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The physical rehabilitation of the disabled in Australia is popularly 
believed to have originated after the Second World War. This 
overlooks the development of a unique and vigorous Australian 
context of physical rehabilitation which began to take shape in the late 
nineteenth century. 

This thesis addresses the 'hidden' history of rehabilitation, by 
examining the professional development of rehabilitative practices 
such as massage and orthopaedics. It examines the socio-political 
context within which these changes took place, analysing the impact of 
professional activity on the development of rehabilitation as part of 
Australia's health care industry. Changes to the priorities and 
expectations of physical rehabilitation took place in this context, and in 
turn shaped future confrontations and developments in rehabilitative 
practice. 

Issues concerning the development of rehabilitation in Australia 
include the perception of the body as an integral unit of society, the 
confrontation posed by the disabled or deformed body to a wider 
'normality', and the development of suitable medical practices which 
could be used to re-shape and rehabilitate the disabled in Australia. 
Without rehabilitation, the disabled could not have attained status as a 
recognisable socio-political group in their own right. The 
manipulation of history-writing by health professionals involved in 
rehabilitation is also discussed. The chapter structure is chronological, 
and charts rehabilitation's Australian development: the establishment 
of medical concepts of orthodox practice; the absorption of unorthodox 
practices such as massage into legitimate medical practice; 
rehabilitation of the war disabled after the Great War; the poliomyelitis 
epidemics of the 1930s; post-war rehabilitation and state involvement 
in medical practice; the battle between 'medical' and 'vocational' 
rehabilitation; the radicalisation of the disabled and professional 
responses to this up to the International Year of Disabled Persons, 1981. 
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INTRODUCTION 

This thesis is concerned with the historical process which gave the term 'rehabilitation' 

its present meaning in Australian medical practice, and its oft-repeated claims to be the 

'third branch' of medicine. How did it become a million-dollar industry employing 

thousands of people and creating within itself its own medical and vocational 

specialisations? The professional development of rehabilitation has been dominated by 

medical concerns, and has thus involved the entire history of orthopaedics, as well as 

physiotherapy and occupational therapy, in Australia. The use of the term 'profession' 

in this thesis is flexible; it accommodates those groups which have been recognised in 

the past as professions, those which have identified themselves as professions, and 

those which have apparently made a transition from 'trade' or 'occupation' to 

'profession' in popular definition or self-definition. The groups examined here owe 

their current existence to the persistent struggle, over almost one hundred years, to 

have rehabilitation recognised by governments, other medical practitioners, and the 

public. 

Rehabilitation is a product of the expansion of medical power and medical authority 

within not only the health care system but Australian society as a whole. Complex 

relations of medical and ancillary professionalism were involved in this expansion. 

The term 'medical practitioner' is used for the most part to indicate practitioners known 

conventionally as 'doctors', including general practitioners, physicians and surgeons. 

'Ancillary' or 'auxiliary' health care workers are those who have in the past occupied a 

subordinate or attendant role in health care practice, such as nurses, physiotherapists, 

and occupational therapists. These groups have traditionally operated under the 

auspices of medical dominance in Australia, working under the control of medical 

practitioners. The issues surrounding the changing meaning of the terms 'medical 

practitioner' and 'ancillary' are also addressed. 
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Throughout its history, rehabilitation's meaning has shifted many times, in each case 

reflecting a set of predominating beliefs about its role in the health care system. In the 

early years of successful antisepsis,1 when surgeons were widely acknowledged as 

'the hands of God', rehabilitation had almost religious overtones: the healing of the 

maimed, and the lame walking. Yet even at this early stage, the potential practical 

application of rehabilitation to maintain a supply of healthy workers within a capitalist 

economy was perceived and commented upon. As Australia struggled with the 

transition to a more fully industrialised economy during two world wars, groups active 

in the professional development of rehabilitation defined its place in this economy. 

They did so through an emphasis on returning bodies to physical function, allowing 

for the injured to work, with little reference to other elements involved in their 

readjustment. Poliomyelitis brought out these elements in rehabilitation, as the 

functioning of young children who were yet to enter the workforce became an issue. 

After the Second World War, rehabilitation offered a far greater emphasis on 

involvement in the workforce and psychological adjustment. Medical rehabilitation and 

vocational rehabilitation finally split in the 1950s, leading to the creation of 

rehabilitation 'units' within the hospital system, and the increased movement and 

radicalisation of the disabled in the community. 

The physically disabled, more specifically amputees and those with bone, joint and 

other locomotive conditions, are the basis upon which rehabilitation built its successes 

and permutations. There are a number of reasons for this. Firstly, the physical body is 

the most obvious element in any social group, shaping responses to rehabilitation. 

The accidentally physically disabled, because of their visibility, were the focus of 

rehabilitative experimentation up till the post-World War II period, after which 

Antisepsis involved sterilising in order to inhibit infection during and after surgical procedures, 
whereas aseptic procedures sterilise instruments and environment beforehand. 
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congenital disability and the rehabilitation of chronic disabling conditions commanded 

more attention. While the history of psychological rehabilitation is also important, it is 

far better documented than that of physical rehabilitation.2 The lack of material on the 

history of physical disability in Australia can be explained partly by the minority status 

of the disabled and partly by a lack of statistical information collected prior to the last 

twenty years.3 More material has since become available, largely due to changes in 

sociopolitical attitudes towards the disabled, who are now seen not just as an object of 

charity and government funding, but as an identifiable element in Australian society in 

their own right. 

It could be said that all medicine is rehabilitative, inasmuch as it aims to restore a level 

of health which can be considered the 'normal' status of an individual. Differentiating 

rehabilitation from other therapies would then appear to be a question of degree. When 

does medicine cease to be simply curing and become rehabilitative? The term 

'rehabilitation' involves aspects of the patient's lifestyle outside of the illness, as well 

as acceptance of an idea of 'normal living' which exists socially for that patient. 

Historically, the integration of the patient into what was perceived as normal society 

has been a dominating factor in rehabilitative techniques. In another sense, the 

patient's lifestyle is determined by disability, so rehabilitation restores what was once 

considered a permanent state of affairs to the more acceptable level of temporary 

illness, from which there is a possibility of full or partial recovery. This is the case 

For example, B Heaslip, Saints and Strait Jackets: an intimate view of life in an Australian 
psychiatric hospital, Mitcham, SA: B Heaslip, 1972; A Ellis, Eloquent Testimony: the story of the 
mental health services in Western Australia, 1830-1975, Perth: U W A Press, 1984; S Garton, Medicine 
and Madness: a social history of insanity in NSW, 1880-1940, Sydney: U N S W Press, 1988.1 have 
chosen to exclude from this thesis a study of the rehabilitation of those with sense deprivation 
disabilities on similar grounds, as well as the fact that some sense-deprivation, such as deafness, is not 
immediately visible. 

Yet the ABS was able to report in 1974 that 28% of the population suffered from one or more chronic 
illnesses, injuries or impairments, while 8.9% reported that their condition limited their activities in 
some way. 5.4% were substantially disabled. Australia, Department of Health, Policy and Planning 
Division, Rehabilitation in Health Services, August 1979, Canberra: A G P S , 1979. The author is 
aware of the differences between the terms 'handicapped', 'disabled' and 'impaired' as defined by the 
Australian Bureau of Statistics, Handicapped Persons 1981, Canberra: A G P S , 1982. 
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even though many of those w h o undergo rehabilitation remain permanently 

incapacitated. 

The development of the Australian Physiotherapy Association from its inception as the 

Australasian Massage Association in 1906 has been a significant factor in the 

professional development of rehabilitation in Australia. The apparent female 

dominance of Australian physiotherapy is a significant issue, as it draws attention to 

the gendered character of rehabilitation's professional development. Although the 

profession of physiotherapy has been female-dominated, its clientele has been 

predominantly male, due to the emphasis placed on rehabilitation as a means of 

restoring working and thus earning ability. 

The first chapter of this thesis is concerned with mapping the existing material available 

on the history of rehabilitation in Australia. I have identified a number of lacunae in 

secondary analyses of the history of medicine in Australia, including the nature of 

medical orthodoxy in late nineteenth-century Australia, the influence of British and U S 

models of medical practice in Australia, and the history of disability in general. Studies 

of professionalisation within medicine are more numerous, but few historical studies of 

professionalisation within an Australian context have been carried out. A framework 

for the analysis of the professional development of the 'third phase' of medicine in 

Australia can be developed through an examination of these approaches. 

