OFFICIAL HISTORY OF THE
CANADIAN MEDICAL SERVICES
1939 - 1945

IS M o#H

. THE SURGEON GENERAL'S COLLECTION -

LA COLLECTION DU CHEF DU SERVICE DE SANTE

‘Thanks to/Gracieuseté de

Lt LG BETLCH




NOTE

N THE writing of this volume the authors have been given full access to relevant official

documents in possession of the Department of National Defence; but the inferences drawn and
the opinions expressed are those of the authors, and the Department is in no way responsible for
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A skillful leech is better far
Than half a hundred men of war
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PREFACE

HE MEDICAL SERVICES in the Second World War faced problems which were

unique only in size, Perhaps the greatest were those related to authority and
autonomy. Because medical problems today are more than ever obscure and difficult of
lay understanding, the medical man (in uniform and out) holds a position of semi-
seclusion, being regarded generally as an adviser. Authoritarian rule in the army, as it
relates to medical matters, is therefore tempered by respect for professional judgement. If
the medical officer is certain that an area will kill all the troops placed in it, the
commander will not overrule his advice unless wider knowledge and greater necessity
force an unnatural decision upon him, Such situations exist throughout the armed forces
in democratic states, but perhaps more obviously in the medical services than in other
special fields.

We face wars ill-prepared because we believe in the sanctity of human life, and
our social structure is designed to prevent the destruction of that life. With the advent of
war a new technique must be learned. As long as a man is our enemy, he must be
wounded, disabled, killed. But when action ceases, if he be still alive, everyone must do
everything to save his life. The conflict of motives ceases at the medical portal. Military
medicine has no differences from civil medicine, except those which develop when men
are constantly attempting either to fight or to escape fighting and killing.

Many have asked why, in these circumstances, a military medical service is
necessary at all. Sir Andrew Macphail remarked in the History of the Canadian Forces
1914-19, "The medical service of an army has no existence in itself. It is a vital part of a
living fabric . . . Dissevered, it decays and the main body perishes." The medical services
are different from any other part of a modern army in that it would be impossible to wage
war over the face of the earth without adequate medical knowledge available in the
background. Experience has also taught most medical men that without military
authority, it would be impossible for them to give their advice adequate force, and to
deliver it to the proper place at the right time. Men, when organized into an armed force,
behave according to a rigid code which must be established in order to sustain the very
abnormal existence they have undertaken. In this existence they forsake normal standards
and kill or are killed. There is no room in such a system for anything but order and
obedience. The voice of a civilian in a tight spot in the field would be heard as clearly as
that of the peasant who screams at the advancing tank, "Do not destroy my house."
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With these singular circumstances in mind, it is interesting to see how these facts
have come to the attention of successive generations of medical men, and how armies
have fared with their advice.

During the Second World War there were enlisted or appointed in the medical
services of the three armed forces, 5219 medical officers, 4172 nursing sisters, and
40,112 other ranks and ratings. Through their hands passed the casualties, which totalled
more than two million in medical institutions numbering well over one hundred in
Canada and many scores in theatres abroad. Significant advances were made in the
treatment of the sick and wounded, and the return of fit personnel to duty made a
contribution to solving the problem of manpower for Canada, the significance of which is
difficult to estimate. It will be clear from a perusal of the clinical and statistical records
contained in Volume II that a remarkable rate of recovery was achieved even for
seriously wounded men. Heroic surgery and remarkable feats of therapy became almost
commonplace, making these achievements possible. These events are all the more
remarkable since they developed in the hands of personnel recruited to what was in 1939
a single Canadian medical corps of only 40 permanent medical officers with other ranks
in proportion.

This volume has been designed to describe the activities of the Corps which was
responsible for the care of the Army sick and wounded, the development of two sister
services for the Navy and Air Force, and the administrative arrangements for other vital
medical services in Canada during the Second World War. The accounts are as factual as
painstaking research could make them; those who served through the heroic period of
history encompassed in these pages will be able to read, between the cold, hard lines, the
story of those very personal and colourful events which live in their memories.

k %k ok ok ok

Plans were made as early as 1944 for a history of the Army medical
services in the Second World War. In 1946 the writer was appointed Medical
Historian for the Army, In March of 1947 the Minister of National Defence directed
him to prepare a history which would describe the activities of the medical services
of all three armed forces, research units, and civil medical organizations during the
years 1939-45. An editorial staff was provided to review the large numbers of
official files and the Army war diaries from which the principal facts in the present
volume were collected. The Royal Canadian Navy's medical branch prepared its
chapter of the volume. The section dealing with the R.C.A.F. medical branch was
prepared by the medical historian and J. P. McLaughlin, Ph.D. and a small air force
committee was formed to review the draft. Reserve officers of the R.C.A.F. medical
branch prepared the chapter on B.C.A.T.P. statistics. In Volume II

vi
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(published in 1953) clinical experience is recorded under the authorship of
representatives from the three armed forces medical services. To add to the difficulties of
a complicated task, a cloudburst in Ottawa in July 1947 destroyed many of the files of the
Army Medical Service.

It is impossible to acknowledge in precise detail every contribution which has
been made to this volume. Many officers from the three services, both in the medical and
administrative branches, have been helpful. The Honourable Brooke Claxton, as Minister
of National Defence, gave his support and encouragement. The Directors of the Medical
Services for the three armed forces have all given every assistance within their power.
The Director of the Army Historical Section, Colonel C. P. Stacey under whose guidance
the project was placed at the request of the medical historian, has been of the greatest
possible assistance.

A Commonwealth Medical Historians' Liaison Committee was established on the
initiative of the British medical historians in 1946. Through the efforts of this group,
which brought together representatives from all parts of the Commonwealth, with guests
from the United States, it was possible to reduce greatly the efforts of the individual
historians. The advice and encouragement thus received, and the exchange of material
with other countries' historians, materially assisted the production of this volume.

The excellence of the illustrations is due to the foresight of those who appointed
war artists and war photographers as well as to the skill of the men who produced them.
To the artists whom it is possible to name, and to the numerous photographers whose
names are unknown, appreciation is expressed for the extremely illuminating file of
pictures which is available and from which those printed in this volume have been
selected, The editor wishes to express special thanks to his staff, without whose
assistance this work could not have been completed. In Ottawa Lieutenant-Colonel J. P.
McCabe, C.D., M.D., C.M., Major J.C.Morrison,M.A.,W,A.McKay, Ph.D., and J. P.
McLaughlin, Ph.D. assisted with various sections. Lieutenant-Colonel McCabe prepared
the chapters on the Canadian Scene, the Ancillary Services, and Manpower; he also
carried the administrative responsibility of the Ottawa office. Major Morrison drafted the
chapters dealing with the origin of the medical services, the period spent in the United
Kingdom, and the campaigns in the Mediterranean Theatre. Dr. McKay drafted those
describing the campaign in North-West Europe. Dr. McLaughlin prepared the chapters
dealing with the R.C.A.F. medical branch. Certain other chapters and sections were
prepared by the' civil and military organizations concerned. In Toronto, Miss D. L.
White, Staff-Sergeant W. T. Boyle and Sergeant D. K. Grindlay contributed much to the
accuracy and clarity as did also the writer's wife.

W.R. FEASBY

vii
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Chapter 1

THE MILITARY MEDICAL SERVICE
ON THE EVE OF WAR

HERE are today separate medical services for the Royal Canadian Navy, the

Canadian Army, and the Royal Canadian Air Force. The Royal Canadian Dental
Corps serves the members of all three services. These are the end products of the
expansion that took place during the Second World War in the single military medical
service existing in this country in September 1939. Then, the Royal Canadian Army
Medical Corps was responsible for all medical and dental services required by the
Canadian Armed Forces.

DEVELOPMENT PRIOR TO 1914

The corps may in a sense be said to date from 1885, the year of the Northwest
Rebellion. The troops sent to crush Riel and his followers, with the exception of their
British commander and a few British staff officers, formed an exclusively Canadian
force. Up to this time the medical service of the Canadian Militia had consisted solely of
the medical officers appointed to combatant units, purely a regimental medical service.
On 1 April 1885, the Minister of Militia selected a prominent surgeon of Cornwall,
Ontario, Lieutenant-Colonel Darby Bergin, to organize a medical service more suitable to
the requirements of a campaign. Granted the status of Surgeon-General, Bergin
discharged his task with notable success. Within a very short time he created a small
medical headquarters in Ottawa and dispatched to the field force a number of medical
staff officers and two field hospitals complete with equipment and personnel.* Nothing
but praise has been recorded for the medical facilities made available to the troops
engaged against Riel.

Although Bergin recommended the retention, and even the expansion, of the
medical service thus improvised no action was taken in this direction, and the service
disappeared with the emergency that called it into being. No steps towards organizing a
permanent army medical service as distinct from a purely regimental one appear to have
been taken until the late 1890's. Then in February 1898 there was appointed a Director
General of Medical Staff. A Canadian Militia Army Medical Department was created in
June 1899. Under its control were placed, on the one hand the existing Regimental
Medical Service, on the other a new organization designated the Militia

* Reports of the work of Bergin and his colleagues are contained in The Medical and Surgical
History of the Canadian North- West Rebellion of 1885, as told by members of the Hospital Staff Corps,
Montreal, 1886. A copy of this publication is in the Public Archives of Canada.



2 The Canadian Medical Services

Army Medical Staff Service. The latter was sub-divided into the Militia Army Medical
Staff (officers) and the Militia Army Staff Corps (other ranks). Medical officers posted to
the Militia Army Medical Staff were granted combatant rank.

No further basic changes in organization occurred until 1904, but the intervening
years saw the formation of numerous bearer companies and several field hospitals, the
components of the later field ambulances. Their officers belonged to the Amy Medical
Staff, their other rank personnel to the Army Medical Staff Corps. The old Regimental
Medical Service continued as formerly, although those of its officers who so desired were
given the opportunity of joining the new Army Medical Staff.

It was during these years that Canada became involved in the South African War.
Approximately 8300 Canadian troops were raised during the course of this campaign, but
only about 7400 proceeded overseas. Three regimental medical officers accompanied the
first contingent, and four the second. Nursing sisters to a total of 16 were at different
times dispatched to the scene of conflict. One field medical unit, No. 10 Canadian Field
Hospital, was organized for overseas service during the latter part of 1901, and reached
South Africa the following February. At home there were the tasks of examining recruits
and providing essential unit medical supplies. In proportion to the number of troops
involved, the Army Medical Services of the Canadian Militia, to employ the full title then
in use, played a notable part in this, the first overseas war in which Canada officially
participated.

Some two years after the South African War, in July 1904, there was a
fundamental reorganization of the Militia Medical Services. From this there emerged
within the Army Medical Department in place of the Militia Army Medical Staff Service,
a Medical Staff and an Army Medical Corps, both under a Director General of Medical
Services. The Army Medical Corps was divided into a small Permanent Active Militia
Army Medical Corps and a non-permanent Militia Army Medical Corps; each was
comprised of both officers and other ranks, and the non-permanent element included
dental officers and nursing sisters.* The Regimental Medical Service was entirely
separated from the Army Medical Department and made a distinct branch of the Militia
Medical Services. Its members were granted combatant rank, and such compound titles as
surgeon-major thus finally disappeared.

In 1906 the Medical Staff was abolished as a separate organization, and
its members were absorbed into either the Permanent Army Medical Corps or
the Army Medical Corps, the simpler designations adopted at the same time for
the permanent and non-permanent components respectively. Three years Later
the final step was taken. In May 1909 it was stipulated that all future
appointments to the Medical Service of the Active Militia were to be made to
the Canadian Army Medical Corps (C.A.M.C.). Officers of the Regimental

* Nursing sisters were first appointed to the Permanent Army Medical Corps in 1906.
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Medical Service were to remain with their units on the same terms as before, but no more
were to be appointed. There had finally emerged an army medical service similar in form
to the one existing today.

There is little point in considering the details of unit organization prior to 1914,
save perhaps to note the development during the years 1905-06 of a new type of unit, the
field ambulance. Some 16 field ambulance units were initially authorized, and were
formed by combining the existing bearer companies and field hospitals. The chief
purpose was to bring Canadian organization into line with that of the British, but it was
anticipated that a considerable increase in the efficiency of the medical service would
also result. Just prior to the outbreak of the First World War, the C.A.M.C. had on its
permanent establishment 20 officers, 5 nursing sisters, and 102 other ranks, and on its
non-permanent establishment 6 cavalry field ambulances, 15 field ambulances, and 2
clearing hospitals over and above the medical officers detailed to combatant units of the
Militia.

The Canadian Militia had always tended to pattern itself after the British Army.
In the years following the South African War, through a series of conferences held in
England, Canadian military organization was brought into increasingly close agreement
with that of the Mother country. What was true in general was particularly true of the
C.A.M.C. throughout all the stages of its development prior to 1914, as the decision to
organize field ambulances well illustrates. The first three Directors General were all men
with considerable experience of British medical practice, both civil and military. The
creation of the Royal Army Medical Corps in 1898 provided a model for the development
of an army medical service in Canada, representing as it did the culmination of a long
struggle against ingrained prejudice to raise military medicine to a position of equality
with the other arms and services of the British Army.

Both in tradition and in organization the C.A.M.C. was well prepared by 1914 to
function alongside its British counterpart should the necessity arise. What degree of
efficiency it had achieved is more difficult to assess. Its small permanent element was
largely occupied with administrative matters and the medical care of the approximately
3000 troops which then constituted Canada's regular army. Non-permanent medical units,
the backbone of the Corps, underwent an annual period of camp and field training in
addition to whatever training was authorized at local headquarters. But the amount of
training depended chiefly on the funds available, and its effectiveness on the number of
personnel willing to turn out. Special attention was paid to the training of medical units
during the camp season of 1911, and again in the summer of 1914. Although it had been
in effective existence for only about 10 years, was comparatively small in numbers, and
was perhaps not so highly trained as it might have been, the C.A.M.C. at the outset of the
First World War was probably as well prepared for what lay ahead as any other corps.
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THE FIRST WORLD WAR, 1914-1919

When war with Germany broke out in August 1914, the Minister of Militia,
Colonel (later Lieutenant-General Sir Sam) Hughes, ignored the existing mobilization
plans of his military advisers and gave full rein to what might well be described as
spontaneous mobilization. For the medical service, this method of raising an
expeditionary force created serious and quite unexpected difficulties. The medical
examination of recruits, the provision of camp medical facilities, and the organization of
the required number of field medical units were but three of the problems demanding
immediate and simultaneous solutions. Although inevitably many unfit men were
enlisted, a high standard of professional training and a sound spirit were evidenced in this
emergency. The "First Contingent' was spared any epidemic of sickness during the period
of its concentration at Valcartier, in the face of conditions that could easily have led to
medical disaster. From the permanent and non-permanent elements of the C.A.M.C. some
30 regimental medical officers and 10 medical units were provided within a month for
overseas service.

As the war dragged out its weary course, necessitating the dispatch overseas of
further contingents and heavy reinforcements, the commitments and responsibilities of
the medical service steadily increased, both at home and overseas. To meet these the
C.AM.C. was almost continually in the process of expansion. On 1 June 1915 its
overseas strength in personnel was 4533, and there were some 22 medical units serving
the Canadian Expeditionary Force in either England or France. By 1 June 1918 the
strength overseas had risen to 15,519 (1386 officers, 1829 nursing sisters, and 12,304
other ranks), while the number of medical units had increased to 68, of which 37 were
hospitals of various types. In Canada, to provide medical care for returned casualties as
well as for garrison troops and those preparing for overseas duty, there were available by
31 October 1918 medical personnel to a total of 5452 and 65 military hospitals with a bed
capacity of 12,282. Viewed in perspective against a total enrolment in the Canadian
Army during the First World War of 628,462, of whom 424,589 served overseas, the
need for a medical service of such proportions can be appreciated.

The C.A.M.C. proved equal to this rapid and enormous expansion. There were no
doubt minor failures in its work and individual instances of incompetence among its
members. But its general efficiency as an integral part of the military machine and its
mastery of military medicine were fully proved. In the words of Sir Andrew Macphail:
"The Canadian army held the field for four years without any of those failures in the
medical service, by which so many campaigns have been marred."*

* Macphail, Sir Andrew, Official History of the Canadian Forces in The Great War 1914-19, The
Medical Services, p. 402.
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This record of success was achieved despite the very serious controversy that
developed during 1916 over the administration of the Corps, particularly that part of it
stationed in the United Kingdom. The number of medically unfit personnel arriving
overseas, the distribution of Canadian patients in England to hospitals not under
Canadian control, the detachment of Canadian medical officers to assist the British in
scientific projects, the employment of Canadian medical units in battle areas where no
Canadian troops were engaged, all such facts and procedures were open to
misinterpretation by those far from the scene or imperfectly instructed in the conduct and
problems of war. In July 1916 the Minister of Militia appointed a special Inspector-
General to investigate the overseas medical situation.

The sequel was most unfortunate. The special Inspector-General in due course
rendered a comprehensive report on his investigations and recommended numerous
changes. The Minister of Militia then decreed that he was to supplant the serving Director
of Medical Services in the United Kingdom and proceed with the recommended
reorganization. But the new Director soon found that the situation which he had
criticized, and with which his predecessor appears to have been fully conversant, was not
so easily altered as he had anticipated. The question of medically unfit personnel, for
example, was capable of solution only in Canada. The segregation of Canadian patients
in Canadian hospitals was at that time a matter of military and financial inexpediency.
The suggestion that Canadian medical officers should on no occasion be attached to one
of the British Medical Services, or that Canadian medical units should not be sent to areas
in which there were no Canadian troops, could not withstand serious examination in view
of the close association of the Canadian and the British forces. Little in fact was achieved
by the new Director during his short term of office. The chief immediate result of the
whole controversy was to create a thoroughly unpleasant atmosphere throughout the
C.A.M.C,, aside entirely from the doubts raised in the public mind as to its efficiency.

The long-term result was more significant. "The principle that animated the conduct
of the Inspector-General, and of the Minister too, was civilian administration of a military
force",* according to Macphail. This is perhaps open to dispute as an over-simplification.
Under the democratic system the armed forces must remain subordinate to the civil authority.
In attempting from Ottawa to maintain tight control of the overseas forces, Sir Sam Hughes
possibly thought that he was simply putting this principle into practice. His mistake it would
seem was in failing to make any distinction between the direct and indirect control that the
civil authority must exercise over the armed forces as a whole and the internal administration
of those forces that is the proper function of military command. Though it is perhaps difficult
to say precisely where the line should be drawn between civil and military

Macphail, op cit, p. 184.
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control, it is certain that civilian interference with any part, as distinct from the whole, of
a military organization can only lead to unsatisfactory results.

In selecting the medical service for special attention the Minister was assured of
a prompt reaction, for nothing so rapidly excites public opinion in wartime as any
suggestion that the sick and wounded are not receiving the best attention that medical
science can provide. The resulting political storm contributed to the Government's
repudiation of his policies, and in November 1916 he was forced to resign. The system of
controlling the overseas force was then reorganized to ensure as nearly as possible the
correct division of responsibility between the civil and the military authorities.

At home, this problem in its medical aspects was not settled until 1918. Early in
the war a Military Hospitals Commission was formed to take charge of returned
casualties. This civilian organization, completely independent of the military authorities,
eventually assumed control of hospitalization arrangements not only for casualties being
returned from overseas but also for many of those originating in units mobilizing or
permanently stationed in Canada. So unsatisfactory did this arrangement prove, that early
in 1918 it had to be drastically altered. A large number of the hospitals operated by the
Commission were taken over by the Department of Militia and Defence, and all military
patients were brought under the control of the Adjutant General until discharged to civil
life as unfit for further military service. To provide for the further hospitalization and
subsequent vocational training of patients discharged as unfit, the Department of Soldiers'
Civil Re-establishment was created; the Military Hospitals Commission, under a new
name, was absorbed into it.

Once the war was over, the Department of Militia and Defence gradually
transferred most of its hospitals to the Department of Soldiers' Civil Re-establishment.
This avoided the maintenance of a permanently large military medical service, and
permitted the demobilization of patients requiring lengthy treatment.

The decisions of 1916 and 1918 were distinctly against direct civil control of a
military medical service in whole or in part. Nevertheless, the point was debated at length
by the Canadian Medical Association at its annual meetings in 1919, 1920, and 1921, and
a scheme for control of the medical service by a semi-civilian body was published in its
official journal. On the outbreak of the Second World War, as will appear in a later
chapter, civil control in part was again proposed, thinly disguised in new garb.

THE INTER-WAR YEARS, 1919-1939

The reorganization of the Canadian Active Militia that followed the
cessation of hostilities in 1918 had as its chief aim, financial economy. There was
created what appeared on paper to be a strong force of Non-PermanentActive
Militia (N.P.A.M.) consisting of 4 cavalry divisions, 11 infantry
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divisions, and certain ancillary units and formations. A Permanent Force, whose strength
was not to exceed 10,000, was also authorized. Until 1936, however, the annual defence
appropriations were quite insufficient to maintain anything approaching such an imposing
military establishment, due to the apathy of the general public and consequently of the
Government to the requirements of the Militia. As a result, the strengths both of the
Permanent Force and of the N.P.A.M. remained far below their authorized levels.
Training on anything but a very small scale was impossible during these years, and
morale tended to drop, particularly in the N.P.A.M.

By 1936 the international situation had reached such a point in its course of
deterioration since the Japanese invasion of Manchuria in 1931 that its implications in
terms of national defence could no longer be ignored. The sum voted for the Militia
Services in the fiscal year 1935-36 was $10,141,230, against $8,888,030 the year before.
In the last complete fiscal year before the outbreak of the Second World War, the total
amount expended by the Department of National Defence was $34,799,192. Of this,
$15,768,166 went to the Militia.

The increased sums made available for defence purposes from 1936 onward were
extremely modest by comparison with the efforts of most other countries, and they were
perhaps hardly commensurate with the needs of the moment. It is necessary to add that in
doing this much the Government of the day achieved a greater degree of defence
preparedness than ever before existed in Canada. Also, it would appear to have been
several strides ahead of public opinion in realizing the dangers of the international
situation and the preparatory measures necessary to Canadian security.

Of much greater significance in the long run than the increased defence
appropriations was the thorough reorganization of the N.P.A.M. in 1936. The 4 cavalry
and 11 infantry divisions were reduced to I cavalry and 6 infantry divisions, with the
necessary supporting arms and services. Outwardly a reduction of the Canadian defence
forces, this merely brought theory more closely into line with facts. The new organization
in one way or another absorbed most of the existing N.P.A.M. personnel; though many
units were disbanded, others had to be created in order to provide a balanced force. More
to the point, new members were attracted in considerable numbers.

