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INTRODUCTION

Whilst 908,371 British Empire combatants were killed during First World War (1914-1918), a vast army of 2,090,212 men experienced disabling injuries. During and after the war this was to cause extensive logistical, economic, political and social upheaval for the British government and the disabled ex-serviceman alike. This war, latterly described as industrial slaughter, created a range of disablements on an unprecedented scale. In the shelling and gunfire the body of the soldier was mutilated in new and extreme ways. As the war dragged on and the fighting continued, the mind of the soldier was also under siege. How Britain responded to this problem stemmed from both traditional and contemporary notions of disability, but was to affect governmental policy on disability throughout the twentieth century.

MEDICAL CARE:

By the 1914 army medical care had already undergone significant change. First World War medical provision may have been based on late nineteenth-century innovation, but this war did help to solidify the importance of a distinct chain of care.

Figure one: Diagram showing the method of transport for casualties during the First World War. Taken from Norman Holding, More Sources: World War One Army Ancestry (Oxford, 1991). 
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New medical disciplines took shape as casualties flooded back to Britain. Whilst treatment for men blinded or deafened in wartime remained relatively static, provision for limbless, those with disfigurements, or war neurosis grew enormously. Of course, medical debate over such issues did exist before 1914, but due to novelty and volume of casualties during wartime these disabilities were brought to the fore.

Harold Gillies is best known for his work with disfigured soldiers with his use of the tube pedicule. These were tubes of skin peeled from one part of the body and joined to a new area needing skin. This kept a constant blood supply to the skin graft to help it grow. This procedure was perfected during the eleven thousand (approximate figure) facial operations that occurred at Queen’s Hospital in Sidcup. Amputations were also improved upon by various surgeons, as was the creation of new and improved prosthetic limbs. Prosthetic masks were manufactured for those unable or unwilling to undergo reconstructive surgery and who wanted to cover up their disfigurement. 

Photographs taken of various prosthetic masks created by Captain Derwent Wood during the First World War, held at the Gillies and Macalister Archive.
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In recent times the problem of wartime mental health has taken centre stage. Immortalised in the work of Pat Barker and her Regeneration trilogy, the experience and treatment of men psychologically damaged in war has been extensively explored. The work of William H Rivers and Lewis Yealland are best remembered for their differing approaches. Medical care ranged from hypnosis, ‘the talking cure’, to electric shock treatment. As men with war neurosis presented a range of symptoms from unsteady gait, deafness, dumbness, paralysis, nightmares, and depression, debate over the cause of this phenomenon shifted from a belief in the organic effects of a shell dropping close by, the repression of experience, to a belief in the hereditary weakness of an individual. Such a diagnosis was generally categorised under shell shock, hysteria or neurasthenia. Whilst the aim of Rivers and Yealland was to get men back to the front line, for those categorised as blind, limbless or deaf, war service was over.

REHABILITATION AND RETRAINING:

Part of the strategy to deal with disabled combatants was to offer rehabilitation and retraining. This was to serve several purposes; to aid recovery as rehabilitation helped to re-strengthen debilitated muscles, to support other forms of medical care, to counter the boredom many felt with long stays in hospitals, and also to recreate economically independent citizen. Therapy could be administered in a variety of ways including massage, electrotherapy, hydrotherapy and physical exercise. Mechano therapy was to aid movement and muscle building, by using applied exercises that utilised pulleys to move arms and legs. Electrotherapy included Interrupted Galvanic Stimulation, Electrical Treatment and Ionisation, all focusing on muscle movement. Hydrotherapy encompassed a range of baths and whirlpools for part or all of the body. Occupational therapy rested between rehabilitation and retraining. Some occupational therapies could direct future employment options, as did retraining. 

Future earning capacity was precarious for disabled ex-servicemen. This was commonly acknowledged by a range of governmental and voluntary organisations who offered support. Most schemes were voluntary in nature, but many did receive state aid. In short, the government although realising the need for such schemes, did not take full responsibility for them. Some workshops were joined to institutions that offered long term accommodation and medical care such as St Dustan’s and Enham Village Centre. Retraining and rehabilitation were experienced differently by individuals in relation to type of disablement. Although the blind were mostly under the care of St Dustan’s and various charitable institutions, those who needed prosthetic limbs were ostensibly under governmental control. St Mary’s Hospital, Roehampton was the most famous of the limb fitting centres. Here limbless men came to be fitted with a limb and trained to use it. Prosthetic legs were increasingly standardised whilst arms were less so. As the war progressed so to did technology. Wooden legs that could weigh up to nine pounds were slowly replaced with new lighter metal limbs. With around forty one thousand individuals needing prosthetic limbs, the quality of training was often haphazard and there was a back log of men waiting for their new limbs. 

