AUGUST 2017 EDITION OF THE RAMC
REUNITED NEWSLETTER
CARDIFF MILITARY MEDICINE MUSEUM
DESIGN PLAN UNVEILED
Fred Pope forwarded the following link in relation to the Cardiff Military
Medicine Museum which he thought would be of interest to members.
http://www.bbc.co.uk/news/uk-wales-south-east-wales-40474037

PICTURE POSTCARDS FROM THE GREAT WAR
The Royal Army Medical Corps on WW1 Postcards
Early in the Great War, the activities of the Royal Army Medical Corps (RAMC)
began near the Belgium mining town of Mons. Historian Redmond McLaughlin said,
"it was here [on the Western Front] that the steadfast devotion of very ordinary men,
doctors and orderlies, mostly quite young, was recognized. The Corps earned a
remarkable number of awards for gallantry; although most were a tribute to
unremitting devotion day in and day out." RAMC WW1 Postcards can be viewed by
members by going to https://www.worldwar1postcards.com/war-wounded-and-theramc.php

SERGEANT CARER (CONTINUED)
GRUNT AND GROAN THERAPY
He had been told to report to the Matron, who with one of her over spectacles looks,
said, “Sergeant. I have a problem with F4 and I would like you to take it over. The
patients have become unruly and the standards of care, morale and discipline are
very low. You will have complete control of the ward and be responsible to me for
whatever it needs to turn it round. I have to tell you that quite a few of my QARANC
Officers have tried for over a year without success.”

The next Monday, he took over F4. It was a 30 bed Nightingale ward full of other
rank chronic patients, some who had been there for many weeks and even months.
By chronic, they were a variety of wounded, orthopaedic and physical medicine
patients from many army regiments and backgrounds. Their conditions ranged
between genuine patients with severe problems, who were mixed in with those who
could only be described as layabouts taking advantage of the situation that prevailed
within the management of the ward. The nursing staff had their problems too. The
poor organisation and lack of team spirit had created low morale and indifference.
The medical staff showed little interest, with the senior officer, an RAMC Colonel, a
specialist in Physical Medicine, who visited twice weekly and who required black
coffee and dexamphetamine tablets immediately he arrived. There were many
others, mainly orthopaedic surgeons, but they all just browsed in and out for quick
visits, not showing much interest in the department. In addition, the assistant
matrons, of Major rank and Captains acting up, did not get involved with the ward,
possible due to their inability to cope with its variety of problems be they patient, staff
or administrative. The place was unkempt and had ineffective routines.
He spent a week watching and observed all aspects of ward activity and then went to
the Matron and informed her of his opinions and thoughts regarding his intended
programme of approach to the problem. He requested that if and when anyone
complained about his actions and or attitude to the needs of F4, that she discussed
them with him before forming an opinion or conclusion. She repeated that he would
have a free hand to bring about normality to the ward.
The hospital was a Nurse Training Establishment under the General Nursing
Council, so he visited the Nurse Training School, and discussed his intentions to
structure the ward in line with the training of student nurses and trainees, and
enlisted their co-operation with his proposals. Then back in the ward, he held
meetings with the staff and informed them that from this moment they would be
monitored in their different years and grades and that the structure of task allocation
would be in line with their training and progress. From that moment, he put up a
board which delegated the daily tasks and responsibilities for the different grades of
nurse. Of course, it began with the duties for the Rabbits, who were the absolute
juniors or new student nurses. He; from then on, always introduced the Rabbits to
their basic tasks personally, and this included cleaning the backs, (the toilets,
bathrooms and the sluice room), where everything, including bedpans, required
polishing.
He organised the ward cleaning routine and to ensure that it was carried out to his
satisfaction, he participated and co-ordinated the different phases. He taught the
trainees the basics of the Practical Nurses Handbook which outlined the preparation
of accommodation in which to nurse sick patients. The ward began to look different
and the patients, who up till now had been indifferent and reluctant to accept the new
regime, began to take notice.
Whilst all this was progressing, he pressed the physical medicine specialists to take
action on the patients who could be discharged or transferred to rehabilitation units
and there began to be a movement towards active bed usage where before they had
been blocked. Patients; who up till then had taken advantage of the poor ward

administration and doctors, who had not made an effort to consider their situation,
suddenly found themselves going back to unit or transferred out.
With the chronic surgical or actual war, wounded patients, it was a different matter.
Many had septic wounds that were reluctant to heal. He had noticed that the
surgeons, senior and junior, had the habit of just calling into the ward at any time,
when they were passing, to examine a patient’s wound whatever activity was taking
place, even ward cleaning. He waited until a senior surgeon, a major, entered the
ward and asked to see a patient’s wound. He said, standing quite correctly, “No Sir!
You can not see the wound because we are in the middle of ward cleaning. If Sir,
you wish to examine the patient’s wound, this will be possible after 13.30hrs when
the ward is quiet and tranquil.” The surgeon lost his temper, but after glancing
around the ward where all the beds were out of place because the floor was being
cleaned, stamped out saying that he would hear more of this.
He was sent for by the Matron, who with a twinkle in her eye, said, “I understand that
you have had a run in with a senior surgeon over viewing a patient’s wound?”
“Yes Ma-am. In view of the necessity of sterile procedures required for the treatment
of wounds, post trauma and post operatively, I am reorganising the procedures and
the time for changing dressings, and this has caused some discomfort to surgeons
who believed that they could view a wound whenever it pleased them.”
He then explained his rational for allowing wounds to be viewed after 13.30hrs daily.
He added that F4 was a chronic ward and that the patients needed rest as well as
care and that he had programmed that between 13.00 and 15.00 it would be rest
time and that as activity would be at its lowest; this was the best time for dressing
changes etc. He pointed out that any surgeon could view their patient’s wound at
this time, the time of dressing change, thus emphasising his point.
She nodded saying, “Thank you Sergeant.”
From that time, the ward staff turned away anyone who wanted to view or interfere
with a wound before 13.30hrs.
He organised everything even down to the patient’s lockers. Some of the chronic
patients who had been stuck in bed for a long period of time were unable to care for
their personal toilet items. The staff had not realised that here was something that,
although personal to the patient, they could help with. Some of the lockers were in a
bad state, having not been cleaned out for a long time. At first the patients felt
disturbed that they were having their privacy invaded by their personal belongings
being interfered with, but when they realise how good it was to have combs, hair
brushes washed and flannels boiled weekly, they appreciated this attention.
The nurse training was uplifted in line with what the students and trainees were
currently doing in the Nurse Training School and therefore the nursing standard
began to rise.
All this time the changes were beginning to have an effect. Patients conditions
improved and the uplift in their wellbeing made a substantial difference to staff
morale. The severe condition of some of the patients admitted often brought stress
and tension to the ward. The quick casevac situation due to airlift from worldwide

battle fields to the UK, meant that they had some of these casualties admitted within
thirty-six hours of injury and there was a need to care for the shocked distressed
patient. As the results of surgery and treatment took effect the needs of the injured
individual had to be taken into consideration. One way was the different services that
supported the patients. The Red Cross and others provided library, occupational
therapy, family liaison and religious support. There was also the daily ration of beer,
stout or spirits. But with up to thirty chronically injured young patients often other
events had to be devised to boost morale.
Every Friday evening, he would go around the patients and ask for two shillings.
New comers would ask what for, but the long-standing patients would just say, “Shut
up, pay up, then wait and see.” On Saturday morning, he would drive in his old car
to Welling in Kent, where he had an arrangement with a butcher, a baker and a
green grocer. He brought back French stick bread, fresh cut ham, tomatoes and
lettuce. Then, in the afternoon, he would get all the beds pulled up the ward to
surround the television, which stood on a high stand. This could be chaotic because
many were on traction with a beam that supported their broken or shattered limbs.
At 16.00hrs, Kent Walton would introduce his wrestling programme and just before it
started they served each patient with a large French stick sandwich and their
accumulated weekly toted up ration of beer, stout or spirits. Nothing raises the spirit
like the battle to eat that sort of sandwich whilst watching wrestling and washing it
down with your favourite drink, especially if you have only one arm or are trussed up
to a frame in bed.
One Saturday afternoon a somewhat officious recently posted in Deputy Matron, a
Major, came into the ward and demanded to know what was going on and who had
authorised this event. He quickly told her that if she had a problem with what was
going on she could discuss it with the Matron. Then looking at Paddy H…, who was
tucking in to his sandwich and sipping from his half pint glass of whiskey, said, “I see
you like Lucozade?”
“Yes Ma-am.” Slurred Paddy.
One Saturday morning, he arrived in Welling and stopped his old Wolseley by the
shops. People looked when out of the front passenger’s seat got a young man in
uniform with his left arm supported in a cock-up plaster and supporting himself with a
stick. They looked again when out of one rear door got another uniformed person
with his right leg in a long leg plaster and using crutches. Their eyes enlarged when
out of the other side got another with crutches, necessary because he had a right leg
below knee artificial leg and his left leg was missing, with his trouser leg folded up.
People watched as they went from Butcher to Baker and to Green Grocer, thanking
them for their good service in giving a discount on the ingredients for their
sandwiches. Big old butchers, bakers and green grocers can produce tears at the
most appropriate times. (To be continued)

JOHN BLACK’S - ‘Bram’s’ Younger Brother George Stoker CMG MD
1854-1920 (CONTINUED)
Sir William does not directly refer to George Stoker in his article, although he would
have been working in the conditions as described. However, the correspondent of
the Daily Chronicle wrote an article about George Stoker and his previous sojourn in

South Africa some twenty years previously as an assistant commissioner with the
Stafford House Relief Committee. The Daily Chronicle article was reprinted in the
New Zealand Tablet in May 1900, from which this extract was taken:
A MEMBER OF THE IRISH HOSPITAL CORPS
Mr. George Stoker (says the Daily Chronicle), the well-known surgeon who
accompanied Lord Iveagh's Irish Hospital to South Africa, has had a previous
experience of that part of the world, for he was officially attached to the Zulu
Boundary Commission. While there he conceived the germ of the new
surgical treatment which has had so great a success for the last two years at
the Oxygen Home, Fitzroy Square, Dublin. He found the natives who were
suffering from gunshot wounds, burns etc., were simply conveyed up the
highest mountain in the neighbourhood, where they were kept for a week or
two, and their wounds were in every case found to have healed thoroughly
during their voluntary exile from the plains. Surgeon Stoker satisfied himself
that these remarkable cures were due to the unusually pure air to be found at
these high altitudes, and began experimenting first with pure oxygen, which
was found to be too rapid in its effects, and afterwards with a mixture of
oxygen and air. An extraordinary success has attended this new method, as
may be seen by a visit to the Home.{28}
The New Zealand Tablet's report does make a mistake in suggesting that the
Oxygen Hospital was in Fitzroy Square Dublin, whereas in fact it was Fitzroy Square
in London.
For their services with the Irish Hospital in South Africa during the second AngloBoer War, Sir William Thomson was made Companion of the Bath (CB), and Dr
James Byrne Coleman, Dr George Stoker and the Hon Bruce Edward Cecil
Guinness were awarded the Companion of St Michael and St George .{29}
Ozone, George Stoker and the Oxygen Hospital
Ozone or Trioxygen is an inorganic molecule with the chemical formula O3. It is a
pale blue gas with a pungent odour. Ozone is a powerful oxidant and had numerous
industrial and consumer applications. However, the high oxidising potential of ozone
can cause damage to mucous and respiratory tissues in mammals and tissue
damage in plants, and therefore it is a potent respiratory hazard and a pollutant near
ground level. Nevertheless, the ozone layer acts as a shield in the stratosphere of
the Earth that is beneficial to life as it prevents the damaging ultraviolet light from
reaching the Earth's surface.