The combined effect of reorganization and larger defence appropriations was to
increase markedly the effective strength of the N.P.A.M. The number of officers and
other ranks attending summer training camp was 12,720 in 1934, 17,997 in 1937, and
30,648 in 1939. This indicates a much greater improvement than the small increase in
actual enrolment from 48,761 in 1935 to 51,418 at the end of March 1939 would perhaps
suggest. The Permanent Force, on the other hand, remained virtually unchanged in
organization and grew but slightly in size. At 31 March 1939 it could muster but 4169 all
ranks.
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This is the essential background against which the history of Canada's inter-war
military medical service must be considered. The medical component of the Permanent
Force was permitted as of 3 November 1919 to adopt the title "Royal", and thus became
the R.C.A.M.C. The non-permanent portion of the Corps remained simply the C.A.M.C.
until T June 1936, when it too was granted the coveted prefix. The abbreviation
R.C.A.M.C. (N.P.) thereafter served as its distinctive designation. The Corps as a whole
was but one of the important cogs in the military machine. It was not to be expected that
it would manage to rise above the general level in strength, efficiency, or morale.

THE R.C.A.M.C.

As formed in 1920 on the reconstitution of the Permanent Force, the R.C.A.M.C.
was theoretically larger but actually smaller than its 1914 counterpart, though the
proportion of officers was greater. At 31 March 1921, against an authorized
establishment of 144 all ranks, its actual strength was 105, comprised of 31 officers and
nursing sisters and 74 other ranks. This comparatively small force, organized as a number
of detachments because of the nature of its duties, was scattered throughout the country.
Broadly speaking there was a detachment in each of the 11 military districts into which
Canada was then divided and a twelfth at what shortly became National Defence
Headquarters in Ottawa; sub-detachments were provided for such military and station
hospitals as the main detachments could not conveniently operate.

In size and organization the R.C.A.M.C. changed remarkably little during the
successive years to 1939. The strength to which it was permitted to recruit, governed by
the yearly defence appropriations, remained consistently though not far below the
authorized establishment until after 1936. Actual strength fluctuated from year to year but
tended on the average to be even lower. Over the years, nevertheless, there was a steady
if small accumulation of strength. By 31 March 1935 the R.C.A.M.C. was only one man
short of its then permitted total of 139 all ranks. The upward trend was more pronounced
after 1936. At 31 March 1939 there were 43 officers and nursing sisters and 123 other
ranks enrolled. The Defence Forces List published in November 1939 shows 42 medical
officers and 11 nursing sisters in the R.C.A.M.C., indicating a further and comparatively
rapid increase in personnel during the summer immediately preceding the outbreak of
war. Also, the number of detachments had recently been raised from 12 to 15, the result
chiefly of the work devolving upon the Corps in connection with the Royal Canadian Air
Force. These additional detachments were stationed, one at Halifax, one at Vancouver,
and one at Toronto.

Control of the widely dispersed R.C.A.M.C. was vested in the Director General
of Medical Services (D.G.M.S.), under the direction of the Adjutant
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General. Liaison was provided by means of district medical officers, who acted as the
local representatives of the D.G.M.S. and were responsible for advising district officers
commanding on all medical matters. Control was exercised and co-ordination achieved
through the staff of the Directorate of Medical Services in Ottawa, which consisted even
in 1939 of only three officers and three other ranks in addition to the D.G.M.S.

The duties and responsibilities of the Directorate and of the R.C.A.M.C.
generally remained by no means as limited as their means. During the years 1920 and
1921 the medical requirements of the Permanent and Non-Permanent Active Militia, in
relation particularly to the demobilization of the wartime medical service and to post-war
reorganization, were the main concern. In 1922, as the result of an Act of Parliament
amalgamating the Department of Militia and Defence, the Department of Naval Service,
and the Air Board under a new Department of National Defence, the Directorate of
Medical Services took over the medical administration of the Navy and the Air Force.
This was the beginning of a functional expansion out of all proportion to the modest
increases permitted in personnel.

In July 1927, on the creation of a Federal Directorate of Civil Government Air
Operations, responsibility for the medical examination of candidates for commercial and
private pilots' licences was placed in the hands of the R.C.A.M.C. This, together with
instructional courses and lectures in the larger cities on the medical aspects of civil
aviation, required a good deal of attention in succeeding years. In the autumn of 1932 the
medical supervision of Unemployment Relief Camps, whose organization and
administration had been undertaken by the Department of National Defence, devolved
upon the R.C.A.M.C. The task was no light one, for altogether some 170,291 men
obtained assistance in these camps before the unemployment Relief Scheme was closed
down in June 1936. In November 1933 the provision of hospital and specialist services
for the Royal Canadian Mounted Police was added to the list of duties. Finally, by 1938
the D.G.M.S. had assumed responsibility for the administration of the Canadian Dental
Corps.

In discharging these numerous obligations the constant problem was lack of
personnel. The employment of medical officers of the N.P.A.M. was frequently
necessary, usually on a part-time but occasionally on a full-time basis. For the military
signal detachments on duty at various northern points, and for other such isolated posts,
the services of civilian practitioners had on many occasions to be enlisted. Constant use
was made of the widespread hospital facilities of the Department of Pensions and
National Health,* since the military hospitals maintained by the R.C.A.M.C. were few in
number and small in size. Dental services required by members of the armed forces were
invariably provided by officers of the non-permanent Canadian Dental Corps or by
civilian dentists.

* The Department of Soldiers' Civil Re-establishment and the Department of Health were merged
into the Department of Pensions and National Health in 1928.
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Special arrangements were a particular necessity in meeting the requirements of
the Navy, from which the last permanent medical officer had departed by 1925.
Thereafter the R.C.A.M.C. had not only to supervise the medical administration of the
Navy but had also to provide the actual services required. To have an army medical
officer aboard one of His Majesty's
Canadian Ships during a cruise became routine. In the case of the Air Force, for which
full medical services were provided from 1922, outside assistance was less frequently
necessary, The R.C.AM.C. detachments in military districts having air force
establishments were gradually increased in size, and under the supervision of the district
medical officers managed fairly well in meeting the needs of both services at least until
1938.

In that year, with the volume of Air Force medical work steadily increasing and
air commands on the point of being established, steps were taken to create for the Air
Force a medical service diverging from that of the Army below the level of the
Directorate of Medical Services. R.C.A.M.C. officers experienced in Air Force medical
problems were appointed as Principal Medical Officers to Air Commands, with a status
equivalent to that of District Medical Officers. They dealt with the Department of
National Defence normally through the Air Officers Commanding, Air Commands, but
directly with the D.G.M.S. on all technical matters. As the air commands were large,
including several military districts, each principal medical officer was given command of
an R.C.A.M.C. detachment that was independent of any district medical officer. New
ones, as previously mentioned, were formed for this express purpose. Finally, in the
spring of 1939, a Staff Officer Medical Services (Air) was appointed to the Directorate of
Medical Services to co-ordinate all Air Force medical arrangements under the direction
of the D.G.M.S.

From the foregoing it will be clear that the R.C.A.M.C. was subjected to
considerable strain by the numerous, responsibilities thrust upon it, despite an appreciable
access of strength after 1936. That the outbreak of the Second World War found the
Directorate of Medical Services somewhat off balance in its plans and preparations for
mobilization is partially attributable to this fact.

THE C.A.M.C. AND THE R.C.AM.C. (N.P.)

The inter-war history of the C.AM.C.-from 1 June 1936 the R.C.A.M.C.
(N.P.)-falls roughly into two periods, divided by the Militia reorganization of 1936.
Throughout, the D.G.M.S. was responsible for control and administration. In military
districts liaison with the R.C.A.M.C. was provided by deputy district medical officers.
Their duties were more or less nominal, but they accompanied district medical officers
on N.P.A.M. inspections. The Defence Medical Association, consisting of branches in
each district and a headquarters in Ottawa, provided a valuable medium for
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the expression of opinion by non-permanent medical officers. The Association had no
official connection with the Directorate of Medical Services, but its elected delegates
assembled at annual meetings, discussed policies concerning the welfare of the members
at large; when it was thought desirable, resolutions were forwarded to the Department of
National Defence. The extent of its influence is difficult to assess, but there is no doubt
that its recommendations carried at least some weight in the determination of official
policies.

The period of reorganization that followed the First World War produced by
1920 a C.A.M.C. that in addition to regimental medical officers consisted of 77 units of
various types, all of them theoretically active. But only a small number of these, 4 cavalry
field ambulances, 17 field ambulances, and 2 casualty clearing stations, were in the
proper sense of the term active. This restriction was considerably modified in 1921 on the
promulgation of temporary peace establishments for medical units of the N.P.A.M.
During the succeeding years up to the end of 1929, amidst a welter of changes in
organization, the limits on recruiting were still further eased, especially in respect of field
ambulances. The C.A.M.C. nevertheless remained far more imposing
on paper than it was in actual fact.

On 1 January 1930 there came into effect an N.P.A.M. medical organization that
superseded the one of 1920 and the numerous alterations subsequently made to it. This,
together with an appropriately revised peace establishment, survived without major
amendment until 1936. In addition to regimental medical officers, provision was made
for 56 active and 25 reserve medical units. The authorized establishment, over and above
11 deputy district medical officers and 478 regimental medical officers, totalled, for the
active units 266 officers and 2739 other ranks, for the reserve units, 435 officers and 11
10 nursing sisters.

The C.A.M.C. nevertheless continued to show signs of internal weakness. That
its strength in active officers alone never reached the authorized establishment is by itself
of no particular importance, as the same might be said of the whole N.P.A.M. at this
period. It is of some significance that although regimental medical officers tended to
increase in number, the officer strength of active medical units gradually declined.
Moreover, of the officers and other ranks enrolled in these active units, the number
participating in any form of annual training was not impressive by comparison even with
the modest standards set by the N.P.A.M. generally. Whether through lack of interest or
direction, or merely as the cumulative effect of the numerous reorganizations during the
preceding decade, the early 1930's found the C.A.M.C. in a very unsatisfactory condition.
A General Staff report on all N.P.A.M. units in 1931 listed 61 of the existing 81 medical
units as being "moderate to poor" in respect of organization and training for war, a rating
well below the average. That 20 of the 56 active units were rated as "efficient to good"
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improves the picture only slightly. Not until after the general reorganization of 1936 was
there any material change for the better in this state of deterioration.

The first tentative proposals to erect a new frame work for the N.P.A.M. were
made in January 1931. But it was considered essential before proceeding with any such
reorganization to convince the officers of the militia of the real need for it. There resulted
several draft schemes of reorganization and a series of conferences of Canadian Defence
Associations to consider them. This procedure, though inevitably a slow one, ensured that
within reason the proposed changes met with the approval of the various corps
concerned, and that the new organization would thus rest on solid foundations.

The suggestions put forward by the Defence Medical Association and by the
D.G.M.S. were for the most part incorporated in the final plan. A parochial expression of
concern by the Defence Medical Association as to what was to happen to the officers of
surplus medical units was unanswerably countered by pointing out the extent to which
the total number of medical officers serving in the N.P.A.M. fell below the authorized
establishment. At a later date, nevertheless, specific instructions were issued that officers
carried on the strength of medical units about to be disbanded should wherever possible
be absorbed in those remaining active. By and large the reorganization developed very
little friction in so far as the medical service was concerned.

On 5 June 1936 authority was given to implement the approved scheme of
reorganization, and by the end of the year the task had largely been completed. The
R.C.AM.C. (N.P.) emerged with 42 active units (2 cavalry field ambulances, 22 field
ambulances, 1 cavalry field hygiene section, 11 field hygiene sections, 6 casualty clearing
stations) and 21 reserve units (3 motor ambulance convoys, 11 general hospitals [600-
bed], 7 general hospitals [1200-bed] ). An additional cavalry field hygiene section was
later authorized, bringing the total number of medical units to 64 by 1939. The peace
establishment as at the end of 1938 was 11 deputy district medical officers, 384
regimental medical officers, 234 officers, and 2638 other ranks in active medical units,
416 officers and 11 10 nursing sisters in reserve medical units, and 110 medical officers
attached to reserve regimental depots of other arms.

Despite this reduction in its size, the effective strength of the R.C.A.M.C. (N.P.)
increased appreciably if not spectacularly between 1936 and 1939. At the end of 1936
there were 642 active officers, 278 reserve officers, and 165 nursing sisters enrolled. In
1939 there were 666 active officers, 316 reserve officers, and 248 nursing sisters. Of the
active officers on strength in 1939, 261 belonged to active medical units. Though in 1939
the R.C.AM.C. (N.P.) was still below establishment in respect to reserve officer
personnel, especially nursing sisters, the number of active officers somewhat exceeded
the establishment.
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More important than this numerical increase was the great improvement in the
numbers trained annually after 1936. In active medical units from 1930 to 1936, the total
number of officers trained each year averaged 155; the average number attending camp
was only 54. During the fiscal year 1938-39, on the other hand, 228 officers trained, 153
of them at a summer camp. There were 189 at camp in the summer of 1939. No figures
are available as to the actual enrolment of other ranks, but the number trained during
1938-39 was 1038; the average from 1930 to 1936 was 644. The number of other ranks
trained at camp in 1939 was 818, against the 1930-36 average of 243. It can be
demonstrated also that in this later period the amount of R.C.A.M.C. (N.P.) training
approximated much more closely than in the early 1930's to that being done by the
N.P.A.M. as a whole.

There is no documentary evidence as to the official rating of the R.C.A.M.C.
(N.P.) on the outbreak of war in 1939. In the light of the facts presented it would
nevertheless seem to be a fair conclusion that its general efficiency and standard of
training had been raised a good deal above the level of earlier years.

TRAINING

On the whole, however, the increased amount of training carried out by the
Militia after 1936, though certainly indicative of improvement in the state of Canadian
military affairs, was little more than sufficient to offset the worst effects of previous
neglect. The system of training was founded on the premise that the Permanent Force in
addition to its other responsibilities would serve as an instructional cadre for the
N.P.A.M. If the system were to produce satisfactory results, there were two essential
conditions: the Permanent Force had to be sufficiently well trained and sufficiently large
to produce the required number of component instructors without impairment of its own
efficiency; the N.P.A.M. had to train regularly and in large numbers to derive any
substantial advantage from the instruction provided. Neither condition could be met
without the annual expenditure of considerable sums of money, which in fact were not
available in most years between 1920 and 1939.

In practice, therefore, the system could not function to the best advantage. The
Permanent Force not only suffered from a lack of collective training, but was generally
short of instructors. As a corollary, N.P.A.M. training frequently had to be conducted by
N.P.A.M. officers, whose interest and efficiency were not always of the highest order. In
any case the N.P.A.M. trained for too short a period each year and had too few men under
training either to receive full benefit from the instruction that was available or to give its
officers much experience in handling men. It is only fair to add that many units carried
out local training for which no pay was received, and that many of the officers and
N.C.Os. expended much of their own time in taking qualification courses.
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The situation was further aggravated in the case of the Medical Corps by the fact
that the instructional cadre, the R.C.A.M.C., was for the most part scattered throughout
the Dominion in small detachments. Professional medical duties engaged almost the full
time of each. These of necessity took precedence over instructional duties and the
R.C.AM.C. was able in practice to render to N.P.A.M. medical units only a small
measure of training assistance.

The training of R.C.A.M.C. itself was similarly conditioned. The most that it was
normally practicable to attempt was individual training within detachments, though
undoubtedly the personnel of the sub-detachments normally sent to N.P.A.M. summer
camps obtained valuable additional knowledge from the varied duties performed there.
Only once was anything in the way of real field training carried out. That was in 1938,
when a skeleton field ambulance company was organized to take part in Permanent Force
collective training at Camp Borden. Drawn from seven different detachments, 11 officers
and 21 other ranks of the R.C.A.M.C. profited greatly from this unique experience, if
only through their discovery of the distinction between the theory and the practice of
casualty evacuation in the field. A further point is that during the whole of the inter-war
period only 10 R.C.A.M.C. officers were privileged to attend courses in the United
Kingdom. Desirable as it might be, it was thus very difficult to keep in close touch with
technical developments in that much larger organization, the Royal Army Medical Corps.

The training of the non-permanent medical units, aside entirely from the numbers
involved, varied widely in quality. This must be borne in mind when considering the
training statistics already presented in another connection. Standards tended to differ
from one military district to another, even from one unit to another within districts. Local
training facilities and the competence of instructors largely governed interest in training,
and consequently the benefit derived from whatever training could be done with the
funds available. Some units fared better than others by appointing an Honorary Colonel,
who contributed financially to the provision of suitable accommodation and the defrayal
of unit expenses generally. But in the final analysis the efficiency of a unit depended
chiefly on the interest, drive, and personality of the commanding officer. The good one
made progress even with limited means. She poor one achieved little at any time.

Lack of uniformity in unit training was countered to some extent by the annual
courses of instruction held or supervised by the R.C.A.M.C. for the purpose of qualifying
the non-permanent officers, N.C.Os., and specialist personnel of the Corps. Though by
absolute standards the number attending these courses was never very large, sufficient
officers and other ranks achieved the qualification sought to make this form of training
invaluable. Up to 31 March 1938, qualification -certificates of one kind or
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another were earned by 473 officers and 928 other ranks. It is questionable whether from
the long-term standpoint this was not the most valuable type of instruction. It assured at
least a nucleus of reasonably competent personnel.

EQUIPMENT

Of greater import than any imperfections in the training either of the R.C.A.M.C.
or of the R.C.A.M.C. (N.P.) was the deficiency of military medical equipment evident in
1939.

In line with the general equipment policy in force at the close of the First World
War, technical field medical equipment for four divisions, and for the medical units
required in support of such a force, was returned to Canada. Some of it was immediately
issued for training purposes. The rest was placed in Central Medical Stores or distributed
to district medical stores, and was earmarked as mobilization medical equipment.

The Medical Corps like the rest of the Militia had to live mainly on its capital
during the greater part of the inter-war period. So far as the records show, 11 ambulance
cars for use in military districts and one six-wheeled ambulance for use of the Air Force
at Camp Borden constituted the only important equipment purchase on behalf of the
Medical Corps between 1919 and the outbreak of the Second World War. In
consequence, its mobilization equipment in 1939 consisted largely of what was left from
the stocks acquired so many years before. Every effort was made over the years to
prevent deterioration in storage and to carry out modifications. What medical equipment
there was in 1939 was in good condition, but most of it was obsolescent if not obsolete.

A report prepared in the Directorate of Medical Services during the early part of
1938 stated that with the equipment on hand no more than a dozen regimental medical
officers, and no medical unit in excess of one field ambulance, could be placed in the
field, and that there was insufficient equipment to provide hospital facilities inside or
outside Canada. It was anticipated that a supply of most drugs and dressings could be
procured in Canada, but that as far as field medical equipment was concerned there
would be no source of supply available after mobilization. The conclusion reached was
that it would "not be possible to meet the medical requirements of any force in the field
larger than a brigade in Canada or abroad".*

The D.G.M.S. repeatedly endeavoured to have funds diverted to the
purchase of medical equipment, particularly those items that could not be secured
in Canada. But the increased sums available for equipment purposes after 1936
were largely devoted to the acquisition of modern weapons, ammunition, and
vehicles. As late as February 1939 he had to point out that

* H.Q.S. 3498, vol. 12: S.0.M.S. to D.G.M.S., 21 February 1938. Note: All references in this form
are to files held by Central Registry, Department of National Defence
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although the purchase of mobilization medical stores had been referred to several times,
he had "not been given any information" as to what might be expected as a result.

The sum included in the Defence Estimates for 1939-40 in respect of medical
stores was $13,000, only $2,000 more than in 1938-39. On 25 August 1939 an emergency
expenditure of $8,918,930 for defence purposes was authorized by Governor-General's
Warrant. The Militia allotment amounted to $946,930, of which $10,000 was earmarked
for the provision of medical stores required by the troops scheduled to be called out for
duty in connection with coastal defence and the protection of vulnerable points.



Chapter 2

MOBILIZATION PLANS

HATEVER the lack of war material and trained personnel, there did exist in

Canada on the outbreak of the Second World War a sound general plan for the
mobilization of the Permanent and Non-Permanent Active Militia. It provided not only
for coast defence and internal security, but also for the raising of a corps of two divisions
with the necessary proportion of ancillary units to serve as a field force either at home or
abroad.

Medical mobilization plans, primarily the responsibility of the Directorate of
Medical Services under the supervision of the Adjutant General, unfortunately provided
an exception to this generally satisfactory state of preparedness, Fragmentary plans there
were, but no comprehensive scheme for the provision of medical services adequate to the
needs of the forces mobilized for duty at home or abroad.

THE GENERAL PLAN

The First World War had hardly ended when the General Staff, as in duty bound,
began to consider the defence of the country and the mobilization of the Militia in the
event of another emergency. There were two problems to be faced: first, that of direct
defence against violation of Canadian soil; secondly, that of indirect defence by actively
participating with other Imperial forces in the protection of common interests abroad.
Initially some effort was expended on devising solutions to the first problem, but by 1926
attention was focused mainly on the second.

Several factors, notably the absence of a definite statement of defence policy by
the Government and the lack of a sufficient staff to sustain long-range planning projects,
led to a considerable delay in working out a detailed scheme for indirect defence. It was
the early part of 1932 before one was completed and given the approval of the Minister of
National Defence. Designated Defence Scheme No. 3, it was then issued to district
officers commanding, who were instructed to prepare their own detailed plans as far as
possible.

At this stage Defence Scheme No. 3 dealt with the mobilization and dispatch
overseas of a field force comprised of a corps headquarters, one cavalry division, two
divisions, and the necessary corps, army, and line of communication troops. Provision
was made for concentration camp and base organizations in Canada and overseas. For
ease of concentration and movement, the field force was divided into two echelons; each
included one complete division, roughly half of the cavalry division, and an equal
proportion of ancillary troops. It was intended that the whole force would mobilize
simultaneously, but that it would be concentrated one echelon at a time in
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a single camp and thence moved overseas. The principles of territorial representation,
local and national, and of utilizing so far as possible existing units of the Permanent and
Non-Permanent Active Militia were the chief determining factors in its proposed
composition.

During the early months of 1937 a thorough revision of Defence Scheme No. 3
was undertaken by reason of a governmental decision that Canada was to be primarily
concerned with direct or home defence. A chapter on local defence and internal security
was added. This not only laid down the responsibilities of district officers commanding
for meeting various forms and scales of attack on ports, inland centres, and other
vulnerable points by enemy troops or sympathizers, and for preventing civil unrest, but
also prescribed the method of providing forces to meet these risks. The field force,
though no change was made either in its composition or in its method of concentration,
was designated the Mobile Force, and was allotted as its primary role the defence of
Canada in Canada. Arrangements to dispatch the Mobile Force overseas in whole or in
part were made the subject of a separate chapter, and it was stated specifically that their
implementation would be contingent on government policy in the light of events.

