to be used for active service and so were ‘not favourably disposed to the troops’. 34The general ignorance among the men concerning hygiene and preventative health prompted instruction en route. Medical plans were virtually non-existent and the medical stores sent were ‘defective … indeed, the supply of drugs and dressings on board was … nearly exhausted’ before they reached their destination. 35


This first joint operation undertaken by Australia’s defence forces relied on ‘undeveloped youths’ who were physically unfit for service, ill-prepared and ill-equipped to fight a war in any theatre, let alone on a Pacific island. 36The temperature at their destination of New Britain averaged close to 90˚ Fahrenheit, with heavy rainfall all year round, oppressive humidity, dense jungles, steamy rainforests and rugged mountains. A medical detachment of just 40 men accompanied the AN&MEF. Among this group were two officers whose lives were to be woven into the tapestry of the Australian Army Medical Service. 37Lieutenant Colonel Neville Howse VC was appointed PMO for the expedition, with Captain Frederick Maguire serving as second in command. Maguire would go on to write the official medical history of this expedition and the resultant Australian occupation of German New Guinea, while Howse was later appointed commander of the Australian and New Zealand Army Corps (ANZAC) medical services and its DMS. 38


It was a portent of things to come that such little thought had been given to medical aspects of the hastily organised expedition or, indeed, to ongoing medical arrangements for the island’s occupation thereafter. Howse was not consulted on the final medical arrangements and no naval medical personnel accompanied that service’s 500 volunteers. With the expedition so poorly organised and medical aspects largely ignored, it had been left to Howse and Maguire to oversee the care of those sent north at the behest of Britain, and it was only the initiative shown by Howse that equipped medical personnel with a few basic items suitable for the administration of medicine in tropical conditions. Voluntary organisations such as the Red Cross assisted his last-minute scramble for supplies of anti-malarial drugs such as quinine and other necessities, including microscopes and mosquito nets.


On 11 September 1914, the naval contingent landed near Herbertshöhe on the Gazelle Peninsula. The soldiers went ashore at Rabaul on the north-east tip of New Britain, kitted out in their heavy woollen uniforms. The advanced naval landing party consisted of 50 reservists and was supported by just one AAMC officer, Captain Brian Pockley. Leading Stoker William Kember, responsible for tending the furnace on the steamship, served as Pockley’s medical orderly. Once ashore near Herbertshöhe and Kabakaul on New Britain, the men were charged with seizing the wireless station at Bita Paka, less than five miles inland. The fighting was over within 24 hours, with both sides sustaining casualties before the German Governor surrendered. 39Captain Pockley was shot while attending the wounded and later died from his wounds, with Captain Maguire at his side. Pockley is widely acknowledged as the first Australian to die in World War I. 40


The British government was so pleased with the operation at Bita Paka that it encouraged Australia to seize further German possessions in the Pacific, thereby enhancing its contribution to the ‘great and urgent Imperial service’. 41German New Guinea came under Australian military administration for the duration of the war, with Captain Maguire remaining there as PMO until February 1915. It was under Maguire’s solid leadership that the small medical team, which had been ‘extemporised for an expedition’, faced the continuing challenges involved in dealing with the public health issues presented by Australia’s occupation of German New Guinea. 42His correspondence during the early months of 1915 indicated ongoing and serious medical supply problems. During January and February, for example, Maguire urgently requested a range of drugs as well as medical provisions such as castor oil, cough medicine, hydrochloric acid and methylated spirits. With a dearth of mosquito nets and quinine, and malaria becoming more prevalent among the men the longer they remained on the island, Australians began dying from the disease. 43No nets had been sent with the most recently arrived soldiers and any thought that some use could be made of the nets sent earlier dissipated given that ‘it was a week after the new troops arrived before the old troops could be sent away, and … the nets in use by the old troops were so dilapidated and dirty that even if available they were quite useless.’ 44
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Captain Brian Colden Antill Pockley, AAMC, AN&MEF, c. 1914 (AWM H19316).