{28} The New Zealand Tablet, Vol.XXVIII, Issue 18, 3 May 1900.
{29} London Gazette, 27 September, 1901, p6324. All members of the Irish Hospital, including the RIC contingent, were awarded the
Queen's South Africa Medal, 1899-1900, clasps Johannesburg, Cape Colony and Orange Free State (TNA WO 100/225: Medal Roll,
individuals entitled to the South African Medal and Clasps, Irish Hospital).

Ozone therapy is a form of alternative medical treatment that its proponents say
increases the amount of oxygen in the body through the application of ozone. The
proponents of ozone treatment argue that it is beneficial in cases of cancer, AIDs
and multiple sclerosis, but there is no credible evidence through reported research in
peer-reviewed articles to support this contention.{30}
The Oxygen Hospital (or Home) was originally situated at 35 St George's Square,
Pimlico, London. In 1897 it relocated to 2 Fitzroy Square, London and was officially
opened by Princess Louise, Marchioness of Lorne (who later became the Duchess
of Argyll).{31}
Stoker explained the treatments at the Oxygen Hospital as follows:
Treatment at the Hospital involved the affected limb being placed in a glass
box with the entry point sealed with rubber, the ozone being pumped into the
box. Cases of pulmonary tuberculosis (TB) and middle ear infections were
also treated; the latter with an ozone spray (the ozone was passed through a
Eustachian catheter for about 4 minutes, with daily treatments if possible .{32}
A general description of Stoker's oxygen therapy and the origins of the 'Oxygen
Home' was published in the Ludgate Illustrated Magazine in 1898, one year after it
relocated to Fitzroy Square. The article, entitled 'The Surgeon's Knife', was written
by Alexis Kraus and E S Green and reflects a flattering account of Stoker's methods;
it was aimed at a general readership rather than a specialist audience.{33}
The article began as follows:
The most recent and undoubtedly the most extraordinary discovery yet made in
surgery has just emerged from the experimental stage, and is now in actual progress
in a special hospital in London. The discovery in question is the more remarkable
inasmuch as its methods reverses that have gone on before it. For centuries past,
the evolution of surgical knowledge has been the growth of new methods of
operation; and the increased dexterity in the use of the knife has been the greater
factor in the results attained. The new method known as oxygen treatment, on the
other hand, renders the operations unnecessary, and while the treatment is purely
surgical, it is son called on account of the nature of the cases treated, and not
because of the methods employed.{34}

{30} For example see S Green, 'Oxygen Therapy – Unseen Treatments for Cancer and AIDS', in Scientific Review of Alternative Medicine
(spring/summer 1998) pp6-13; C M Oreyen, C Y Bas, S Arlsan, 'Myocardial Infarction after Ozone Therapy: Is Ozone Therapy Dr Jekyll or Mr
Hyde?' Cardiology, 2015, 27 June, 132(2), 1010-104. For a criticism of this article see Cardiology, 27 February 2016, letter to the Editor by
R Lamberto, Robert Rowen and Valter Travagal.
{31} The Nursing Record and Hospital World, 29 May 1897, p442.
{32} G Stoker, 'Ozone in Chronic Middle Ear Deafness'. The Lancet II, 1 November 1902, pp1187-1188.
{33} The Ludgate Magazine, 1898, Vol.6, p.157.
{34} Ibid.

The article describes Stoker's ozone therapy that he had originally discovered by
observing the Zulu treatment of their wounded in the Anglo-Zulu War where the
Zulus would refuse all offers of medical aid, nor did they indulge in charms or any
type of magical ritual, as appeared to be customary with other indigenous African
people. The Zulu wounded were evacuated to higher ground in the mountains,
where they were kept for about two weeks, and on returning to the plains their
wounds had sufficiently healed. Stoker had meticulously examined this 'mystery' of
these speedy recoveries. He satisfied himself that they were due to the unusually
pure air to be found at high altitude. In his observations, Stoker did not consider any
other factor than 'pure oxygen'; for example, the 'chill-down' effect may have played
a major role in the healing process. In his experiments, Stoker found the flesh
wounds were singularly amenable to the effects of oxygen gas and when exposed to
pure oxygen the patient suffered considerable pain, therefore Stoker tried a mixture
of oxygen and 'pure' air. According to Stoker, this "derived excellent results without
any corresponding suffering". {35}
On the premise of these apparent results, Stoker opened his 'Oxygen Hospital'. 'The
Surgeon's Knife' continued with great aplomb:
The means employed are exceedingly simple. Oxygen is obtained
commercially in cylinders and is mixed with air in certain proportions. The
patients, of who thirty are accommodated in the wards, do much as they
please without any direct medical or surgical regimen, the whole modus
operandi being the constant exposure of the wounds with which they are
afflicted to an atmosphere highly charged with oxygen gas. {36}
The authors considered that:
The results attained are simply marvellous. Among the cases treated is that
of a man who has suffered wounds in his leg which has prevented him getting
about for thirty-five years. The man was treated for six months, and is now
absolutely cured. {37}
In the final paragraph the authors elatedly suggested:
And most wonderful of all, wounds treated by the oxygen treatment do
not cicatrise. No scar or sear is left as would be the case in ordinary
healing. The flesh does not join but fresh flesh forms, and the results
shows an even and healthy skin where none at all previously existed…
Mr Stoker explains this by his theory that oxygen has a selective power
and discourages the growth of all pernicious bacteria, while it promotes
the production of those requisite for healthy growth. And it is further
important to note that the treatment is cheap, the cost of gas being
infinitesimal, and half a cubic foot sufficient enough for a man a whole
day. {38}
{35} Ibid.
{36} Ibid.
{37} Ibid.
{38} Ibid.

When reading and analysing the report in the Ludgate Magazine, caution
should be taken regarding the claims made. The readership of the Ludgate
Magazine has already been noted. Despite the alleged cheapness of oxygen
as reported in the article, the patients at the Oxygen Hospital were very
affluent, given that the hospital was located in Fitzroy Square. The patients
were therefore not from the lower end of London's contemporary society, and
perhaps enjoyed a more prosperous, dietary and environmentally healthy
lifestyle. Also the Krause and Green article made no mention of women
patients.
Questions arise as to what exactly George Stoker witnessed in South Africa
during the Anglo-Zulu War of 1879. He suggested that the Zulus evacuated
their wounded from the plains to the high ground in the mountains, and two or
three weeks later they returned with their wounds almost healed; Stoker put
this apparent miracle down to the thinner oxygen at higher levels where he
thought the oxygen would be in the form of ozone. Did Stoker actually miss
anything in his observations and only report on what he thought was the
cause of the healing process? Where was Stoker observing from, the plains
or the mountains? Did Stoker actually climb the mountain to conduct his
observations? The historian G Kitson Clark suggested that:
Probably the most satisfactory and conclusive answer to the question:
'How do you know that this happened as you say it happened?' is: 'I
observed it'. This normally means 'I saw it', but there may also be
added; 'I heard it', and it may be 'I smelt it', and perhaps: 'With my own
hands I handled the result'. These answers are not absolutely
conclusive. {39}
Quoting from Kitson Clark again:
'How do you know it happened?' It is this: 'I inferred that it happened
from the evidence before me'. This is the answer which would account
for most of the results of historical research. {40}
George Stoker may have witnessed the Zulu wounded being evacuated up to
high ground, he may have seen them return two or three weeks later with their
wounds being well on the way to recovery. He may have inferred that it was
due to the alleged thin but more pure oxygen that is found at higher levels.
However, it is also colder the higher you go. The chill factor in the treatment
of the wounded in a later 20th-century conflict, the Falklands War of 1982, is
well known. The wounded were kept out of doors whilst awaiting surgery in
the field hospital located in a disused refrigeration plant at Ajax Bay in June
1982, which was winter in the Falkland Islands. The chilling-down factor and
the robustness and physical fitness of the British soldiers and marines were

{39} G Kitson Clark (1968), The Critical Historian, London: Heinemann, p58.
{40} Ibid, p59.

major factors in the very high recovery rate of the casualties 41. There are
similarities between this and the Zulu warriors, who were also extremely
disciplined, equally robust, and fit. Stoker never considered that there could
have been other, more realistic factors at work. Throughout the remainder of
his medical career, including during the First World War, he strenuously
supported the theory of the surgical applications of ozone, but may have been
blind to other factors.
George Stoker, the First World War and Ozone Therapy Treatment at
Millbank Military Hospital, London
The 1911 Census shows that George's wife Agnes McGillycuddy Stoker was
living in Deal, Kent, and she was described as head of the household. The
only other occupant in the household was one of two daughters of George
and Agnes, Shulah Stoker, aged 37 and single. The second daughter was
not in the household on census day in 1911. {41}
Any assessment of George Stoker and his wartime career in the RAMC is
difficult as his Army personnel file is not located at the National Archives,
Kew, nor is it held by the Ministry of Defence. But what is known about
George in 1914 was that is age was 60. George was commissioned in the
RAMC as a temporary major, and served in an operational theatre. This has
been substantiated by his medal index card held at the National Archives,
Kew which showed that Stoker was a temporary Major, later a wartime
substantive Major, and was entitled to the 1914/15 Star, the British War
Medal, and Victory Medal. The letters CMG are noted after his name. Again,
what is unfortunate is that his medal index card does not show the theatre in
which George served. In his obituary it is claimed that George Stoker "... in
the late war [the Great War] was responsible for the removal of the last of the
sick and wounded from Suvla".{42} (Suvla Bay is on the Gallipoli Peninsula.)
Sometime in 1916 Major George Stoker returned to Britain and was posted to
the Queen Alexandra's Military Hospital, Millbank, London, where he was
again employed in the experimentation of the surgical uses of ozone. His
results were published in the Journal of the Royal Army Medical Corps in
1917, accompanied by a tabulated statement of the first twenty-one cases
treated at Millbank Hospital. {43}
The conditions which Stoker treated with ozone were for the most part cavities
and sinuses in the femur and tibia, and he commented that:
It is the experience of those who have seen a great deal of war surgery, that
such cases obstinately resist treatment and are apt to remain unhealed for
months and years.{44}
{41} R Jolly (1984). The Red and Green Life Machine: Diary of the Falklands Field Hospital, London: Corgi publishers.
{42}The Irish Times, 8 April 1920, obituary of Major George Stoker.
{43} Journal of the RAMC, 1917, 20, p611: Stoker's paper 'The Surgical Uses of Ozone' as published in the RAMC Journal had
been published earlier in 1916 in The Lancet, II 21 October 1916, p712.
{44} Ibid, p611.