Understanding rehabilitation in Australia begins with the period which appears to be the 

crucible of its practice in Australia: the late nineteenth century, which is the subject of 

Chapter T w o . The few references to rehabilitation which exist in secondary sources 

often point to the Second World W a r as the 'starting point' of Australian rehabilitation, 

due to the immense national interest generated by rehabilitation at this time. This 

misses its easily-traceable background in Australia, which had a home-grown industry 
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of rehabilitation, commonly known by the contemporary terms of 're-education' and 

'after-care'. The existence of this industry has been overlooked, I believe, because it 

was not always particularly dignified, nor even, at times, legal, and the creation of a 

'professional history' which is adaptable enough to overlook these elements plays an 

important role in a profession's own self-definition. The role of history-making itself 

has been important in the professional development of rehabilitation. The present 

interests of practitioners have shaped perceptions of rehabilitation's history in Australia 

at each stage of its professional development. 

The establishment of a medical 'orthodoxy' in late nineteenth-century Australia helped 

to determine the basic power relations which characterised the practice of rehabilitation 

over the last hundred years. The legitimisation of massage and electrotherapy in this 

period, discussed in the third chapter, established the dominant-subordinate relations of 

doctor and ancillary. The latter groups perceived the value of allying their practice to 

that of 'reputable' orthodox medicine. This not only ensured occupational survival, but 

the development of a third group of professionals attached to the ruling medical 

profession: massage practitioners, who were later known as physiotherapists. The 

established structure of medical practice and nursing gradually came to accommodate 

(often unwillingly) the third partner of physiotherapy, which demanded a status above 

nursing, while maintaining its subordination to medical practice. The formation of the 

Australasian Massage Association in 1906 created a professional grouping which was 

strong in ideology but had little practical power. Links with movements such as 

national hygiene and public health reform gave Association members contacts in the 

medical profession and the public health movement. This promoted the employment of 

massage practitioners in fields outside the hospital system, encouraging its recognition 

as a form of legitimate orthodox treatment. 
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The basic relationship between medical practice and rehabilitation was established in 

Australia by the outbreak of the Great War. The impact of that conflict on rehabilitation 

in Europe, the United States and Australia was enormous. The fourth chapter 

examines Australia's approach to returned disabled soldiers, which differed 

considerably from both British and U S approaches. The chief differences arose from 

the lack of suitable hospital facilities and health care workers, as well as the division of 

federal and state government health care funding. Yet the overall impact on the 

professional development of rehabilitation was crucial, further legitimising the work of 

ancillary professions and broadening the scope of rehabilitation work well into the 

1930s. The Australasian Massage Association took advantage of these changes to 

lobby successfully for registration acts in Victoria and Queensland, which helped to 

consolidate their rudimentary professional status in these states. 

The crippling disease poliomyelitis was the next major influence on the professional 

development of rehabilitation in Australia. 'After-care', as it became known, moved 

away from repatriation hospitals and outpatient clinics and into the homes of Australian 

families. Although not every family had a disabled veteran, a great many families did 

have children w h o were potentially at risk from poliomyelitis and its permanent after

effects, revealing a horror of deformity and crookedness that 'orthopaedies', the 

practice of straightening, attempted to overcome. The intensity of the debate over 

Elizabeth Kenny's treatment of poliomyelitis cases reflected the importance of 

rehabilitation's perceived potential to curb Australia's welfare spending. Belief that 

proper rehabilitation would ease the burden of pension payments for war veterans took 

on new life in attempts to rehabilitate children before they became invalid pensioners. 

The poliomyelitis epidemics served to consolidate much of the voluntary activity which 

aimed to care for the disabled and to provide rudimentary vocational retraining. The 

epidemics also promoted increased funding of orthopaedic and massage departments in 



7 

major hospitals in Australia, but did not consolidate these resources nationally, as 

4 

control of hospitals still remained largely in the hands of state governments. 

In terms of practical treatment, Kenny posed a far more serious threat to the Australian 

Massage Association. Her notoriety came at a time when the Association was 

struggling to be recognised by the public as a legitimate group of practitioners. The 

Kenny controversy is the major theme of the fifth chapter. Previous studies of this 

controversy have emphasised the role of public opinion in favour of Kenny's methods, 

and the British Medical Association's means of dealing with a potential intrusion into 

their controlled field of medical treatment. My research indicates that the Australian 

Massage Association also played a significant part in the eventual rejection of Kenny 

and her treatment, encouraging orthodox investigation into her work, and using a close 

relationship with the British Medical Association to ensure protection of their own 

occupational territory. 

The Second World War and its aftermath gave rehabilitation a national constituency, 

which is the subject of the sixth chapter. This time, the return of thousands of injured 

members of the armed forces was anticipated, through the Curtin and Chifley 

governments' national welfare legislation. Rehabilitation became part of the national 

reconstruction plan: physical rehabilitation was seen as paralleling national 

rehabilitation. The full employment program of the wartime and post-war federal 

governments spotlighted rehabilitation more than ever as a means of providing capable 

workers, while changes in medical thought highlighted the need to restore more than 

physical function to the disabled. State intervention in the health care system promoted 

the national consolidation of rehabilitation services, while confrontation with the British 

^n the interests of preserving clarity, the term 'state' is used to describe the body and functions of 
government, and 'state government' is used to refer to the individual governments of the Australian 

states. 
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Medical Association over national health care policy pushed governments to emphasise 

the vocational training aspects of rehabilitation. The Commonwealth Rehabilitation 

Service was the outcome of this new direction, effectively splitting the 'total' approach 

to rehabilitation advocated by medical practitioners involved in the process into 

'medical' and 'vocational' branches. 

The renamed Australian Physiotherapy Association fought its own battles in the Second 

World War, against a perceived lack of recognition in the ranks of the military, and at 

home during the passing of registration acts in N e w South Wales and South Australia. 

A more serious occupational battle was fought within the Association, as the newly-

emergent specialisation of occupational therapy made its voice heard. After several 

years of disagreement among branches, the occupational therapists split with the 

Australian Physiotherapy Association, forming their o w n professional association. 

This conflict may well have arisen from professional insecurity caused by the Kenny 

controversy, along with anxiety about post-war employment and maintaining control of 

the supply of physiotherapists through the Association. 

The role of medical practitioners in hospital-based rehabilitation is the principal subject 

of the seventh chapter. Medical rehabilitation found itself having to fight to re-establish 

its control of what had been up till then unquestioned territory. The role of medical 

practitioners in vocational rehabilitation had become contentious, which led major 

practitioners in the field to demand further development of rehabilitation in the hospital 

system in the 1950s and 1960s. The creation of rehabilitation units in major hospitals 

across Australia reflected increasing specialisation within medical rehabilitation, with 

new fields such as geriatric rehabilitation gaining public attention. At the same time, 

ancillary professions consolidated their claims, especially in Western Australia, where a 

branch of the Australian Physiotherapy Association was formed in the early 1950s. 

Creating a 'doctored' history of rehabilitation was also part of this period, when 
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medical practitioners with a vested interest in justifying their claims presented 

'historical outlines' of the development of rehabilitation in Australia. 

The final chapter examines rehabilitation's professional development up to the 

International Year of Disabled Persons in 1981. Rehabilitation gained further publicity 

in the 1970s through plans for a national compensation and rehabilitation scheme, 

which survived into the 1980s in the form of such state government schemes as 

Victoria's Workcare. Yet two potential 'enemies' confronted the now-established 

pattern of rehabilitative practice in Australia. The first was the disabled population, 

increasingly challenging the rehabilitative process, and insisting upon decision-making 

power over their financial welfare and employment. The increased radicalisation of the 

disabled in Australia stemmed in part from a growing concern for the low status and 

low income of many invalid pensioners, brought to light by government investigations 

such as the 1975 Commission of Inquiry into Poverty. The second 'enemy' was 

chiropractic medicine, which launched a major attempt to be recognised as a legitimate 

form of treatment with rehabilitative potential. As in its struggle against Kenny, the 

Australian Physiotherapy Association resisted this move, and urged the medical 

profession to do likewise. Rehabilitation had, in a way, come full circle: orthodoxy 

resisted a new 'unorthodox' treatment - as massage had been in the late 1800s. 