The dosage of quinine was increased in an effort to counter the heightened risk of malaria due to the lack of protective measures, thus further depleting already inadequate supplies. That many of the men were now taking 10 grains of quinine daily meant approximately one and a half pounds (more than half a kilogram) of the drug was required per day to treat 1300 troops. The medical supplies requested by Maguire had still not arrived six weeks later. This affected the local population as well as the soldiers, as there was no quinine with which to treat the many patients languishing in ‘native’ (non-military) hospitals. 45
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AN&MEF personnel queuing for their daily dose of quinine, August 1917 (AWM A02739).


Captain Raphael Cilento, an AAMC officer and one of the official medical historians of the First World War, observed that Australia’s military occupation of German New Guinea in 1914 should serve to ‘impress on all concerned the fact that, although Australia was close to tropical countries, and had, in fact, tropical dependencies, the training of medical staff for the responsibilities of tropical hygiene was still very deficient and ... the community could not risk being caught again in so serious a state of unpreparedness as at the outset of the War.’ 46Unfortunately these wise words went largely unheeded.


Australia was not alone in claiming, occupying and holding German possessions throughout the Pacific during and after World War I. Many countries not only capitalised on the opportunity to increase their presence and power in the area for the duration of the conflict, but sought to hold onto the islands long after hostilities had ceased. In accordance with Article 119 of the Versailles Treaty of 1919, the Council of the League of Nations dispersed all German overseas possessions among the Allied countries. 47In the South Pacific, these included the Bismarck Archipelago, Western Samoa, Bougainville and Nauru as well as the Marshall, Caroline and Mariana islands, which Japan formally took possession of in 1920. 48


The pivotal role to be played by the ‘novel and interesting little corner’ of Papua, long obvious to Australia, was underscored by this changing world order. Prime Minister William (Billy) Hughes firmly believed that the key to Australia’s security was to be found in that ‘great rampart of islands which stretch around the north-east coast of Australia … [as] those who hold [New Guinea] hold us.’ 49Hughes’ determination to doggedly pursue his country’s interests at Versailles finally handed control of German New Guinea to Australia. By May 1921, the eastern section of the island had become a League of Nations Mandated Territory under the administration of the Commonwealth Government of Australia. 50Milne Bay, its districts and islands, represented the south-eastern extent of the Territory of Papua and so also came under Australian administration and protection. The western section of the island — Netherlands New Guinea — had been recognised as a Dutch possession by Britain and Germany since 1895 and remained under the administration of the Government of Netherlands East Indies. 51


From the 1920s, successive Australian governments adopted a policy of colonial self-sufficiency regarding New Guinea. The minimal amount of expenditure intended for Australia’s mandated territories was made clear in a 1921 budget speech by the Treasurer, Joseph Cook, who explained that ‘After considerable pruning, the expenditure estimates have been reduced to a sum not exceeding estimated revenue. In accepting the mandate, Australia has entered upon additional responsibility, but no stone will be left unturned to prevent further financial burdens being entailed thereby.’ 52The financial ramifications of the budgetary ‘pruning’ were keenly felt, with one former district officer and goldfields warden pointing out that the cost of supplying medical services to the indigenous population was ‘more than the head-tax collected [and] left no money for anything else’. 53


The enthusiastic post-war carve-up of the South Seas had not only shattered German hegemony, but produced a ‘political hodgepodge that ... by the early 1930s was hardly a satisfactory basis for a permanent status quo.’ 54 Indeed, the post-war status quo continued to shift on already shaky foundations throughout the decade. The years that had passed since the signing of the peace treaty at Versailles in 1919 saw old enmities fester away in Europe just as new enemies emerged on the Pacific horizon, with the result that German aggression soon threatened world peace once again. The sovereignty of the mandated territories resulting from the Versailles Treaty was not clear — a fact that did nothing to allay fears in the Pacific over the growing power and influence of yet another threat to peace during the 1930s: Japan. That the Marianas, Palau, Caroline and Marshall islands became Japanese mandated territories in 1920 appeared to represent an ever-present threat to countries such as Australia — one which escalated in the years after Japan’s withdrawal from the League of Nations in 1933. The Japanese decision to leave came in response to the League’s adoption of the Lytton Report which recommended that Japanese troops be removed from Manchuria. The withdrawal by Japan was accompanied by statements which ‘intimated quite plainly that she has no intention of handing back her mandate’. 55Importantly, the League did not insist that Japan do so.