In his paper Stoker described the apparatus used in ozone treatment, stating
that it:
Consists in the application of ozone to the affected parts, [therefore] it
is necessary to have an apparatus for generating ozone, which shall be
portable and easily worked. The one I am accustomed to is known as
Androlis's ozonizer. It is called into operations by a four-volt battery
animating a quarter-inch sparking Rhunkorf coil. The oxygen passes
from a cylinder through the ozonizer and in doing so comes into
contact with a metal armature, the effects of this being to transform the
oxygen to ozone. {45}
According to Stoker:
In the properties of ozone have a wonderfully healing effect are as one can
say at present, three,
1). It is a strong stimulant and determines an increase flow of blood to the
affected part.
2). It is a germicide, which destroys all hostile micro-organic growth.
3). As a French chemist has shown, it has great powers in the formation of
oxyhaemoglobin.{46}
Stoker explained how:
The ozone is applied on the wounded surface or to the cavities or
sinuses for a maximum time of fifteen minutes, or until the surface
becomes glazed. Ozone has a particular power of disclosing dead
bone, foreign bodies, septic deposits etc. This, I believe it does by
destroying the granulations and micro-organic growths (presumably
unhealthy) that are found in close contact with septic deposits, foreign
bodies or dead bone.{47}
In his paper, Stoker also gave consideration to the cleaning and dressing procedures
associated with the application of ozone.
Wounds and sinuses are washed twice daily with boiled water and a dressing of dry
gauze is applied. It must be observed that at first ozone causes and increase of the
discharge of pus; later on the pus is replaced by clear serum which, at a still later
stage becomes reddish or pinkish. In open wounds it is necessary to strip off the
punishment-like film that surrounds the edges and which is composed of oxided
serum. This is easily affected by applying a hot compress for fifteen or twenty
minutes after which the film can easily be peeled off with dressing forceps. {48}

{45} Ibid.
{46} Ibid.
{47} Ibid.
{48} Ibid, p614.

Stoker concludes his paper by suggesting that:
At present our knowledge of the effects of ozone is but small, but later
on, I hope to bring before the medical public some further facts with
reference it its workings and results, which I feel sure will prove
satisfactory. {49}
The crux of the paper written by Stoker was the tabulation of 20 out of
21 successful results of ozone treatment undertaken at Millbank
Military Hospital in 1917 as follows: {50}

{49} Ibid.
{50} Ibid, pp612-4.

Table of Wounds and Sinuses treated by Ozone
No.

Nature of disability

1

JB No 5476
Lincolns

2

W No 15247
Lincolns

Compound, comminuted
fracture of femur resulting
in cavity of 1" x 1½" and
sinus 1½" deep
Two large surface wounds
on forearm 5" x 4"

3

HEB No 2
6292

4

GGT No
15698
MM No
172513
KOYLI
M
Harry D 6808
Scots Guards
AAA No 1099
Canadian
FGB No 2137
Grenadier
Guards
JW No 1724
Grenadier
Guards
FN No 6508
Suffolks
George RC
Royal
Fusiliers
Thomas C No
1610 DLI

5

6
7
8
9

10

11
12

13

14

Major M R
Inisk F

15

JG No 2682
Seaforth Hldrs
Sister N
QAMNS

16

17

WR No 10727
Life Guards

18

Lieut R, R
Warwicks
Lieut R
Canadian
Infantry
WM No 17621
Hants R

19

20

Previous
duration
20 months

Duration of treatment

Result / remarks

9 months

Cure

6 weeks

2 months

Three sinus opening at
back of scapula each 6"
long
Ulcer on end of stump

9 months

2 months

Cure – treatment
was discontinued
for 4 weeks
Cure

3 months

3 weeks

Cure

Wound on shoulder

10 months

4 weeks

Cure

Sinus in tibia 1½" deep
Ulcer on instep

10 months
2½ months

7 weeks
3 weeks

Cure
Cure

Cavity and sinus in femur
5½" deep
Two sinus in leg, one 8"
and one 5" long

14 months

2 months

Cure

8 months

3 months

Cure

Cavity in finger after
whitlow

3 weeks

8 days

Cure

Cavity and sinus 2" deep
in left humerus
Sinus in stump after
amputation

14 months

3 weeks and 3 days

Cure

6 months

5 days

Cure

Wound in shoulder below
clavicle leaving sinus 2½"
deep
Sinus in lower end and
outside of right humerus
1½" deep
Ulcer in centre of
amputation flap
Large opening at back of
right ear following two
operations for mastoids
Suppuration of eye socket
after enucleation of
eyeball
Sinus leading down to
right femur 2" deep
Trench gingivitis with
ulceration of gums

4 months

5 days

Cure

10 months

5 days

Cure

9 months

3 weeks

Cure

7 months

3 weeks

Cure

6 months

3 weeks

Cure

7 months

3 weeks

Cure

3 weeks

3 weeks

Cure

Sinus and abscess cavity
in amputation stump
Total

6 months

5 weeks

Cure

157 months 2
weeks

18 months 2 weeks

I have only failed in one case – Major SH. He was twice plated for fracture of the
femur. The plate acted as a foreign body.
It appears that George Stoker's faith in ozone treatment was not universally
accepted by either the military nor in orthodox medical circles. For example, there is
an indication from Hansard that the government of the day were cautious about
Stoker and the effectiveness of ozone treatment, despite the enthusiasm of one
Liberal backbench MP (Sir George Greenwood) who in April 1918, in a question to
the Under-Secretary of State for War, enthusiastically stated:

Whether his attention has now been called to the treatment of gassings by
inhalations of ozone generated from atmospheric air as distinct from the
treatment by the use of pure oxygen, … as employed by Major George Stoker
CMG Royal Army Medical Corps, and described by him; whether his is aware
that this treatment has produced excellent results, and whether he will take
steps in order that it may be extensively used? {51}
The information given by the Under-Secretary of State was more cautious, who, in
reply, commented that:
This method of treatment has been under trial for some time, but the results
so far have not been such as to justify its general adoption. It is still under
trial, and, if the results indicate the advisability of doing so, its use will be
adopted, but up to this date its efficacy is not proved. {52}
Although Stoker insists that his ozone treatment, citing case studies, was successful,
there is no indication that the treatment and the results were being independently
monitored or what other treatments the patients were simultaneously undergoing.
Also a sample of 31 patients reflects a rather low and unusual base on which to
conduct such an experiment. Although unlikely, it is a possibility that the ozone
treatment may have been used on the 31 patients as a placebo, and they were
convinced that the ozone treatment was almost a guarantee of a cure.
The Origin of Modern Oxygen Therapy and oxygen in the First World War
In assessing George Stoker and his experiments with ozone treatment,
contemporary research undertaken with oxygen therapy also had its critics and this
next section describes the evolution of oxygen therapy in the first quarter of the 20th
century and refers to some critics of the therapy.
The progress and development of modern oxygen therapy expanded during the early
part of the 20th century due to advances in science and medicine, and was
accelerated through the experience of the First World War due to chemical weapons
and gas poisoning on the front line, notably in the trenches. Its pioneers, Adolph
Fick (German), Paul Bert (French), and John Scott Haldane (British), had their
contemporary critics, as did Stoker. In particular two physiologists promoted the
understanding of basic oxygen physiology, describing oxygen tension in terms of
units of partial pressure. Both Fick and Bert used units to describe the difference in
oxygenation between arterial and venous blood, relating this difference to tissue
oxygen consumption and cardiac output. Also both Fick and Bert described central
nervous system toxicity at high oxygen tensions.

{51} Parliamentary papers, HC Deb, 22 April 1918, vol.105, c681.
{52} Ibid.