To this latter extent, nevertheless, Defence Scheme No. 3 remained a useful plan
whereby an expeditionary force could be dispatched overseas should the government so
decide. In the event of such a decision, National Defence Headquarters was to be
responsible for the selection of ports of embarkation, for the movement of units to them
from whatever concentration camps were established, and for the provision of movement
staffs at the ports. Once the area of operations abroad was fixed, an overseas inter-
mediate base would be established to permit, among other things, the maintenance of a
supply of reinforcements at a reasonable distance from the theatre of war, and the
provision of facilities for the care of casualties. Prior to the departure from Canada of any
part of the Mobile Force, it was to be expected that a ‘Canadian Overseas Headquarters’
would be dispatched to the area selected for the intermediate base. In respect of potential
medical requirements, these were the important, though now tentative provisions retained
from the original plan.

In its revised form Defence Scheme No. 3 received ministerial approval in March
1937. In addition to the major provisions already outlined, it contained detailed
instructions as to the various stages by which it might be put into effect, the exact
meaning of the short telegrams proposed to be used for initiating these stages, and the
steps to be taken by district officers commanding on receipt of these pre-arranged
telegrams. During 1938, to ensure further that in the event of an emergency there would
be no delay in mobilization, the executive orders necessary to place the required elements
of the Militia on active service were prepared in draft form. These were so arranged as to
enumerate in separate lists the units required for the Mobile Force, the coastal garrisons,
and the defence of vulnerable points.
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In May 1939, the question of a place of concentration for the Mobile Force, thus
far left in abeyance, came under active consideration. As there was an increasing
probability that if mobilized at all it would be employed as an expeditionary force in
Europe, the most useful area for concentration was eastern Canada. But in the absence of
any single camp suitable for such a large force, even if concentrated in two echelons,
concentration by arms and services in several camps was finally decided upon.

In this same month, a practical test was carried out in the office of the D.G.M.S.
as to the length of time required for the medical examination and subsequent attestation
of recruits. The conclusion reached, on the basis of what trained personnel proved able to
accomplish, was that if medical boards were provided on the scale of two per 1000 men
included in war establishments, the minimum time required for mobilization would be 16
days. As this presupposed that medical boards would begin to function at full speed on
the first day of mobilization, a condition unlikely to be fulfilled, it was agreed that the
time allowed for recruiting units to war strength should be increased from seven to 21
days.

Military districts were notified of these modifications, and of a decision to delete
the cavalry division and all cavalry units from the Mobile Force, in an instruction dated
24 June. This expressly stipulated that in the event of war the whole of the Mobile Force
would be mobilized simultaneously and subsequently concentrated in several camps
across Canada, a list of the camps and the units that were to occupy them being
appended. On 21 August, however, district officers commanding were informed that if
mobilization occurred late in the year units of the Mobile Force would be accommodated
in the areas in which they were mobilized. National Defence Headquarters reached this
decision on the basis of the time and expense involved in constructing winter
accommodation at the proposed camps.

MEDICAL PLANS

The final order of battle of the Mobile Force, appended to Defence Scheme No.
3, listed the particular units that it was proposed to mobilize in order to provide a medical
component of seven field ambulances, four field hygiene sections, two motor ambulance
convoys, one advanced depot medical stores, two casualty clearing stations, three general
hospitals (600-bed), three general hospitals (1200-bed), one convalescent depot, one
mobile bacteriological laboratory, one mobile x-ray laboratory, and one base depot
medical stores. In accordance with the requirements of district mobilization schemes,
separate provision was made for certain additional medical units or parts of units to be
utilized in connection with coastal defence and the protection of vulnerable points.

Such other medical mobilization plans as existed on the outbreak of war were
anything but firm. There was on file a plan prepared by the D.G.M.S.
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in 1936 against the only contingency then being seriously considered, the dispatch
overseas of an expeditionary force. But it had never been revised, and was at best of
superficial value as a concomitant to the 1939 version of General Staff plans.
Mobilization Instructions for the Canadian Militia, 1937, outlined among other things the
policy to be followed in the medical examination of recruits, the vaccination and
inoculation of recruits, the care of sick 'personnel during the mobilization period, and the
issue of medical equipment on mobilization. This was supplemented by Physical
Standards and Instructions for the Medical Examination of Recruits, 1938. The difficulty
was that hospital arrangements during mobilization, certain aspects of the medical
examination of recruits, and even the composition of medical boards, had come into
question after the issue of these publications, and generally speaking had not been
conclusively settled.

THE COURSE OF MEDICAL PLANNING

The medical mobilization plan prepared in 1936, following the appointment in
January of Colonel J. L. Potter as D.G.M.S., was presented to the Adjutant General* for
approval in September. In relation to Defence Scheme No. 3 as it then existed, this plan
was reasonably complete and detailed except in respect of district medical arrangements,
It dealt separately with medical arrangements for the field force, for the intermediate
base, and for Canada. A series of appendices contained suggested instructions for various
key medical personnel and several organizational proposals.

So far as the field force was concerned, the number of hospitals and other
medical units required over and above the normal medical component of divisions was
specified in detail. The hospital requirement was based on 10 per cent of the estimated
strength of the force, but it was recommended that the actual distribution of hospitals
between the theatre of operations and the intermediate base be left to the discretion of the
senior medical administrative officer overseas.

The premise adopted in considering the medical requirements of the intermediate
base was that the arrangements made for the field force would also suffice the base until
such time as the field force proceeded to a war theatre, an estimated period of six months.
It was therefore recommended that additional medical units be made available at the
intermediate base not later than six months after mobilization. The number and type of
units required for this purpose were prescribed.

Medical arrangements for Canada were discussed under three main heads:
field force concentration camp; National Defence Headquarters; and district
medical arrangements. As to the first, it was pointed out that Defence Scheme
No. 3 made provision for the appointment of an Assistant Director

* The Adjutant General at this time was Major-General C. F. Constantine.
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of Medical Services (A.D.M.S.) and clerical staff for the field force concentration camp,
that medical arrangements for the field force while stationed there should be made at the
time of mobilization and be prepared to function when units began to arrive, and that on
the basis of experience in the First World War, all personnel should be examined by a
standing medical board prior to moving overseas. As it was appreciated that neither the
medical units nor the medical personnel of the field force, except for a proportion of the
officers of general hospitals, would be available for camp medical duty, it was
recommended that medical units additional to those of the field force should be provided
for the concentration camp, and that certain officers should be attached permanently to
the staff of the A.D.M.S. for duty on the standing medical board. The units considered
necessary for this purpose were enumerated, and the suggested composition of the
standing medical board was set forth in some detail.

In respect of National Defence Headquarters, a war organization for the
Directorate of Medical Services was outlined, together with the duties that would devolve
upon the various sub-directorates proposed. What steps would have to be taken to ensure
that the field force, the concentration camp, and the troop transports were supplied with
essential medical stores and equipment, and the time within which the various items
would be required were stipulated.

District medical arrangements were considered only tentatively. But it was
intimated that they should include provision for the medical examination of recruits, for
the hospitalization of returned casualties, and for the full medical care of all troops
permanently or temporarily stationed within their boundaries. As a guide, the D.G.M.S.
did state that he proposed to allot to each military district one 200-bed military hospital.
This was to furnish the basis for subsequent enlargement or redistribution of hospital
facilities.

Of the appendices, perhaps the most important was that presenting a proposed
establishment and organization for the office of the "Director General of Medical
Services at the Intermediate Base". Generally speaking the overseas Directorate was to be
identical with that at Ottawa, and the proposed instructions to its Director reveal that he
was intended to be co-ordinate with, rather then subordinate to, the D.G.M.S. in Canada.
The remaining appendices, mainly in the form of "Instructions", dealt with such matters
as medical responsibilities in relation to embarkation, the disposal of casualties, and the
duties incumbent upon district medical officers, the A.D.M.S. contingent concentration
camp, embarkation medical officers, and officers in medical charge of troops on board
ship. That the plan contained no firm directive as to district medical arrangements has
two explanations. First, the D.G.M.S. desired as a preliminary to examine district
mobilization schemes, and had requested that he be provided with copies of them.
Secondly, there were certain questions of policy which had to be decided before
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an effort could be made to co-ordinate district medical arrangements, but on which
decisions were still pending at the end of September 1936.

In August 1936 the D.G.M.S. had asked that a policy be laid down with respect
to the supply, maintenance, and issue on mobilization of technical medical equipment,
and had recommended among other things that information be sought from the United
Kingdom as to whether medical equipment that it was not proposed to supply in
peacetime could be obtained in suf-ficient time in the event of war to equip certain
medical units at the intermediate base. In that same month the Director of Equipment and
Ordnance Services had inquired of the D.G.M.S. what policy it was intended to pursue in
the hospitalization of troops in Canada in the event of mobilization, specifically whether
hospitals operated by the Department of Pensions and National Health and other civil
hospitals were to be utilized. Upon this a prompt ruling had been obtained from the Chief
of the General Staff, Major-General E. C. Ashton, a physician as well as a soldier who
had had considerable experience' of the Military Hospitals Commission as Adjutant
General in 1918 and had been instrumental in its abolition:

We surely learnt our lesson in the Great War. Military Hospitals should be provided from
the commencement and expanded as required.*

The D.G.M.S. had then requested a decision on two further matters of policy, the
territorial distribution of military hospitals, and the disposal of overseas casualties among
them.

This latter request was submitted on 21 September 1936. A month later, as no
reply had been received, the D.G.M.S. made a firm recommendation as to the number,
size of staff, location, and organization of military hospitals in Canada. Broadly speaking
his intention was that they should have a small R.C.A.M.C. establishment supported by a
large number of civilian specialists, that each should initially have a 200-bed capacity,
and that this should ultimately be so expanded as to include in addition to medical and
surgical wings, one for tuberculosis, one for convalescent cases, and, in certain specified
centres, one for plastic surgery, mental cases, or neurosurgery.

At this point, consideration of medical mobilization arrangements ceased for the
moment, and was not resumed until 1938. Since by then circumstances in the planning
field had greatly altered, it would be fruitless to speculate on the probable result had the
various matters broached by the D.G.M.S. in 1936 received prompt and adequate
attention. In fact, there is no evidence that his mobilization plan was ever approved.
Certainly, the policy decisions requested were not taken.

It was in February 1938 that the D.G.M.S. drew to the attention of the
Adjutant General the various medical mobilization problems that had been
outstanding for over a year. In June a reply was received from the Director of

* HQS 5430 vol 2; D.G.M.S. to D.A.G. 31 August 1936. Minute by C.G.S. 2 September. Major-
General Ashton was C.G.S. from 1 June 1935 to 20 November 1938.
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Organization and Personal Services, to whom the Adjutant General appears to have
referred the matter. This satisfactorily disposed of several minor points that the D.G.M.S.
had raised, but on the main issues was rather vague. It stated that medical mobilization
stores and equipment should be held for the most part at Central Medical Stores for issue
as required, but said nothing about supply of the items that were deficient. As to hospital
arrangements in Canada, the D.G.M.S. was invited to submit new proposals based on the
various contingencies envisaged in the revised version of Defence Scheme No. 3. As a
basis for his new submission, he was promised lists of the units to be mobilized for
various types of guard duty in Canada and of the prospective training units and district
depots. Against the possibility of the Mobile Force being employed on active service in
the field, there was included in the memorandum an estimate of the percentage of
monthly wastage by corps. From this, it was suggested, the percentage of casualties likely
to require hospital and convalescent accommodation in Canada could be calculated.

It is debatable whether the general outlook regarding mobilization had really
changed to such an extent as to warrant new proposals for the provision of hospital
accommodation in advance of policy decisions being taken as to the organization, staff,
and distribution of military hospitals and the disposal of returned casualties. The
D.G.M.S. appears to have thought that it had not. For over two months nothing at all
happened. Then, on 12 September 1938, the Director of Organization and Personal
Services provided the D.G.M.S. with the lists he had promised in June. On 16 Septem-
ber, though stating that he was working out proposals based on these lists, the D.G.M.S.
renewed his efforts to obtain the desired policy decisions, and resubmitted the relevant
recommendations of September and October 1936. On this occasion he met with more
success than had previously attended his efforts.

The Adjutant General* on 20 September 1938 approved in principle the proposed
organization and staff for military hospitals in Canada. Two days later the D.G.M.S.
recommended that the partial organization of two such hospitals, tentatively designated
base hospitals, should be proceeded with, one in each of the two coastal military districts,
Nos. 6 and 11. After outlining the extent to which organization should be completed, he
suggested that the necessary accommodation be earmarked for conversion to hospital use,
and that the two units be authorized to proceed with the completion of their
establishments in personnel and equipment up to a capacity of 200 beds immediately the
order to mobilize was given.

Meanwhile, the Adjutant General had taken up with the heads of the other
branches of the staff the two remaining policy questions, the distribution of
military hospitals and the disposal of returned casualties. In doing so,

* Major-General H. H. Matthews succeeded Major-General C. F. Constantine as A. G. on 15
August 1938.
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he recommended approval of the main hospital centres suggested by the D.G.M.S.
(Halifax, Montreal, Kingston, Toronto, London, Winnipeg, Regina, Calgary or
Edmonton, Vancouver) and of the underlying principle that so far as possible casualties
would be returned for hospitalization to the territorial, areas from which they enlisted.

When Major-General Ashton came to consider the two questions thus referred to
him, he expressed complete dissatisfaction with the state of medical planning,
particularly in respect of hospital arrangements, and directed that a conference be held in
his office to discuss the matter. The cause of the existing situation he attributed to lack of
co-operation with the D.G.M.S.

I have glanced over the contents of this file and I consider the situation far from
satisfactory. Apparently the D.G.M.S. has been earnestly endeavouring to press forward
the arrangements in connection with medical services for some years. He does not appear
to have been given the necessary information.

The conference was duly held on 30 September 1938. Major-General Ashton
outlined the general policy to be followed by the medical service on mobilization and
suggested that a general plan be developed for the establishment of sufficient military
hospitals to meet the needs that would develop once Defence Scheme No. 3 was put in
operation. For the first stage, that of concentrating recruited personnel at their local
headquarters throughout Canada, such local medical arrangements as were considered
convenient and desirable by district medical officers should be made. The second stage
from the medical point of view would be the organization and localization of military
hospitals for the care of various types of cases originating from units forming the coastal
garrisons, guarding vulnerable points, providing internal security, or composing the
Mobile Force. For the operation of these hospitals, it was decided as a matter of policy
that it would be desirable to utilize units provided for in the authorized establishments. It
was also decided as a matter of policy that discharge to civil life would be carried out in
all cases where it appeared that no further military service could be rendered, and it was
to be envisaged that patients so discharged would be placed under the care of the
Department of Pensions and National Health. It was agreed also, on the basis of a
suggestion made by the D.G.M.S., that "the possibilities of utilizing the medical services
of the Department of Pensions and National Health to a greater extent during the earlier
period of mobilization should be made the subject of further discussion between the
officers of the Departments concerned." The provision of suitable medical and ordnance
equipment for hospitals, to be held in store, was discussed, but nothing was decided.

A second conference was held on 7 October 1938. The main subjects on
the agenda were: co-operation with the Department of Pensions and National
Health; special authority for the emergency purchase of medical stores; x-ray of
chests as part of the medical examination of recruits; organization
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of the Canadian Dental Corps; medical categories; and organization of military hospitals,
The first and last of these items arose out of the decisions of the first conference. The rest
were new questions only recently raised by the D.G.M.S.

On the subject of co-operation with the Department of Pensions and National
Health it was agreed that after a plan had been prepared the matter was to be taken up
with the other Department and a definite arrangement concluded.

The medical stores that the D.G.M.S. desired to purchase were such things as
surgical dressings, shell dressings, and medical haversacks urgently required to complete
technical field mobilization equipment and establish a reserve. It was decided that they
should be purchased in the United Kingdom, and that the quantities of some of the items
required might be doubled. The cost of purchase, amounting to approximately 10,000,
was to be included in the estimates for 1939-40.

The question of a chest x-ray as part of the medical examination of recruits had
been made the subject of a special memorandum by the D.G.M.S. in which he expressed
the opinion that the advantages to be gained by this procedure were unlikely to balance
the accompanying expense and delay in mobilization. The conference concluded that the
Department of Pensions and National Health should be invited to meet a committee of the
Department of National Defence to discuss the question and make recommendations.

A committee of the Canadian Dental Association, during an interview with the
Minister of National Defence on 18 September, had suggested among other things that on
mobilization the Canadian Dental Corps ought to be divorced from the medical service
and given its own Director General. With this opinion the D.G.M.S. had subsequently
recorded his substantial agreement. During the course of the discussion on this subject
however, it was brought out that in the military systems of Great Britain and the United
States the dental service was under medical administration. To those present it did not
appear justifiable, in view of the cost, to establish a separate administrative organization
for the Canadian Dental Corps. It was therefore decided that the Canadian Dental
Association should be invited to discuss the question again with officials of the
Department of National Defence.

In regard to medical categories, the D.G.M.S. had posed three questions;
first, whether on mobilization personnel in categories lower than A should be
enlisted; secondly, whether the potential value of a candidate temporarily unfit for
enlistment would warrant the expenditure necessary for treatment to render him fit
and the risk of a possible future expenditure for pension; thirdly, if remedial action
were to be taken in certain cases, whether a candidate should be treated while he had
civil status, or whether he should first be enlisted and then afforded treatment. It was
agreed that the use of lower category men and the treatment of those having remedial
defects required consideration, also that the question of enlistment before or after
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such treatment needed study from the viewpoint of safeguarding the Government against
liability for pension or compensation claims. The D.G.M.S. was instructed to prepare a
plan for further discussion and a special document suitable for use in respect of men
requiring treatment from which pension claims might result.

Finally, the recommendation of the D.G.M.S. that base hospitals be organized in
Military Districts Nos. 6 and 11 came under discussion. It was decided to use hospital
units already existing in those districts rather than create new units. The D.G.M.S.
nevertheless requested that his proposals concerning 200-bed military hospitals be left on
file for emergency use in the event that formed units should not be available. He was then
directed to submit a memorandum indicating the availability for duty in Canada of
N.P.A.M. hospital units and the extent to which additional hospitals might be required.

Despite these two conferences, the course of medical planning ended eventually
in an impasse. In a memorandum of 26 April 1939, the D.G.M.S. reported to the Adjutant
General:

Medical Arrangements —

Defence Scheme No. 3

The marginally noted arrangements were completed and forwarded 15.9.36 on the basis
available at that date, viz. a field force operating from an intermediate base. Medical
arrangements were recommended separately for service in Canada, at an intermediate
base, and in a theatre of operations. Various administrative instructions were prepared at
that time for the guidance of the D.M.S. Overseas, A.D.M.S. Contingent Concentration
Camp, District Medical Officers, Embarkation Medical Officers, etc. . . .

It is appreciated that medical arrangements must be such that they are amenable to
amendment as the situation changes. However, much labour has been expended with
limited results and before further commitments are made, an appreciation of the existing
situation has been made for the favour of your consideration. If in order, details will be
worked out and it will be so arranged that amendments may be made from time to time
without destroying either sequence or continuity.

The accompanying "appreciation", in the light of the information available in April 1939,
was a correct enough assessment of the chief tasks of the medical service on
mobilization, and even stated in a general way how it was proposed to carry them out.
But no detailed plan ever resulted from it.

Little more ultimately resulted from the specific decisions taken on matters of
detail at the two conferences. Hospital arrangements in Canada, and most of the points
raised by the D.G.M.S. with respect to the medical examination of recruits, became in the
summer of 1939 subjects for discussion by a committee representing the Department of
National Defence and the Department of Pensions and National Health. Provision for
even the emergency purchase of medical stores, as related in the preceding chapter, was
not made until the latter part of August 1939. It was December 1939 before the
appointment of a Director General of Dental Services finally settled the question of how
the Canadian Dental Corps should be administered.
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HOSPITAL ARRANGEMENTS IN CANADA

From the foregoing pages it will be evident that the Department of National
Defence had four reasonably firm intentions with respect to the provision of hospital
accommodation in Canada in the event of war; first, to maintain whatever number of
military hospitals might be required to meet the full needs of the forces mobilized;
secondly, to use for this purpose hospital units already on the establishment of the
N.P.A.M.; thirdly, to utilize the hospital facilities of the Department of Pensions and
National Health during the early stages of mobilization, but only until military hospitals
could be made ready; lastly, to discharge to the care of the Department of Pensions and
National Health any patients incapable of further military service. Unfortunately, when
the necessary discussions were finally opened with the Department of Pensions and
National Health, it was found that the views of the two Departments were diametrically
opposed.

On 1 May 1939 the Deputy Minister of National Defence forwarded to the
Department of Pensions and National Health a letter drafted by the D.G.M.S. in February
suggesting the formation of an inter-departmental committee to consider the two
questions of apparent joint interest in respect of the proposed hospital arrangements. On
that very same date the Deputy Minister of the latter Department, Dr. R. E. Wodehouse,
presented to a meeting of the Standing Inter-Departmental Committee on Defence Co-
ordination formed by the Government in May 1938 (P.C. 531) a memorandum that read
1n part:

Shall the peacetime arrangement which exists between the Department of Pensions and
National Health and the Department of National Defence for Canada continue in the case
of certain eventualities for hospitalization of National Defence Department. personnel by
the Treatment Branch of the Department of Pensions and National Health?

It is very important indeed that it be settled that the National Defence need only organize
field ambulance for operation in Canada to receive casualties that may occur: give them
necessary treatment usually carried out by field ambulance, and arrange for their transfer
to hospitals under the administration of the Department of Pensions and National
Health...

The Standing Committee decided that this was a subject for direct collaboration between
the two Departments concerned. On 6 May Dr. Wodehouse informed the Deputy Minister
of National Defence that his Department “would like very much indeed” to establish an
inter-departmental committee, "to discuss many phases of the subject matter of your
communication."

Meanwhile, the memorandum presented to the Standing Committee on Defence
Co-ordination had been communicated to the Department of National Defence. It was
interpreted there as a desire to revert to the hospitalization system in effect from 1914 to
1918 and occasioned serious misgivings. For the moment, therefore, while the full
implication of this development were investigated, the formation of an inter-departmental
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committee remained in abeyance. When finally, on 5 June, the Department of National
Defence nominated its representatives to the committee, the Deputy Minister took the
occasion to state very firmly the considered hospitalization policy of his Department:

Based on experience gained in the late war, and the principles of military organization
and administration, it is considered that the control of military personnel must continue to
be the responsibility of the Adjutant General of the Militia Services and the
corresponding appointment in the Royal Canadian Navy and the Royal Canadian Air
Force.

Consequently it is the policy of this department that the medical service to the Forces
should be administered by the Director General of Medical Services under the Adjutant
General. . . .

The terms of reference that he proposed for the committee in respect of hospital
arrangements were strictly limited: "the extent to which the Department of National
Defence may depend upon the Department of Pensions and National Health for—(i)
hospital accommodation; (ii) specialists' services".

The reply of the Deputy Minister of Pensions and National Health, setting a
tentative date for the first meeting of the committee, was conciliatory, but nevertheless a
clear reflection of the opinion that the Department of National Defence should be
responsible for casualties only to the extent of clearing them from "fields of conflict".