Although fortifications were prohibited in any of the territories covered by the League of Nations’ mandates, Japan had built substantial naval bases on her Pacific islands during the interwar years. 56 Such action was construed by some as being in contravention of the mandate. However, there existed no clear delineation between the instigation of administrative processes and the building of civil constructions deemed necessary to promote development as well as free trade — but which might be also used in a military capacity if needed — and those processes and constructions which were established or developed purely for military purposes. Compulsory inspections of the Japanese mandates in the Pacific during the interwar years did not identify military fortifications. Regular reports delivered to the League of Nations also failed to highlight any violations. These facts have been drawn on to argue that Japan’s actions during the interwar period did not constitute a clear breach of the somewhat ambiguous limitations imposed by the League of Nations’ mandates.57


Given the uncertainty of the world’s political and economic situation during the 1930s, a decision by Australia on the ongoing question of the relocation of Rabaul, the capital of its mandated Territory of New Guinea, was deferred.58 The possible amalgamation of Papua with the Territory of New Guinea was instead prioritised by Australian politicians. There were various reasons the amalgamation question now reared its head. Proposals to amalgamate had previously been presented in an administrative context only, largely because full amalgamation of the territories was considered impracticable. Yet the issue had never been fully dismissed by the Australian government and was now deemed worthy of further investigation given the growing threat of conflict.59 It was thought that amalgamation would strengthen this ‘Australian outpost’, with the Minister in Charge of Territories, Eric Harrison, arguing that ‘the island of New Guinea, as represented by Papua and the territory of New Guinea, is vital to the life of Australia.’60


An associated issue came to the fore when Rabaul, located on the island of New Britain and approximately 35 miles off the coast of mainland Papua, was severely damaged by a volcanic eruption in May 1937. A visit to the area in 1938 by a group led by ex-Prime Minister, now Minister for External Trade, Billy Hughes, recommended Lae, on the Huon Gulf in north-east New Guinea, as the site for the new capital. Hughes’ preference for Salamaua, approximately 20 miles south of Lae, was roundly criticised, with the location deemed ‘extremely unhealthy’.61 Some, such as the Administrator of the Mandated Territory of New Guinea, Sir Walter McNicoll, who were cognisant of the military value of locating the capital inland, favoured neither of these small coastal towns. The debate became academic when the growing threat of war interrupted any plans for relocation and turned the country’s attention to other matters.62


An insight into the attitudes of Australian parliamentarians towards their northern neighbours in Papua can be gained by briefly considering discussions undertaken just prior to the 1938 visit to debate the location of the new capital. Much mirth had ensued in May that year when the wizened Hughes was asked by members of the Opposition to verify the accuracy of a statement contained in an earlier report by the Lieutenant Governor of Papua, Hubert Murray, which posited that ‘men with tails roamed the interior of New Guinea’.63 Hughes’ United Australia Party colleagues rather unkindly noted his remarkable likeness to a sketch of the so-called ‘monkey man’ who they deemed to be ‘Billy’s living image’.64 Ever the showman, Hughes played to the gallery and humoured the House by dutifully promising to look into the existence of the monkey men while in New Guinea. Although these discussions were conducted in a light-hearted fashion, they encapsulated Australian attitudes towards the peoples and history of the island of New Guinea and its component territories: Dutch New Guinea, the Australian Mandated Territory of New Guinea, and the Territory of Papua.