However it was John Scott Haldane (1860-1936) who refined the research by Fick
and Bert onto a rational and scientific basis. In 1917 Haldane published a paper on
the origins of rational oxygen use, which Grainge suggests contains "little that has
been fundamentally superseded today".{53} The onset of the Great War enhanced
Haldane's research due to the use of chemical weapons, notably phosgene gas that
is heavier than air and would seep into the trenches and dug-outs. Mixed with
chlorine, 'white star' phosgene gas when inhaled caused alveolar damage and in
high doses can cause pulmonary oedema in casualties some hours after exposure,
resulting in acute respiratory distress. Accidental poisoning with phosgene gas also
occurred with munitions workers. Grainge puts a casualty rate at over 17,000
between 1916 and 1917. However, the true figure may have been much higher.
Haldane developed the 'Haldane equipment' that consisted of a pressurised cylinder,
pressure regulator, reservoir bag attached to the regulator (rather than onto the
mask as is done today), and a tight-fitting mask with non-return valves. The problem
with oxygen theory was that "oxygen was expended on the surrounding air and not
on the patient".{54} The major problem was the necessity "for continuity of
administration as long as the symptoms of anoxaemia persist" and regimental
medical officers were berated for their "alarm at the apparatus" and for giving oxygen
for five minutes only in each hour.{55} There was also a fundamental flaw with the
Haldane face mask, because in acute phosgene poisoning the profuse lung oedema
filled the tightly fitting masks. Therefore the Haldane mask was abandoned in favour
of nasal prongs that had been developed in the field by Captain Adrian Stokes DSO
OBE RAMC.{56}
Despite Haldane writing further publications in the post-1918 era,{57} and the level of
understanding of the benefits of oxygen therapy, there were still serious doubters
within the medical profession, indeed as there were with George Stoker and his
ozone therapeutic treatment. Grainge quotes Christie, writing in 1939 regarding the
benefits of continuous oxygen administration,
"… to give oxygen once every two hours to a patient with broncho-pneumonia
may be equivalent to placing him on top of Mount Everest and bringing him
back to sea level every two hours for a breather".{58}

{53} 'Breath of Life; the evolution of oxygen therapy' by D Grainge, in JR Soc Med, 2004, Oct 97 (10): p4 of 6.
{54} Ibid, p5 of 6.
{55} Ibid.
{56} Ibid. Captain Adrian Stokes (1887-1927) DSO (1918) OBE (1919), an Irish doctor born in Switzerland. Stokes was commissioned into
the RAMC and went to France in September 1914 and was appalled by the number of men who reached base hospitals with tetanus, so
he packed the sidecar of his motor cycle with anti-tetanic serum and went off by himself to visit field dressing stations in order to
administer the lifesaving serum. In this way the first mobile medical laboratory of the BEF was established (Journal of Pathology and
Bacteriology, 31 (1928) 121-5; BMJ, 1 October 1927, 615-18; The Lancet, 1 October 1927, 734-6). From 1918 until his death Stokes was a
medical researcher examining tropical fevers. Sadly he died in Lagos, Nigeria through self-experimentation with yellow fever in 1927.
{57} J S Haldane (1922), Respiration, London: Oxford University Press; C Grainge, 'Breath of life', J.R. Soc. Med. 2004, p4/7.
{58} C Grainge, op cit, p5/6.

Sometime during the Great War Stoker wrote a memorandum concerning treatment
by ozone inhalation of consumption and catarrh. The memorandum highlights the
success of Hass who, according to Stoker, demonstrated that it was possible to
thoroughly impregnate the air of a closed room with volatile antiseptics so that a
patient inside the room could not avoid drawing the substances right down into the
lungs during the ordinary process of breathing. Stoker described how previously it
was difficult and troublesome to obtain a good result, and the want of a good and
proper understanding of the right way to carry out the inhalation treatment, and this
had sometimes led to bad results.

Stoker stressed that, given the alleged success by Hass, what was needed now was
the invention of an appropriate apparatus to be of use in the treatment of diseases of
the lungs and air passages. Stoker argued that every method of inhalation treatment
must be continuous if it was to be effective. In highlighting the success of the Hass
method, Stoker referred to three successes by Hass; one female and two male
patients with consumption. In the case of the female patient, aged 23, two of her
brothers and one sister had previously died of consumption. Stoker observed that
the female patient suffered with a cough, muco-purulent expectoration and she had
haemoptysis. There were tubercle bacilli present in small quantities and she was
under treatment for one month. At the end of the month the purulent character of her
sputum and the tubercle bacilli had disappeared, the haemoptysis had ceased and
the patient had gained four pounds in weight.{59}
Final years
George remained a Major in the RAMC until his death, and was living with his wife in
Ashburton, South Devon. He died on 23 March 1920 at the Ministry of Pensions
Hospital, Streatham Hall, Exeter where he had been a patient for a month .{60} His
death certificate states that he was 64 years old. This was an error as the CWGC
records state that he was 66, and this is the correct age, given that George was born
in 1854, which is confirmed from the Abraham (Bram) Stoker Family Archives.
Unlike the London Times, the Irish Times afforded George an obituary stating that he
"was the youngest brother of the late Sir Thornley Stoker of Dublin".{61} There was
no mention that Bram Stoker was also a brother of George; after all he was the best
known of the Stoker brothers. There was also no mention of his research into ozone
treatment. The obituary noted the "several medals and decorations" {62} awarded
to George, and that he was "frequently mentioned in despatches". {63} Although
George did hold several medals and decorations, he was only mentioned in
despatches once – in 1900 for his services with the Irish Hospital in the Second
Anglo-Boer War. There is no entry on George Stoker's medal index card for the
Great War to suggest that he was mentioned in despatches, neither did George
receive any decoration for his service during the Great War apart from the three
service medals, the 1914/15 Star, the British War Medal and the Victory Medal.
{59} 'Subject: OZONE – for treatment of Consumption, Authority George Stoker MD., CMG, MRCP, Major RAMC'. Paper in Abraham
(Bram) Family Archives, undated. It is assumed that it was written between 1914 and 1920, the period in which George held a commission
in the RAMC. In terms of the contemporary treatment of tuberculosis, focus was given to less oxygen rather than oxygen or ozone
therapy. Affluent patients suffering from tuberculosis were advised to recover in sanatoriums located in Switzerland or other
mountainous regions to recuperate where the oxygen was thinner.
{60} The Irish Times, 8 April 1920.
{61} Ibid.
{62} Ibid.
{63} lbid

Although George did hold several medals and decorations,{64} he was only
mentioned in despatches once – in 1900 for his services with the Irish Hospital in the
Second Anglo-Boer War. There is no entry on George Stoker's medal index card for
the Great War to suggest that he was mentioned in despatches, neither did George
receive any decoration for his service during the Great War apart from the three
service medals, the 1914/15 Star, the British War Medal and the Victory Medal.{65}
The published obituary in the Irish Times suggested that the cause of death followed
"an operation for an injury he received during the late war". {66} However the death
certificate for George Stoker recorded the cause of death as: (i) diabetes, and (ii)
diabetic gangrene and secondary sepsis to the left leg. The informant was George's
brother-in-law, John MacGillycuddy of Killarney, County Kerry, Ireland. George's
funeral took place at Higher Cemetery, Exeter; his coffin was draped with a Union
flag and borne on a gun carriage, and the firing and burial parties were formed from
soldiers stationed at the Depot of the Devonshire Regiment at Exeter.
Perhaps history should include more of the achievements of George Stoker,
particularly his rather adventurous career as a doctor. Unfortunately George Stoker
never kept a diary or, if he did, it is lost to history; neither has his personal file
regarding his time as a temporary major in the RAMC survived.{67} George Stoker's
involvement in the Balkans and in the second Anglo-Boer War are interesting
enough, as little is known about the Balkan conflicts of the 19th century after the
cessation of the Crimean War in 1856. Little is known, both in Britain and Ireland,
about the voluntary Irish Hospital Corps in the second Anglo-Boer War in 1900.
Although Stoker's medical passion for ozone therapy was controversial and not
proven to be a success, it did evolve in a period of medical history before antibiotics
and the advancement of medical ethics and technology.
I would like to take this opportunity to thank John for sharing this paper on George
Stocker and, have already received another paper from John for Presentation at the
Conference at the National Army Museum, 'Not in This Man's Army!' And look
forward to publishing it in the September edition of the newsletter.

{64} Ibid. The various medals and decorations awarded to George Stoker included: the Turko-Russian War medal 1876-8; special medal
Chamcharee; Medjidie 4th class; Zulu War medal, 1879; Queen's South African Medal with three clasps, 1900; and mention in
despatches (source: the Medical Directory 1905, courtesy of the Archivist of the Royal College of Physicians, Dublin).
{65}Medal Index card for Major George Stoker CMG RAMC. The card shows George in the rank of Temporary Major, then Major, which
suggests that he was appointed as a war substantive major. His date of death of 23 March 1920 is endorsed on the card, and the reverse
states that is wife applied for the medals on 24 October 1920, and that they were despatched to her at 'Moorgate', Holme Ashburton,
Devon on 12 July 1921.
{66} The Irish Times, 8 April 1920.
{67} Most of the personal files of doctors who received temporary commissions in the RAMC during the Great War are missing from the
National Archives, Kew. The reason for this is not known.

WOULD YOU CONSIDER MAKING A DONATION TO BLESMA?
About the charity

Join the Blesma The Limbless Veterans community
Blesma, The Limbless Veterans helps all serving and ex-Service men and women
who have lost limbs, or lost the use of limbs or eyes, to rebuild their lives by
providing rehabilitation activities and welfare support.
www.blesma.org
communityfundraiser@blesma.org
Blesma The Limbless Veterans Registered charity number 1084189

Three Peaks, Two Cycles, One World Record Attempt!

Ross Titcombe and James Irving are serving members of the RAMC and are raising
money for a very worthwhile charity BLESMA.
James and Ross are attempting to beat the World Record time for the Three Peaks
Cycle Challenge on 1st September 2017.
This challenge consists of hiking up, down and cycling between the three highest
peaks in Great Britain; Ben Nevis in Scotland, Scafell Pike in England and Snowdon
in Wales. The current record is set at a remarkable 42 hours 55 minutes - making
this a very physically demanding challenge.

Blesma is a military charity for limbless veterans. Working within the medical setting
of the military, we often come across serving personnel and ex-serving personnel
still suffering from the effects of injuries sustained on ops. These people can easily
be forgotten about when thinking about past conflicts, as most only remember those

who sadly lost their lives. Blesma is a fantastic charity that continues to provide the
help and support for those living with life changing injuries.
A massive thank you to Avery Healthcare whom, without them, none of this would be
possible! They have kindly chosen to sponsor us by providing the cycles and have
promised to double what we manage to raise at the end of this challenge! Amazing a massive thank you again!
Donating through JustGiving is simple, fast and totally secure. Your details are safe
with JustGiving - they'll never sell them on or send unwanted emails. Once you
donate, they'll send your money directly to the charity. So it's the most efficient way
to donate - saving time and cutting costs for the charity.

Thanks for taking the time to visit the JustGiving page at:
https://www.justgiving.com/fundraising/rossandjames
Members can also text INCE57 with the amount to 70070

MICHAEL THOMAS CAIRNS
Peter Gillon would like to contact Michael Thomas Cairns, who was a WO 2 Clerk
and his last post was with the Hospital Planning Team for the new QEMH in 1983.
Pete did catch up with Mike in 2005ish whilst he was running a Post Office in North
Wales.
He knows he was living in Anglesey with his wife Barbara 5 years ago and think
Babs was the Post Mistress. Mike was a keen sailor.
If anyone knows of Mike's whereabouts, would you please pass Pete's email
address onto him and ask him to contact Pete at ginger3841@ntlworld.com

100 MILES FOR 100 YEARS
THIEPVAL TO TYNE COT 100 MILES – 22nd – 25th JULY 2017
The 31st July 2017 will mark the 100th anniversary of the start of the 3rd Battle of
Ypres more commonly known as Passchendaele. We intend to mark this occasion
and remember all those who took part in the battles by marching 100 miles from the
Thiepval Memorial along the battlefields eventually finishing at Tyne Cot Cemetery.
We will march from the 1916 battlefields and be moving on to the battlefields of
1917. It is and is meant to be a challenging 4 days finishing at Tyne Cot Cemetery
on the morning of 25th July and raising money for Combat Stress a fantastic charity
that have been continuously supporting veterans since May 1919.