The history of medicine is like other fields of historical investigation - it is the study of 

human relationships, this time in terms of human sickness and its treatment. I have 

deliberately avoided what can be called the 'Hippocrates syndrome' common to many 

medical histories, tracing massage and other practices to ancient civilisations, thus 

bestowing upon them a pedigree unrelated to their current status. This has prefaced 

5This concept is discussed further in the first chapter, but for a brief overview of the difference between 
medical history and the history of medicine, see N Hicks, "Medical history and the history of 
medicine", in G Osborne, W Mandle (eds), New History: studying Australia today, Sydney: Allen & 

Unwin, 1982, pp 69-81. 
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too many histories in this field. Australian developments followed their own path -

while some overseas initiatives have had a direct impact on the development of 

rehabilitation in Australia, they could not have done so if certain ideas and structures 

had not already been formed, or in the process of forming. It is the Australian element 

which interests me, primarily because it is unexplored. Douglas Galbraith, one of 

Australia's foremost rehabilitation practitioners in the post-war period, wrote in 1946: 

For the subject of rehabilitation is not a dehydrated affair of scientific 
symbols and solecisms: it concerns that most important and most interesting 
of all subjects, human relationships. It is a subject which cannot fail to be 
interesting, provided I can clothe it in appropriate language and provided 
that, carried away by m y own enthusiasm, I do not talk for too long. 

This study has been an attempt to do just that, and, like Dr Galbraith, I hope I do not 

talk for too long. 

medicine", in G Osborne, W Mandle (eds), New History: studying Australia today, Sydney: Allen & 
Unwin, 1982, pp 69-81. 
TD Galbraith, "The responsibility of the doctor in regard to rehabilitation in private and hospital 
practice", Medical Journal of Australia, [MJA] 1946(2), p 1. 



C H A P T E R O N E The history of rehabilitation in Australia: previous 
studies and theoretical approaches. 

Scholars often draw a distinction between the history of medicine and medical history. 

The latter emphasises the achievements of doctors and medical science. Writing the 

history of medicine, as Hicks defines it, is a different enterprise. He directs attention to 

the context in which changes in medical practice occurred; to the 
accompanying changes in the pattern of ideas; to the impact of those changes 
on the client population and on non-medical providers of care; and to the 
manipulation of power by and within the medical profession. 

The history of medicine acknowledges that there is a sociopolitical and economic 

context within which changes in medical practice occur. The present work aims to 

situate rehabilitation within the context of the history of medicine. When an historian of 

medicine examines, for example, the history of infectious diseases, that historian can 

argue that the socioeconomic context 'created' the disease, aggravated its spread and 

then changed to accommodate it and its eradication. With rehabilitation's history, the 

battleground is not the public sewerage system or poor housing, but the actual damaged 

body. The callipers, artificial limbs, wheelchairs and other impedimenta of the disabled 

individual are all products of a complex interrelationship of medicine and society. This 

relationship has also manifested itself in the creation of new professions in medicine, 

such as physiotherapy and occupational therapy, both of which have, in turn, affected 

the development of the provision of rehabilitation services. 

Previous work on the history of Australian health care and rehabilitation 

As Hicks has emphasised, until quite recently most work published on past medical 

processes has been written as 'medical history', by doctors or other health 

professionals. Although a great deal of valuable work has now been done on the 

1 Hicks, 1982 op cit, p 70. 
2 ibid. 
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history of medicine in Australia, very little has been written on rehabilitation studies 

from an Australian perspective. Information is to be found scattered throughout 

hospital histories, such as Phyl Garrick and Chris Jeffrey's Fremantle Hospital: a 

social history to 1987, and Anthea Hyslop's Sovereign Remedies: a history ofBallarat 

Base Hospital? Other treatments of the subject can be found in medical history, 

especially in such personal testimonies such as Reg McKellar Hall's Reflections of an 

Orthopaedic Surgeon and J Best's collection of Portraits in Australian Health. 

A significant problem facing any researcher in this field is the paucity of analytical 

studies dealing with the development of medical specialisations from an historical point 

of view. The limitations of medical history have been outlined, but the history of 

medicine also has its lacunae. It has tended to focus on several areas which have 

attracted a disproportionate amount of attention, such as infectious diseases and their 

control. While these have formed an important part of the history of medicine in 

Australia, because of their social and political impact on the health care system, most 

major infectious diseases have been controlled in Australia, signalling a substantial shift 

in patterns of illness. This shift has attracted relatively little comment from social 

historians of medicine.5 Another popular field has focused on issues of reproduction 

and sex in health care, ranging from venereal diseases to the availability of abortion in 

Australia. Sexual health is fundamental to the history of Australian society, and it is 

also a field which has been until recently inaccessible, which may account for its 

popularity as a subject for investigation. 

P Garrick, C Jeffrey, Fremantle Hospital: a social history to 1987, Perth: UWA Press, 1987; A 
Hyslop, Sovereign Remedies: a history ofBallarat Base Hospital, Sydney: Allen & Unwin, 1989. 

K McKellar Hall, Reflections of an Orthopaedic Surgeon, Perth: Hesperian Press, 1983; J Best, 
Portraits in Australian Health, Sydney: Maclennan and Petty, 1988. 

A recent exception is Paul Weindling's "From infectious to chronic diseases: changing patterns of 
sickness in the nineteenth and twentieth centuries", in A Wear (ed), Medicine in Society: historical 
essays, Cambridge: C U P , 1992, pp 303-316. 
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History, when it informs works on the administration of health or the provision of 

resources, tends to turn up as chronology rather than analysis. When these studies 

present themselves as historical analyses, such as Anne Crichton's description of the 

growth of government involvement in the Australian health care system, the result is 

that the history of Australian medicine and health care is used to sustain an economic or 

administrative argument. George Palmer's collaboration with Stephanie Short, Health 

Care and Public Policy: The Australian Experience is another example of this approach 

to the history of medicine. This use of the history of health care could be called 

'official' or 'public' medical history, a third category in addition to Hicks' medical 

history/history of medicine dichotomy. 

Any study of rehabilitation needs to take account of several important studies which 

chart major shifts in Australian health care policy. Thelma Hunter's 1969 study of the 

role of political change in the development of Australian health care policy is a good 

example. James Gillespie's The Price of Health is another valuable political analysis 

of major shifts in Australian health care policy since 1910. Ann Daniels' Medicine and 

the State takes a sociological view of the historical development of the medical 

profession's relations with the Australian government, whereas Sidney Sax's A Strife 

of Interests examines conflicts between the medical profession and the state in 

Australia.10 Claudia Thame's 1974 study of the growth of collective responsibility for 

A Crichton, Slowly Taking Control? Australian governments and health care provision, 1788-1988, 
Sydney: Allen & Unwin, 1990. 

G Palmer, S Short, Health Care and Public Policy: the Australian experience, Melbourne: 
Macmillan, 1989. 

8T Hunter, 'The politics of national health', PhD, ANU, 1969, unpub. 

J Gillespie, The Price of Health: Australian governments and medical politics, 1910-1960, 
Melbourne: CUP, 1991. 

A Daniel, Medicine and the State, Sydney: Allen & Unwin, 1990; S Sax, A Strife of Interests, 
Sydney: Allen & Unwin, 1984. 
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health care in Australia takes a different approach, observing instead major shifts in 

state interests and emphases in health care." Thame also examines the ideological 

motivations behind changes of emphasis. These approaches are worthwhile, as the 

involvement of the state in the Australian health care system over the last hundred years 

has been extensive, and rehabilitation benefited considerably from state interest after 

both world wars. 

None of these works, however, supplies a ready-made broad interpretative 

framework for the historical study of rehabilitation. Despite exceptions to the 'official 

medical history' approach such as Heather Gardner's edited collection The Politics of 

Health: The Australian Experience, neither medical history nor the history of medicine 

really has much to say on the workings of rehabilitation in Australia. Medical history 

reveals network relations which have been important in developing the health care 

system, and the history of medicine demonstrates some of the strong links between the 

treatment of sickness and the sociocultural determinants of Australian society. The 

professional development of medical specialisations and their ancillary professions has, 

on the other hand, attracted little attention. 