As diplomacy faltered and fractures deepened across Europe towards the end of the decade, the imperative for Australia to retain a mandate over New Guinea became more acute. It was thought that failure to adequately secure the area would ‘place the adjoining territory of Papua in jeopardy [and] provide a jumping-off place which might prove a very serious menace to Australia itself.’65 Australia’s mandate in the Territory of New Guinea was bound by the same League of Nations’ ruling that forbade Japan from building fortifications in her mandated territories. Indeed, the edict was the very reason that Australia ‘had scrupulously avoided making defence preparations there until 1939, and there was great leeway to make up.’66 A small military contingent left Australia to begin the construction of basic fortifications around Port Moresby in 1939, with the aim of implementing ‘the [Australian] Government plan to make Papua the base for the defence of the whole territory’.67


In September 1939, Prime Minister Robert Menzies declared that Australia was at war with Germany. Two months later, the DGMS, Rupert Downes, attended a presentation by J.R. Halligan of the Prime Minister’s Territories Branch regarding the overall situation in Papua and New Guinea.68 Halligan was a respected authority on the country and had accompanied Hughes on his visit the previous year. According to Halligan, the two areas of primary importance to Australia in terms of administration and defence were the current capital of the Territory of New Guinea, Rabaul, on New Britain, and the southern settlement of Port Moresby, the capital of Papua.
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Major General Rupert Downes, DGMS from 1934 to 1941 (AWM 043212).


Downes was familiar with the medical situation in Rabaul, having previously requested that the Acting Director of Public Health there undertake a survey of medical and hygiene conditions. That survey identified malaria, dysentery and dietary issues as the main health concerns. Downes, a diligent DGMS as well as an experienced and knowledgeable medical officer, was aware of similar health issues around Port Moresby and was keen to better understand the medical demands as well as learn more about the medical facilities already in place in Papua.69 Halligan explained that there were two main ‘native’ hospitals located at Port Moresby and Samarai, which was the administrative capital of Milne Bay Province. Smaller medical facilities were located at various stations, missions and plantations. European medical personnel in Papua regularly attended patients at some of the facilities, assisted by local nurses. Common medical conditions treated included hookworm, venereal disease, ulcers and yaws.70 This rudimentary health system was augmented by Papuans who trained for six months at the School of Public Health and Tropical Medicine in Sydney, before returning home to work as travelling medical assistants.71


Australia’s medical unpreparedness for war had long concerned Downes, who served as the youngest lieutenant colonel (2nd Light Horse Field Ambulance) in the First World War, before his promotion to the position of Assistant Director of Medical Services (ADMS) for both the ANZAC Mounted Division and the Australian base in Egypt.72 In 1936 he had organised a training exercise involving the Deputy Director of Medical Services (DDMS) and the Assistant Directors of the military districts then in existence: Queensland, NSW, Victoria, South Australia and Western Australia. The exercise was attended by 25 senior medical officers of the AAMC, the Deputy Director of the Australian Air Force medical service, as well as nonmedical members and staff. In what was the largest peacetime medical training exercise conducted in Australia to date, Downes presented the participants with a scenario predicated on a Japanese invasion of NSW, in which they were required to consider the military medical challenges of such an attack and propose the best methods for dealing with the casualties.73


In December 1939, DGMS Downes again travelled to Canberra to meet Halligan. This time the discussion centred on the logistics involved in expanding the medical facilities in Port Moresby. Downes was pleased with the outcome of the meeting, noting that ‘Halligan considers our proposal for an adjoint ward quite reasonable [and] thinks there is room to build a good deal in hospital site.’74 These discussions are notable for two key reasons: first, they indicate that there was some recognition of the imperative to improve medical care in Papua, and, second, they occurred two years before Japan’s entry into the war.


There is a view that the Japanese threat to Australia and its territories ‘had been foreseen and measures had been taken to establish some defence organisation, at Rabaul and Port Moresby in particular.’75 Yet, it must be acknowledged that any such measures proved too little and far too late. The sluggishness of the implementation and the deficiencies associated with Army administration, the building of fortifications, and the provision of medical facilities suitable for a country at war, suggest a low level of strategic importance had been afforded the military medical services and the Territories of New Guinea and Papua, even at this relatively late stage.