Every step will be an effort especially with wearing the same uniform and kit as in
1917 but it’s in memory of their actions that drive us on to help those veterans of
today. Not all wounds are visible and it was during the Great War that shell shock
would eventually be recognised as a condition that required treatment.
Five of the participants taking part have over 140 years of military service and ask
you to generously support this unique event.
Thanks for taking the time to read this article and ask if you would kindly make a
donation no matter how big or small by visiting our JustGiving page at:
https://www.justgiving.com/fundraising/thiepval2tynecot
Donating through JustGiving is simple, fast and totally secure. Your details are safe
with JustGiving - they'll never sell them on or send unwanted emails. Once you have
made a donation, your money will be sent directly to the charity. So it's the most
efficient way to donate - saving time and cutting costs for the charity.
What an incredible experience with a group of incredible people. To think, after the
first day when the chips were down, we pulled together and finished the job.

The team members were: Bob Dixon, Richie Parsons, Pete Thomson, Jap Longstaff,
Eugen Edmonds, Jed Bone, Frank Buckley, Barking Mad Khaki Chris Barker &
David Howells

Dickie getting the miles in around Driffield

Great War Medical Presentations in Liverpool

The Team at Batemans

Jap with Colonel Nick Medway

Parsons & Dixon with the Lord Lieutenant for Merseyside

Bob and Dickie at St Georges Hall, Liverpool

Jed and Paul join the walk

Dickie at the Thiepval Memorial - our start point in 2017

3 Wise Monkeys

Pete Thomson with 208 Field Hospital on the Somme

Some of the lads on the Plugstreet to Wipers 10 miler

Richie on the road from Plugstreet to Messines.

Third day over and the end is in sight. The last leg is from Messines
around the Salient to the finish line at Tyne Cot.

The lads at the finish line at Tyne Cot

What a great achievement to one and all who took part and, hope that members
reading this article will donate to a very worthwhile cause.

HIGHAM’S ALL AT SEA
NEW ZEALAND TO DARWIN AUSTRALIA
Following on from my last article, written when we had arrived in New Zealand after
sailing half way around the world, it's now time to get on with the second half.
New Zealand lived up to all its promises and we had a special bonus of having both
Stuart and Sarah in New Zealand with us for Christmas. Laurie had made the
decision to return home before we reached New Zealand, but it really started to sink
in once I started to plan the next leg of the trip. Part of me always wanted to do a
significant ocean passage on my own but common sense prevailed and I started a
search for two crew members to help me. Up until now I have only ever had friends
and family on board so I really felt that I was taking a gamble in putting out a general
advert for crew. As it was and after a few weird offers, I managed to secure two great

guys to help me get the boat to Darwin. As it turns out, it's a small world as one of
the crew Fraser had met Laurie and Stuart in French Polynesia as we passed
through last year. Charlie, the other crew is an experienced professional crew on big
luxury yachts, so it was back to basics and small boat sailing which he really had
missed whilst being on the big boats.
Both Fraser and Charlie were interested in the plan not to go direct to Australia, but
to go via Melanesia including New Caledonia, Vanuatu and the Louiseades in Papua
New Guinea.
As it turns out, Charlie had an offer to take a big racing yacht to Fiji so therefore
couldn't join us until we arrived in New Caledonia. With a space available I invited
Francois to join us for the trip to the French Island of New Caledonia. This did mean
that I had two of my Rugby arch enemies on board, a Scotsman and Frenchman
which led to some interesting banter.

New Zealand to Noumea New Caledonia. 970 miles
Having not been able to stay on for the British Lions tour, our plan was to leave New
Zealand shortly after Laurie flew home to give me enough time to get to Darwin so
that I could be somewhere with reliable TV to watch the three main British Lions
tests against New Zealand.
We got away on the 20th Apr 17 which is earlier than most would leave due as the
Tropical Cyclone season had not yet finished. Despite a few warnings from local
yachtsmen who said "those who leave early have a tendency to come back", with
nothing bad on the weather forecast we got on our way. As it was we had great
conditions for most of the time and managed to negotiate our way around a windy
low pressure system in the first few days. It was Francois first time on a yacht so he
certainly felt it at the start, but things improved and we had a great sail taking just
over six days to do nearly 1000 miles.

As a Frenchman, Francois came into his own in New Caledonia making the whole
customs clearance much easier. Charlie arrived after his trip to Fiji and therefore we
had a total of four on board during our stay in New Caledonia. Noumea the main city
is surrounded by an extensive barrier reef with many small islands sheltered within

the reef. We had some very pleasant times at anchor, snorkelling and kitesurfing off
small sandy beach islands.
Whilst enjoying life around the inner reef, we became aware of a potential problem
with our plan to go to Vanuatu. Tropical Storm Donna had formed over Vanuatu
threatening to move South West to New Caledonia and cause a significant delay.
We spent a significant time watching the movement of the storm which was
unpredictable and as usual didn't follow the forecast path. Unlike some of the other
boats that we met, we didn't have the luxury of time and I made a decision to go 150
miles north up inside the reef on the west coast while the storm moved down the
centre and east coast of the island. This way we hoped to get a good lift from the
wind as the storm progressed south. Many boats made the decision to head into the
mangroves to tie in firmly and sit out the storm.
Luckily we had three glorious days sailing up the inside of the reef and apart from a
challenging time leaving the northern pass through the reef, the plan worked and we
had a great sail to the island of Tanna in Vanuatu. The boats in the mangrove never
saw the storm and were much relieved when it changed track without hitting
Noumea. They did however get bitten to death by mosquitoes for three days.
New Caledonia to Vanuatu 350 miles
One of our main reasons for going to the island group Vanuatu, was to visit the
active volcano on the island of Tanna and also see the land diving ritual on
Pentecost. We arrived in the port of Lenakel to clear in, only to find out that the
customs official was away on another island. We did our immigration paperwork but
technically were not allowed the freedom of the island until fully checked in.
However, we decided to break the rules a bit and move around to Resolution Bay
where we could more easily access the volcano. After a short trip ashore to a local
village we met the chief and negotiated a tour. We were taken to the base of the
volcano and joined other parties who were going up. I have been up a few dormant
volcanos before, but nothing prepared me for the rumbling noise and constant
eruptions of an active volcano, throwing magma hundreds of feet in to the air. As it
went dark, natures firework display continued in full colour. I can confess to being a
little apprehensive as the smoke often cleared to show huge lumps of magma
scattered around the rim near to where we were. Just as well the guide had good
wind awareness and the volcano was only at a Category 2 state of activity. It was a
great experience and well worth a slight bending of the rules.

We eventually cleared customs in Port Villa on Efate and ended up anchoring close
to a Swedish sailor, Benny on Kairos. We first met Benny in the ABC Islands as we
sailed through the Caribbean to Panama. We touched base with him a few times
whilst in the Pacific, finally meeting up again in New Zealand. His girlfriend/crew had
also gone home so he is sailing on his own back to Sweden. It appears that we are
generally on the same sail plan and timing, aiming to get back to the Caribbean for
Feb 18, so we decided to keep reasonably close to each other and share the
experience. After provisioning in what was meant to be the capital of Vanuatu we left
with lots of Sweet potato, Taro, Manioc and other unknown root vegetables, but little
else. With our recent poor run of luck fishing I could see a future challenge for me as
a traditional meat eater, but for Charlie who is a veggie, he was in his element
experimenting with all the local produce.
When we arrived on the island of Pentecost, we were disappointed to find out that
the traditional land diving ritual was only happening once a week on a Saturday
rather than the reported three days a week. Having arrived on the Tuesday for the
Wednesday event I didn't want to hang around and wait another three days, so we
headed off for an island close by to try and see some Dugongs which are like sea
cows. Our luck was really out because we only got to see the back of one as it
surfaced near the boat. Fraser decided that he really wanted to see the land diving,
so he paid for a flight and a tour back to Pentecost on the Saturday. He really
enjoyed the event and made us all slightly jealous when saw his photos and video of
the event. But it's a big world and you can't see everything, especially when you are
on a reasonably tight budget.

Having mistimed things a bit with the land diving, our luck changed on the fishing
front when we caught a really big Whahoo, what a relief for me!! At last it was back
to having some real substance to our diet. When we visited the island of Erromango
we met David who gave us tour of his village and also took us by boat to see the
cave of skulls, where they used to bury the various village chiefs and their family.
Good luck for us again on the food front, as when we returned to the village, they
had just slaughtered a local cow while we were at the cave and they gave us a gift of
some stewing steak.

All the islands in Vanuatu speak Bislama, a form of abbreviated pigeon English.
However, each island has its own particular form of the language which made it
interesting for us as we jumped about between the islands trying to learn the basics.
When we visited the island of Epi we were taken by one of the village elders to meet
an American Peace Corp volunteer lady who was living on her own within the village
for up to two years, helping the locals to improve their facilities. It was a refreshing
change to find an organisation that's only aim, seemed to be to further enhance the
village facilities, healthcare etc. without any need to force their own religious beliefs
on to the locals. One ongoing project was to build a small solar powered Wi-Fi

transmitter that allowed limited internet access for the children to use when studying
whilst at home within in the village. Most secondary school aged children have to
travel to other islands and be away from the family for at least a week or sometimes
months to attend school. We gave away lots of drawing books, pens and other bits a
pieces along the way, but received much more in return in the form of friendship and
local produce etc.

Vanuatu to the Louisiade Archipelago, Papua New Guinea 850 miles
Unfortunately our schedule didn't allow us more time in Vanuatu and we headed off
to the Louisiade Archipelago at the extreme eastern end of Papua New Guinea. The
original plan was to go to the Solomon Islands, but that was further off our track and
we didn't think it would be any more remote than the Louisiades.
Our first stop once inside the reef was only for an overnight anchorage sheltered in
the mangroves. We quickly moved on to anchor off the island of Wanim (Grass
Island) where we found lots of families fishing on the reef. When we went ashore we
were surrounded by about thirty young children all giggling and laughing at us. An
older man met us and told us how to get over the hill to the village. We started
walking to the village and soon had children joining us as we met them along the
way. Many carried strings of small fish caught on the reef; others were carrying
firewood bound in leaves on their heads.