Possible models for the study of rehabilitation in Australia 

An important stream of scholarship is writing on the sociology of professions, 

particularly medicine. Professionalisation is a problem child of sociology; both its 

meaning and the groups denominated as 'professions' have changed over time. 

Despite the claim that studies of the professions have been marginalised within the field 

1 3 

of sociology, a substantial body of theoretical work examines professionalism. 

HC Thame, 'Health and the state: the growth of collective responsibility for health care in Australia in 
the first half of the twentieth century', PhD, ANU, 1974, unpub. 

12H Gardner (ed), The Politics of Health: The Australian Experience, Sydney: Allen & Unwin, 1989. 

13M Burrage, "The professions in sociology and history", in M Burrage, R Torstendahl (eds), 
Professions in Theory and History: rethinking the study of the professions, London: SAGE, 1990, p 1. 
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Within this field can be found sociological studies of the history of medicine, which 

can also contribute to the construction of the interpretative framework of this thesis. 

Sociological studies of the professions through sociology are permeated by the 

monolithic concepts of sociology's founding fathers: Marx's 'class', Weber's 

'bureaucracy', and Durkheim's 'class versus status'.14 Taxonomic studies of 

professionalisation also abound. Defining professions according to a list of 'attributes', 

these have in the past constituted the major body of professional studies. Such studies 

tend to range freely among professional groups, using law to illustrate one attribute's 

professional uses, and medicine or engineering for others. Many attempt to formulate 

general theories based on common elements among professions. It may be argued that 

the assumption that this is possible in the first place has hampered constructive study of 

the professions as individual groups.15 Eliot Freidson produced two influential attacks 

on these approaches in 1970, noting in particular the difficulty in making accurate 

generalisations applicable to all professions, especially those professions as disparate 

as law and medicine.16 His approach to professionalisation emphasises the unique 

connection between medicine and science/technology. 

14There are a number of historiographical and sociological analyses of the sociology of the medical 
profession in existence, such as N Parry, J Parry, The Rise of the Medical Profession, London: Croom 
Helm, 1976, part 1, ch 2 passim; D Klegon, "The sociology of professions: an emerging perspective", 
Sociology of Work and Occupations, vol 5, no 3, 1978, pp 259-83; B Turner, Medical Power and 
Social Knowledge, London: Sage, 1987, chs 1, 7 passim; Burrage, op cit, pp 1-23. Margaret Pelling's 
"Medical practice in early modern England", in W Prest (ed), The Professions in Early Modern 
England, London: Croom Helm, 1987, pp 90-128, also comments on the development of studies in 

the medical profession's history. 

15Criticisms of taxonomic approaches include Terence Johnson's Professions and Power, London: 
Macmillan, 1972, and his "The professions in the class structure", in R Scase (ed), Industrial Society: 
class, cleavage and control, London: Allen & Unwin, 1977, pp 93-110; J Roth, "Professionalism: the 
sociologist's decoy", Sociology of Work and Occupations, vol 1, 1974, pp 6-23. 

16E Freidson, Professional Dominance: the social structure of medical care, Chicago: Aldine, 1970; 
Profession of Medicine: a study of the sociology of applied knowledge, N e w York: Dodd, Mead, 1970. 
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Possible frameworks for the study of rehabilitation are also suggested by some 

overseas studies in the history of medicine. Among these is Gritzer and Arluke's The 

Making of Rehabilitation, a study of the professional development of rehabilitation in 

the United States.17 Based on Freidson's neo-Weberian approach to professionalisation 

within medicine, this study provides both a time-frame for the history of rehabilitation 

and a possible interpretative framework. By examining the rise of occupational 

organisation and the development of professional behaviour among electrotherapists 

and massage practitioners, Gritzer and Arluke highlight important factors in the 

development of rehabilitation. From the historian's point of view, however, there are 

several shortcomings in their study. Its strongly sociological emphasis precludes a full 

exploration of the historical element. Gritzer and Arluke sought to analyse the 

development of rehabilitation over a period of some one hundred years using largely 

primary archival sources, but the battle between chronology and interpretative history 

was sometimes lost. The study concentrates on the US, producing a number of 

problems in using its theoretical framework to study the Australian health care system, 

which has an entirely different history and which operates in a different sociocultural 

milieu. 

Studies of the British medical profession in the late nineteenth century, such as those 

by M Jeanne Peterson and Ivan Waddington, point to the importance of this period for 

the classification of 'orthodoxy' within the medical profession, and the attempted entry 

of unorthodox practitioners into the orthodox sphere. Peterson's contribution is the 

acknowledgment and discussion of the role of ideology in professionalism, a concept 

also discussed by Friedson. Professional ideology affirms the profession's existence, 

17G Gritzer, A Arluke, The Making of Rehabilitation: a political economy of medical specialization, 

1890-1980, Berkeley: UCP, 1985. 

18M Peterson, The Medical Profession in Mid-Victorian London, Berkeley: UCP, 1978; I Waddington, 
The Medical Profession in the Industrial Revolution, Dublin: Gill & Macmillan, 1984. 
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locating it within a context of 'service' to 'society', and thus allowing it to reject 

intrusions into that professional dominance, perceiving these as dangerous to the ideal 

of service. The medical profession's discourse of 'protecting the public' is a good 

example of this professional ideology in action. Waddington extends this, indicating a 

sociopolitical element in the rise of the medical profession in late nineteenth-century 

England which augmented the professional ideal of 'charitable' service to the public. 

Waddington also identifies intra-professional conflicts within medicine, which are 

sometimes overlooked in sociological studies of medicine, and which may add to an 

understanding of intra- and inter-professional conflicts within rehabilitation in 

Australia. 

The link between the history of technology and the history of medicine is also 

discussed in the work of Australian sociologist Evan Willis, focussing on the late 

nineteenth century world of Australian medical practice in Victoria, based on Tony 

Pensabene's The Rise of the Medical Practitioner in Victoria. While downplaying the 

technological determinist approach to the history of medicine, Willis points to other 

20 

elements which are valuable in analysing the history of rehabilitation in Australia. H e 

argues that the development of the medical profession in Australia has been marked by 

three forms of activity which result in professional 'closure', a process which places 

the control of educational standards, entry requirements and occupational activity in the 

hands of a profession, increasing its power. Activities which result in professional 

closure are exclusion, subordination and limitation: exclusion of those who can be 

considered 'unorthodox', subordination of occupational groups willing to work under 

medical dominance, and the limitation of medical-type activities by groups which refuse 

T Pensabene, The Rise of the Medical Practitioner in Victoria, Research Monograph #2, Health 
Research Project, Canberra: ANU, 1980. 

20 
E Willis, Medical Dominance: the division of labour in Australian health care, Sydney: Allen & 

Unwin, 1983. 
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to work under this dominance. This may contribute to a greater understanding of the 

relations between orthodox and unorthodox practice in rehabilitation, and may also 

provide a means of analysing certain trends in the professionalisation of ancillary 

practice. 

Gritzer and Arluke highlight a further issue which is common to the development of 

rehabilitation in the US and in Australia. They argue that ancillary professions actually 

imitated the medical profession and each other in a quest for legitimacy, copying other 

professional structures in order to ensure occupational survival. Clearly, the role of 

imitation and alliance within the process of professionalisation of rehabilitation merits 

careful study. Staffan Selander's similar theoretical approach to professionalisation, 

21 

emphasising what he calls the 'associative strategy', is also promising. Selander 

argues that occupations which aspire to professional status can, at their 'weaker' stage, 

ally themselves to other professions in order to strengthen their own status. These 

alliances may subsequently be discarded when the weaker party attains higher status 

and power. Selander's concept of the associative strategy may also help to illuminate 

the role played by orthodoxy in legitimising the rehabilitation professions. Several of 

these professions originated in the world of unorthodox medicine which existed well 

outside the pale of medical legitimacy.22 How they brought themselves into not only 

steady use but legitimate practice is an important part of their history, particularly in the 

case of physiotherapy. A tremendous emphasis on medical referral is a continuous 

theme in physiotherapy's history. 