CHAPTER 2


LEADERSHIP, MIDDLE EAST, LESSONS


‘Our mutual feelings toward each other are quite unimportant’




LEADERSHIP


To better understand the medical situation that unfolded in Papua in 1942, it is important to appreciate the challenges facing the medical services on the eve of war, assess their response to the Middle East campaign of 1940–41, and consider the lessons learned — as well as those ignored. Medical lessons learned across Cyrenaica, Greece, Crete and Syria were not always heeded in the South West Pacific Area (SWPA) during 1942. In many ways, the Middle East campaign represented the nexus between the progression of the AAMC since its promulgation in 1902 and its regression in Papua 40 years later. The forefather of the military medical service in Australia, ‘Mo’ Williams, would have struggled to foresee both the highly mechanised war in which medical personnel found themselves embroiled in the first half of the twentieth century, and the primitive conditions later faced in Papua.1


By the time the country was again at war, the consequences of allowing the medical services to run down after 1918 and, indeed, actively pursuing their reduction, were clear. The harsh economic realities of the years following World War I, coupled with the peacetime somnolence that had been the hallmark of nations before and since meant that, rather than looking to the future, army medical departments worldwide remained mired in the past. Medical disasters such as the Gallipoli campaign left a bitter aftertaste for Australian medical officers who attributed such failings to a casual disregard for the importance of scientific research. Although wartime advances in science and technology progressed military medical practice to some extent, most Army medical units continued to be as outdated, underresourced, under-staffed and undervalued after 1918 as they had been throughout the long nineteenth century.2


Changes to the size and composition of the Australian Army had been effected over the decades, so that an Australian infantry division in World War II comprised 15,000 men — 3000 fewer than in World War I. By contrast, the number of Australian Imperial Force (AIF) divisional support personnel had increased from 30,000 to more than 50,000 men.3 In general, a division comprised three infantry brigades, two armoured brigades, artillery regiments and supporting arms and services. The organisation and size of the brigades changed during the interwar years and, by the 1940s, totalled between 2500 and 5000 soldiers. Although there had been major changes to the organisation and personnel numbers of the field ambulance units after World War I ended, it remained the case throughout World War II that three Australian field ambulance units were allocated per infantry division — with one unit assigned to provide medical care for each of the three infantry brigades and their attached troops.


By 1939, the war establishment of the Australian field ambulance units comprised 12 officers and 225 other ranks, including 56 Australian Army Service Corps (AASC) personnel. Ten of the officers were doctors, with two non-medical officers — one quartermaster captain and one officer — to command the AASC personnel. The other ranks included nursing orderlies, ward orderlies, quartermasters, carpenters, cooks — and later, motor ambulance and transport drivers. In accordance with the 1906 and 1929 Geneva Conventions, personnel were generally unarmed, permitted to carry only ‘light individual weapons solely to defend their patients or themselves against acts of violence.’4 Each of the three companies of the field ambulance unit included two medical officers with the rank of captain. In most battle situations, Headquarters Company was responsible for the MDS with the two bearer companies (A and B) manning the ADS. The field ambulance unit was commanded by an officer with the rank of lieutenant colonel, and each of the three companies was commanded by a major.5


Many of the medical officers who went on to play important roles in the Papuan campaign of 1942 had served in World War I, contributed to medical planning during the Army’s lean interwar period, and played vital roles in the early years of World War II. Over time, the influences associated with rank, personality and patronage combined to determine the direction and effectiveness of the medical campaign in the Pacific. Manoeuvrings and machinations in 1940 irrevocably altered the leadership of the medical service at a time when Australian soldiers were fighting and dying in the Middle East. Sixteen months later the AAMC would face its greatest challenge in Papua.