Of course there is no desire on the part of this Department . . . . to presume to suggest that
there should be any interference with the control of the . . . . Department of National
Defence in Canada for casualties and clearing them from actual fields of conflict.

My understanding of my instructions is that the Committee will consider at what point
the National Defence Medical Services will choose to turn over casualties to the care of
the Treatment Branch of the Department of Pensions after they have been cleared from
the field of conflict, and to provide arrangements for repayment for their medical care in
hospitals to be arranged for by the Treatment Branch of the Department of Pensions and
National Health. . . .

Despite this great disparity in views, the inter-departmental committee eventually
met. At a final session on 25 August 1939, attended by both the Deputy Minister of
Pensions and National Health and the D.G.M.S., a report was approved. "The members
present, following a discussion of several meetings", recommended on the subject of
hospital arrangements:

that the Department of Pensions and National Health be authorized to provide treatment
and hospitalization for all personnel of the Department of National Defence in Canada in
case of mobilization, for a period of six months or until other arrangements are made in
so far as Canada is concerned.

In forwarding this report to the Department of National Defence, the chairman,
Dr. Wodehouse, conveyed the further information that the Minister of
Pensions and National Health had "expressed . . . his readiness
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to have this Department carry out the treatment obligations mentioned for the Department
of National Defence pending any other arrangements being made or permanently".

At a meeting held in the office of the Adjutant General on 28 August, by which
date partial mobilization had begun, it was decided that the offer made by the Department
of Pensions and National Health should be accepted as a temporary measure. The formal
acceptance, dispatched on the following day, expressly stated: "The offer is accepted
until such time as the additional hospital arrangements required by the Medical Services
of this Department are completed . . ."

MEDICAL EXAMINATION OF RECRUITS

A thorough medical examination of all recruits and a careful record of the
findings produce invaluable results. The services are protected from the disruptive effects
and financial burden of enlisting unfit personnel. The recruit receives a double protection:
if he is unable to meet the required standards, he is normally rejected and thereby saved
endless difficulties; if, on the other hand, he is accepted, his condition on enlistment is
recorded, with the result that any pensionable disabilities acquired during services are not
open to dispute on discharge. The State is protected against inequitable pension claims.
The total recruited manpower is employed economically and usefully through the
categorization of each individual as to functional ability. An additional result - an
increase in the total manpower available for military duty-can be achieved if the medical
service is permitted to provide treatment for recruits with remedial defects.

Mobilization Instructions for the Canadian Militia, 1937, as later amended, laid
down that the medical examination of recruits was to be conducted in accordance with
existing Instructions for the Medical Examination of Recruits and the results recorded on
the forms prescribed; great care was to be taken that such entries were full and complete,
Officers commanding units were to arrange for the medical examination by a medical
board of all serving officers, nursing sisters, and soldiers who volunteered for service in
the Canadian field force and of all recruits obtained through general enlistment. When for
any reason it was not possible to have personnel examined by a medical board at the
place of enlistment, a preliminary examination was to be carried out by the unit medical
officer or a R.C.A.M.C. officer especially employed for this purpose; personnel were not
to be accepted finally, however, until examined and pronounced fit by a board. The
necessary arrangements to ensure that medical examinations were properly carried out
were to be included in district and unit mobilization schemes.

Physical Standards and Instructions for the Medical Examination of
Recruits, 1938, detailed the examination procedure, and enumerated both
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the standards of physical fitness required for acceptance and the principal causes of
rejection. Although designed primarily for the peacetime use of the three services, this
constituted the Instructions for the Medical Examination of Recruits that it was intended
should be followed in the event of mobilization. The decision as to physical fitness or
otherwise was to rest entirely with the medical officers conducting the examination, but
where doubt existed a candidate might be required to produce a certificate from a
specialist before a decision was taken as to his category. Standards for the N.P.A.M. were
to be the same as for the Permanent Force; except that veterans in, category B might also
be accepted. No recruit with a category lower than B was to be accepted even in the
N.P.A.M. without authority from National Defence Headquarters. Candidates requiring
dental work were to be rejected pending completion of such work at their own expense,
Where there remained any element of doubt as to fitness, a recruit was to be rejected.

So far as they went, these manuals were excellent. But for mobilization purposes
they made no provision for such commonplace items of the present-day military medical
examination as chest x-ray, Wassermann test, and chemical urinalysis, though it is to be
noted that chest x-ray had formed part of the medical examination of candidates for
entrance to the permanent forces of the Navy, Army, and Air Force since March 1937.
Altogether, they appear to have been based more on the experience of the First World
War than on later medical practices and conceptions.

In the autumn of 1938, as previously noted, the D.G.M.S. raised the questions of
adding chest x-ray to the medical examination procedure on mobilization, of enlisting
personnel of categories lower than A, and of providing treatment for recruits with
remedial defects. The Department of Pensions and National Health, when approached for
an opinion on the subject of chest x-rays as had been directed, proved to be strongly in
favour of the procedure and opposed to the expressed view of the D.G.M.S. that the value
to be drived from it would not balance the accompanying delay in mobilization. By May
1939 that Department had come to the conclusion that two other matters respecting the
medical examination of recruits required urgent consideration: first, the type of medical
record to be kept; secondly, the existing physical condition of personnel in the non-
permanent elements of the three services.

A special examination of such personnel, though strongly desired by the
Department of Pensions and National Health, does not appear to have been accepted
as necessary, or even to have been contemplated, by the Department of National
Defence. The remaining questions, at least by implication, were submitted along with
the problem of hospital arrangements in Canada to the inter-departmental committee
formed in June. The committee was expressly directed to consider "the desirability of
treatment of applicants for enlistment for defects discovered on medical examination,
and, if considered desirable, the procedure to be adopted", also, "the desirability
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of routine x-ray examination of chests or other special investigations". It was invited to
submit "observations, if any, regarding documents already approved", and to deal with
any other relevant matters that might **Come to notice during the proceedings . . . and
warrant consideration".

A subcommittee, composed of two medical representatives from the Department
of Pensions and National Health and one from the Department of National Defence,
considered this agenda and reported to the parent body on 14 July.

The most positive conclusion reached was that an x-ray examination of the chest
was "desirable for purposes of record and should be completed within six months of
attestation but should not delay mobilization". It was suggested moreover, that the
necessary administrative instructions to this effect be prepared.

In respect of remedial treatment, the subcommittee reported that it had reviewed
the disabilities most commonly met with, as outlined in Physical Standards and
Instructions for the Medical Examination of Recruits, 1938. Underweight and
underdevelopment, diseased tonsils and minor nasal conditions, defective vision
correctable with glasses, dental cavities — any of these it was thought, if the only defect,
should be no bar to enlistment provided that the examining officers considered the
treatment required would produce the desired results. Serious defects such as hernia,
haemorrhoids, and otitis media, "should be considered a cause for rejection in the early
days of mobilization or until it could be shown to be in the national interest to accept and
treat these conditions". There were cited, also, certain conditions that ought to be a cause
of outright rejection as liable to aggravation, or at the very least to be made the subject of
special investigation. But no suggestion was made as to what procedure should be
followed in the provision of remedial treatment should this be decided upon for certain
types of cases.

Apart from recommending the adoption of several specialists' report forms
prepared by the Department of Pensions and National Health, the subcommittee had little
to say about medical documentation. Nor, despite the wide measure of discretion
permitted in the subject matter of its deliberations, does it appear to have considered the
enlistment of low category personnel for specific types of duty or any special procedures
in the medical examination of recruits other than chest x-ray.

These findings were officially communicated to the Department of National
Defence on 25 August as part of the final report of the inter-departmental committee. They
did not, of course, constitute a policy decision, and at this late date the Department of
National Defence could do little more than set them aside for future consideration. As the
Minister of National Defence pointed out, in reply to a letter from the Minister of Pensions
and National Health drawing his attention to the subcommittee's report, stressing



32 The Canadian Medical Services

the importance of adequate medical documentation, and suggesting that chemical
urinalysis be added to the examination procedure:

I am happy to assure you that the extreme importance of medical examination on
attestation has long been recognized in my Department, and elaborate provision has been
made to ensure that this is properly organized and will function efficiently . . . The report
of the Inter-Departmental Committee . . . will be given most careful consideration.

I am advised that it would be difficult to introduce urinalysis as a test during
mobilization. The matter will, however, be considered in the period subsequent to
mobilization when this, and other investigations not possible in the time available for
medical examinations of recruits, will be undertaken. . . .

The Department's position on medical categories at the outbreak of war was as
laid down in a recruiting memorandum prepared in May 1939. The Mobile Force was to
be composed of category A personnel, subject to the qualification that category B men
could be utilized: for units employed on the lines of communication and duties at the
base; in all units if employed on sedentary work as clerks, cooks, batmen, orderlies,
sanitary duties, and storemen; if skilled tradesmen employed at their trades. Units of
coastal garrisons other than infantry could enlist personnel in categories A, B, or C;
infantry units were restricted to the first two. Units employed as guards for vulnerable
points and prison camps were initially to enlist only category A and B personnel, but
ultimately men in category C as well.

DISTRICT MEDICAL MOBILIZATION PLANS

Considering the uncertainties existing at National Defence Headquarters about
hospital arrangements and the medical examination of recruits, it was hardly to be
expected that district medical officers would succeed in evolving entirely satisfactory
administrative plans in respect of these matters, although it was one of their
responsibilities to do so. Moreover, the necessary supervision by higher authority to
ensure the co-ordination of their plans appears to have been lacking until very late in the
day.

As intimated earlier in this chapter, the D.G.M.S. requested in August 1936 that
he be provided with a copy of district mobilization schemes. On that same occasion he
fowarded to the Adjutant General a memorandum that he intended should serve as a
guide to district medical planning, Whether this ‘guide’ was ever sent out is uncertain.
But in September 1938 the D.G.M.S. found it necessary to reiterate his request for
information on district mobilization schemes and to state: "there is no knowledge at this
office as to what medical plans exist in any district or what arrangements have been made
for standing medical boards . . ."

The resulting examination of district mobilization schemes as to their medical content was
not encouraging. A wide variation was found in the requirements foreseen, and in certain cases
essential arrangements were entirely lacking. There ensued a period in which observations on these



Mobilization Plans 33

deficiencies were prepared and forwarded to districts. Also, they were directed to report
on certain aspects of their proposed medical arrangements, notably those relating to
hospitals.

This of course took time, and when the specific reports requested had all been
received and examined, much room for improvement was still evident. In submitting on 2
May 1939 another "draft letter for the guidance of military districts", designed to remove
these remaining defects, the D.G.M.S. commented: "at present it is thought that a great
deal of confusion would be inevitable if mobilization were ordered".

The contents of this ‘draft letter’ were for the most part incorporated in a sample
mobilization scheme sent out to all districts about the middle of June 1939 in conjunction
with a general resume of the outstanding faults in their mobilization plans. Under the
heading, "District Medical Arrangements and Documentation" precise instructions were
given as to most of the points requiring consideration.

Officers in charge of medical boards and district hygiene officers were to be
detailed in advance and the necessary instructions for them prepared. Of the three officers
composing each medical board, the senior was to be president, and one was to be an eye,
ear, nose, and throat specialist. It was pointed out, as a guide, that medical boards would
probably not be in a position to function until the second or third day of mobilization,
though the time would necessarily vary from one place to another, and that one board
could not expect to examine more than 40 applicants per day. Boards were therefore to be
provided on the scale of one per 500 men included in the war establishments of the forces
being mobilized, and the necessary accommodation for them was to be tentatively
allotted. In preparing the lists of medical boards, officers on the strength of medical units
were not to be included. Full instructions for the presidents of medical boards were to be
drawn up. Attached to this sample scheme was a diagram "showing a suggested typical
lay-out for the medical examination and documentation of personnel during
mobilization". On the subject of hospitalization, however, nothing was or could be said
other than that the policy to be followed was still under discussion.

Between 26 June and 8 August 1939 a representative of the Adjutant General’s
Branch visited all military districts to assist with the revision of their mobilization
schemes. In his subsequent report, submitted on 16 August, he listed among the questions
raised during his tour: "the possibility of utilizing the services of civilian medical
practitioners and specialists on medical boards during the mobilization period". One of
his recommendations was that an exercise should be held in each district covering
medical examination, attestation, and documentation. "A practical demonstration . . .
would prove of enormous value in clarifying such points as may still be obscure".

On 24 August the Adjutant General informed districts that civilian
practitioners could be employed on medical boards during mobilization, but
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only when it was impossible to complete them with serving or reserve R.C.A.M.C.
officers; the president was in any case to be a medical officer. He stated at the same time
that the employment of one eye, ear, nose, and throat specialist on each board was no
longer considered necessary. "Obvious visual defects will be apparent to the medical
examiners, who will reject officers and other ranks exhibiting these defects . . . In any
instance where a specialist's report is considered necessary to establish a candidate's
fitness, the individual should be rejected by the board".

To arrange the type of exercise recommended as a means of ensuring complete
familiarity with the mechanics of medical examination and related mobilization
procedures was of course out of the question by this date.



Chapter 3

THE FIRST MONTHS OF WAR

HE increased tempo of defence planning during the spring and summer of 1939 was

largely a reflection of the mountingtensionin Europe consequent upon the German
seizure of Bohemia and Moravia in March and the steadily worsening German-Polish
relations in the months that followed. The Canadian Government was kept fully informed
of developments, both by the British Government and by its own representatives abroad.
Late on 25 August, with war apparently inevitable, orders were dispatched to district
officers commanding that the militia units required for coast defence and the protection
of vulnerable points were to be called out. The necessary General Order to this effect was
promulgated the following day. On 1 September, following the German invasion of
Poland, the Government authorized the formation of a Canadian Active Service Force,
comprising basically the Mobile Force but also the whole of the Permanent Force,* the
various headquarters staffs, and the units forming the coastal garrisons or acting as guards
at vulnerable points. On that same date, to the extent that this had not already been done,
the Navy and the Air Force were also placed on active service. On 3 September Great
Britain and France declared war on Germany. On 7 September the Canadian Parliament
met to debate the issue of peace or war for Canada, though the outcome was hardly in
doubt. A special edition of the Canada Gazette on 10 September proclaimed that this
country too was at war.

Meanwhile the Prime Minister, Mr. Mackenzie King, had addressed to the British
Prime Minister a telegram that was in effect an inquiry as to what Canadian economic
and military assistance was most desired. He stressed that the primary military task would
be the defence of Canada, but intimated that consideration was also being given to the
possibility of participating in the defence of the Western Atlantic region generally. In
order that Canadian policy of further military co-operation might be determined, he
requested an appreciation of the probable theatre and character of the main British and
allied operations.

The British reply to the purely military aspects of this question, received on 6
September, expressed the hope that Canada would exert her full national effort as in the
First World War, even to the extent eventually of providing an expeditionary force, but
stated that the difficulty of at once undertaking such a long-term commitment was fully
appreciated. It was asked, however, whether as an immediate programme consideration
could be given to the dispatch of a small Canadian unit to take its place beside British
troops, the provision of technical units for attachment to British formations, and the
release of technical personnel for enlistment in British units.

*The Mobile Force included certain Permanent Force units.
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The active defence of Canadian shores and territorial waters, and of adjacent
British possessions, combined with extensive economic assistance to Great Britain and
France, was the war policy contemplated by the Government as best calculated to assist
the allied cause, It was the considered opinion of the Canadian General Staff that the
corps of two divisions and ancillary troops mobilizing as part of the Canadian Active
Service Force could be sent overseas in response to the British call for military aid
without imperilling Canadian security under the existing strategical conditions. This force
would include among its ancillary troops technical units of all the types requested. The
Government decided formally on 16 September that for the time being a large
expeditionary force would not be considered, and that the Canadian "unit' to take its place
beside British troops would be a division. Somewhat later in the month it also approved
the provision of technical units for attachment to British formations to a total of from
5000 to 6000 all ranks, subject to certain financial and other conditions.

Mobilization of the Militia proceeded largely according to the plans incorporated
in Defence Scheme No. 3. Coastal defences were manned, vulnerable points were placed
under guard, the Mobile Force was embodied and part of it dispatched overseas, all with
a minimum of the confusion that inevitably attends the raising of a citizen army however
well planned. The considerable lack of personal equipment, clothing, blankets, and
footwear during these early months of the war, combined with the inadequate
accommodation in many areas, caused hardship to individuals, probably hampered
recruiting, and certainly contributed to the incidence of sickness. Moreover, the
Government's decision to send only part of the available field force overseas, the
impracticability of establishing concentration camps in the season at which mobilization
occurred, and the vesting of responsibility for the hospitalization of troops temporarily in
the hands of the Department of Pensions and National Health, resulted first in deferment
and then in suspension of the mobilization of many units.

The R.C.A.M.C., in which so far as the Canadian Active Service Force was
concerned all distinction between permanent and non-permanent elements disappeared on
the outbreak of war, was especially affected by the successive restrictions placed on
mobilization. This was the more serious in that the Department of Pensions and National
Health made a determined effort to secure permanent control of the treatment and
hospitalization of all military patients in Canada. Adding to the uncertainty about the
future of the Corps, there was an unfortunate delay in making provision for an overseas
medical service commensurate with Canadian requirements. Concurrently a number of
professional problems relating to the medical examination of recruits developed.
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MOBILIZATION

The partial mobilization ordered during the waning hours of 25 August as a
precautionary measure to ensure the safety of the coastal areas and certain vulnerable
points inland affected artillery and infantry units mainly. To the troops thus called out "on
service", the R.C.A.M.C. contributed details from seven field ambulances. These details
together with the 26 medical units of the Mobile Force (Appendix A) were placed on
"Active Service" by General Order 135 of 1 September, the military authorization for the
Canadian Active Service Force. Initiation of full mobilization was not delayed until the
promulgation of this order. The Adjutant General sent out the necessary instructions to
district officers commanding shortly after 12.30 p.m. on 1 September. The latter in turn
notified the units concerned and put their own mobilization plans into effect.

General Order 139 of 3 September authorized the calling out "for purposes
pertaining to the organization of the Canadian Active Service Force" such officers and
other ranks as might be selected or detailed by the Adjutant General. This permitted,
among other things, the part-time employment of non-mobilized R.C.A.M.C. officers on
medical boards.

The first significant change of plan was a decision to retard the mobilization of
certain units in order to facilitate the recruiting of those more urgently required. A
telegram was sent to all districts on 2 September listing 31 units whose mobilization
might be deferred at the discretion of the district officer commanding, 21 of them for 12,
the remainder for 21 days. Among those in the first category were No. 1 Mobile
Bacteriological Laboratory and No. 1 Mobile X-ray Laboratory, and in the second No. 1
Base Depot Medical Stores. None of the three existed as a peacetime unit after 1936. On
6 September the mobilization of all 31 units was postponed until further notice.

On that same date, in accordance with the conclusions reached during the latter
part of August, it was decided that because of the lateness of the season the Mobile Force
would not move to concentration camps as planned but would be accommodated locally
by districts. The Quartermaster General had already suggested to district officers
commanding that the best type of accommodation to take over for this purpose would be
government buildings, exhibition buildings, grandstands, unoccupied factories, and
warehouses. This decision, in turn, promptly gave rise to a proposal to postpone the
mobilization of an additional 45 units. But in accordance with the Minister's direction
that this step should be taken in respect only of units not already in the process of
recruiting, deferment was effected at this stage in just 11 of the 45. Of these, six were
medical units: Nos. 1 and 2 Motor Ambulance Convoys, No. 1 General Hospital (600
beds), No. 8 General Hospital (600 beds), No. 14 General Hospital (1200 beds), and No.
1 Convalescent Depot.

The continuance of recruiting in the remaining 34 units caused
considerable concern to the military authorities at National Defence Headquarters.
The Adjutant General, for example, expressed the opinion that if the
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mobilization of many of them were "permitted to continue", they would become "a fifth
wheel to the coach throughout the winter months", unless the Mobile Force were to be
used "as such" sooner than appeared likely. At a meeting of the Military Members of the
Defence Council on 9 September, it was agreed that "the recruitment of a number of
medical units and certain other selected units" ought to be postponed, and that action
should be taken to secure the necessary authority.

On the following day, accordingly, the Chief of the General Staff again submitted
the question to the Minister.

Arrangements have now been made with the Department of Pensions and National Health
for the hospitalization for the time being of personnel of the C.A.S.F. on service in
Canada. In consequence of this, and of the abandonment of concentration camps this
autumn, a number of medical units now recruiting will not be immediately required. . . .
It is, therefore, recommended that recruiting be suspended . . . . until they are more
urgently required.

There are also a number of other units now recruiting which it is recommended should be
treated in the same way, in view of the fact that they are not immediately required due to
the abandonment of the scheme for concentration camps or for other reasons. . . .

The Minister on this occasion approved all the postponements recommended, and the
necessary orders to effect them were issued on 11 September. District officers
commanding were instructed that the units concerned were to be maintained at their
existing strengths, or alternatively, that the personnel were to be attached for
administration to some other mobilized unit, whichever might be found more convenient.

Among the units affected by this latest deferment order were No. 8 Field
Ambulance, Nos. 5 and 13 Field Hygiene Sections, Nos. 4 and 5 Casualty Clearing
Stations, No. 1 Advanced Depot Medical Stores, No. 5 General Hospital (600 beds), No.
13 General Hospital (1200 beds), and No. 15 General Hospital (1200 beds). The number
of R.C.A.M.C. units ordered to suspend mobilization was thus brought to a total of 18 out
of the 26 forming the medical component of the Mobile Force. No. 13 Field Hygiene
Section, a corps troops unit, was subsequently found to have completed its strength in
personnel before the deferment order was received. With this exception, as a study of
Appendix "A" will reveal, the net result was to leave the Mobile Force with no fully-
formed medical units other than divisional ones.

The divisional medical units continued to recruit up until 23 September, when all
recruiting was suspended except for the infantry. By that date they were almost but not quite up
to war establishment in personnel. According to unit war diaries, the three field ambulances of
the 1st Division together lacked only about half a dozen men, while those of the 2nd Division
were approximately 50 short of their combined requirements, Against this, No. 3
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Field Hygiene Section had failed to enlist any personnel, due to the fact that the
commanding officer was unable to obtain his release from civil employment until after
the recruiting period was over. As a result, it was eventually replaced in the 1st Division
by No. 2 Field Hygiene Section, which was virtually at full strength by the end of the
mobilization period.

Recruiting initially presented no great problem to the R.C.A.M.C., No. 9 Field
Ambulance, for example, enlisting 89% of its N.P.A.M. personnel. Even those medical
units whose mobilization was suspended on 11 September had by that date enlisted on the
average roughly half the number of personnel required. Of the eight, two were at better
than three-quarter strength, and only one had not begun to recruit.