S Selander, "Associative strategies in the process of professionalisation: professional strategies and 
scientification of occupations", in Burrage, Torstendahl, op cit, pp 139-150. 

W Bynum, R Porter (eds), Medical Fringe and Medical Orthodoxy, 1750-1850, London: Croom 
Helm, 1987; P Martyr, "Protectors of the Public? Medical orthodoxy and the suppression of alternative 
practice in Western Australia, 1870-1914", Studies in Western Australian History, vol 13, 
e d C F o x , 1993, pp 149-168. 



19 

Heather Gardner's study of the emerging militancy of Australian allied health 

professionals is also important, not only for its Australian rather than overseas context. 

These groups have been consistently underrated in Australian general health care 

studies, which have tended to criticise the role of the medical profession while 

concentrating almost exclusively upon it.23 While medical dominance of the health care 

system may justify this concentration, little attention has been paid to the way in which 

medical dominance may have been utilised by the allied health care groups to advance 

their own professional interests. Australian allied health groups such as nurses, 

physiotherapists and occupational therapists have in recent years developed an 

24 

increasing sense of their o w n history. Articles appearing in early volumes of the 

Australian Journal of Physiotherapy, while for the most part suffering from the same 

problems as mainstream medical history in that they tend to construct chronologies 

rather than interpretative histories, present this profession's own perception of its 

25 

development. Other professions involved in rehabilitation, such as nursing and 

occupational therapy, have taken similar steps. 

A field complementary to any history of rehabilitation is the study of disability in 

history and theory. Rehabilitation can be seen as a product of changes taking place in 

what is labelled by medical sociology as the 'sick role'. Talcott Parsons' concept of the 

23 
Gardner, op cit, pp 303-348. Recent sociological studies such as G Lupton, J Najman, (eds) 

Sociology of Health and Illness: Australian Readings, Melbourne: Macmillan, 1989, also redress the 
balance, although their chief example of an ancillary profession is nursing, ch 2 passim. 

T Martyr, "Allied health professionals and the creation of professional history", Proceedings, Western 
Australian Intervarsity Barebones Symposium, Perth: Curtin University Postgraduate Students 
Association, 1992, pp 49-53. 

25 
For example, Z Phillips, "The development of the physiotherapy association in South Australia", 

Australian Journal of Physiotherapy [AJP], vol 1, no 1, 1954-5, 39-40; E Evans, "The history of the 
N S W branch of the APA", AJP, vol 1, no 2, 1955, 76-8; A Forster, "Physiotherapy: a response to 
challenge", AJP, vol 21, no 4, 1975, 125-130. 

v Walsh, "The changing role of rehabilitation nursing", Australian Rehabilitation Review, vol 7, no 
1, 1983, 54-56; B Anderson, J Bell, Occupational Therapy: its place in Australia's history, Sydney: 
N S W Association of Occupational Therapists, 1988. 
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sick role is useful in this sense, as it indicates that this role is patterned not only on the 

doctor-patient relationship but on broader social values, related to that which is 

considered significant within a particular society.27 While sickness is not necessarily 

deviance, as responsibility can be abrogated by the sick individual, it tends in Western 

society to carry with it the assumption that the sickness will be temporary. Chronic 

illness as well as stable disabled conditions are dealt with by means of often quite 

different social approaches. If 'to be sick' means 'not to be at work', then 

rehabilitation has an obvious part to play in curing the 'sickness' of being permanently 

or temporarily incapacitated. 

The impact of Michel Foucault's writings about sickness has been considerable, most 

notably in recent studies in medical sociology.28 The human body has, according to 

Foucault, acquired a political as well as a scientific or medical anatomy, which has 

changed in the Western health care system over the past two hundred years. Medical 

perceptions .of normality and of mutability have also substantially changed. David 

Armstrong and Bryan Turner both utilise Foucault's conception of the body as text, as 

a focus for the 'medical gaze'.29 Armstrong's approach is historical, while Turner's is 

based in medical sociology. Certainly, medical observation has become more 

widespread, as Armstrong indicates, through the use of medical surveys and the 

growth of intermediary groups between the doctor and the patient. Armstrong also 

examines the points at which certain ideas become 'thinkable', which could be a useful 

tool in the study of rehabilitation. When, for example, did the concept of restoring 

bodies to fuller functioning become a practical goal for the medical profession, and 

what social consequences ensued? 

27T Parsons, The Social System, New York: Free Press, 1964. 
2 8 M Foucault, Madness and Civilisation, London: Tavistock, 1965; The Birth of the Clinic, London: 
Tavistock, 1973. 

29D Armstrong, The Political Anatomy of the Body: medical knowledge in Britain in the twentieth 
century, Cambridge: CUP, 1983; B Turner, Medical Power and Social Knowledge, London: Sage, 
1983. 
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One of the most thorough approaches to the ideology of disability is Michael Oliver's 

1990 study, The Politics of Disablement.30 Oliver examines the "cultural production" 

of disability: drawing on a wide range of anthropological and sociological sources, he 

argues that disability is a cultural construct. While Oliver is clearly class-oriented in his 

approach to disablement in the capitalist economy - the disabled are marginalised 

because they cannot work - he also allows for a relationship between the mode of 

production and the central values of the society involved, such as religious belief. 

Oliver also draws upon Stone's argument that disability is a 'boundary category' in the 

distribution of goods and services in the capitalist economy, leading to the classification 

of the disabled according to their ability to work.31 In examining the individualisation 

of disability and its concurrent medicalisation, Oliver employs Foucault's analysis of 

madness, offering physical disability as a comparative case. 

This is a point worth further consideration, because comparisons are frequently made 

between the mentally and physically ill in sociological discussions of this sort. Similar 

issues arise: the redefinition of the sick role, the 'invention' of a category of illness and 

the perceived ability to correct this are elements common to the rehabilitation of the 

mentally and physically disabled. In contrast to the mentally ill, however, the 

physically disabled have a sustained visual impact, and have generally been less prone 

to institutionalisation. Their visibility poses a challenge to accepted medical and social 

ideas of normality. While anti-discriminatory legislation is passed and social attitudes 

towards disability change, the visual impact of the physically disabled is only gradually 

diminished. The rehabilitation of the physically disabled through the mechanisms of 

the welfare state can also be grounded ideologically in what Oliver calls the 'personal 

30M Oliver, The Politics of Disablement, London: Macmillan, 1990. 

31D Stone, The Disabled State, London: Macmillan, 1985. 
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tragedy theory'. Historically, it is far more difficult to find evidence of the mentally ill 

being treated as individuals to whom some sort of personal tragedy has occurred, 

whereas a substantial proportion of candidates for physical rehabilitation are the victim 

32 

of disabling accidents which can be interpreted as personal tragedies. The 

comparison between the mentally and physically damaged and their respective 

rehabilitation, therefore, can only be carried so far. 

Oliver identifies another important element in the ideology of disability, based on 

Erving Goffman's study of stigma.33 Goffman notes that there exists in a society a set 

of general identity values which, while not represented in any one individual, casts a 

'shadow' on the encounters of daily living in that society. Oliver claims to identify 

these values as entrenched in a core ideology of individualism, linked with Western 

capitalist development, an economic view of Bakan's claim that "the loss of a limb 

constitutes the literal death of at least a part which was once integral to the ego". This 

is a particularly useful point, as, historically, Australians have fostered a particular 

physical image of themselves, built around the figure of the athletic Anglo-Saxon male. 

Physical disability has had no real place in this context of fitness and health, regardless 

of the race or gender of the disabled individual. In circumstances where physical 

disability has been prevalent, such as among returned servicemen, the image has had to 

be romanticised, while the reality of repatriating the war disabled was often marked by 

financial hardship and social stigmatisation. Cranston explores Australian constructs of 

disability through literature, examining the idea of physical disability as a metaphorical 

device. In Australian twentieth-century literature, the disabled are isolated and 

32See R Porter, "Madness and its institutions", in Wear, op cit, pp 277-302. One comparable 
situation is that of Great War veterans, where shell-shock and physical injury were both due to war 
service and thus possibly 'personal tragedies'. 

33E Goffman, Stigma: some notes on the management of spoiled identity, New Jersey: Prentice Hall, 

1963. 