The DGMS, Rupert Downes, was on a long tour of Army medical facilities in Britain, India, the Middle East and Canada in September 1939 when Prime Minister Robert Menzies declared that Australia was at war with Germany. Rising tensions in Europe coupled with the failure to prioritise the medical services during the interwar years should have made the benefits of undertaking such a trip as obvious to others as it had long been to Downes. This was not the case. Though Downes had sought permission many years earlier, a long delay in obtaining official approval ensued, with the result that ‘the tour was begun too late for its full value to be attained.’6 DGMS Downes did not return to Australia until October 1939, with his position as the most senior officer in the Australian Army Medical Service temporarily filled by Colonel William Johnston.


In anticipation of the range of medical issues that would confront the Army if again called to serve in an overseas theatre of war, two key bodies — the Central Medical Coordination Committee and the Medical Equipment Control Committee — had been established by Downes in 1938. Their aim was to ensure adequate supplies for overseas medical units as well as for the home front.7 What Downes could not anticipate was the way in which myriad bureaucratic processes caused the wheels to turn ever so slowly. To take just one example, the cumbersome 10-stage process required to issue orders for medical equipment took a minimum of 22 days and a maximum of 60.8


As DGMS, it was Downes’ responsibility to organise the mobilisation of the medical service. On his return to Australia in October, he quickly established the Army Medical Directorate as the body responsible for preparing the AAMC for mobilisation. The efficacy of the Directorate was soon tested when, in January 1940, the bulk of the 6th Division of the Second Australian Imperial Force (2nd AIF) sailed for the Middle East. Based at Victoria Barracks in Melbourne, the Medical Directorate initially consisted of just five members, including Downes’ colleague and close friend, Colonel Samuel Burston. That their long-established friendship would come under considerable strain during these early years of war was not unrelated to Burston’s developing professional and personal relationship with the GOC 2nd AIF and 1 Australian Corps, Thomas Blamey. Revered and reviled, Blamey was a complex and difficult character who strongly supported those he deemed worthy and callously cast aside those he did not. Importantly, in view of his friendship with Burston, he ‘played favourites with some of his appointments ... and relegated able men ... and less able ones ... to the sidelines as much for personal as professional reasons.’9


While conscious of the importance of maintaining the traditional close relationship with British military command, the obligation to ensure the autonomy of the Australians as a distinct fighting force made Commander-in-Chief Blamey extremely determined to ‘maintain the integrity of the AIF and his command over it.’10 Although history has generally judged his efforts in this regard as successful, it nevertheless proved a difficult task for Blamey for reasons other than personality.11 For instance, many of the problems later experienced by Australian military commanders in the Middle East were attributable to the ‘fundamental flaw in Australian policy, namely that effective defence depended on a nation’s ability to manufacture arms.’12 The Australian Army had certainly been slow to adopt mechanisation and manufacturing policies during the 1930s and so continued to rely on its British counterpart for a great deal of support in the Middle East.13


Burston and Blamey arrived in Palestine together in June 1940. Downes had appointed Burston as DDMS for 1 Australian Corps — the most senior corps medical officer.14 On reaching Jerusalem on 20 June, Burston and Blamey attended a cocktail party hosted by the commander of the 6th Division, Major General Iven Mackay, who introduced them to some of the British commanders. Burston was pleased with the Australian medical situation, stating that ‘there has probably never been a force sent overseas from any country better equipped on the medical side.’15 During his time in the Middle East, Blamey experienced various health issues and became increasingly dependent on Burston. In conjunction with his official position, which was ‘always political’, Burston willingly filled the unofficial role of Blamey’s ‘personal physician and counsellor wherever they served together ... [and] made it a habit to spend time with Blamey daily, often on the pretext of AAMC matters, to check on Blamey’s physical condition and then give him medical and personal advice.’16 Thus, the already strong bond between the two men was consolidated. This information is relevant to any discussion of AAMC leadership as, in time, that bond would prove crucial to Burston’s controversial appointment to the coveted role of DGMS — a role proudly held by Downes since 1934 until it was wrenched from him in intriguing circumstances in 1941.
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DGMS Major General Rupert Downes with senior medical staff, c. December 1940. Downes is seated in the middle of the front row (AWM 000485).