We entered a lovely little village and became the talk of the town. We were proudly
shown their fleet of fishing canoes and watched them prepare their root vegetables
for the evening meal. After meeting Felix who seemed to be the main negotiator, we
set up a trade for some for some vegetables. Felix and his two brothers followed us
back to the yacht but not before climbing a coconut tree to cut some fresh drinking
nuts. We sat on the beach and enjoyed the cool coconut milk drink before taking
them and a few more drinking nuts back to the boat. Whilst having a beer we
exchanged some drawing books, coloured pencils, rice and canned food for a range
of root vegetables. I even gave Felix one of my sailing shirts as a memento.

The benefits of tagging along with Benny was that he seemed to always catch more
fish than us. We anchored overnight in a very small lagoon sheltered from the wind
and went on to a sandy spit to watch the sunset, light a fire and have some yellow fin
tuna steaks which Benny had caught that day. What a great evening!!
It was then on our way to Panapompom which was in a separate reefed Atoll. We
missed out on a very large fish which got away at the last moment by breaking the
line and tackle. Pity because we wanted to be able to present it to the chief of the
next village. We anchored off a small island next to Panapompom and were soon
met by Martin in his dugout canoe. He offered to locate the site of a submerged
Japanese Code Zero fighter plane which was just off the island in shallow water. We
had a nice snorkel around the wreck and then spotted an ideal spot for some
kitesurfing. The locals came out in their canoes to watch us try and master the
conditions. By their reaction, I'm not sure they had seen anyone with a kite surf
before.

Our visit to the village was fun and Martin led us down to the centre of the village
where the local boat builders were working. From starting out as a basic canoe
hollowed out from a single log, they build several levels of supports to increase the
size and make a flat deck for the mast and sails. The locals do use the boats to
cross between the different islands in the archipelago. They did say that due to the
winds being often strong for periods for periods of time, generally from the same
direction, when they do go, they often can't get back home for some weeks until the
wind changes in their favour.

We had a great time around Panapompom but it was soon time to move out to the
outer reef in preparation for our sail over to Australia. We turned up and anchored off
what we thought would be a deserted island on the outer reef. Much to our surprise a
canoe met us and showed us where to anchor. Before long, we were ashore in a
small village drinking freshly cut coconuts with Chris and his family. There seemed to
be a lot of children for such a small village and soon we were playing football with all
the children on the beach.
As usual we traded for some local root vegetables and I offered to make some fresh
water for the village. Apparently, they have to row or sail to another island to get
fresh water and recently the conditions hadn't been ideal for the crossing. In return,
Chris brought us some fresh lobster for our lunch. Fair exchange I thought!!
Louisiades to Thursday Island 750 miles
We were sad to leave the Louisiades and soon got on our way to Thursday Island at
the top of Queensland in Australia. The trip looked simple other than the final
approach through the Torres Straits which is shallow with strong tides. We had been
advised by everyone along the way that swimming would be off the menu whilst in
Northern Australian waters. The main two reasons being, Salt water crocodiles and
box jellyfish. One lady was surprised that I had an inflatable dinghy rather than a
hard aluminium boat. Apparently the crocodiles like to bite their way through the
inflatable tubes if you leave the dinghy in the water at night, especially when close to
the mangroves. As it was, we never got to spot a single crocodile and, I feel would
have been privileged for one them to take an interest in our old dinghy. Anyway, we
kept out of the water and after checking in on Thursday Island, where we stayed for
two nights, we were on our way again for the final 750 miles to Darwin. I wanted to
get to Darwin by the 23rd June in time for the first British Lions test game against
New Zealand. We arrived in time and I quickly went ashore to recce a good pub to
watch the rugby. An Irish Bar came to our rescue and we watched all three test
games there whilst anchored off the main wharf in Darwin. After the Lions won the
second test we even enjoyed a Christmas Dinner in an Irish Pub in Australia. What a
strange world!!

Charlie and Fraser had both been looking for their next travel options. Arjan, a
Belgian guy flew out and joined me in Darwin at the end of June and my son Stuart
changed his plans to walk up through Indonesia and flew to Darwin to help with the
next leg to South Africa.
We have now left Australia and are in Indonesia for a few weeks before heading off
across the Indian Ocean. I'm writing this article whilst at anchor in Komodo National
Park. A Komodo dragon has just appeared on the beach and scared off a large
group of monkeys into the bush, with a lot of screaming and chanting as they went.
Scenes like that have made the whole journey worth the time and effort.
Charlie has gone off to Maine in America as First Mate on large racing yacht. Fraser
is still in Darwin enjoying himself whilst working out where to go next.
Laurie is going to fly out and visit us when we arrive in Mauritius in early September.
We have got a few miles to do before then. I'm looking forward to visiting the
Australias Christmas Island and Coccos Keeling reef before the big hop to Mauritius.
Hopefully, if all goes well, South Africa in early October.

If interested, you can keep an eye out for where we are on our blog at
www.getjealous.com/highamsafloat.

JUBILEE SCRAPBOOK OF THE RAMC

https://wellcomelibrary.org/item/b19180664#?c=0&m=0&s=0&cv=0&z=-0.6673%2C0.0733%2C2.3342%2C1.4663
Go to the above link. I think members will find this an interesting read.

SOLDIER MAGAZINE JUNE 2017 EDITION
Please find the link to the July Edition of the Soldier Magazine.
http://viewer.zmags.com/publication/19042323#/19042323/1
There is a downloadable PDF version and the button is located in the bottom right of
the opening page.

SIXTY TWO YEARS OF KNOWING ME, KNOWING YOU
(I could write a song about this title but alas, I think someone has beaten me to it)

John (Stan) Surtees and Terry Hardy
The name Terry Hardy might jog the memory of some members when I mention that
he was the author of a number of articles titled ‘23018325 HARDY T.L RAMC – EX
NATIONAL SERVICE – 8th APRIL 1954 TO 7th APRIL 1956’ that were published
in the January to June 2015 editions of the RAMC Reunited Newsletter.
John and Terry first met each other around the early part of March 1955 at BMH
Hong Kong up on the peak.
John (Stan) Surtees was also National Serviceman and had been around a bit
serving in Japan and Korea. He was young and only recently qualified as a medic
and specialised in pathology - his worth was gold dust! He would appear from
time to time and sign off my work - and we had an illicit private medicine
system going to earn a few bucks to help out.
After our National Service, John and I had a few 'run ins' together and worked on a
special Project at St. James Hospital Balham and also met up at the Royal College

of Surgeons. John was very good to me and helped master mind a very special
Thesis I was working on (Renal Function).
We bonded and have been in touch all these years. The above photograph was
taken when John came and visited me on Tuesday 25th July 2017 from his home in
East Sussex.

MALTA GC (Continued)
MILITARY FAMILIES HOSPITAL VALLETTA
In 1862, Inspector General Thomas David Hume strove hard to improve the
conditions of married families in the garrison. As there was yet no distant prospect
for a special female hospital for the garrison, Dr Hume recommended to the local
military authorities to reserve an existing large mess hut and two smaller ones
adjoining it on the Crown Work Floriana into a place for sick families. In October
1862, these huts were fitted out for 14 patients. Very little extra expense was
incurred by the conversion, whilst much comfort for the sick and a means for their
better treatment and nursing were obtained.
In 1879, an infectious hospital of four beds for women and children was opened at
the Valletta Station Hospital. In 1894, Surgeon Major General James Inkson, PMO
Malta 1894-1895, stressed the great need for proper hospital accommodation for
females and children, especially for cases of parturition. Puerperal fever was not
then uncommon among females confined to their quarters and attended to by
ignorant midwives.
In 1912, work was carried out on the Military Families Hospital which had been
established at the former Station Hospital Valletta. The Military Families Hospital
admitted 126 general female patients, 85 cases of confinement, and 128 children, six
of whom had infantile Kala Azar. Laundry was provided for the patients at the
hospital. In 1920, the Military Families Hospital was transferred to the old Detention
Hospital Mtarfa. In 1951, a Families Wing was opened in the main block of the David
Bruce Military Hospital Mtarfa. The old families’ hospital became a maternity wing for
families of all three services serving in Malta.
Citta Vecchia Sanatorium
On 15 November 1859, Inspector General John Forrest reported to Le Marchant that
the lack of a proper convalescent depot in the garrison, prolonged the time the sick
admitted to the General Hospital took to recover. "Since my arrival at Malta" declared
Forrest, "my attention has been attracted to the difficulty experienced in inducing
convalescents in numerous cases of disease among the troops. Not only has this
difficulty been met with in the treatment of the primary attacks, but also after its
removal, the ordinary remedial agents often fail to produce such rapid improvements
as might be expected when the acute stage has passed off, and the sick frequently
degenerate into a slow state of chronic debility depending on local causes which
change of climate alone will remove.