34D Bakan, Disease, Pain and Sacrifice: towards a psychology of suffering, Chicago: UCP, 1968, 

p78. 
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unemployable, bearing what C J Koch's character Richard Miller calls "the sad 

immunity of the marred."35 There is an apparently paradoxical sense of high visibility 

combined with virtual invisibility surrounding the disabled individual in Australia. The 

experience of the disabled woman has also substantially differed from the male, as 

reflected in rehabilitation policies in Australia. 

Class-based explanations may interpret rehabilitation as a product of the rise of 

capitalism in the West. But this approach fails to account for other significant factors in 

a study of the history of rehabilitation. The continuity of stigmatising elements is not 

fully accounted for in Marxist analyses or in Foucault's work, which is grounded 

largely in studies of eighteenth-century France. David Thomas' study of physical 

handicaps includes a comparatively rare examination of the history of attitudes towards 

disability in Europe, indicating important changes and continuities in social attitudes 

towards the disabled individual.37 Citing Finkelstein's 1980 study, Thomas suggests 

that attitudes towards the disabled have gone through three broad stages: disablement as 

associated with low social status, and 'blame' attributed to misfortune or neglect; 

disablement as a 'passive' role within a social context of widespread industrial change, 

including improved care and treatment which assisted the passive disabled individual to 

gain greater independence in a society which demanded this; and a third stage in which 

more disabled individuals begin to question their passive role and to examine the 

38 

context of disability rather than disability itself. 

C Cranston, 'Deformity as device in the twentieth century Australian novel', PhD, unpub, University 
of Tasmania, 1991, p 196, citing Koch's The Doubleman. 
36 See for example S Lonsdale, Women and Disability: the experience of physical disability among 
women, London: Macmillan, 1990. Until recently, women working in homemaking were not 
admitted to Australian Commonwealth Rehabilitation Services programs, as the CRS' emphasis was 
based on returning individuals to the paid workforce, N Hicks, "A Happy Return: rehabilitation takes 
on a new face", Australian Society, vol 4, Sept 1985, p 39. 

37 D Thomas, The Experience of Handicap, London: Methuen, 1982. 
3 8 V Finkelstein, Attitude and Disabled People, N e w York: World Rehabilitation Fund, 1980. 



24 

Finkelstein's and Thomas' approaches appear sometimes to veer towards a 

technologically determinist position. While technological determinism as an approach to 

medical specialisation has been largely rejected by medical sociology, it should be 

reconsidered in this context. Without the actual ability through medical means to 

restore the disabled to a socially acceptable level of functioning, rehabilitation could not 

have entered the medical or social picture. When late nineteenth- and early twentieth-

century medicine in Australia began to experiment with the rehabilitation of the 

disabled, they were essentially offering a cure for a 'sickness' which had not yet been 

labelled. Disability, like infectious disease, was a fact of life. What was offered was 

not so much the individual patient's rehabilitation, but their physical 'cure': the ability 

to walk, or to work. This calls to mind Krause's idea of 'iatrogenesis', that a 

'sickness' is created when it is defined as such by the medical profession, and, in the 

39 

case of disability, remains incurable until some sort of cure is developed. Krause, 

interestingly, also cites mental illness as an example of iatrogenesis. 

A final possible approach to studying rehabilitation in Australia is suggested by the 

work of Michael Burrage, K Jarausch and Hannes Siegrist.40 They point out that the 

groups affecting the development of a profession change over time. The state, the 

groups involved and their client population can be viewed as 'actors' with their own 

audiences, often consisting of other groups. A professional group, if it can sustain 

audience attention, can survive and develop within, in this case, the health care system. 

Viewed from this perspective, it is evident that not only has the state been the most 

important actor in Australia, but it has also been the most important audience. 

Ideological and social concerns are vital to the presentation of a good image of the 

profession to the client population, and contribute to that profession's ability to 

39E Krause, Power and Illness: the political sociology of health and medical care, New York: Elsevier, 

1977. 

40M Burrage, K Jarausch, H Siegrist, "An actor-based framework for the study of the professions", in 
Burrage, Torstendahl, op cit, pp 203-225. 
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survive. This approach may provide a broad framework within which to consider the 

relationship between rehabilitation and the groups that make up its professional 

persona, as it may accommodate shifts in the importance of the actors over time - the 

relevance of public approval has varied considerably in the history of rehabilitation, for 

example. 

The studies discussed here have all contributed possible approaches to the question of 

the history of rehabilitation in Australia. A sociologist's study of rehabilitation would 

be faced with the onerous task of evaluating each of these approaches. The historian, 

however, enjoys the advantage of more freedom of movement, meaning that all of 

these approaches can be used to some extent in this attempt to create an historical 

picture of rehabilitation's professional development. From Australian medical history, 

the importance of the network relationship within the medical profession becomes 

apparent, while the history of medicine highlights changing sociocultural contexts. 

Examinations of policy shifts in health care provision in Australia indicate, however, 

that rehabilitation has only rarely held priority status. The sociology of medicine has 

also provided some promising theoretical approaches, indicating the complex relations 

of professional activity. The history of disability, too, indicates that the existence of 

those in 'need' of rehabilitation may be socioculturally created. This raises a number of 

questions: 

oo In what way have these inter and intra-professional relationships contributed to the 

professionalisation of rehabilitation? 

oo T o what extent has rehabilitation in Australia been influenced by professional 

activity, by both the medical profession and their ancillaries? 

oo H o w is medical power exercised over those w h o are deemed in need of 

rehabilitation? 
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oo What criteria have been employed in determining the suitability of an individual for 

rehabilitation in Australia? Are they related to race, age or gender? 

oo How is the relationship of the disabled person to the state influenced by the 

rehabilitation professions? 

By examining rehabilitation's historical development in Australia, some of these 

questions may be answered. 



CHAPTER T W O Medical Orthodoxy in Australia, 1850-1900 

It is the very glory of medicine that it is not finite. It has 
been brought against it as a reproach that both its 
principles and its practice are always undergoing change. 
I reply, with a feeling of triumph, that these changes are 
the very evidences of our progress .... It is not our 
despair, but our boast, that medicine is not an exact 

1 

science. 

Rehabilitation has an odd pedigree, which is not to be found in conventional histories 

of medicine or its ancillaries. Rehabilitation in Australia is descended from, on the one 

side, the experiments with new healing techniques made by 'orthodox' physicians and 

surgeons. On the other side, however, it owes more to the 'unorthodox' practitioners 

who existed outside the pale of recognised medical practice. This chapter examines 

rehabilitation's orthodox parentage and its de^'opment in the latter half of the 

nineteenth century. The following chapter will focus on non-medical practitioners of 

the alternative therapies of massage and electrotherapy during the same period. These 

practitioners, by employing a strategy of association, eventually brought massage into a 

more respectable light, and encouraged its recognition as a profession in the years 

immediately prior to the Great War. It must be emphasised that neither line of descent 

is pure. Nineteenth-century doctors flirted with techniques which would later be 

denounced as quackery. Electrotherapists and massage practitioners worked closely 

with medical practitioners before lines of demarcation were laid down. In order to 

understand both the rise of massage as a junior partner of organised medicine, and the 

absorption of electrotherapy, the terms 'orthodoxy' and 'unorthodoxy' must be 

examined in the context of the late nineteenth century and the healing arts. 

Presidential address to the Intercolonial Medical Congress, Melbourne, January 1889, Australasian 
Medical Gazette, [AMG], vol 8, Jan 1889, p 102. 
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There were two major arenas of early rehabilitative work. One was what can be called 

'official' work: experimentation reported in medical journals, conducted by, or under 

the auspices of, trained medical practitioners. Most early experiments in rehabilitative 

work of this sort appear to have been concentrated in Victoria and New South Wales. 

The second arena - that of ancillary practice - extended considerably beyond this limited 

official sphere, and has a history which does not usually appear in accounts constructed 

by the now-professionalised ancillary practitioners. It is difficult to establish the full 

extent of this alternative body of practice in Australia in this period, as it predates the 

formation of the Australasian Massage Association. 