The outbreak of war in 1939 had highlighted the need for the rapid mobilisation of the three arms of the defence services. Yet the power vacuum that had been created by Downes’ overseas tour meant that important issues such as the amalgamation of the medical services of the Army, Navy and Air Force, the coordination and distribution of medical supplies, and the training of medical personnel were either thrown into disarray or abandoned altogether.17 Among the many considerations in planning the medical care of Australian soldiers fighting a distant war, two areas had demanded Downes’ immediate attention: first, the AAMC had to be set up to function as a distinct entity and not merely serve as an extension to either the civilian medical service or the Army; second, it had to accommodate Australian, not British, circumstances and priorities.18


A report written by Downes in these early years of the war points to a medical service ground down by years of neglect — one that continued to rigidly adhere to outdated procedures, remained bound by severe financial limitations, and was too often hamstrung by the obstructionist behaviour of those in positions of military or political power. An insight into the composition of the medical service itself was provided by his observation that most of those who volunteered were older medical men — the corollary being that there was an absence of younger, fitter volunteers with medical training. There was certainly a marked difference in age between those volunteering in 1940 and those who had enlisted in the medical corps during World War I. Downes did not attribute this situation to a lack of suitably qualified personnel, but rather to a reticence to serve that he struggled to understand. In what seemed both a rebuke to the young doctors of the time and a surfacing of inter-state rivalry, Downes noted that, while only one of the registrars at Melbourne Hospital had volunteered (and later withdrew, before subsequently re-enlisting), ‘the holding back was particularly marked in Sydney from which all sorts of complaints on every subject connected with volunteering came.’19


The popular depiction of an altruistic group of young Australians eager to serve their country and rushing to enlist is somewhat dented by this description.20 Given that he had strongly and consistently opposed the well-supported proposition of conscripting medical students and doctors, Downes must have been bitterly disappointed at this turn of events. His comments regarding the effectiveness of the committees which had been set up to oversee the organisation of medical services reflected this disappointment. While observing that the various committees were primarily engaged in directing the supply of medical equipment, he noted the ineffectiveness and confusion surrounding ‘the control of medical practitioners owing to the lack of any executive power as regards calling up medical men [and] there was a good deal of misunderstanding and confusion with the State Committees. Some State Committees carried out their work to the limit, others did very little.’21


Relationships that were personally and professionally important to Downes changed dramatically during 1940. Despite the problems he encountered in dealing with military personnel and government departments, Downes enjoyed a good rapport with Prime Minister Menzies and the Minister for the Army, Brigadier Geoffrey Street, who recognised his expertise and often sought him out for advice on medical matters. A combination of respect and friendship saw Downes appear before the War Cabinet to discuss matters of varying importance, and he was often ‘either sent for or was accorded interviews with the Prime Minister.’22 Downes’ bond with senior ministers was dealt a cruel blow when a Royal Australian Air Force (RAAF) Lockheed Hudson A16-97 crashed on its approach to Canberra Airport in August, killing six men on board — including Brigadier Street.23 This ‘shocking calamity’ also claimed the life of the Chief of the General Staff, General Sir Cyril Brudenell Bingham White.24


The air crash had widespread and unanticipated ramifications for the nation, for Downes, and for the Army’s medical service. In personal correspondence, Downes noted that Street had previously instructed him by telephone ‘that nothing was to be allowed to hold up the provision of [medical] equipment and that it might be ordered whether the money was ready or not.’25 Street had also issued this instruction to Downes on previous occasions.26 For instance, the challenges of readying the medical services for war, the early battles to obtain access to sufficient medical resources, and Street’s willingness to help smooth the way, were discussed by the two over dinner on 11 October 1939, not long after Downes had returned from overseas.27 On 12 August 1940 (the day before the air crash), Downes asked Street to put his informal instruction ‘to see him at once if blocked’ in writing. That request was tragically ‘thwarted in execution by his death’.28