The real problem facing the R.C.A.M.C. at the end of the mobilization period
was of an entirely different character. The desire of the Department of Pensions and
National Health to control the treatment and hospitalization of all military patients in
Canada had by this time become fully apparent. With the whole of the R.C.A.M.C.
organization, normally required in rear of one or more divisions in the field already
suspended, the future of the Corps seemed to hang upon the outcome of this developing
controversy.

CONTROVERSY OVER HOSPITALIZATION

At 31 March 1938 the R.C.A.M.C. had in operation a total of nine hospitals of
various types, with a combined bed capacity of 352. During the remaining months of
peace neither the number nor the capacity of these hospitals was substantially increased.
When mobilization began, in the absence of any agreed plan for the immediate opening
of additional military hospitals, the Department of National Defence had no alternative
but to accept as a temporary arrangement the offer of the Department of Pensions and
National Health to provide treatment and hospital facilities for military patients in
Canada.

Much emphasis was placed on the temporary nature of this agreement. But apart
from a limited expansion of existing facilities, the Department didnot immediately
embark upon a military-hospital programme, preferring for the time being to rely on the
resources of the Department of Pensions and National Health. This is clearly reflected in
the decision to suspend the mobilization of the six general hospitals of the Canadian
Active Service Force. There is other evidence to the same effect. When early in
September the D.G.M.S. revived his proposal to organize 200-bed hospitals for service in
military districts, which had been rejected in the autumn of 1938, the Adjutant General
replied :

I think these District Hospitals should not be set up until the resources of the Depart- ment of
Pensions and National Health have been fully explored and used while troops are dispersed for
winter quarters in so many different towns during the winter, as appears to be the present plan. . .
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Further, I think it may be anticipated that the concentration camps will be started early

next Spring, when possibly the need for District Hospitals, with the Department of

Pensions and National Health facilities already in use and still available, might not be

needed.

A few days later one of the district officers conmanding was specifically informed that it
would be unnecessary to organize military hospitals, "as the Department of Pensions and
National Health" would "make all necessary arrangements".

It would appear that uncertainty as to the scale of Canada's military effort and the
necessity for financial economy were the chief factors. Admittedly, the cost would have
been heavy. In September 1939, a large expenditure on military hospitals appeared
unwarranted.

The immediate course adopted certainly did not represent a permanent change in
attitude. In response to a plea from the D.C.M.S. that sight should not be lost of "the
policy . . . decided upon", namely, "that the R.C.A.M.C. should afford medical care of
casualties from mobilizing forces or those called up for duty", the Adjutant General
remarked: "this is quite possible as the eventual policy". The Deputy Minister of Pensions
and National Health suggested to the Adjutant General on 11 September:

Possibly now that war has been declared by Canada, and the policy announced by the
Government that for the present there will be no expeditionary force as such, you would
be in the position to let me have a written communication confirming our conversation of
recent date . . . that your Department will utilize the services of this .Department for the
hospitalization of its troops in Canada. . . .
The reply forwarded on 17 September was in no sense ambiguous.

As already stated . . . the Department wishes to avail itself of the hospital facilities of
your Department for the accommodation of military patients or troops called up on duty
until such time as definite arrangements have been completed for the carrying out of this
service by the Medical Services of the Department of National Defence. . . .

On the very next day, nevertheless, the Adjutant General found himself in
possession of a formal proposal to relieve the R.C.A.M.C. permanently of almost all
responsibility for the treatment of military patients in Canada. It was in the form of a
draft Order in Council, which the Minister of National Defence had been asked to submit
jointly with the Minister of Pensions and National Health :

The undersigned have the honour, jointly, to recommend that the treatment of members
of the naval, military or air forces of Canada while on active service in Canada be placed
under the control and management of the Minister of the Department of Pensions and
National Health; provided that such emergency and temporary treatment as may be
necessary and available shall be supplied by the Medical and Dental Officers of the
Department of National Defence who are attached to or on the establishment of units in
camps, barracks and stations occupied by members of the naval, military or air forces of
Canada on active service; and further provided that such emergency and temporary
treatment shall be under the control and direction of the Department of National Defence.

In passing this to the Chief of the General Staff for consideration, the Adjutant
General pointed out that the Minister "thought it might be much too far
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reaching in effect". His own opinion was that "under its terms the R.C.A.M.C. would
simply become an adjunct of the Department of Pensions and National Health, something
which in principle as in practice would be detrimental to the fighting forces, and should
not under any circumstances be permitted".

At the instance of the Adjutant General, a comprehensive report on the whole
problem was now prepared. It outlined the hospital situation from 1914 to 1918, stated
that "the policy generally agreed to was that the Department of National Defence would
assume responsibility for the care of all casualties until they were actually discharged as
unfit for further service, when they would become the responsibility of the Department of
Pensions and National Health", and reviewed in detail the negotiations and the
arrangements made between the two Departments up to 17 September. The D.G.M.S., for
his part, strongly recommended that the Department's "original approved policy" be
confirmed and quickly implemented, though suggesting that it would be advantageous to
continue the "helpful arrangements" in effect with the Department of Pensions and
National Health over the past years.

What discussions, if any, ensued between the two Departments are a matter of
conjecture. The available records bear no trace of any communication whatever, but on
25 September the Department of Pensions and National Health produced a new draft of
its proposed Order in Council, also intended to be submitted jointly by the Ministers.*
The words were not well chosen if the aim was to allay the misgivings of the Department
of National Defence or to meet its objections to the original draft. The preamble, after
affirming the necessity of providing hospital treatment and institutional care for members
of the armed forces, stated that the matter had been thoroughly explored by officers of the
two Departments and that "it would be in the public interest, as well as for reasons of
economy and efficiency, if such treatment and care were carried out in hospitals and
institutions under the control and management of the Department of Pensions and
National Health". The first of the proposed "regulations" read:

Should, in the opinion of the Medical Officers of the Department of National Defence, a
member of the Forces on active service require hospital treatment or institutional care,
such treatment and care will be carried out under the control and management of the
Department of Pensions and National Health.

The second stated in effect that personnel undergoing such treatment would remain
subject to the laws pertaining to their own service, but that the awarding of punishment
for offences would be the responsibility of officers of the Department of Pensions and
National Health. The remainder dealt with minor aspects of the problem.

* Mr. Norman McLeod Rogers succeeded Mr. lan Mackenzie as Minister of National Defence on
19 September 1939; the latter then became Minister of Pensions and National Health vice Mr. C. G. Power,
who assumed the portfolio of Post-master General. For several weeks Mr. Power continued to act as Minister
of Pensions and National Health.
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At this juncture, upon the request of the Minister of National Defence, Major-
General E. C. Ashton was recalled from retirement to undertake temporarily the
supervision of R.C.A.M.C. hospitalization plans in Canada.* At his first recorded
meeting with the Minister, on 29 September, he took the stand that it was essential to give
mobilized R.C.A.M.C. units an oppor-tunity of securing practical experience in
organization, administration, and treatment, and therefore suggested that where field
ambulances, casualty clearing stations, and general hospitals were embodied, they should
look after all military patients in their vicinity; except that when all necessary facilities
were not available in such units, the more serious cases should be handed over to the
Department of Pensions and National Health. That Department, he thought, might also be
asked to carry out temporarily the radiological and pathological examinations, blood
tests, and other such technical work required by the Department of National Defence, and
to undertake the care of military patients in localities where facilities could not be
provided by the R.C.A.M.C. But to vest the power of imposing military punishments in
the hands of civilians was wrong, he argued. To maintain discipline among patients,
serving military officers should be posted to Department of Pensions and National Health
hospitals, or alternatively, officials of that Department with military experience as
officers should be placed on active service. The Minister directed that a meeting should
be held with officials of the Department of Pensions and National Health as soon as
possible and "these proposals put forward as his recommendation for action".

The meeting took place on 3 October, and apparent agreement was then reached
on the hospital question. At all events, the proposed Order in Council was re-drafted in a
manner satisfactory to both Ministers, and emerged on 5 October as P.C. 3004.

The significant portion of the preamble now stated simply that "it would be in the
public interest if the hospital and treatment facilities of the Department of Pensions and
National Health were utilized to the fullest possible extent". A member of the forces on
active service requiring hospital or institutional care was to be referred to the Department
of Pensions and National Health "in the discretion of the medical officers of the
Department of National Defence". While receiving hospital treatment or institutional care
under the control and management of the Department of Pensions and National Health, a
member of the forces was to remain subject to the laws pertaining to his own service, and
on commission of an offence punishable under these laws was "forthwith" to be reported
"to such appropriate authority" as might "from time to time be designated by the
Department of National Defence", The Department of Pensions and National Health was

* The effective date of his recall was 19 September. He continued to perform special duties in
connection with the medical services until appointed Inspector-General on 6 December.
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to furnish all records and information required by the Department of National Defence.
"For the purpose of carrying out the provisions of these Regulations", the Ministers of the
two Departments were "authorized to make such Orders" as were "mutually arranged,
and . . . from time to time required". The cost of treatment or care furnished by the
Department of Pensions and National Health was to be chargeable against the funds
provided under the War Appropriation Act, 1939.

This Order in Council, in principle, left the control of military patients firmly in
the hands of the R.C.A.M.C. But the precise interpretation to be placed upon it, in terms
of the extent to which military hospitals were to be operated, occasioned some further
difficulty.

The Deputy Minister of Pensions and National Health, Dr. Wodehouse, raised a
number of objections to the detailed instructions that, upon the approval of the Minister,
the Adjutant General proposed to issue under the provisions of P.C. 3004. The tenor of
these objections was that the R.C.A.M.C. should establish new hospitals only to the
extent required for training, and should continue to refer the majority of patients to the
Department of Pensions and National Health. He expressed the opinion that personnel of
field ambulances and casualty clearing stations could receive all the training they
required in camp or station hospitals, and that if general hospitals were mobilized only
one or two at a time, it would be possible to provide unit administrative training and
working experience for operating teams in hospitals operated by the Department of
Pensions and National Health.

The one thing that we are anxious about is that general hospitals be not set up and
maintained by one National Defence group after another while we have vacant beds in
our institutions or while we could create beds in the grounds of our present institutions
which would be infinitely more economical to administer after the war for pensions
purposes. . . .

As a postscript, Dr. Wodehouse pointed out that the Adjutant-General's prepared
statement of hospital accommodation available to the Department of Pensions and
National Health was short "nearly two thousand beds". He appended a corrected one,
showing 3638 beds immediately available and 440 beds in buildings about to be taken
over or constructed, a potential total of 4078 exclusive of beds contracted for in various
civilian hospitals. This was in marked contrast to the 420 beds estimated as the total
capacity of active military hospitals at this date.

This communication was not well received in the Department of National
Defence. "It appears to me", wrote Major-General Ashton to the Adjutant General, "that
we must concentrate every effort to obtain from our Minister a decision as to policy".

The military units now on service were mobilized on or about the 1st of September. A
month and a half has now passed in which, although they are under full pay and
allowances, little or no training has taken place. This money is, to a large extent, being
wasted, and the personnel of these units are becoming discouraged.
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A very large number of protests have come in from representative persons across the
whole of Canada against the policy . . . assumed by the Department of Pensions and
National Health that all military patients should be treated in their hospitals. The sooner
the matter is set at rest the better...

With most of the detailed suggestions made by Dr. Wodehouse, he expressed
disagreement, particularly with the proposal to train military personnel in hospitals of the
Department of Pensions and National Health: "I am convinced it will not work". As
regards the revised statement of hospital beds: "it would appear that this great expansion
in Department of Pensions and National Health hospitals has taken place recently, and it
would be interesting to know the basis for this enlargement". It may be noted that at 31
March 1938, the last date for which official figures are available, the Department of
Pensions and National Health had 2620 beds in departmental hospitals.

The Department of National Defence now proceeded to settle the hospital
problem without further reference to the Department of Pensions and National Health. At
the request of the Adjutant General, Major-General Ashton drew up a policy statement on
military medical arrangements in Canada. This was formally submitted to the Minister on
23 October after a conference with him earlier in the day, and was approved two days
later. In the form of a circular letter it was sent out to all district officers commanding on
26 October. On 28 October the Deputy Minister of Pensions and National Health was
provided with a copy.

The instructions thus issued "to cover medical arrangements for the defence
forces in Canada during the war" had been brought partly into line with the
interpretation of P.C. 3004 desired by the Deputy Minister of Pensions and
National Health, but not entirely so. It was pointed out that although the facilities of
that Department were to be utilized to the fullest possible extent, the discretionary
powers in this respect were vested in the medical officers of the Department of
National Defence. The R.C.A.M.C. would continue to function in accordance with
existing military regulations, provided that cases requiring lengthy periods of
hospital treatment were to be turned over to the Department of Pensions and
National Health. The Department of National Defence would remain responsible
for all military casualties, would have the right to visit and inspect them wherever
hospitalized, and would arrange to provide officers for the enforcement of
discipline. All military or station hospitals forming a normal part of the R.C.A.M.C.
organization were to continue to operate at their full capacity for naval, military,
and air force patients, and were to employ such staffs as might be required. Where
troops were centralized in large numbers, new camp or station hospitals were to be
organized and operated in close proximity for the reception and treatment of such
cases. The medical units already on active service, or subsequently placed on active
service were to be utilized for this purpose in such strengths as might be required,

thereby providing a means of training them for their duties, obtaining an immediate
return for the pay and allowances now being provided, enabling the Department to
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provide quarters and rations for the personnel at a much lower cost than at Present in
force, and reducing the cost of transportation and of the treatment of minor medical and
surgical cases.

Cases of very serious nature, of probable long duration, or for whom the necessary
diagnostic or treatment facilities were not available in these units, were to be handed over
to the Department of Pensions and National Health, as were all casualties in areas where
it was not considered economical to establish a military medical service over and above a
few detention beds for minor ailments. The freest possible use, coincident with
efficiency, was to be made of the laboratory and other technical equipment that the
Department of Pensions and National Health could provide.

The policy thus outlined was to "apply equally to the medical services furnished
to the Royal Canadian Navy and Royal Canadian Air Force". It, was emphasized that
““costs must be kept at a minimum". Though authorized in principle, no new military
hospital of the camp or station type was actually to be established in any locality without
the prior approval of National Defence Headquarters.

P.C. 3004 stipulated that military personnel in hospital were to remain subject to
the laws of the service to which they belonged, and that anyone committing an offence
punishable under these laws was to be reported to the appropriate authority designated by
the Department of National Defence. It was pointed out by the Judge-Advocate-General
that even in these circumstances an offence could be dealt with legally only by an officer,
who under the laws of the service to which the offender belonged was his commanding
officer, or by a court martial, and that the mere designation of an "appropriate authority"
would not in itself clothe that authority with the requisite disciplinary powers.

With all three services involved, an appreciable delay occurred in deciding what
was to be done about this legal difficulty. In the interval, there was accumulating
evidence of lax discipline among military patients under the control of the Department of
Pensions and National Health, even though that Department had agreed, on the
suggestion of the Adjutant General, to concentrate such patients in separate 'military
wards'. On 14 November, as a temporary expedient, district officers commanding were
instructed to post a combatant officer not below the rank of captain to each hospital
directly operated by the Department of Pensions and National Health. He was to enforce
discipline among army personnel both in the hospital to which he was posted and in
neighbouring civil hospitals under contract to the Department of Pensions and National
Health, and for this purpose was to be given the powers of a Commanding officer. Where
army personnel were hospitalized in civil hospitals some distance from those directly
operated by the Department of Pensions and National Health, the commanding officer of
the unit to which such personnel belonged was to be responsible for ensuring that any
necessary disciplinary action was promptly taken.
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A solution satisfactory to all concerned was eventually evolved, and embodied in
P.C. 3988 of 5 December. The Minister of National Defence was thereby empowered,
with effect from 14 November, to appoint any officer of the three services to deal with
offences committed by members of the forces while receiving hospital treatment or
institutional care under the control of the Department of Pensions and National Health.
An officer so appointed was to be deemed to have the powers of a commanding officer
irrespective of the service to which he or the offender belonged. These powers were of
course to be exercised only within the normal limits prescribed by the disciplinary laws
relating to each service.

THE INITIAL OVERSEAS MEDICAL COMMITMENT

Meanwhile, decisions had been reached that involved the early dispatch overseas
of ten R.C.A.M.C. units.

The 1st Division of the Canadian Active Service Force, hereafter referred to
simply as the 1st Canadian Division, was the logical choice as the token overseas force
and on 17 October the Cabinet decided that it would depart early in December. Nos. 4, 5,
and 9 Field Ambulances and No. 3 Field Hygiene Section formed its medical component
initially. But following instructions of 1 November that all units of the Division were to
be brought up to full war establishment in personnel, it became necessary to substitute
No. 2 for No. 3 Field Hygiene Section. The three field ambulances experienced no
difficulty in completing their establishments. No. 4 Field Ambulance mobilized at Fort
William, No. 5 at Hamilton, No. 9 at Montreal, and No. 2 Field Hygiene Section at
Toronto. No arrangements had yet been made to provide any non-divisional medical
units, even though it was pointed out in a study made of the whole problem by the
Canadian General Staff that if the essential ones were not provided by Canada, their
functions would have to be performed by British units.

Major-General Ashton, at the request of the Minister of National Defence, made
a separate study of Canadian overseas medical requirements, especially in hospitals. His
conclusions, reached in consultation with the Adjutant General and the staff of the
Directorate of Medical Services, were in substance as follows.

In order to ensure a complete and properly balanced army medical organization
overseas, one casualty clearing station, one advanced depot medical stores, one motor
ambulance convoy less an ambulance section, one neurological casualty clearing
hospital, three general hospitals, and one convalescent depot should be provided over
and above the medical units forming an integral part of the 1st Canadian Division. This
number of hospitals, it was estimated, would provide beds for ten per cent of the
Canadian overseas force, the required ratio determined by the British as a result of long
experience. The neurological wunit, a projected innovation in Canadian
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military medicine, was strongly recommended as a means of providing early treatment
for functional nervous disease and traumatic nerve lesions. With a capacity of 250 beds, it
was intended to function for this special purpose in much the same way and in the same
battle area as an ordinary casualty clearing station. Of the three general hospitals, one was
to staff and operate a 300-600 Canadian Red Cross Hospital at Cliveden, the estate of
Lord Astor near Taplow, Buckinghamshire. The two other general hospitals, one of 1200
and one of 600 beds, were intended for service in either France or England.

The Minister held a series of conferences with Major-General Ashton and the
Adjutant General to discuss these proposals. The decisions reached were then embodied
in a formal submission on the policy to be adopted for the care and treatment of sick and
wounded personnel of the Canadian Active Service Force overseas. This was presented to
the Minister on 20 November. The question, it was stated, resolved itself into a choice
between two alternatives: either the care and treatment of all Canadian casualties
rearward of field ambulances were to be under arrangements and facilities provided by
the British Government through normal R.A.M.C. organization (including the provision
of hospital facilities, except for the accommodation at Cliveden), or Canada would have
to dispatch overseas the normal complement of army medical units required. Assuming, it
was stated, that the British authorities would be willing to undertake such a great
responsibility, which they had not yet been asked to do, adoption of the first alternative
would ensure proper care and treatment for Canadian casualties, in view of the
recognized efficiency of the R.A.M.C. But such a policy would not appeal to Canadian
soldiers : "experience in the last war shows that Canadian sick and wounded prefer to be
cared for by their own people and friends, and the value of the moral effect should be
taken into consideration". Nor would the Canadian public be likely to accept it without
protest: "a general public demand for the provision of Canadian military hospitals to care
for Canadian sick and wounded would be the outcome, and would develop in very
definite form". To adopt the first alternative would seriously undermine the morale of the
R.C.AM.C.,; and might well mean its disappearance after the war. Finally, the
establishment of Canadian hospitals overseas would facilitate the keeping of documents
and records required for pension purposes, "which might be expected to work to the
advantage of the ex-service men as a whole and of the taxpayers generally". The adoption
of the second alternative was recommended.

The medical units additional to those of the 1st Canadian Division that it was proposed
to provide at once to implement this recommended policy were one casualty clearing station,
one neurological casualty clearing hospital, one advanced depot medical stores, one general
hospital (1200 beds), and one convalescent depot. The other units originally recommended by
Major-General Ashton, a motor ambulance convoy and a general hospital (600
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beds) had been excluded from the list in order to reduce the amount of the financial
commitment, the former until such time as a Canadian Corps should be formed, the latter
pending the arrival of the Ist Canadian Division in the theatre of operations. The
estimated net cost of maintaining the remainder overseas for a period of nine months
from 1 December was $1,075,704, a sum for which no provision had yet been made.
Despite this potential cost, the only other unit that might possibly have been dispensed
with was the neurological casualty clearing hospital. Yet, "medical opinion in support of
the need for such a hospital" was "so strong", it was pointed out, that its retention was
hardly open to dispute. The Minister of National Defence on 21 November obtained
Privy Council approval of the Adjutant-General's formal recommendation as to overseas
medical policy, on the basis of an additional financial commitment of $1,000,000.

The units selected by the D.G.M.S. to meet this new commitment, apart from the
neurological casualty clearing hospital, which was finally designated No. 1 Neurological
Hospital, were No. 4 Casualty Clearing Station, No. 5 General Hospital (600 beds to
operate Cliveden), No. 15 General Hospital (1200 beds), No. 1 Advanced Depot Medical
Stores, and No. 1 Convalescent Depot. Orders to bring them up to full war establishment
were issued on 21 December. No. 5 General Hospital had a strength of 41 against a war
establishment of 225, and No, 1 Convalescent Depot had not even begun to mobilize.
Subsequent developments made it appear doubtful for a time whether many would leave
Canada in the immediate future. No. 1 Neurological Hospital, it was found, could not be
organized in time to proceed with the third flight. Early in January, Canadian Military
Headquarters intimated that No. 5 General Hospital should not be dispatched until March,
as accommodation at Cliveden would not be available for 600 beds before 1 June or even
for 300 beds before 1 April, and that for No. 15 General Hospital there was neither
accommodation nor any immediate need. As arrangements for the necessary shipping had
already been completed, it was decided that all but No. 1 Neurological Hospital would
sail with the third flight as planned, with the qualification that nursing sisters would be
retained in Canada for the time being.

THE PROBLEM OF MEDICAL EQUIPMENT

One of the understandings reached between the Canadian and British authorities
with respect to the 1st Canadian Division was that its equipping would be completed in
the United Kingdom on a repayment basis, The acute shortage of medical equipment in
Canada made it necessary to rely completely on British sources of supply for the whole
of the Division's field medical equipment.

The D.G.M.S. repeatedly endeavoured to secure action in this direction
and was strongly backed by Major-General Ashton. But for some unexplained
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reason there was no communication with the British authorities on the subject of medical
equipment until the War Office inquired in the middle of November whether medical
units of the 1st Division would arrive in the United Kingdom complete both in personnel
and equipment. Canadian Military Headquarters was then informed that medical
equipment would be required for three field ambulances, one field hygiene section, 12
infantry battalions, four artillery regiments, one divisional engineers, one divisional army
service corps, one divisional headquarters, and one anti-tank regiment, and that it should
be ready for issue when the troops arrived. At first the War Office proved understandably
hesitant about accepting the responsibility, but it was finally agreed that so far as possible
the medical needs of the Division would be met from the British sources upon its arrival
in the United Kingdom. Canadian Military Headquarters cabled this reassuring
information to Canada on 29 November.