Forrest proposed converting the Grand Master's palace at Mdina into a sanatorium,
to which a number of selected cases would be removed. This would grant the sick
the benefit of a change of air and scene, without incurring the enormous expense of
returning them to England. Forrest calculated that in the four years ending 31 March
1859, a total of 1,307 soldiers had been invalided to England. The expense involved,
including the necessity of sending out men to relieve them, at the rate of £12 per
man, was about £15,684. A sanatorium would therefore easily pay for itself in
reducing the expenditure and in improving the health of the soldiers.
On 12 June 1860, the old palace of Justice of the Grand Masters at Citta Vecchia
was transformed into a convalescent hospital for officers and soldiers. The palace
was leased by the military for £160 a year and took three months to convert at a cost
of under £1000. It occupied an elevated location "with a fine atmosphere" and had
good ventilation and drainage, an open ground for the patients to exercise. It had 88
beds on the second and third floors distributed among 18 wards. Wards 4, 5, 6, 7
and 8 holding 36 patients opened on to a wide terrace overlooking Valletta. The
terrace was roofed with a wooden verandah to provide shade. A piece of deal plank
alongside each bed saved patients from stepping out of bed on to cold stone floors.
The lower storey was taken up with stores, kitchens, bath room, ablution rooms, and
mortuary. It also had a large dining hall for convalescent patients which also served
as a chapel.
The sanatorium was found to be the only place, apart from Spinola Hospital, where
fever cases had a fair chance of recovery. It therefore became the custom to remove
such cases to Citta Vecchia with the certain expectation of immediate improvement.
Ophthalmia and chest complaints did not benefit so much as fever cases by the
change of air. Forrest attributed their lack of recovery, to the deleterious sudden
great change of climate that the move induced.
Forrest also hired a private house at Citta Vecchia for officers suffering from ill
health. During the hot summer season, the sanatorium provided considerable relief
to the regimental hospitals. Ambulance wagons were used to move patients from
Valletta to Mdina. These were the old Crimean Ambulances, with India rubber
springs. The India rubber had, however, lost its elasticity, rendering them practically
without springs.
In 1890, the increase in the strength of the garrison led to a temporary closure of the
sanatorium which was used as a barrack for troops during the winter. In summer, a
third of the troops slept under canvas, relieving overcrowding.
In 1895, a sanatorium for soldier's families was opened at Citta Vecchia. This
women's sanatorium was taken over entirely by the War Office on 14 February 1898
and furnished, dieted, and administered as a hospital for soldier's wives and children.
The establishment was intended for convalescents only and was inadequate for the
nursing of acute cases. In 1898, the Citta Vecchia Sanatorium had admitted 821
patients, as compared with 581 in the previous year. Of these 535 were direct
admissions from Mtarfa Barracks and Mellieha Camp, and the rest were transfers
from other stations of which 66 came from Crete. In 1903 there were 22 women and
33 children in the women's sanatorium.

In 1907, owing to the reduction of troops in the command it was decided to close the
hospital at Citta Vecchia temporarily.
Convalescent Hospital - Fort Chambray Gozo
Fort Chambray Gozo was utilised in 1822 as a convalescent depot for the sick of the
Ionian Islands. It was fitted up again for the sick of the Crimea, as well as those of
the Egyptian Expedition. In peace time, Fort Chambray had a small hospital of four
wards for twenty men. This was hardly ever used, and had never had more than two
or three patients. It consisted of two small buildings set at right angles to one
another.
In January 1855, Malta became a reception centre for the ill and injured of the
Crimea. The small regimental hospital at Fort Chambray proved inadequate. Thus, in
March 1855, houses were hired in and around Valletta for their reception. On 4 May
1855, the barracks at Fort Chambray was repaired and fitted up as a convalescent
depot for 500 men from the Crimea. Twenty four Vienna Huts were erected at Gozo,
but the huts were of poor quality, and unsuitable for the local climate. Between 21
September and 4 October 1855, 49 deaths were recorded at the military hospital at
Fort Chambray, of which 13 were from cholera. The medical staff consisted of:
Inspector of Hospitals Gibson James Brown, Purveyor Woodley James, Apothecary
John Herbert, four Surgeons, 16 Assistant Surgeons, and a steward of the recently
formed Army Hospital Corps.
In 1882, Fort Chambray was once more prepared to receive sick and wounded from
the expeditionary force to Egypt under the command of Sir Garnet Wolseley. Malta
sent enough hospital equipment to Alexandria to set up a hospital of 400 beds in a
large shed near the main wharf. In July 1882, Surgeon Major Thomas Campbell
Tolmie and Surgeon Major Robert de Burgh Riordan left Malta to join the field
hospital in Alexandria. The steamship Carthage was specially fitted up as a basehospital for 220 patients on the seaboard of the Suez Canal. A large fleet of
transports transferred the patients to Cyprus, Gozo, Gibraltar,and England.
On 4 August 1882, medical staff left Southampton to open a hospital at Gozo. They
arrived on 13 August. Brigade-Surgeon Alfred Malpas Tippets was in charge of the
Base Hospital at Gozo. His second in command was Surgeon Major Edmund
Maurice Downing Fitzgerald who arrived from Southampton in the twin-screw SS
Tower Hill on 13 August. Two surgeons, one of which was James Maybury Beamish,
and an apothecary set up equipment for a 100 beds. The task of setting up the
hospital was completed by 24 August 1882.
By 23 August, the Commissariat Staff under a sergeant, four nursing sisters, and five
medical officers, including an apothecary, moved to Fort Chambray. A subaltern from
the Durham Light Infantry commanded a guard detachment. The former governor's
house, which had been unoccupied, was adapted as a small mess and officer's
quarters. Mgarr Harbour served as a landing for small boats which conveyed
patients from the old Indian troopships anchored further out to sea. Two troopships
arrived from Egypt with wounded at different times in September 1882.

The role of the medical staff at the Gozo hospital was limited to the care and surgical
treatment of the wounded. However, with the collapse of Pasha Arabi's army at Telel-Kebir on 13 September 1882, only two batches of wounded, with less than a 100
men, had arrived at Gozo. On 10 November, the convalescents were discharged,
and the hospital demobilised. The medical and nursing sisters went to the large Base
Hospital and General Hospital near Cairo and Alexandria. They arrived at Alexandria
on 23 November, where the personnel of the Gozo Hospital were dispersed.

Pembroke Camp District - Forrest Hospital St Julians
The annual instruction in musketry was held at Pembroke Camp from 1 January to 3
March and from 5 October to 31 December. There were no facilities on site. Men and
officers pitched their tents on the rocky ridge of limestone grit. The canvas was
ripped by the winter gales and the pegs did not have enough grip to prevent the tents
from blowing away.
The accommodation for the troops consisted only of a common circular tent
occupied by six men to a tent. The men slept on boards placed on the ground or
elevated an inch or two by stones. They huddled together exposed to every
unnecessarily privation, often deluged with rain. In winter, the stormy sheets of rain
confined the soldiers to their tent for two to three days. The effects of such exposure
to damp by day and night, was detrimental to their health. In summer, they were
exposed to the oppressing heat so that the men could only drill in early morning or
evening. The rest of the day they were confined by the heat to their tents. Each tent
was provided with two basins and a bucket. They washed at the shore, but in winter
it was impossible for them to carry out their ablutions by the strong swells.
The hospital for the camp consisted of one small hut and two marquees. The hut
was meant to take 10 beds, but only six fitted comfortably. It was used for the care of
severe cases while the mildly affected were placed in one of the marquees. The
other marquee was occupied as a store for medicines, surgical instruments, medical
comforts, surgical appliances and as a sleeping bay for the hospital corporal. The
cook house was quite inadequate. Like others in the camp, it consisted of a wall of
loose rough stones, with two or three iron bars laid along the side. In the winter gales
of 1859, no fewer than eight different hospital marquees were blown down or
damaged by the weather. A large quantity of medical stores was lost when the
marquee was blown over.
Le Marchant called the place a "gypsy bivouac" rather than a training establishment.
On 9 February 1860, he proposed to replace it with huts instead of canvas and to
build a permanent stone encampment so as to improve the general health, comfort
and efficiency of the troops. The barracks was to house 1200 men and have its own
hospital. The project would cost £5,258. The military paid £3,211 11s 6d for the rent
of 90 acres of rough ground, £120 a year to a civilian for the use of one well, which
produced bad water, and £30 for drinking water conveyed to the camp in barrels.
The camp would thus pay for itself in the long term.
Building commenced in mid-June 1860 under the direction of Captain Bland RE. The
selected plan was one of a double row of one storied buildings with colonnades to

provide shade. The revised estimated cost was 8,000 pounds. It was situated four
miles from Valletta, and ranged in six block buildings facing South East and North
West; four composed of fourteen rooms, and two of seven. Each room had sufficient
space for 14 men. In front of each room was a veranda supported on pillars and
arches. There was also a spacious mess and quarters for 30 officers. The camp at
St George's Bay was named after the Pembroke family estates of Sir Sidney
Herbert, Secretary of State for War (1859-1861).
In order to reduce the expenditure, it was decided not to build the new camp
hospital. Instead, Spinola Palace, which was situated within a quarter of a mile of the
encampment, was to be leased from the church authorities for £20 a year. This
decreased the estimate by £200. On the direction of the Lieutenant General
Commanding Troops Malta, Spinola Palace Hospital was named Forrest Hospital as
a compliment to the PMO of the garrison. Forrest Hospital opened in October 1860.
It was five miles from Valletta by road, and half a mile from Pembroke Camp. It had
42 beds distributed in nine wards. It was intended as a sanatorium and a reception
centre for the sick from Pembroke barracks. It also served as a sanatorium during
the summer months, as it was found better suited for patients with chest infections
than the sanatorium at Citta Vecchia.
On 8 June 1900, a plot of land measuring 30.5 acres was purchased on St Julian's
Hill at a cost of £3,100, for the building of a new Station Hospital. Another £141 was
disbursed on an approach road for the hospital. The building was to have 140 beds
for the garrison at Pembroke and the neighbouring forts. The lease on Forrest
Hospital was due to lapse in 1906, and the army had planned to relinquish Spinola
Palace in 1905.
In 1904, the Fourth Report of the Centralisation Sub-Committee of the Army
Hospitals Committee recommended replacing the Valletta Hospital with one Central
Hospital for the island for all acute cases, "other than venereal, itch, and infectious
disease". The hospital was to have 232 beds, and was to occupy St Julian's Hill.
However, as this site had no tram or rail links with Valletta, it was decided to sell the
land and construct the hospital at Mtarfa. The chosen site was ideally situated on
high ground, had transport links with Valletta, while the adjacent infantry barracks
provided accommodation for the orderlies of the RAMC, obviating the need to build
them new quarters. Forrest Hospital was thus retained until the completion of the
new Central Hospital, when it was envisaged to use it as a reception station for the
Western District. It was still in use in August 1922, when it was earmarked for
closure.
Barrack Hospital Mtarfa
Mtarfa Barracks was commenced in 1891; it was completed in 1896. Seven new two
storied blocks were occupied for the first time at the beginning of the year. No sooner
had the Royal Lancaster Regiment settled in, that, in July 1896, nine soldiers went
down with enteric fever.
A small hospital of 42 beds was also built at the same time as the barracks. It was
used for all minor cases amongst the troops stationed there and at Fort Bingemma.
All serious cases were transferred to the Station Hospital Valletta. With the decline in

cases of Malta fever, the Barrack Hospital at Mtarfa was used as a sanatorium for
convalescents. Ten married quarters in the barracks were set apart for families
requiring change of air.
The Barrack Hospital was expanded in 1904. The Centralisation Sub-Committee of
the Army Hospitals Committee recommended that the hospital should be reserved
for the care of women and children, and that the men should be treated in a new
Central Hospital. In 1914, the Barrack Hospital at Mtarfa had 55 beds.
David Bruce Military Hospital Mtarfa