The difficulties encountered by DGMS Downes in supplying the Australian medical units in the Middle East impacted on leadership issues that came to the fore towards the end of the year. In June 1940, 12 days after disembarking in Palestine, Blamey promoted Colonel Burston to the rank of brigadier — a promotion Burston foreshadowed as early as April:


With regard to my position, I don’t think there should be any difficulty at all as my appointment until the Corps concentrates will be D.D.M.S., A.I.F., and I will carry out the two jobs of D.M.S., A.I.F., and D.D.M.S., Corps. It is possible that I may be given the rank of Brigadier almost straightaway, as it is considered that with nine full Colonels under me there should be some upgrading in my rank.29 


 Brigadier Burston moved to the headquarters of 1 Australian Corps in Gaza, which remained his base until it was relocated to Alexandria in February 1941.30 In Australia, Downes was struggling to supply equipment for the Middle East, as well as oversee the recruiting, equipping and training of the newly recruited medical men. These difficult tasks were made more so by reports of discontent among overseas personnel. Correspondence received by Downes from Burston and others was sometimes conspiratorial, ambiguous and confusing. Perhaps with one eye already focused on advancing his career prospects, Burston advocated a decreased reliance on Downes and the Melbourne Directorate over matters pertaining to the Middle East. In stark contrast to his initial impressions of a medical service that ranked among the best in the world in terms of equipment, Burston’s private correspondence with other officers now included explicit or implicit complaints about the medical situation in the Middle East and Downes’ culpability for problems encountered.31


Yet the impression Burston conveyed directly to Downes was quite different. He congratulated him on his organisational expertise regarding medical supplies, ‘sincerely’ expressed appreciation for everything Downes had done to ‘make our part of the show a really first class one’ and again opined that the Australians were probably the best equipped troops in the Middle East.32 Critically analysed, the contradictory nature of Burston’s correspondence suggests both disingenuousness and duplicity. This distancing of the relationship between senior medical personnel serving overseas and the medical hierarchy based in Australia was worryingly reminiscent of earlier attitudes in earlier conflicts.33 Various interpretations of Burston’s changing and divergent views on the medical situation in the Middle East are possible: it might be that there were (as Burston originally stated) sufficient medical supplies for the AAMC to satisfactorily treat Australian soldiers; it is possible that he was unaware of any supply problems until the Australians went into battle and the AAMC was called on to treat the wounded; or perhaps the issue of supply was used by Burston and others to undermine Downes’ authority, with the aim of installing Burston as DGMS. Indeed, the explanation may well lie in a combination of these factors.


As forthcoming with criticism as Burston was in private, it seems he favoured a more circuitous route when it came to making his complaints official. Yet he could not have failed to foresee that his decision to take his grievances directly to General Blamey ensured that they would snake their way along the chain of command until ultimately reaching the ear of Adjutant-General Victor Stantke and Prime Minister Robert Menzies.34 Further, ‘Burston’s serious complaints about the supply problem really only began in January 1941 ... previously, Burston’s letters to Downes had given the impression that all was generally well.’35 That Burston’s complaints first emerged in the same month the Australians first saw action in Cyrenaica (Libya) — thereby exposing shortcomings in the medical services under the newly promoted DMS Burston’s command — is surely no coincidence.


In the shadow of what some overseas personnel deemed a medical supply crisis primarily attributable to Downes, Blamey had appointed Burston to the position of DMS AIF in the Middle East in late November 1940. A leadership controversy quickly engulfed Downes when, at the behest of the new Minister for the Army (appointed after the air crash that killed Brigadier Street), Percy Spender, and the Adjutant-General, Victor Stantke, he temporarily relinquished the role of DGMS and was formally appointed DMS AIF in the Middle East — the same role that Blamey had just handed to Burston. It seems that both Spender and the Military Board that approved Downes’ appointment were unaware that Blamey had already promoted Burston to DMS. Equally oblivious to the situation, Downes set about making the necessary preparations to sail overseas to take up this new position.
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