For the movement overseas, it was arranged that five boxes of assorted medical
equipment and supplies would accompany each 1000 troops. These boxes, each set of
five a combination of several types normally issued for sea voyages or field use, were to
be taken to the concentration area in the United Kingdom and retained there until the
British equipment became available. They were then to be returned to Canada.

With divisional requirements in medical equipment thus provided for, the
relatively small amount needed by the non-divisional units other than medical presented
no great problem. The D.G.M.S. reported on 29 December that field medical equipment
for such of these units as were entitled to it, those having regimental medical officers
attached, was available in Central Medical Stores. With the concurrence of the Adjutant
General, arrangements were therefore made to have it shipped in bulk with the third flight
for issue in the United Kingdom.

To equip the non-divisional medical units, especially the casualty clearing
station, the two general hospitals, and the neurological hospital, was an entirely different
matter.

As regards their ordnance equipment, which was not a medical problem strictly
speaking, everything required was to be supplied from Canada, with the exception of
tentage and a few minor items that could more conveniently be obtained in England. The
necessary contract demands were not issued, however, until the early part of January
1940. Actual provision had thus to await delivery from the contractors and subsequent
shipment overseas.

Similar arrangements were made initially for the provision of the medical
equipment and supplies required by these units. It was soon found that some items, such
as surgical instruments and appliances, were not obtainable in Canada, and that Canadian
firms were tendering on such articles in expectation of obtaining them either in England
or the United States. The D.G.M.S. took up this problem with the War Supply Board on
10 January pointing out in particular that if the necessary instruments could
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not be delivered it would "mean that the surgeons and medical personnel of the military
medical units" would "not have sufficient equipment to carry on their duties". The
eventual result was Privy Council authority for the War Supply Board to purchase
through the Ministry of Supplies in the United Kingdom, "hospital equipment and
supplies" to the amount of $20,850 for delivery there to No. 1 Advanced Depot Medical
Stores.

MEDICAL EXAMINATIONS AND RELATED PROBLEMS

The troops called out on service as a precautionary measure on 26 August were
examined by their own medical officers. When the Canadian Active Service Force was
authorized on 1 September, the previously prepared plans for establishing medical boards
were immediately put into effect in each military district. Within two or three days,
according to the war diaries of the district medical officers, boards were functioning in all
the principal urban centres in sufficient number to handle the initial flow of recruits. They
were gradually established in smaller towns and cities as well, in conjunction with local
recruiting centres. Travelling medical boards were organized to tour the less thickly
populated areas. Medical officers of the Royal Canadian Naval Volunteer Reserve carried
out the examination of recruits to the Navy, but the army medical boards were
responsible for examining all applicants for enlistment in the R.C.A.F. Where warranted
district medical officers organized separate boards for the latter purpose even before
general mobilization was ordered.

There is little evidence of any major difficulty during the initial recruiting period,
even though in addition to new recruits all members of the Permanent Force had to be
examined as well as those of the N.P.A.M. joining the Canadian Active Service Force.
The problem of personnel was satisfactorily overcome in most instances by the
employment of civilian practitioners and non-mobilized medical officers of the N.P.A.M.
The accommodation allotted to medical boards was in some cases open to criticism,
despite the fact that they were given preferential treatment. Another problem was the
uneven flow of recruits. On one day more might appear than could possibly be examined,
while on another there might be too few to keep a board busy. Such difficulties were
isolated. On the whole, medical boards functioned during the first weeks of the war much
more smoothly and efficiently than was to have been expected in the light of pre-war
medical planning.

Nevertheless, not only the sufficiency of the examination but the efficiency of the
examiners came into question at an early date. The Department of National Defence was
by no means satisfied that the scope of the examination had been broad enough. The
Department of Pensions and National Health inclined to the view that many had been
enlisted who should have been rejected. Both came independently to the conclusion that
all Canadian Active Service Force personnel should be medically re-examined, at least
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before proceeding overseas. With Major-General Ashton acting as an intermediary
between the two Departments, mutual agreement was soon reached as to the scope of the
re-examination, and on 23 October the orders necessary to effect it were issued.

Conducted under district arrangements, either by unit medical officers or by
medical officers especially detailed for the purpose, it was a complete examination as
laid down in Physical Standards and Instructions for the Medical Examination of
Recruits, 1938. In addition, a chemical urinalysis for sugar and albumin was done, and if
albumin were found, a microscopic examination was also done. There was a thorough
auroscopic examination. Gross variations from the weight or other particulars recorded at
the initial examination were investigated; if considered necessary, specialists' reports
were obtained. The nervous system was carefully checked, with special attention to
pupillary, knee, and ankle reflexes. If the record of the original examination were
corroborated, the urinalysis negative, the ears healthy, and the reflexes normal, a notation
to this effect was made in the medical documents. Any discrepancies between the results
of the two examinations were also recorded, and if it appeared that the category should be
lowered, the case was referred to a full medical board. Officers were required to take a
colour vision test.

Complementary to this new physical examination, a chest x-ray programme was
launched on 25 October under the direction of a consultant radiologist appointed to the
staff of the D.G.M.S. during September. In order that the survey might be completed
quickly, the facilities available in the Department of Pensions and National Health
hospitals, in civil hospitals, and in the offices of civilian radiologists were depended on
almost entirely. District Medical Officers were responsible for obtaining the opinion of a
specialist in tuberculosis on all films reported by radiologists as showing pulmonary
tuberculosis or other pathological conditions of a nature sufficient to warrant discharge
from the service. Discharge proceedings were instituted whenever radiologist, specialist
in tuberculosis, and medical board were in agreement as to the necessity. Every effort
was also made to reach an early decision about doubtful cases, but in many instances this
had of necessity to be postponed pending the results of a further x-ray examination after
the lapse of an appropriate interval of some two months. Once films had served their
immediate purpose, they were sent to Ottawa for storage.

The number of discharges in the Canadian Active Service Force for medical
reasons up to the end of December 1939 was 2397; this indicates that the physical re-
examination and the chest x-ray programme disclosed a number of unfit personnel who
had passed the initial medical examination. This figure justified the adoption of these two
measures. Moreover, it is probable that many of those found unfit in 1939, especially
those with tuberculosis, are reflected in the 1940 statistics because of the delay in the
returns.
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It is worth noting that the discharge rate for tuberculosis dropped appreciably in 1941
when x-rays were performed at the initial examination.

Unfortunately, some of those who were discharged as a result of these additional
medical procedures experienced a certain amount of hardship through having given up
their civilian employment in expectation of serving for the duration of the war. With a
view to the future elimination of such an undesirable situation, instructions were issued
effective 30 December that the full medical examination in its amended form, including a
chest x-ray, was to be carried out at one time if possible. If x-ray equipment were not
immediately available, or if the results of the x-ray examination could not be determined
immediately, proceedings for the appointment of officers or the attestation of other ranks
were to be completed on the basis of medical board findings alone, but on the
understanding that retirement or discharge would follow an unsatisfactory chest x-ray
report.

So far as medical categories were concerned, the pre-war instructions were
modified very little during this period. It was realized almost as soon as recruiting began
that the vision requirements for the various categories were too high, and with effect from
9 September medical boards were instructed that prospective recruits in possession of
glasses correcting their vision to the required standards were to be categorized "AV",
"BV", or "CV" if they were acceptable in all other respects. Such personnel became
eligible for enlistment only to a limited extent, as they were specifically excluded from
serving in field units. Apart from this minor relaxation, the medical standards for the
Canadian Active Service Force remained at their original high level until about the
middle of 1940. To the extent that recruiting was a problem during the first months of the
war, this was one of the contributing factors.

The absence of any programme of remedial treatment for prospective recruits,
not introduced until 1942, had a similar effect, though it is admittedly open to debate
whether such a scheme was necessary or even desirable at a time when a large overseas
force was not envisaged. The early provision of remedial treatment was not altogether
avoided. Among the personnel actually enlisted, a number had latent disabilities that
required only a period of active service to bring them into evidence. Some were no doubt
concealed, but others were unsuspected by the individual and of a type difficult or
impossible for a medical board to detect. The medical officers
called upon to treat such cases frequently concluded that surgical intervention was
desirable if not essential.

What was to be done about these cases was the subject of much discussion not only
within the Department of National Defence but also between that Department and the
Department of Pensions and National Health. On 25 November, to clarify the situation, an order
was issued that unless admission to hospital appeared urgent, medical officers were to consider
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whether the disability requiring operative interference had been incurred or aggravated on
service. If the condition of the patient would not be adversely affected, and if the
proposed operation were other than of a trivial nature, a medical board was to be
convened to determine the issue. Operations proposed for patients after their admission to
hospital, unless trivial or urgent and clearly for conditions resulting from or aggravated
by service, were not to be performed without the concurrence of the district medical
officer or his representative. "As a general rule", the order concluded, "District Medical
Officers or Members of a Board should not recommend operation unless the disability
requiring such operation has occurred on or has been aggravated on Service."

MOVEMENT OF THE EXPEDITIONARY FORCE OVERSEAS

The first body of Canadian troops to proceed to the United Kingdom was the
small party of officers and other ranks who on 16 November established a Canadian
Military Headquarters in London. This included Colonel R. M. Luton, who as Senior
Medical Officer was to ensure satisfactory medical arrangements in the United Kingdom
and institute the preparations necessary for the care of battle casualties.

An advance party of the 1st Canadian Division, representative of all its major
components, sailed from Montreal on 24 November, together with a small number of
officers and other ranks scheduled to attend courses of instruction in the United
Kingdom. Major troop movements began on 4 December; and during the four days
immediately following, the units and headquarters constituting the first flight of the 1st
Canadian Division entrained at various points throughout the Dominion. Embarkation at
Halifax began on 7 December with the arrival of the first troop train, and on 10
December the five transports steamed out of the harbour under strong naval escort. No. 9
Field Ambulance sailed with this flight on the Aquitania, No. 2 Field Hygiene Section on
the Empress of Australia.

The crossing of the North Atlantic took the best part of seven days. In general,
conditions appear to have been satisfactory. The weather was mild, and there was little
seasickness. Physical training parades, lectures, and boat drill were the main activities in
the daily routine, with concerts and other forms of social activity serving to relieve the
monotony, Only two incidents marred the even tenor of the voyage. The Empress of’
Australia became separated from the convoy in a thick fog on the night of 12-13
December, and remained separated for three days. Early in the morning of 17 December
the Aquitania narrowly escaped disaster in a collision with the Samaria, outward bound
from England, but fortunately no serious damage was done to either vessel.

The excitement produced by the collision was far surpassed by that which
developed at daybreak with the sight of land as the convoy moved up
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the Clyde towards its anchorage. Disembarkation began on the afternoon of 17
December, but was not completed until the following day. The units landed, some at
Greenoch, some at Gourock, and a few at Glasgow. As they came ashore, they were
hurried into waiting trains; and as soon as each train was filled, it set off on the long,
tedious journey to Aldershot. At the detraining point, units were met by guides and
conducted to their allotted barracks, the two medical units to the Haig Lines, Crookham
Camp.

The convoy bearing the first flight had hardly dropped anchor in the Clyde when
the remaining units of the Division began to entrain for Halifax. Embarkation began on
18 December, and the seven transports of this second flight sailed on 22 December as
scheduled. No. 4 Field Ambulance was aboard the Reina del Pacifico, while the Andes
carried No. 5 Field Ambulance.

The experiences of the second flight were little different from those of the first,
except that conditions on some of the transports were far from satisfactory as none of
them had been built for the North Atlantic service. That Christmas was spent at sea did
nothing to improve the situation, even though every effort was made to provide
seasonable cheer. A welcome anchorage in the Clyde opposite Gourock was reached
during the morning of 30 December, whence the Reina del Pacifico and another transport
continued up the river to Glasgow. Shortly, all members of the second flight found
themselves in Aldershot comparing notes with the ‘veterans’ of the first.

While the 1st Canadian Division gradually accustomed itself to the environment
of Aldershot, plans went forward in Canada for the dispatch of the ancillary troops.
Embarkation took place late in January on four of the ships that had taken the first flight
overseas. The voyage began on 30 January in a heavy sea. This time, among other units,
the Empress of Australia carried No, 1 Convalescent Depot, the Aquitania No. 1
Advanced Depot Medical Stores, the Empress of Britain No. 4 Casualty Clearing Station
and No. 15 General Hospital, and the Monarch of Bermuda No. 5 General Hospital.
Although the Empress of Australia again lost the convoy for a brief period, the voyage
was relatively uneventful. Disembarkation along the Clyde began on 8 February, and was
completed the following day. As they reached the Aldershot area, the medical units of
this third flight were directed to Guadeloupe Barracks, Bordon Camp. Their arrival
brought the number of R.C.A.M.C. personnel overseas to a total of 113 officers and 1248
other ranks. All nursing sisters had been retained temporarily in Canada.

The administrative medical arrangements for the movement of the expeditionary
force overseas were in principle the same for each flight and generally speaking entirely
satisfactory. At least one medical officer, with equipment and supplies, travelled with every
train carrying more than 150 troops to deal with such illnesses or injuries as might occur en
route. At Halifax there was an embarkation medical officer, whose chief functions were to
assist in the inspection of the transports before and after embarkation and
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to ensure that sufficient medical supplies and personnel were available on each. In
addition, he was responsible for meeting all troop trains, arranging for the admission to
hospital or other disposition of any sick or injured personnel, and sending back to the
point of origin the medical equipment and supplies issued for use on the trains. For each
troop transport, a senior medical officer was appointed by the embarkation medical
officer. Normally the senior R.C.A.M.C. officer on board was selected, but to make one
available it was necessary on occasion to detach medical officers from their units. A
qualified surgeon was also detailed for duty on each ship.

Broadly speaking, the medical equipment and supplies provided for the sea
voyage proved ample in quantity and selection, though various suggestions were
subsequently made as to desirable additions. Apart from seasickness, upper respiratory
infections consequent upon having large numbers in rather restricted quarters were the
chief ailments. One emergency operation was successfully performed by officers of No. 9
Field Ambulance, another by those of No. 5. No. 9 Field Ambulance had to deal also with
some 200 cases of food poisoning aboard the Aquitania while lying off Greenock just
prior to disembarkation.



Chapter 4

THE CANADIAN SCENE, 1940-1945

Most of the major medical developments in the Royal Canadian Army medical Corps
in Canada during the first four months of the war have already been discussed. The
expansion of the Corps itself, and the many and varied problems peculiar to the home
front and the developments and innovations subsequent to 1939 will be dealt with in this
chapter.

D.G.M.S. DIRECTORATE

At the outbreak of the war in September 1939 the Directorate of Medical
Services consisted of four officers and three other ranks. As early as 1936 an expansion
had been planned but it was not until 10 September 1939, when it was re-submitted by
the D.G.M.S., Colonel J. L. Potter, that approval was obtained. The new establishment
called for a deputy director and two staff officers, one of whom would be responsible for
the medical services of the R.C.A.F. The directorate was further augmented by the
formation of six army medical departments (A.M.Ds) each with definite functions to
perform. A.M.D. 1 (administered by the deputy director) was made responsible for
mobilization, training, personnel, and establishments; A.M.D. 2, hospitalization; A.M.D.
3, procurement and issue of supplies and equipment; A.M.D. 4, nursing services; A.M.D.
5, hygiene and sanitation; and A.M.D. 6, dental services. In December when the Dental
Services set up their own directorate, A.M.D. 6 was made responsible for R.C.A.F.
medical arrangements. By March 1940 all departments were functioning and the strength
of the Directorate was 27 officers and 32 other ranks.

The rapid expansion of the Air Force plus the proposed Empire Air Training Pian
necessitated the formation, in September 1940, of a separate medical service of the
R.C.A.F.* The R.C.N. had a naval medical service in existence during the First World
War and was able to maintain sufficient medical officers on the volunteer reserve list to
be able to take over the care of all naval personnel shortly after the outbreak of war. The
officers were administered by Surgeon-Commander A. McCallum who worked in close
liaison with the D.G.M.S. and, on the re-establishment of a separate Naval Medical
Service in October 1941, tbecame the first Medical Director General, Naval Medical
Services.

During 1941 further development in the D.G.M.S. Directorate took place.
At the time of his original proposals for expanding the Directorate, the D.G.M.S.
had requested the formation of a consultant department and an inspection
department. = The  establishment of these two  departments  was

* P.C. 4437, 13 September 1940.
T P.C. 54/8400, 29 October 1941.
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approved in principle although the Adjutant General felt that the formation of an
inspection department could be held in abeyance until the number of hospitals warranted
it. The consultant department was formed soon after the outbreak of war. In June 1941
the inspection department was organized and became known as A.M.D. 8. Meanwhile the
duties of A.M.D. 2 had so increased that it was necessary to form a new department
known as A.M.D. 7 which was responsible for the review of all medical boards. The
consultant department was expanded by the addition of travelling consultants in medicine
and surgery and was made a sub-division of the directorate known as A.M.D. 9. In 1943
still another department was formed. It was set up to co-ordinate and develop medical
research and was known as A.M.D. 10.

Probably the greatest reorganization of the Directorate of Medical Services took
place during the autumn of 1942, when it was divided into two separate branches; an
administrative branch and a professional branch. The D.G.M.S. remained as chief
executive officer of the Corps but under the new plan he had as his assistants two
deputies, one in charge of administration and the other in charge of all professional
matters. The Adjutant General, Major-General H. F. G. Letson, who was one of the
foremost advocates of the professional advancement of the Corps and who had much to
do with the reorganization suggested that Dr. J. C. Meakins of McGill University should
be appointed as deputy director in charge of all professional matters. Dr. Meakins
accepted the appointment on 7 September 42 in the rank of Brigadier. On the same date
Lieutenant-Colonel G. A. Winfield of the medical staff at C.M.H.Q. was appointed
deputy director in charge of administration in the rank of Colonel. At this time the
D.G.M.S., Brigadier Gorssline, was transferred to the inspection department and
Brigadier (later Major-General) G. B. Chisholm was made D.G.M.S. Under the new
organization and new leadership the Directorate of Medical Services appears to have
established a better balance between professional and administrative activities.

The D.G.M.S. Directorate reached its peak strength in 1945. It then consisted of
nine departments, A.M.D. 10 having been redesignated A.M.D. 8 just prior to this time.
A.M.D. 6, formerly concerned with the R.C.A.F. and later with embarkation, had now
become responsible for the consultant service. The total strength numbered 104 officers
and 188 other ranks, making a total of 292 personnel.

CONSULTANT SERVICE

Probably no other single effort of the RC.AM.C. during the Second World War
occasioned more discussion than the professional advancement of the Corps. During the early years
of the war some of the most influential men of the medical profession felt that the R.C.A.M.C. was
not being administered with due regard to its prime object which was the care of sick
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and wounded soldiers, and that executive details outweighed its purely professional
aspect. Even in retrospect it is difficult to weigh the facts and to say with any authority
that the professional side of the R.C.A.M.C. was neglected. In the pre-war planning phase
professional advancement was not wholly forgotten. The D.G.M.S. in his proposals for
expansion requested a consultant department. In September 1939 consultants in
neuropsychiatry and radiology were added to the Directorate of Medical Services.
Vacancies existed for similar appointments in medicine and surgery but difficulties were
experienced in filling these appointments. In February 1940 part time consultants in
surgery and medicine were appointed and in July the surgical consultant was able to
devote his full time to the R.C.A.M.C.

It was not until late in 1942, when the Directorate was sub-divided into
professional and administrative branches that any real advancement was made. By that
time the government and the people of Canada were fully aware of the magnitude of the
war. The First Canadian Army had been formed and the total resources of the country
were being thrown into the struggle. Top men of the medical profession were coming
forward to offer their services. The medical colleges of Canada were releasing key
personnel for service in the R.C.A.M.C. The Directorate of Medical Services was divided
into professional and administrative branches and the new deputy director in charge of
professional matters embarked upon a policy of developing a consultant service which
would engender a close relationship between that service, the district medical officers,
and the medical officers in each district. In order to accomplish closer contact with all
medical officers the military districts were grouped into four areas with at least one
consultant in surgery and one in medicine for each area. The selection of consultants was
based on the principle that they should have occupied a prominent place in the medical
profession and if possible should be associated with the medical colleges of Canada. In
addition to medicine and surgery, consultants were appointed in psychiatry, gynaecology,
chemical warfare, and laboratory services. To assist the consultants in carrying out their
duties district advisers in all specialties were appointed.

The duties of consultants were: to act as advisers to the D.G.M.S. in all
professional matters, to deal with specific problems of a professional character, to advise
the D.G.M.S. as to the professional qualifications of his medical officers, and to assist
him in the suitable placement of officers working as specialists. They also supervised the
quality of the professional work done by all medical officers and selected younger
medical officers for further professional training.

The professional training of the junior medical officers occupied much of the consultant's
time. It was the policy that training in the first instance should rest on firm scientific principles.
Universities and public health departments offered their facilities and expert teaching staffs to give
instruction. In anaesthesia a thorough training in the pharmacology of this specialty
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was considered essential. It was recognized that these courses would not turn out fully
trained specialists, but it was felt that with this basic knowledge they would soon gain
clinical experience under more senior officers. Training was given in ophthalmology and
otology. Here young officers of high academic standing and showing aptitude for these
specialties were given instruction which classified them as prospective graded specialists.

Other young medical officers both from Canada and overseas who had some
previous training in medicine, surgery, neurosurgery, or urology were placed in leading
clinics in Canada in order that they might receive at least six months extensive training.
Other medical officers were given psychiatric training in much the same manner.

SOCIAL SCIENCE

Prior to 1943 social welfare in the armed forces was a haphazard service. Most of
the social welfare of the serving soldier was left to the regimental officer, and his
attempts to solve the social problems of his men were often blocked by lack of a proper
channel of communication between the Army and civilian welfare agencies. Late in 1942
a more or less unofficial arrangement was adopted in the Medical Reception Centre at
M.D. 2 whereby local civilian welfare agencies were added to assist the medical board of
this centre in securing social and health data necessary for the proper screening of
selected groups of recruits. It was felt that the information gathered by these civilian
social workers contributed greatly to the proper screening of borderline recruits.

This was a step in the right direction but did little to solve the welfare problems
of the serving soldiers. The need for a welfare service was becoming more and more
apparent. In March 1943, the D.G.M.S. obtained authority to appoint one social service
worker in the rank of lieutenant to each military district and in July 1943 the Adjutant
General issued authority to select from the C.W.A.C. additional social workers to be
employed where needed. About this time also the Executive Director of the Canadian
Welfare Council in a memorandum to the Deputy Adjutant General pointed out that there
was no single directorate in the Army "which is clearly charged with the responsibility of
handling enquiries from civilian sources on matters of a social welfare nature affecting
members of the armed services"; nor was there, "in the various military districts any
single source to which agencies may direct all their enquiries". He suggested that one of
the Directorates at National Defence Headquarters be designated as the channel of
communication between the Army and civilian welfare agencies, or if that was not
possible district welfare officers should be appointed.