These two arenas account for the two major influences on the development of 

rehabilitation up to 1906. Orthodox medicine, especially surgery, and the various 

unorthodox schools of therapeutic practice which were available up to the turn of the 

century in Australia, are both important. As surgery expanded its techniques, it also 

laid the ground for more specialised orthopaedic work, which was to provide a vital 

source of employment for occupations such as massage. In terms of co-operation and 

legitimacy, this period helped to establish a rudimentary framework of dominant-

subordinate relations between orthodox and unorthodox practice which was to be 

sustained in the later development of rehabilitation in Australia. 

Before discussing the merging and legitimising of unorthodoxy with orthodoxy, these 

two terms must be examined within the broader context of nineteenth-century medical 

and surgical practice in Australia. The improvement of surgical techniques and a 

corresponding shift in ideology within surgery combined to produce an environment 

capable of absorbing alternative medical practices without compromising surgery's 

own legitimacy. The use of alternative practices such as massage and electrotherapy 

The AMA state groups were at least accountable for the activities of 'legitimate' practitioners, who 
formed only a proportion of those engaged in the practice of massage and electrotherapy. 
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within an orthodox context were part of this shift in ideology, as was the development 

of orthopaedics in Britain in the late nineteenth century, possibly indicating the genesis 

of 'rehabilitative' patterns of thinking in British allopathic3 medicine and surgery. The 

role of work in cure, and work after cure, also appear to have received more attention 

in this period. These are all elements in the professional formation of rehabilitation in 

Australia. 

Orthodoxy and late nineteenth-century medicine in Australia 

Any examination of the complex world of medical practice in nineteenth-century 

Australia is beset with problems. The nature of medical practice and its status are 

difficult to delineate.4 While contemporary medical journals reflect a British-based 

model of medical orthodoxy and proper practice, the practices and routines of 

Australia's doctors did not necessarily conform to this model. The journals themselves 

indicate this diversity, a good example being the issue of strychnine in snake-bite 

treatment ia<Che 1880s, which provides a glimpse into the more 'unorthodox' therapies 

occasionally resorted to by Australian medical practitioners in this period. 

In discussing ideas about medicine and medical treatment, the concept of 'orthodox' 

has to be stretched. Ideas were accepted as legitimate which, as a professional 

hegemony began to establish itself, were either gradually incorporated or rejected out of 

hand as 'unscientific'.6 Willis identifies three major approaches to general practice in 

3Allopathy uses the concept of treating by opposites, using treatments which reduce the symptoms, 
unlike homoeopathy, which seeks to duplicate the symptoms. See Note 20. 
^ensabene, op cit; also Willis' comments on Pensabene as well as Gandevia, 1983 op cit, pp 45-6; 

Hicks, 1982 op cit. 

5 AMG, vol XIV, no 2, Feb 1895, pp 76, 78; no 3, Mar 1895, p 97. Another example is that of W 
Hearn, surgeon at Inglewood Hospital, who in 1880 applied twelve leeches to the abdomen of a patient 
with a ruptured hydatid cyst, Australian Medical Journal [AMJ], 1880, pp 59-60. Leeching was still 
being used in Australian hospitals in the mid-1930s, G Burbidge, Lectures for Nurses, Sydney: 

Australasian Publishing Coy, 1935, pp 270-1. 

6Willis, 1983 op cit, pp 62-69. 
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Victoria in this period. All were chiefly concerned with infectious (zymotic) diseases. 

Miasmists held that infectious disease sprang spontaneously from dead and decaying 

matter, which led them on a crusade against poor public sanitation and drainage in 

Melbourne in the late nineteenth century. Contagionists, on the other hand, proposed 

what is recognisable as germ theory: that bacteria and other germs were responsible for 

infectious diseases. A third school of thought was homoeopathy, which did not 

propose an actual cause of disease but promoted cures by artificially inducing 

symptoms which resembled those of the disease. These three broad categories would 

appear to reflect the general state of opinion in the British-oriented medical world at this 

time. 

What, then, is orthodoxy in this context ? The word implies a right way of doing 

things, and in the writing of medical history, the use of the 'chronology of truths' 

reflects this conception of orthodoxy as a canon of correctness which can be 

historically 'verified. Yet medical orthodoxy can easily be shown to have undergone 

bewildering changes. This is especially evident in the history of medical practice, 

where measures once considered conservative have been abandoned, and accepted 

'truths' have become outdated or discredited. The debate over antisepsis in surgery, 

discussed further in this chapter, is a case in point: Sir William Stokes, addressing the 

Jubilee Meeting of the British Medical Association in London in 1882, denounced 

opposition to Listerism in strong terms: 

The essentially weak point in the persistent and obstinate opposition to 
Listerism is the almost universal admission of the truth of the germ theory 
method of putrefaction. If the fantastic theory of heterogenesis had not long 
since been swept into the deserved limbo of other exploded doctrines, there 
would be some scientific standpoint for those opposed to Lister's theory and 
practice. 

~libid, p 57; see also W J Coolins, Specifity and Evolution in Disease, London: H K Lewis, 1884, as a 
contemporary example. 

8W Stokes, Jubilee Meeting of the BMA - Address in Surgery by William Stokes, London: J and A 
Churchill, 1882, p 17. 



31 

Rather than trying to categorise changes of belief as 'fast' or 'slow', it may make more 

sense to examine what aids or impedes innovation and the spread of ideas within the 

medical world.9 For example, the ideas of Hugh Owen Thomas concerning the 

management of joint injury - non-surgical and conservative - were accepted more 

widely by the medical profession in Britain after his nephew and effective successor, 

Robert Jones, managed to render them acceptable, from whence they became, in some 

circles, orthodox.10 The passage of time does play a role in legitimation, but elements 

such as the diversity which can be found within the confines of 'orthodoxy' and the 

divergence often found between orthodox ideology and experimental practice can also 

be taken into account." The relationship of surgery to massage and electrotherapy in 

the late Victorian period provides a good illustration of the complex, shifting linkages 

between 'orthodox' and 'unorthodox' practice. 

There were two major elements in the creation of orthodoxy within medicine in late 

nineteenth-century Australia. The first of these was a continuation of the so-called 

'scientific revolution' in the West,12 which contributed substantially to the second, 

which is the development of standardisation. When allopathic medicine, as Willis puts 

it, "hitch[ed] its destiny to the rising star of science",13 it could begin its ascent towards 

recognition as objective truth sustained by scientific examination. Standardisation of 

medical practice did more than provide greater hegemony for orthodox medicine as a 

curative principle. It permitted the standardisation of ideology pertaining to medical 

practice. In an address to medical graduates of the University of Edinburgh in 1875, 

Dr A C Brown exhorted his audience to 

A Youngson, The Scientific Revolution in Victorian Medicine, Canberra: A N U , 1979, p 223. 
10D Le Vay, The History of Orthopaedics, Carnforth, UK: Parthenon, 1990, pp 108, 137. 

11 Willis, 1983 op cit, p 62. 
12R Porter, "The scientific revolution: a spoke in the wheel?", in R Porter, M Teich (eds), Revolution 
in History, Cambridge: CUP, 1986, pp 290-216. 

'E Willis, "Complementary healers", in Lupton, Najman, op cit, p 261. 
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avoid all tricks and mannerisms. It is said that these are sometimes cultivated 
as modes of marking individuality; if the individuality is worth marking it will 
need no artificial sign, but will be sufficiently distinct in the usual costume. 

Yet within such a highly competitive field as medical practice, tricks and mannerisms 

were unavoidable tools of trade. S Mannington Caffyn, addressing the issue of 

quackery in Australia's eastern colonies in 1883, discussed the predicament caused by 

the struggle to conform to ideological stances while trying to make a living as a 

practitioner. 'Dr A' 

dare not actually advertise - the laws of his college and of society forbid that, 
but he sails as close to the wind as possible ... "I have to live, and there is no 
more harm in m y making the most of m y wares than there is in the 
neighbouring tradespeople indulging in their little tricks of trade, which the 
world knows and winks at". 

'Dr B' chooses to preserve his ethics, and fares poorly, his patients complaining that 

"he may be clever, but I don't care for his 'style;'... On the whole I'd rather 
go to Dr A. Look at his crowded waiting room! - and then how nicely he 
shakes hands with you! M y missus came away quite in love with him because 

he kissed the baby." 