On 19 August 1911, authority was granted for the purchase of land at Mtarfa for the
erection of a new Central Hospital. The Malta garrison needed 242 beds. The
Barrack Hospital had 42 beds which were increased to 62 by the removal of the
RAMC orderlies to the adjacent infantry barracks. The remaining 180 beds for
ordinary medical and surgical cases were to be provided by the new Central
Hospital. The whole project was estimated to cost £55,000.
Accordingly, 15.5 acres of land were bought to the west of the infantry barracks for a
sum of £2,661. The purchase of the land did not progress smoothly. In 1912, the
army was able to gain possession of the land, after it had agreed with a litigant to
deposit in court the purchase price, (£93 with 5 % interest for a year), of a disputed
plot. The wrangling dragged on until October 1934, when the War Office belatedly
discovered that no money had ever been deposited in court. The solicitor to the
Crown Advocate had fraudulently misappropriated the cash handed to him by
Command Pay Office. Thus, legal ownership of the whole site was in jeopardy,
unless HM Treasury paid the land owner the purchase price with interest of 5% from
1912 to 1934.
In May 1914, it became embarrassingly apparent that the hospital with all its ancillary
buildings would not fit in the acquired area. The sloping nature of the ground had
made it necessary to move the main block of the hospital further up the hill, leaving
insufficient terrain for the isolation block and staff quarters. Another 9.5 acres would
have to be bought, at a cost of £1,000 to £1,122. The outbreak of the Great War had
placed other priorities on HM Treasury, which saw no urgent need to release funds
for a project that would be too late in its completion to benefit the war effort. It
agreed, however, to honour the contracts entered into by the army for the realisation
of the main block of the hospital. The rest would have to wait until cessation of
hostilities.
On 6 January 1915, Sir Leslie Rundle, Governor and Commander-in-Chief Malta,
laid the foundation stone of the new Central Services Hospital. The building was
commenced on the assumption that funds would be released to build the ancillary
buildings at a later stage. By April 1915, the construction of the main block of the

hospital was in hand. By 31 March 1916, the sum of £17,950 had been spent, out of
the provisional total of £55,000. The main building was completed during the year
1920-21 at an approximate cost of £40,000. In view of the uncertainty as to the
future strength of the garrison of Malta, it was decided not to proceed with the
remaining portions of the hospital. Accordingly, no provisions were included in the
Army Estimates for 1921-22.
The new hospital was taken over by 30 Coy RAMC on 23 June 1920. The old
Barrack Hospital at Mtarfa, adjacent to Q Block, became a Families' Hospital. The
former Families' Hospital moved from Valletta in 1920. The Cottonera Hospital was
shut. No quarters existed. The orderlies occupied the infantry barracks which had
been vacated when the troops deployed to Chanak, Turkey. The nursing staff was
accommodated in two blocks of married soldier's quarters and infant school; the
sergeant and sergeant's mess and the rank and file occupied the necessary barrack
rooms. The RAMC formed an isolated colony on Mtarfa ridge, eight miles from
Valletta.
The infantry barracks at Mtarfa had space for 1200 soldiers. No infantry battalion
could be stationed there while the hospital staff occupied the barracks. This was not
a problem when Malta had only two infantry battalions, as the other barracks, namely
St Georges, St Andrews, and Floriana Barracks could accommodate them. Verdala
Barracks was used during the war as a Royal Ordnance Depot and was not available
for troop accommodation. Floriana Barracks was not large enough to house a
complete battalion; it usually detached two companies with their families to Fort
Ricasoli. Moreover, to upgrade the sub-standard accommodation of the barracks
would have cost over £12,000 in 1920. Two battalions were expected to return to
Malta from Mesopotania and Iraq. It was therefore imperative to re-appropriate the
portion of the barracks for infantry accommodation which had been allotted to the
hospital.
Consequently, in August 1922, further approval was sought to have funds released
for the completion of the hospital, on which £40,000 had already been spent. The
isolation block, laboratories, officers' quarters, nursing sisters' quarters, married
quarters, and recreational facilities had still to be established. The price of the
additional 9.5 acres land had meanwhile risen from £1,122 in 1914, to £1,700 in
1922. Authority to purchase the required land was eventually granted by a reluctant
Treasury on 8 September 1923. It had to be convinced that the old and sub-standard
Naval Hospital on the Bighi promontory lacked the capacity to take on additional
troops and, that additional beds had to be made available in a new modern hospital.
HM Treasury had previously argued that the naval and military hospital were only
some five miles apart; that there was ample vacant accommodation in the naval
hospital for army purposes; and that with modern motor transport such a distance
was not insurmountable.
In December 1926, the Joint Medical Services Committee created another
impediment to the evolution of the hospital by proposing its closure, and using the
Royal Naval Hospital as the sole Combined Services Hospital in Malta. Such a
recommendation was anathema. Each Service was determined to maintain separate
hospitals under naval and military supervision respectively. In addition, the possible
expansion of the Royal Air Force in Malta, and the difficulty of access to Bighi by

road from the barracks at Pembroke and Mtarfa, made it crucial to have two
separate hospitals.
The new hospital had been under used. It had accommodation for six officers and
190 other ranks, but by 1927, six beds had been equipped for officers, and only 119
beds for the other ranks. A Treasury Minute dated 23 February 1927, on the Third
Report from the Select Committee on Estimates 1926 paragraph 9 (Amalgamation of
Hospitals), noted that "in regard to Malta, the hospital situation there has been
discussed and came to the unanimous conclusion that having regard to the position
of Malta as an important centre for the hospital accommodation for the sick and
wounded of all the three services, it would not be practicable to provide properly
adequate accommodation in the Naval hospital alone".
The outbreak of the Second World War found the hospital precariously located close
to Ta Qali airfield, placing it at risk from enemy bombings of the runway. On one
occasion, Mrs Hamilton, wife of then Lt Col William R D Hamilton, (later Major
General) was killed. On another occasion the operating theatre was hit and the
theatre sisters seriously injured.
In 1941, the hospital took over its war role and changed its name to 90 British
General Hospital. It increased its beds from 200 to 2000 beds by taking over the
whole of the infantry barracks for hospital wards, and the pitching of tented wards on
the football pitch. 90 BGH reverted back to 600 beds in late 1944.24
On 1st March 1951, the designation of the hospital changed to The David Bruce
Military Hospital. The first draft of QARANC other ranks arrived in August 1952. They
quickly became a popular addition to the service community.
The David Bruce Military Hospital was transferred to the Royal Navy in October
1962, when the RAMC severed its ties with the Maltese islands. From November
1962, the Navy became responsible for hospital services in Malta.
After the 1939–45 war it became evident that the size of the military force in Malta
did not justify the retention of two general hospitals. The Royal Naval Hospital Bighi
had a peace time establishment of 261 beds, capable of expansion in war to 354
beds, but had no maternity beds or isolation ward. The David Bruce Military Hospital
Mtarfa had 235 beds, of which 53 were obstetric beds located in a wing separate
from the main hospital building. The hospital had only one operating theatre which
was not air conditioned, while facilities for out-patients were limited.
In 1957, the working party of the Ministry of Defence Medical Services Coordinating
Committee, decided on economical but not medical grounds, that Bighi should serve
as the Combined Services Hospital. However, a revision of their estimates carried
out in 1960 by the Manager Navy Works Malta found that their costings had been
based on unreliable data.
In March 1960, a new report recommended the David Bruce Military Hospital as the
future Combined Services Hospital. The recommendation was approved in January
1961, but the Defence White Paper of February 1962 outlined a naval draw down.

With fewer troops on the island a hospital of 206 beds would be sufficient for service
needs.
The final decision to move the naval hospital from Bighi to Mtarfa was taken in 1967.
Rebuilding started in February 1969. This included the provision of a new airconditioned operating suite and a ground floor out-patients complex which reflected
the trend away from predominantly in-patient investigations and treatment to outpatient care. The Receiving Room was designed to operate a central records system
for both in-patients and out-patients. It was close to the typing room and
communicated with the consulting rooms and the waiting area. The x-ray
department, pharmacy, laboratory and physiotherapy department were grouped in
close proximity to the out-patients facilities. The main building also housed the large
medical stores required to supply service medical centres in Malta and Libya, as well
as visiting ships.
In 1965, H Block St David's Barracks, with J and K huts and the RMA mess at St
David's, were earmarked as accommodation blocks for the 38 QARNNS officers, 68
Male Nursing staff, 66 Naval Nursing Auxiliaries, 2 WRNS ratings and 2 Red Cross
Officers of the Combined Services Hospital, known as the Royal Naval Hospital
Mtarfa. The QANNA were to live in H Block, and the male ratings in half of G Block.
The classrooms for training the nursing auxiliaries were to be sited in Q block, which
was adjacent to the families’ hospital. It was proposed for the medical and nursing
officers to take over the RMA mess at St David's Barracks. Objections were raised to
this scheme on the grounds that the hospital staff needed to be close to their place
of work, and that transport would be required on a constant basis to ferry them to
and from the hospital. It was argued for a new accommodation to be built within the
hospital grounds. The proposed move of the Royal Naval hospital from Bighi to
Mtarfa was delayed until the question of staff accommodation was resolved.
The hospital was formally opened on 2 October 1970 by Lady Dorman, wife of the
Governor General Sir Maurice Dorman, and was taken over by the Medical DirectorGeneral (Naval) Surgeon Vice Admiral Eric Blackburn Bradbury RN.
Epilogue
Army hospitals evolved from the small regimental hospital in a hired house, to the
palatial hospital on Mtarfa ridge for all three services and their dependents serving in
Malta. The military hospitals which opened temporarily between 1915 and 1918 for
the Gallipoli and Salonica expeditions are described elsewhere. Likewise, the British
General Hospitals which opened during the Second World War between 1940 and
1943. Malta rightly deserved her epithet of the Nurse of the Mediterranean for the
care given to the sick of the Gallipoli and Salonica Campaign.
All the military hospitals have now been shut or converted to civilian use. However,
so long as they stand, they bear a silent witness to the struggle against disease that
was fought within their walls. The sick soldier admitted to the various hospitals was
thankful for the medical respite they afforded and to the medical and nursing staff
who in their fight against the unknown often themselves fell victim to the illnesses of
their patients.