These proposals were fully discussed and on 6 December 1943 authority
was granted to appoint district welfare officers under the control of the
Directorate of Auxiliary Services. Thus, by 1944, there were in all Districts
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and Commands, 14 district welfare officers, 11 C.W.A.C. social workers, and 11
R.C.A.M.C. social service workers, each working independently of each other and having
no central director.

To centralize control and direct the activities of all welfare programmes the
D.G.M.S., early in 1944 embarked upon a plan whereby the existing scope of the
R.C.A.M.C. would be broadened to include a much larger number of activities, either of a
formative or preventive nature that seriously affected — directly or indirectly — the
health of the individual or the group. On 26 February 1944, the D.G.M.S. in a
memorandum to the Adjutant General drew up a plan in which he proposed to
incorporate all welfare activities under D.G.M.S. control by the formation of a new
directorate to be called Personal Welfare.

The Adjutant General was in favour of transferring some welfare activities to
D.G.M.S. control but felt that the name was inappropriate and it was finally agreed that a
Directorate of Social Science should be set up under D.G.M.S. control for a trial period
of six months.

At the termination of the six month trial period a meeting of the interested
military personnel was held and it was unanimously agreed that social science would
continue to operate under D.G.M.S. control.

While the discussions leading up to the formation of a Directorate of Social
Science under medical control were taking place, the D.G.M.S., Major-General G. B.
Chisholm, was exploring the possibility of a much broader and revolutionary plan for the
establishment of a "Royal Canadian Army Health Service". He proposed to incorporate
into the R.C.A.M.C. not only social science but also personal and social psychology,
selective service, and even the auxiliary services. He argued that all these services were
primarily concerned with the health of the individual. Although they could not be, strictly
speaking, included under the heading "medical" in its commonly accepted sense, he
stated that it was "manifestly unfair to subjugate advanced professional disciplines such
as psychology, social science, and others to medicine", yet it was of the "greatest
importance that these professions should be brought together in the closest possible
intimacy under a common name which will signify their common purpose". He proposed
to call the new organization the Royal Canadian Army Health Service (or Corps).

This proposal was widely circulated among medical and social welfare agencies
across Canada. No adverse comments were recorded. The Canadian medical colleges
endorsed it. The Canadian Psychological Association spoke of the proposal as "brilliantly
conceived, urgent in its purport, highly desirable in the interest of Canadian public health
and psychological welfare". The Health League of Canada, the National Committee of
Mental Hygiene (Canada), the Canadian Medical Association, the Ottawa Council of Social
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Agencies, and the Canadian Welfare Council, all added their plaudits to the Scheme. The
Command and District Medical Officers considered the principles of enlargement of the
Corps sound and endorsed the adoption of the title "Royal Canadian Army Health Service
(or Corps)".

The proposal was submitted to the Adjutant General who in turn passed it to the
Chief of the General Staff. Both were of the opinion that the proposal deserved "careful
consideration" but before the plan came up for further discussion its sponsor, Major-
General Chisholm, had retired, the end of the war was in sight, and the new D.G.M.S.
appeared willing to let the matter drop.

However, General Chisholm's idea of a united health service, although not fully
adopted, was closer to realization than is generally understood. Social Science, which
embodied all personal welfare, was eventually made part of the D.G.M.S. Directorate.
Personnel Selection, which was the psychological approach to the mental health and
well-being of the individual, was closely integrated with the medical services, and was
for a time directly responsible to the D.G.M.S.* The actual incorporation of the
Directorate of Personnel Selection into the R.C.A.M.C. was the subject of much
discussion throughout the war years. In fact, only the hesitancy of army authorities
overseas prevented this union.t Even then, Canadian authorities at National Defence
Headquarters sought the amalgamation of the Directorate of Personnel selection with the
R.C.A.M.C. in Canada only. This proposal actually received the Minister's approval on 9
February 1944%, but to implement it without the co-operation of Canadian Military
Headquarters in London, proved difficult. Army authorities in Ottawa were reluctant to
finalize the union in Canada as the administrative difficulties involved in having the two
services united in Canada but divided overseas would have been enormous. In particular,
the posting of officers overseas from Canada, and vice versa, would have entailed
changes in corps. For these reasons the plan was never carried into effect.

HOSPITALIZATION IN CANADA

The hospital situation in Canada proved to be one of the major problems of the
medical services as far as the home front was concerned. There were several factors
which contributed to the difficulty in developing a hospital programme. The foremost
was the dispute between the Department of National Defence and the Department of
Pensions and National Health as to which would be responsible for the hospitalization of
the serving personnel. The wide dispersal of troops across the length and breadth of the
Dominion, in training centres, in coastal defence areas, and other vulnerable points

* HQC 8173-H, vol 3. D.G.M.S. to Senior Officer C.M.H.Q. 22 April 1943.
t1bid: Tel. A 2404 Letson from Montague, 22 August 1943.
1Ibid: A. G. to Minister, 9 February 1944
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where no civilian hospital existed, necessitated the construction of many small hospitals.
There was also the problem of co-ordinating the hospital activities of the three services.
The early difficulties experienced during the first four months of the war and the attempt
on the part of the Department of Pensions and National Health to control the
hospitalization of all service personnel has already been discussed.

The promulgation of P.C. 3004 on 5 October 1939 defined the relative position
of the two departments, but differences of opinion still existed as to the practical
application of this Order in Council. The hospitalization and care of serving personnel
was clearly defined as a National Defence responsibility and it was established that in
discharging this responsibility the fullest use was to be made of the hospital facilities of
the Department of Pensions and National Health. It appeared that the latter Department
felt that its existing hospital facilities should be increased to take care of the rapidly
expanding armed forces, while the Department of National Defence strongly contended
that any hospital expansion programme should be its responsibility.

Towards the end of 1940 the rapid expansion of both departments' hospital
facilities necessitated very strict governmental supervision in order to avoid duplication
and to ensure the closest co-operation and co-ordination between the three branches of
the armed services and the Department of Pensions and National Health. On 5 December
1940 the Associate Minister of National Defence requested a full review of the medical
and hospital services and asked the Adjutant General to assemble a committee to consist
of the heads of the medical services of the three armed services and the Director of
Medical Services, Department of Pensions and National Health.The committee was
convened on 6 December and came to be known as the Inter-Departmental Committee on
Hospitalization. It was the Minister's request that the committee report on, among other
things, the number of hospital beds then in existence, the number under construction, and
the number proposed for future construction with the location and type of facilities
available in each case, *

The committee met on 6, 7, and 8 December and, before discussing in detail the
points outlined by the Minister, agreed that a clear understanding of the functions and
responsibilities of each department was necessary before a full report could be given. For
this purpose it outlined its interpretation of P.C. 3004 for the Minister's approval.

The committee interpreted the Order in Council to mean that the "primary function" of
the medical services of the armed forces was to Care for the sick and injured members of the
service until such time as they are no longer physically or mentally fit to serve. The "primary
function" of the Treatment Branch of the Department of Pensions and National Health was

* HQC 8733-1, vol 1.
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to provide the necessary medical treatment and hospitalization to veterans of the First
World War and all members of the Canadian Active Service Force who were discharged
from the service and still required treatment. "The secondary function" of the Department
of Pensions and National Health was "to offer hospitalization for cases of the Forces (sic)
as cannot be accommodated in the service establishments, when beds are still available in
such Department of Pensions and National Health institutions, as are now existent".
Having established these principles the committee concluded "that any further expansion
of hospitalization for the present treatment of any overflow of Active Service cases,
requiring the taking over of extra buildings not immediately part of the existing
Department of Pensions and National Health institutions, should be the responsibility of
the Department of National Defence, and not that of the Department of Pensions and
National Health". It is not certain whether the Minister specifically approved this
interpretation of P.C. 3004, but the committee's first report definitely stated that they
were working on that assumption.*

That the Department of Pensions and National Health had embarked on an
expansion there is no doubt. The committee in its first report showed that the Department
had in the process of construction accommodation for 1875 beds and was requesting
more. On 2 December the Department of Pensions and National Health had submitted a
request to Council to increase the hospital facilities at Calgary "to enable the Department
to meet the obligations which will devolve upon it with reference to the treatment of
members of the Canadian Active Service Force". On 12 December there was a similar
request for a 300-bed expansion to Camp Hill Hospital at Halifax and a 182-bed increase
to Lancaster Hospital at Saint John, N.B. Again the tenor of its request implied that the
increase was necessary in order to care for serving personnel. These requests, as well as
all other subsequent submissions for hospital expansion, were referred to the Inter-
Departmental Committee on Hospitalization for consideration. A completely amicable
solution was not always effected. The dissension attracted the attention of the Special
Parliamentary Committee on War Expenditure which appointed a subcommittee, known
as Subcommittee No. 2, to investigate all medical, dental, and hospital services. On 3
November 1941 Subcommittee No. 2 reported as follows:

This division of the duty of taking medical care of men in the armed services as between
the Department of Pensions and National Health and the Department of National Defence
has been given very serious thought by the sub-committee. In the present war effort,
where the whole national machinery has to be mobilized in a common effort for a
common purpose, the sub-committee would urge that the executive and administrative
heads of the different departments and branches of government recognize the supreme
importance of co-operation and co-ordination so that the purpose of the state can be best
achieved in the most economical manner.t

* Ibid.
1 Special committee on War Expenditures, Seventh Report, 3 November 1941.
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The subcommittee, taking into consideration the hospital arrangements that
existed during the First World War, discussed the hospitalization of personnel in the
armed services in terms of three schools of thought, namely: (i) "that the army should
only treat patients with minor troubles in small hospitals or first aid stations erected in
camps" and that all serious cases be transferred to Department of Pensions and National
Health hospitals; (ii) “that a great deal more use could be made of civilian hospitals
already in existence, and that these should be assisted to increase their bed capacity in
order to Serve war requirements;” (iii) that there "should be a clear-cut division of duties
between the Department of National Defence and the Department of Pensions and
National Health" and that "all Army, Air, and Navy personnel should be treated by the
Department of National Defence until such time as they are placed in Category 'E', that
is, until they are considered no longer physically or mentally fit for Active Service".

The subcommittee did not consider the first school of thought worthy of
comment. In discussing the second school of thought it considered two factors: cost and
time. It pointed out that the average cost of a temporary military hospital was from $500
to $800 per bed. As regards the time factor it was "easily apparent that the temporary type
of hospital" could be "erected and put in operation much more quickly than the
permanent type". The third school of thought came in for most discussion and it may be
well to record the report:

In support of the above contention (the third school of thought) it is argued that war
demands the most effective Army, Air Force and Navy that it is possible to create. The
civilian who enlists in any of the armed forces must of necessity give up many civilian
rights and become subject to military law in order that the most effective use can be made
of man-power for the specific purpose of winning the war. Discipline and morale are two
very important factors in the maintenance of an effective military force. It follows,
therefore, that the duty of the military forces is to keep their men effective, that is to say,
fit mentally and physically, and on active duty, in order that the full strength of our armed
forces may be developed and available in case of need.

The Royal Canadian Army Medical Corps is but a part of the whole military system of

achieving this end. An enlisted man must live in an atmosphere that will make of him and

continue to make of him the most effective unit in the Army, Air Force or Navy. To do
this it appears to follow that he must at all times, either sick or well, be under the direct
control and care of officers of the armed forces who alone are trained and equipped for

this duty. . . .

The subcommittee, while taking into consideration the fact that the Department of
Pensions and National Health was longer established and more experienced in the field of
medical care and hospitalization than the Military Hospital Commission of the First
World War, nevertheless outlined the basic principle that should govern the
hospitalization of personnel of the armed forces as follows:

In the opinion of the sub-committee this basic principle is that the medical services of the

Department of National Defence should discharge, and be made responsible for, the duty,

for which they were created, of taking medical and hospital care of all men in our

military forces until such men are placed in Category "E". . ..
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The subcommittee noted that if the basic principle as outlined were recognized and
adopted, "there will have to be a redistribution of existing hospitals and control thereof as
between the Department of National Defence and the Department of Pensions and
National Health".

Subcommittee No. 2, also reporting on the duty and responsibilities of the Inter-
Departmental Committee on Hospitalization, stated that the greatest possible use was not
being made of this Committee and recommended that it be made permanent, hold regular
meetings, and have its authority and purpose more clearly defined. The subcommittee
further recommended that the personnel of the Inter-Departmental Committee should be
enlarged to include a representative of Treasury and a recognized civilian authority on
hospitalization and, in order to give direction to such a committee, the Deputy Minister of
the Department of National Defence should be appointed chairman. The subcommittee
also suggested that on account of its increased representation the name should be changed
and that at least the following matters be referred to it:

(1) The careful survey of the present system of medical and hospital care of men in our

armed forces;

(2) In the event that the recommendation of the sub-committee as to the medical care
and hospitalization of our service men is adopted, the redistribution of existing
hospital facilities between the Department of Pensions and National Health and
National Defence;

(3) Consideration of all new public hospitals to be erected in Canada or elsewhere;

(4) Generally the most efficient and economical use that can be made of our hospitals
and auxiliary services. *

At a meeting of the Inter-Departmental Committee on 25 May 1942 with the
Deputy Minister of National Defence (Army) as chairman and a representative of
Treasury as a member, together with all former members, it was decided to change the
name to "Wartime Committee on Hospitalization". A secretary was then provided and it
was agreed that regular meetings would be held twice a month in the office of the Deputy
Minister, Department of National Defence.

The Wartime Committee on Hospitalization dealt with all projects involving
additional hospital accommodation and took into account the following factors:

(a) The primary cost of construction

(b) The subsequent cost of operation

(c) The distance from the concentration camp

(d) The speed of construction

(e) The type of cases the forces have to treat.

All projects involving the provision of an additional bed capacity of 50 or more
were submitted to the Treasury Board for specific approval and such submissions
were supported by the detailed estimates of expenditure and the recommendation
of the Wartime Committee on  Hospitalization. If less than

* Ibid.
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50 were required the Wartime Committee on Hospitalization could give the final
approval without reference to the Treasury Board provided that the estimates of
expenditure were within the annual estimates submitted by the service concerned.

Meanwhile the hospital programme of the medical services was progressing
favourably. In 1940 training centres were being constructed all across Canada and at each
of these centres, if not already served by a military, Department of Pensions and National
Health, or civilian hospital, a small camp hospital was erected. These were with a few
exceptions small installations staffed by one medical officer who worked in close co-
operation with the camp medical officer.

Elsewhere larger hospitals were usually required. By the end of 1940 the Army
had 3910 hospital beds in operation, the R.C.A.F. 851 and the R.C.N. 40. Hospital
accommodation for more than 2000 beds was under construction. The number of military
patients who had received treatment during 1940 totalled 75,618, of which 46,302 or
61.2% were treated in military hospitals. At the end of the fiscal year 1941-42 the
D.G.M.S. in his annual report stated that the total bed capacity of all military hospitals
was 7030 which represented a total of 94 hospitals ranging in size from 15 to 500 beds.

The recommendations of the Subcommittee No. 2 of the Special Committee on
War Expenditure and the increased authority and scope of the Wartime Committee on
Hospitalization had, by the end of 1942, produced a better understanding between the
Department of National Defence and the Department of Pensions and National Health
and the "co-operation and co-ordination" so much desired appeared to have been
achieved.

By 1943 it was apparent to the medical services of the armed forces that the severe drain
on well trained general duty and specialized medical officers to meet overseas requirements would
leave an acute shortage of such personnel in Canada. This shortage was expected to be felt most
severely during 1944 at a time when returning casualties from overseas would require the best
professional skill that the armed forces could procure. In order to utilize to the best advantage the
limited professional manpower available it was proposed to grade all military hospitals in Canada
according to their size and function. It was desirable to have one or more, preferably one, central
hospital in each District or Command where the most qualified specialists could be brought
together and function as a highly skilled professional team. Such hospitals were designated grade
"A". It was appreciated that the most suitable location for grade "A" hospitals would be in the
vicinity of a Reception Centre but this was not always possible. Then, again, the size and function
of hospitals at such large training centres as Camp Borden, Petawawa, and Debert, would of
necessity be grade "A" hospitals. On the other hand the medium size training centres would be
adequately served by hospitals staffed by well qualified general duty officers
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who were capable of undertaking the general run of diagnosis and medical therapy. Such
a hospital was designated grade "B". Grade "C" hospitals were no more than "glorified
sick bays" for the treatment of minor sickness and injuries. They were usually connected
with the smaller training centres. Included in grade "C" were Internment Camp Military
Hospitals for the care and treatment of prisoners of war. These and other medical
facilities afforded the camps entailed the employment of a large number of R.C.A.M.C.
personnel.

The military hospital bed state in Canada reached the peak strength towards the
end of 1944 and the beginning of 1945. There were probably more hospital beds in
operation during the summer of 1944 but as a large number of these were in grade "C"
hospitals and mostly concerned with training centres they should not be included in the
peak strength. It was the grade "A" and "B" hospitals that did the main bulk of the
hospital work in Canada.

On 21 June 1944 the Wartime Committee on Hospitalization requested A.M.D. 2
to make a complete survey of all governmental hospital accommodation in Canada and
the report, submitted on 15 August 1944, stated that there were 7550 grade "A" and "B"
military hospital beds in operation with an additional 2075 beds under construction which
were expected to be ready by January 1945. Of the 7550 beds in operation, 1175 were on
loan from the Departments of Veterans Affairs.* The latter Department had at this time
7551 hospital beds with an additional 2500 under construction.

By 28 February 1945 the total beds available in the three services and
Department of Veterans Affairs hospitals numbered 20,909 of which the Army had 8877,
the Department of Veterans Affairs 8142, the R.C.A.F. 2645, and the R.C.N. 1245. The
8877 beds under army control were located in grade "A" and "B" hospitals. Grade "C"
hospitals including Internment Camp Military Hospitals, Conditioning Centres, and
Women's Service Health Centres could not be classified as active treatment hospitals but
they did serve to relieve "A" and "B" hospitals of the burden of treating minor illness and
convalescent cases. On that basis they should be included in the maximum bed capacity
of the armed forces. There are no figures available for February 1945 but a previous
report dated 24 November 1944 shows the bed capacity of these installations as follows:

Grade "C" ROSPILA....ccveeeeieeiieciieeie ettt ettt ettt e s ee e b e saae e 3315
Conditioning CENIIES........ccueeruiiriieiteerie ettt ettt ettt ee et e saee e 1600
Women's Service Health Centres .........cocevveviveiiiieiiieiie e 400

5315

The rapid growth of the military hospital programme from 1939 to 1945
i1s shown in Appendix "B". In September 1939 the total hospital beds

* In October 1944 the Department of Pensions and National Health ceased to exist; its functions
concerning war veterans were taken over by the Department of Veterans Affairs.
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available was only 420, located in small station hospitals scattered across Canada. They
were only equipped to deal with minor surgery and the less serious types of medical
cases. By 1944 there were 13,057 hospital beds in operation, many of which were in
installations of over 400 beds, equipped to deal with the most advanced type of surgery
and staffed by the best surgical and medical specialists in Canada.

Closely linked with the hospital development in Canada was the formation of
Conditioning Centres. These were, in a sense, convalescent installations but differed from
the pre-war convalescent hospital in that they not only supplied ordinary post-
hospitalization care but served as physical development centres for personnel who during
training, especially basic training, revealed defects that could be remedied by sound
physical training methods. They were also used to recondition personnel who had spent
long periods in sedentary occupations. The medical officers at these centres were usually
specialists in physical medicine and their assistants were physiotherapists, occupational
therapists, and senior non-commissioned officers from combatant corps especially trained
in remedial physical training.

The Conditioning Centres although an army project were open to the other
services as well as to the Department of Pensions and National Health (later D.V.A.).
There were five in all, located at Sussex, N.B., Huntingdon, P.Q., Oakville, Ont., Portage
la Prairie, Man., and Harrison Hot Springs, B.C. Later the Oakville centre was transferred
to Brampton, Ont., and the Harrison Hot Springs centre to Chilliwack, B.C. as both these
original sites were converted into Women's Services Health Centres. The total capacity of
all five centres was 1600 beds.

Concurrent with the development of Conditioning Centres for male personnel,
much consideration was being given to the. formation of similar centres for members of
the Canadian Women's Army Corps and female personnel of the R.C.A.M.C. The
problems of the female soldier differed from those of the male. Whereas the male soldier
was a trainee for active service in every sense of the word, the Canadian Women's Army
Corps and other female personnel were on active service within the realm of their
employment and the question of retraining during convalescence was not a factor.
Therefore, it was decided that health centres with as much home-like environment as
possible would best suit the needs of the female personnel.

During the latter part of 1944 two such centres were established, one at Oakville, the
other at Harrison Hot Springs. They were officially designated Women's Services Health Centres
and were widely used by the three services and the Treatment Branch of the Department of
Veterans Affairs. Their purpose was threefold: to supply ordinary post-hospital care for all ranks
including nursing sisters, to provide rest, a change of environment and
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psychotherapy for personnel who had not been hospitalized but had some minor
situational or personality difficulties, and to provide a rest centre for personnel on short
leave.

Still another aspect of the hospital programme in Canada was the development of
Special Treatment Centres. These were set up in existing hospitals of the Department of
National Defence or the Department of Pensions and National Health, which were
specially selected as the treat-ment centres for specific types of injury or disease. To
these centres were attached leading specialists in the particular field to which the centre
was devoted. The first centre was formed in the summer of 1943 at Christie Street
Hospital in Toronto. In the beginning it had no official status, but appears to have been
developed on the initiative of plastic surgeons of the medical services of the R.C.A.F. and
the Department of Pensions and National Health, who felt that all plastic surgery should
be performed at one central hospital so that casualties requiring plastic repair would be
assured of the most expert treatment.

The success of this venture led to the formation of a committee to study the idea,
and on 1 May 1944 Special Treatment Centres were established in the specialized fields
of plastic surgery, neurosurgery, and orthopaedic surgery. The first to be formed were in
the Department of Pensions and National Health hospitals at Montreal, Toronto,
Winnipeg, and Vancouver. Towards the end of the war other centres were opened for the
care of urological, tubercular, and arthritic conditions.

HOSPITAL SHIPS AND TRAINS
Hospital Ships

During the early years of the war the evacuation of casualties from overseas was
largely dependent on westbound troopships with occasional assistance from British
hospital ships. Although this arrangement was adequate to meet the needs of the small
number of casualties during the first years of the war, it was realized that when Canadian
troops were committed to battle the number of casualties to be evacuated would greatly
increase. Canadian Military Headquarters in London estimated that 10,000 casualties
would require evacuation per annum, and that two hospital ships should be provided at an
early date.