The government were aware of the need to support limb retraining and limb production as it was widely believed that the economic future of such men rested on their ability to become as ‘normal’ as possible.  Retaining disabled men for future employment often rested on traditional notions of the capabilities of a disabled person. Basketry, rope making, making toys and other traditional institutional staples were taught in order to create economically viable men. These were supplemented by other modern workshop schemes such as diamond cutting, poultry keeping, book repair, carpentry, piano tuning and massage. However, many schemes either failed or were unable to offer financial independence because of the impractical occupations taught. 

In reality many disabled ex-servicemen were unable to find employment. The forty thousand (approximate figure) unemployed disabled ex-servicemen could be categorised in labour exchanges as A: men who could perform odd jobs, B: Can do light work, and C: Men who could only work under specially created environments.

DISCIPLINE:

In the majority of cases men were disabled in action and governmental and charitable support was forthcoming, however the horrors of war were often too much for some active soldiers who resorted to self mutilation. Known collectively as malingering, self harm could range from faking illness (pricking tonsils to cough up blood or inhaling smoke to create heart palpitations) to deliberately holding a hand above the parapet or shooting oneself. In some arenas, most notably amongst the rankers, getting a ‘blighty one’ was seen as acceptable behaviour. For those in authority such action was seen to threaten the success of the war effort. Some went undetected, whilst others were catalogued as injured or ill by sympathetic Medical Officers. But as malingering was deemed an offence, as was desertion, those caught out were subject to army law. 

Much has been said over that last few years about the execution of soldiers for desertion when they suffered from war neurosis. There is no doubt that some of those shot had a form of war neurosis, but the pension records show that the War Office were not immune to the plight of such men. Around sixty five thousand men received a pension that recognised the disabling mental affects of their war service. Thus, whilst some officials saw a link between neurosis and cowardice, this was not a uniform response. 

Disablement was not purely a matter of health care, but an issue that could threaten the stability of the war machine. Working out the nature of onset, or the way in which an individual was disabled, brought medical care and military law together. The actions of the Medical Officers were a fine line between policing for the army and the state, and caring for a soldier. Tensions would erupt between the needs of a nation at war and the individual. No where was this more clear than in the granting of pensions.

PENSIONS

Pensions for those injured in their service career were in place before the war. However, it was during the First World War that pensions would become a state issue. Pension policy was to change over time, but could be granted in relation to any condition that was either aggravated or directly attributable to war service. If one’s health declined materially in service, not necessarily battle, a disability pension could be paid out. This included heart problems as well as loss of limb or any form of war neurosis. That said, the way in which a disability was contracted did affect the pension. Drink, drugs, cases of malingering, or poor character could impinge on whether a pension was granted or the level of pension. An individual's rank also indicated the level of monies awarded, with Privates being granted the lowest amount. The award was based on measuring the percentage of disability in comparison to a healthy individual. Anything over 20% was granted a pension, those below, a gratuity. 

List of Pensions that were granted for specific injuries expressed in percentages - 1920.  Taken from the National Archives, PIN 15/33 Disabled Men unemployable on account of their disability. This table does not include a range of other disabilities that received a grant, but rather reflects the most common pensionable disabilities.
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Men were assessed in front of a Medical Board and were allowed to appeal.

Medical Board Form. National Archives PIN 15/12038 New Warrant Revision of Booklets and Leaflets for Disabled Officers.
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Information was gathered by pension officials from the Ministry of Pensions and Medical Officers. 

R.B. Ogle, ‘That Medical Board Feeling’ in The Gazette of the Third London General Hospital (November 1918) p. 48.
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CONCLUSIONS

As disability became increasingly visible, the plight of those disabled in wartime was something that troubled the state and society like never before. Medical care, medical specialisms, rehabilitation, retraining, and pensions were in place to help support men and attempt to ‘normalise’ them. There was no question of seeing the disabled body as anything other than something to be mended or ‘normalised’. This was a traditional view of disability, that also rested on a desire to make disabled men economically self sufficient. This was seen to benefit the individual, the British economy, but in light of , what has been titled, ‘the economy of guilt’. Men enlisted by the state, had been injured protecting Britain and deserved to be cared for by the state. The government certainly did not organise or financially support all schemes for disabled men, but they did not completely abandon them either. A variety of factors influenced they way in which disabled ex-servicemen were supported; from the type of disability, nature of onset, traditional views of the disabled and the fact that the state had a duty towards its injured men. For the civilian disabled this would act as a point of contention. They protested about the favouritism meted out to ex-servicemen. At precisely the same time, disabled ex-servicemen were unhappy with the levels of support they were offered. Such factionalism indicates that disability history is a tricky business and that the experience of disabled individuals is disparate indeed. 

QUESTIONS

1.Should the government have taken the full charge of  caring and support for those disabled in the war?

2.How and why did the type of disability affect the way in which men were treated?

3.How was disability defined in wartime? What factors affected this definition, and what did it mean to be disabled?

4. Does war improve medical care?
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5. Examine the picture below  how would you think about yourself and the sacrifice you had made for your country only to be told after you had rehabilitated that there was no work for you?