The first ship to be taken over and refitted as a hospital ship was the Lady
Nelson. She was put into service early in 1943 and began her first voyage in her new
capacity from Halifax on 22 April, arriving in England on 1 May. On her return trip she
carried 410 patients-of whom 144 were Americans. It was the policy of Canadian
authorities to allot all space not required by Canadian casualties to the United States
forces, as the latter had no hospital ships in operation in the Atlantic at that time.
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On her third eastbound voyage the Lady Nelson returned to the United Kingdom via
North Africa, where she picked up 501 British casualties awaiting evacuation to England.
Thereafter she made a regular practice of calling at North Africa, and when Canadians
were committed to battle in Sicily and Italy she was able to evacuate most of the
Canadian casualties from the Mediterranean theatre to the United Kingdom.

The second hospital ship, the Letitia, was put into service in November 1944. She
had a greater carrying capacity than the Lady Nelson, and on her first voyage she
evacuated 745 casualties. On her second voyage she took part in exchange of prisoners of
war, taking 547 Germans from New York to Marseilles and repatriating 718 allied
prisoners to the United Kingdom.

The Letitia was reported to be one of the most modern hospital ships afloat,
capable of carrying approximately 700 casualties. She was equipped with two operating
rooms, an x-ray department, and all other equipment found in any large modern hospital.

Both Canadian hospital ships continued to evacuate casualties from the United
Kingdom to Canada for some time after the cessation of hostilities. It was estimated that
the two hospital ships evacuated approximately 28,000 casualties and 2700 prisoners of
war. The Lady Nelson made 37 voyages across the Atlantic and the Letitia nine.

Hospital Trains

In 1940 the Canadian National Railways, at the request of the Department
of National Defence, converted a standard sleeping car into a hospital car for the
transportation of returning invalids from the port of disembarkation to all parts of
Canada. This first hospital car was a compact, well equipped unit, designed to
accommodate 16 patients and a staff of five medical attendants. It made its first
run from Halifax to Vancouver on 29 December 1940.

Early in 1941 the second hospital car was converted by the Canadian
Pacific Railways, and by 1943 two auxiliary cars were in operation. They differed
from the original hospital car in that they had no accommodation for a medical
staff and this saving in space increased their capacity to 28 beds. The lack of a
medical staff made them dependent upon the standard hospital car to which they
were attached. In all, 20 hospital or auxiliary cars were put into operation during
the war. There was one hospital car specially designed for mental patients.

Not all casualties were evacuated by hospital car as most of the
ambulatory cases were carried in standard sleeping cars. The ambulance train
therefore consisted of sufficient hospital cars to take off the stretcher cases and
the standard sleeping car was used for the ambulatory patients. The medical staff
of the hospital cars was responsible for the entire train.
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TRAINING

Little effective training was possible during the mobilization phase in 1939. All
units of the Canadian Army Active Force were so occupied with the medical
examination, documentation, and the procurement of equipment that there was little time
to devote to training. During these busy days some success had been achieved in
transforming the civilian recruits into soldiers.

On 19 September 1939 the first instructions were issued. Training was divided
into two phases; individual and unit training, and unit and formation collective training.
In the R.C.A.M.C. individual training consisted of "hardening" or physical development
of the recruit, by route marches and squad drill with as much attention as time permitted
to driving and maintenance of vehicles, anti-gas training, map reading, and tactics.

By January 1940 Training Centres were being established throughout Canada
with the primary purpose of training reinforcements for overseas units and at the same
time, or as a secondary function, of conducting short course instructions for Non-
Permanent Active Militia officers. The R.C.A.M.C. Training Centre known as A-22 was
set up at Ottawa on 13 January 1940 and the first draft for the reinforcements was taken
in on 1 February.

This Centre gave both basic and advanced training although in the early stages
there was little time allotted to the latter type of training. Lectures on technical subjects,
and, to a lesser extent, demonstrations in the employment in the field ambulance were
given. No. A-22 also acted as an examining board for the N.P.A.M. officers, although the
latter did most of their training under district arrangements.

Early in 1941 Training Centres were re-designated Canadian Army Basic)
Training Centre and Advanced Training Centre. By the end of September 1941
there was a total of 60 training centres across Canada. No. A-22 R.C.A.M.C.
Training Centre at Ottawa became No. A-22 Advanced Training Centre and in
June 1942 the unit moved to Camp Borden. At that time the R.C.A.M.C. had no
basic training centre and all recruits received their basic training prior to being
allotted to the Corps. It was not until the introduction of the Link Training Plan on
5 August 1943 that the R.C.A.M.C. established its own basic training centre.

LINK TRAINING PLAN

The Link Training Plan — so called because of the corps affiliation it gives to
recruits — was introduced to meet reinforcement requirements for the Canadian Army both
in Canada and overseas, and to increase the efficiency of training in Canada. It was also
intended to foster esprit de corps by having the recruit assigned to a specific corps before
his training commenced. The aim of his training was to fit him for the role he was finally
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to assume in a field unit in that corps. In general certain basic training centres were linked
to specific corps centres. Under this plan the R.C.A.M.C. took over the Basic Training
Centre at Huntingdon, Quebec, which was linked with the Corps training centre (A-22) at
Camp Borden. This unit was later moved to Peterborough.

TRADES TRAINING

The original plan for providing tradesmen required in the Canadian Active
Service Force was to enlist civilian personnel already qualified in their trades and to teach
them at depots, training centres, or under unit supervision, the military application of
their trade. This system was said to have worked well for the first year of the war, but as
the strength of the Canadian Army increased and the demand for tradesmen became
greater, the number of qualified tradesmen began to fall below the army requirements.
Accordingly, in November 1940, a plan was provided for the training of military
personnel who had no previous technical training, whereby existing civil organizations
such as the Youth Training Programme of the Department of Labour and the technical
schools of the various provincial departments of education could be used. It was also
proposed to establish Army Trade Schools to provide more advanced technical
instructions to those personnel who had attended technical schools or for personnel who
had some technical background. This plan did not provide for any special medical
training and was of interest to the medical corps only in that it provided certain tradesmen
(i.e. clerks, cooks, carpenters), who were not, strictly speaking, medical tradesmen.

Medical trades training was for the most part the responsibility of A-22
Advanced Training Centre. As the war progressed teaching facilities were gradually
improved and special emphasis was placed on the theoretical aspects of the various
trades. It was felt that practical experience could be had in the various military hospitals.
During 1943 special courses were arranged at various centres for training in certain trades
such as sanitary assistants, laboratory assistants, operating room assistants, radiographers,
and others. In the case of laboratory assistants use was made of civilian facilities such as
the Psychiatric Hospital at Toronto and the Provincial Laboratory of Health at Mimico,
Ontario. A School of Hygiene was established as part of A-22 at Camp Borden to provide
for the training of sanitary personnel. Radiographers were trained at the School of
Radiography at the Toronto General Hospital. Nursing orderlies, who constituted by far
the greatest number of medical tradesmen in the R.C.A.M.C., did not present much
difficulty as far as trades training was concerned. The facilities of A-22 Training Centre
afforded sound theoretical instruction, and practical experience was obtained at the
various military hospitals throughout Canada. From 1943 onward medical tradesmen
entered the reinforcement stream well versed in their specialty and were able to take their
place in any type of medical unit.
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OFFICERS' TRAINING

During the early months of the war medical officers did not have a great deal of
opportunity to do much training. Recruiting problems, medical boards, and the training of
recruits took up most of their time. However, some units were able to arrange to have
instructors give their officers lectures on military subjects and some instruction in
military drill. No corps training centre was in operation at that time and it was not until
January 1940 that A-22 R.C.A.M.C. Training Centre was established. This Centre
afforded both basic and advanced training to medical officers as well as to other ranks. It
was a six week course and designed to fit the officers for duty as regimental medical
officers, general duty officers in military hospitals, or junior medical officers in field
ambulances. In December 1943, to assist the R.C.A.M.C. Training Centre, arrangements
were made to give medical officers a four weeks basic training course at the Officers'
Training Centre at Brockville. This course was designed to give the young medical
officers the ‘feel’ of the Army, an esprit de corps, and a basic knowledge of army
procedure. Only medical officers of overseas category and age took this course. It was of
great assistance to A-22 as it permitted it to devote much more time to Corps training.



Chapter 5

THE R.C.A.M.C. IN BRITAIN, 1940-1943

HE Canadian troops who proceeded to the United Kingdom during the of 1939-40

expected to join the British Expeditionary Force in France early the following
summer. But fate decreed otherwise. The success of the German invasion of Denmark
and Norway in April, followed by the equally successful offensive on the Continent and
the total collapse of France, left the 1st Canadian Division and its ancillary units with no
immediate alternative to a purely defensive role in the United Kingdom. More than three
years were to pass before any significant number of Canadians left the United Kingdom
for a theatre of war. A fourth was to elapse before the whole of the Canadian field army
stood committed to battle.

THE FIRST WINTER OVERSEAS

The first winter was an especially difficult period for the medical service. The
weather was unusually severe, and a mild form of influenza was epidemic among the
civilian population. The unhardened Canadian troops, quartered for the most part in
barracks that lacked the degree of heat to which they were accustomed, fell victim in
large numbers both to the prevalent influenza and to various other types of upper
respiratory disease. Cases of German measles were numerous, and for a short period
there was the threat of a serious outbreak of cerebrospinal fever. The efforts made to
maintain some warmth in the barracks by keeping doors and windows shut only served to
spread infections.

The facilities of three long-established British military hospitals were available in
the Aldershot area; the Cambridge Hospital for major surgery and acute medical cases;
the Connaught Hospital for minor surgical and medical cases and for skin and venereal
diseases; the Military Isolation Hospital for infectious diseases. A considerable number of
Canadians were also hospitalized in Park Prewett Hospital an Emergency Medical
Service installation near Basingstoke. Personnel of Canadian Military Headquarters
received medical attention and hospital treatment at Queen Alexandra Military Hospital
in London. All these hospitals were equipped and staffed to provide the highest standard
of medical care. But such was the amount of sickness that the capacity of those in the
Aldershot area proved insufficient to meet both Canadian and British requirements. The
increased number of troops to be served, British and Canadian, would probably have
created difficulties in even a normal winter; the complications of this particular one
exceeded all expectations.

To supplement the existing hospital facilities and thus reduce as far as
possible the number of patients receiving treatment in unit lines, the medical
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service of the 1st Canadian Division opened two camp reception stations on 11 January.
Through these, all Canadian sick were thenceforth channelled; minor cases were retained,
while the more serious ones were transferred to hospital. As a further measure No. 4
Field Ambulance early in February opened a temporary convalescent depot at Bordon. A
few days later, to provide a place of treatment for all cases of German measles, a
Canadian infectious diseases hospital was established at Aldershot by personnel of No. 2
Field Hygiene Section.

The arrival of non-divisional medical units towards the middle of February eased
the pressure and permitted a modest expansion of Canadian medical activity. No. 1
Convalescent Depot immediately proceeded to Bordon to take over the convalescent
depot from No. 4 Field Ambulance. The staffs of the camp reception stations and the
infectious diseases hospital were for the most part replaced by personnel from the two
general hospitals. Field ambulance officers who had been assisting or acting as unit
medical officers were similarly relieved. The hospital units also undertook to provide
officers for the Canadian standing medical board that had for some time been functioning
in the Aldershot area, and to attach various specialists to the Connaught and Cambridge
Hospitals.

During the latter part of February the Canadian infectious diseases hospital, its
name changed to Canadian Medical Centre, was directed to accept as many as possible of
those with upper respiratory infections in order to lessen the overcrowding of the British
hospitals. All cases of German measles, the number of which by this time was on the
decline, were thereafter sent to the British Military Isolation Hospital.

FIELD MEDICAL UNITS, 1940-1942

The release of the field medical units from the task of caring for the sick gave
them more time for training and an opportunity to take part in several interesting,
although abortive, operations that marked the early spring and summer of 1940.

The first of these was the proposed attack on the German-held Norwegian port of
Trondhjem in mid-April. Although the operation was never launched, a detachment of
No. 5 Field Ambulance did go to Scotland, and, after nearly a week of waiting, suffered
the disappointment of having to return to its less glamourous role of routine training in
the Aldershot area.

Attention was soon diverted to the possibility of other operations. Immediately
after the Germans launched their offensive on the Continent on 10 May, the first stage of
the plan for the defence of the United Kingdom was put into effect. The Canadian role
was that of "G.H.Q. Reserve", to support either the British divisions in East Anglia or
those defending the Home Counties. Nos. 4, 5, and 9 Field Ambulances were placed
under command of the 1st 2nd, and 3rd Canadian Infantry Brigades respectively. No. 2
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Field Hygiene Section remained under the direct control of the A.D.M.S. Routes to
suitable assembly areas were checked, training was intensified, loading and unloading of
kit and stores was practised daily, and dusk and dawn patrols maintained careful watch
for enemy troops descending from the skies. The attack never came and after two weeks
‘guard duty’ the possibility of meeting the enemy in France appeared imminent. Plans to
dispatch a Canadian brigade group to assist the British Expeditionary Force were put into
effect and on the early morning of 23 May the medical component of the brigade, No. 4
Field Ambulance, entrained for Dover. Before it reached its embarkation point, news was
received that the operation was cancelled and No. 4 returned to Aldershot, its members
just as disappointed as those of No. 5 after returning from Scotland.

Fortunately there was little time for reflection on the quirks of fate, let alone
relaxation. The 1st Canadian Division and ancillary troops were in the process of being
organized into a number of self-contained, mobile, battle groups for the defence of
Britain. On 29 May, when this had been completed and additional equipment and
transport secured, "Canadian Force" came officially into being. Nos. 4, 5, and 9 Field
Ambulances formed part of their respective brigades, and No. 2 Field Hygiene Section
remained, as before, under the direct command of the A.D.M.S. By 1 June all the
divisional medical units were concentrated with the rest of "Canadian Force" in the
general area, Northampton-Wellingborough-Kettering. The non-divisional medical units
remained in the vicinity of Aldershot under the command of Canadian Military
Headquarters.

In the expectation that part or all of No. 4 Casualty Clearing Station would join
"Canadian Force", the medical arrangements in the Northampton area were based on the
policy that all casualties should be treated in Canadian medical units, with the exception
of the more serious cases and communicable diseases which should be transferred to
civilian hospitals in the area. Apart from the desirability of retaining casualties under
Canadian control, the main intention was to give the field medical units every opportunity
to familiarize themselves with the part that they would likely have to play at some future
date. In fact, each field ambulance functioned as a field hospital and, since No. 4
Casualty Clearing Station did not join the force, performed most of the major surgery.

Medical arrangements at Northampton hardly received a fair test for on 6 June
"Canadian Force" began to move back to Aldershot. On 8 June all medical units were
inspected by Their Majesties the King and Queen during a royal visit to the 1st Canadian
Division that appropriately marked its impending departure as part of a second British
Expeditionary Force which was hastily being gathered together in a last desperate effort
to save France.

The only R.C.A.M.C. unit to reach France on this occasion was No. 4
Field Ambulance. It crossed the Channel with the 1st Infantry Brigade Group
between 12-14 June. The unit landed at Brest and was well inland on
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its way to an assembly area in the vicinity of Le Mans when the operation was cancelled
and the movement reversed. The other medical units, Nos. 5 and 9 Field Ambulances and
No. 2 Field Hygiene Section, had hardly begun to move when the cancellation order was
received, which was in a way fortunate. Their safe return to Aldershot within the space of
a few days was a welcome contrast to the misfortunes of No. 4 Field Ambulance. The
latter had to destroy all its vehicles and most of its equipment in France, returning to
Aldershot during 18-19 June complete in personnel but with only such equipment as it
had been possible to carry by hand.

Following the fall of France, "Canadian Force" was reconstituted as a self-
contained formation on 20 June. Three days later it began to move into the Oxford area.
No. 4 Casualty Clearing Station joined it on 26 June. Here the medical arrangements
differed considerably from those previously in effect, due mainly to a revised conception
of the required distribution of medical resources within a division organized as a number
of battle groups. An R.C.A.M.C. group was formed with the object of centralizing control
of the medical service to the maximum extent consistent with providing for the minimum
daily requirements of each brigade group. Companies were detached from field
ambulances, each opening an advanced dressing station to serve its own brigade group,
while the headquarters company of No. 9 Field Ambulance opened a main dressing
station for the whole force. No. 5 Field Ambulance, less its detached company, undertook
the duties of a motor ambulance convoy. Casualties were evacuated in the normal
manner. These medical arrangements remained without fundamental change when
"Canadian Force" moved southward into Surrey. Here on 21 July, the 7th Corps,
composed of the 1st Canadian Division, the Ist British Armoured Division, and the
greater part of the 2nd New Zealand Division, came into being.

The 7th Corps remained in existence until Christmas Day 1940, when it was
replaced by a Canadian Corps consisting of the 1st and 2nd Divisions. Medical units of
the 2nd Division, Nos. 10, 11, and 19 Field Ambulances and No. 13 Field Hygiene
Section, formed, with the medical units of the 1* Division, the divisional medical units.
No. 4 Casualty Clearing Station, and No. 8 Field Ambulance and No. 5 Field Hygiene
Section, plus No. 6 British Motor Ambulance Convoy were allotted to Corps Troops.

The winter of 1940-41 was largely uneventful from a military standpoint but was
a busy one for the medical service. The weather, as during the previous winter, was most
unkind, and sickness was widespread. At one period during the winter Nos. 5 and 15
General Hospitals, which had opened during the summer at Taplow and Bramshott
respectively, were too full to accept any more patients. No, 4 Casualty Clearing Station at
this time had more patients than could be accommodated satisfactorily. The opening of
No. 1 General Hospital at Marston Green, near Birmingham, in January 1940 was
sufficient to relieve the situation, and fortunately the winter passed without any serious
epidemics.
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Early spring saw the Canadian Corps take part in several large exercises which
gave it excellent training in the counter-attack role which it might be called upon to
perform at any time since the danger of invasion was ever present. Throughout the spring
and summer of 1941 anti-invasion training remained the chief preoccupation. Numerous
exercises carried out by all formations during June, July, and August, culminated at the
end of September, in the great army manoeuvres that will live long in the memory of
participants as Exercise " Bumper".

During the summer of 1941 there were several changes in the medical services of
the Canadian Corps. No. 8 Field Ambulance replaced No. 18 in the 2nd Division, the
latter returning to Corps Troops. No. 5 Casualty Clearing Station joined the Corps on 19
July, while later in the year the British motor ambulance convoy was replaced by No. 1
Canadian Motor Ambulance Convoy.

The outstanding event of 1941 was, no doubt, the expedition to Spitsbergen. It
was originally intended to send a large force to occupy the archipelago so that a naval
anchorage and refuelling base might be established there. No sooner had the necessary
force, with its medical component, assembled at a combined training centre in Scotland
than the original plan was cancelled in favour of a less ambitious one - a temporary
landing on Spitsbergen for the purpose of removing or destroying anything of value, and
of evacuating the inhabitants, the Russians to their homeland, the Norwegians to the
United Kingdom. The medical component under the new arrangement was to consist of
three officers and 23 other ranks, all R.C.A.M.C. personnel.

The force left Scotland on 14 August on board the Empress of Canada and after
an uneventful voyage landed on Spitsbergen, after aerial reconnaissance revealed that no
opposition was to be expected. Following the landing the medical component was
divided into several small detachments, one accompanying an escort destroyer to the
Norwegian settlement of Longyearby, others accompanying demolition parties to more
isolated settlements. The rest of the party remained on board to provide medical care for
the Russians during the evacuation to their homeland.

Ashore it was discovered that there were two small well-equipped hospitals. One
of these, owned by the Russians proved of little value as its electrical supply and all
moveable equipment had been destroyed or removed by the Russians prior to their
departure. The other, operated by the Norwegians, had all essential services functioning
and it was to this hospital that the one serious casualty, an accidental penetrating chest
wound, was taken. Later an appendectomy was successfully performed here.

Meanwhile, on the night 26/27 August, the Empress had sailed for Archangel with nearly
2000 Russians, and by the evening of 1 September had returned bearing some 200 Free French officers
and men who had been interned in Russia. For the medical party on board the Empress the round
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trip had been notable chiefly for the problem of hygiene and sanitation created by the
Russians and the unhappy result among the Free French of the sudden change of diet.

Final evacuation arrangements were completed by the 3rd, the two casualties in
the Norwegian hospital having been transferred to the Empress the previous day. Late on
the night of the 3rd the entire force, increased by some 1000 Norwegians, in addition to
the Free French troops, left Spitsbergen. The return voyage presented no difficulties to
the medical detachment and only two cases were admitted to ship's hospital.

Some difficulty was encountered at Gourock when the stretcher cases were
ordered to be disembarked by tender with the other troops. The officer commanding the
medical detachment objected vigorously and in the end the casualties were allowed to
remain on board until the ship docked at Glasgow. Here they were disembarked and
transferred to a hospital coach and evacuated to Oxted, thence to a small “hospital'
maintained by No. 5 Field Ambulance.

Unopposed though it was, the expedition to Spitsbergen almost cost several lives.
Altogether, slightly more than 700 military and civilian patients were treated for various
ailments, the majority aboard the Empress in the ship's hospital. That there were no
fatalities among these was due in the final analysis to the fine co-operation of all
concerned with their care. As the commanding officer stressed in concluding his report
on the medical aspects of the operation, thanks were particularly due to the Norwegian
medical staff at Longyearby and to the various British medical officers aboard His
Majesty's ships.

Shortly after the return of the troops engaged in the Spitsbergen expedition, the
Canadian role in the defence of the United Kingdom was altered. Thus far kept in reserve
as a mobile counter attack force, the Canadian Corps in the autumn of 1941 was made
responsible for the direct defence of the greater part of the Sussex coast. The move into
Sussex began on 15 October, when the 2nd Canadian Division relieved the 55th British
Division. Headquarters, Canadian Corps, officially assumed its new responsibilities on 17
November. By the end of the month the 1st Canadian Division had relieved the 38th
British in the western sector of the front, and the 3™ Canadian had replaced the 47th
British in corps reserve. The 1st Canadian Army Tank Brigade arrived in Sussex about
the middle of December.

The addition of two new formations to the order of battle automatically increased
the number of medical units serving with the Canadian Corps. In the 3rd Division were
Nos. 14,22, and 23 Field Ambulances and No. 7 Field Hygiene Section. In the 1st Army
Tank Brigade the R.C.A.M.C. were represented by No. 2 Light Field Ambulance. All of
these units had arrived in the United Kingdom during the summer and early autumn of
1941. After a period of training and equipping under the control of Canadian Military
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Headquarters, they came under the full operational and administrative control of the
Canadian Corps on 15 November, along with the formations of which they formed an
integral part. At the same time, No. 1 Advanced Depot Medical Stores joined the Corps.
Despite its designation, this was in fact a new unit. It was formed at Aldershot du