The almost constant stream of complaints made to medical journals in this period over 

similar issues of medical etiquette and accusations of 'unprofessional' behaviour 

confirms Caffyn's basic assumption.17 There is a notable divergence between 

orthodox ideology of practice and behaviour and the need to experiment and to gain 

extra custom. 

14A Brown, An Address to Medical Graduates of the University of Edinburgh, Edinburgh: Edmonston 

& Douglas, 1875, p 13. 

15S Mannington Caffyn, On Quacks and Quackery: being a short exposition of homoeopathy, bone-
setting, and other anomalies found in these colonies and elsewhere, Melbourne: George Robertson, 
1883, pp 5-6. Dr B eventually takes to the bottle and commits suicide, a not-uncommon end for 
doctors in isolated rural areas in Australia in this period. See for example G Bolton, P Joske, History 
of Royal Perth Hospital, Perth: RPH, 1983, p 25. 

16Caffyn, ibid. 
I7For example, see the inaugural address delivered at the first meeting of the South Coast of N S W 
Medical Association in 1888-9, on the uses of professional etiquette, AMG, vol 8, 1888-9, p 70. 
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The unorthodox practitioner in late nineteenth century Australian medical practice. 

Because of this divergence and the variations allowable within one broad medical 

inclination such as allopathy, the question of what constitutes orthodoxy cannot be 

answered in clear terms. Any concept of orthodoxy must be flexible enough to allow 

for these variations. If unorthodox behaviour is that which takes place outside these 

variations, the matter becomes more complicated. Orthodoxy can be defined in terms of 

what it is not:18 every trained and registered practitioner could lay claim to medical 

orthodoxy, set apart from the untrained and unregistered 'quack'. Yet the unorthodox 

practitioner in late nineteenth century Australia had no equivalent ideological recourse, 

especially as medical registration acts were gradually enforced and British-trained 

practitioners effectively cornered the market on medical treatment. 

There was an extensive range of unorthodox and inexpensive methods of treatment 

available to the public, especially the working classes, who were considered by 

Australian Medical Journal as particularly prone to being duped: 

... the uninformed, the credulous, the poorer classes among whom afflication 
is far more serious and less easily alleviated, [who] become the victims of a 
system of fraud, which perils life by its ignorance and recklessness and 
against which the public is offered neither protection nor redress. 

Alternatives to allopathy included therapies such as hydrotherapy or hydropathy, 

electrotherapy and massage, schools of medical thought such as chiropractic and 

homoeopathy, and the more arcane schools of hypnotism and 'medical 

A Lingo, "Empirics and charlatans in early modern France: the genesis of the classification of the 
'other' in medical practice", Journal of Social History, vol 19, 1986, pp 583-603. 

19AMJ, 1856, p 51, cited in Willis, 1983 op cit, p 50. 
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clairvoyance'. As well as these, easy access to inexpensive patent medicines left 

much health care in the hands of the patients themselves, or in the hands of their chosen 

2 1 

consulting chemist or pharmacist. 

Attempts were made by alternative practitioners to combat allopathy on its alleged home 

ground of science. John Bell Hickson advocated homoeopathy as a necessary and 

scientific reform in medical practice, and Thiennette Berigny contributed to the attacks 

23 

on allopathy with his aptly-titled Chaos and Order, published in 1858. Johannes 

Werner Gunst in 1870 presented the arguments of allopathy against homoeopathy and 

vice versa, and in 1872, A Salisbury, author of The Book of the Nineteenth Century, 

argued that hydrotherapy was the way of the future in medicine: "The doom of 

25 

medicines and vile and noxious drugs has been written in one magic word - Water!" 

Charles Knight, self-professed medical galvanist, stated in his advertising brochure that 

if I do no good, I promise not to injure the patient. Not so with the Medical 
Profession,- they hold a license to kill or cure - I have only permission to 

26 

cure. 

00 

Hydrotherapy or hydropathy involved not only bathing in warmed or mineral waters, but consuming 
vast amounts of water. Chiropractic operated on the basis that many common illnesses originated in 
the spine, and treated these with spinal manipulation. Homoeopathy maintained that the 
administration of minute amounts of drugs which would duplicate the symptoms of common diseases 
would, in this duplication, cure the disease. Hypnotism sought to cure illnesses with the power of the 
unconscious mind, and 'medical clairvoyance' was an occult method of diagnosis using an object from 
or close to the patient, such as a lock of hair. 
21Martyr, 1993 op cit, pp 157-8. 
J Hickson, Medical Reform, Melbourne: Slater, Williams & Hodgson, 1856. 

T Berigny, Chaos and Order; or the orthodox practice of medicine unveiled, versus the medical 
heresy, Melbourne: W Fairfax, 1858. 

J Gunst, Allopathy versus homoeopathy; in the Australian Medical Journal, and homoeopathy versus 
allopathy, Melbourne: Evans Bros, 1870. A good general history of homoeopathy's acrimonious 
relations with the medical profession can be found in P Nicholls, Homoeopathy and the Medical 
Profession, London: Croom Helm, 1988. 

A Salisbury, The Book of the Nineteenth Century; containing instructions for the safe and certain 
cure of every form of pain and disease known to mankind, without the aid of any medicine whatever, 
Sydney: J J Cousins, 1892; cited in E Ford, Bibliography of Australian Medicine, 1790-1900, 
Sydney: SUP, 1976, p 238, entry 1872. 

C Knight, By Royal Letters Patent, Mr Charles Knight's Electro-Chemical Baths, Collingwood: R 
D Clarke, nd, cited in Ford, op cit, p 139, entry 1105. 
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The allopathic school fought back, including Walter Balls-Headley's punishing account 

of the history of homoeopathy: 

Homoeopathy was commenced in fraud, continued in slander, and sustained 
by filching, false-witness, and ignorance; and ... all of Homoeopathic 
'science' that remains, is its bastard representatives clinging to slander, the last 
rag of the Homoeopathic skirt.27 

Dr Thomas Bancroft, a Queensland practitioner, went a step further and condemned all 

forms of practice which deviated from the orthodox: 

It is from the credulous and the ignorant that the herbalist, the galvanist, the 
hydropathist, the homeopathist, et hoc genus omne, get their gain. These 
practitioners, whether possessing diplomas or not, can only be viewed by 
anyone with average c o m m o n sense as imposters and charlatans.28 

Amidst the growing standardisation of 'scientific' medicine and the already intense 

competition within orthodox medicine for patients, other forms of medical treatment 

29 

were, in theory, stoutly opposed by registered and qualified practitioners. Alternative 

practices were accordingly shifted to the periphery, where they either attacked allopathy 

or courted its support. Without the advantage of 'scientific' objectivity to substantiate 

their claims, practitioners of other forms of healing could either attempt to present their 

methods as equally scientific, or could abandon the scientific altogether for the occult or 

30 

exotic. Despite registration acts and rigorous lawsuits against the unorthodox, these 

W Balls-Headley, Homoeopathy Past and Present, Melbourne: George Robertson, 1878, cited in 
Ford, op cit, entry 858. See also J Templeton, Prince Henry's: the evolution of a Melbourne hospital, 
Melbourne: Robertson & Mullens, 1969, chs 1, 2 passim. 

28AMG, vol 9, March 1890, p 136. 
29Ludwig Bruck notes that in 1893 the distribution of doctors around Australasia ranged from 
comparative overcrowding (as in Western Australia) to dearth (as in Queensland). Victoria, due to its 
prosecution of the unregistered and its dense population, had the second highest proportion of 
doctors to population in Australasia. L Bruck, "The present state of the medical profession in 
Australia, Tasmania, and N e w Zealand", AMG, vol 12, 1893, pp 94-98. 

30Law Reports, NSW, vol 2 n.s., 1902, pp 168-173, 418-19, for cases involving the Pharmacy 
Board; all subsequent references taken from index in volumes cited, 'Medical Practitioners Act": vol 8, 
1908, exparte Birchell; vol 10, 1910, ex parte de Sylva; vol 11, 1911, exparte Walker; Law Reports, 
SA, vol 23, 1889, pp 107-113; vol 24, 1891, pp 122-127; vol 39, 1906, pp 6-10; Law Reports, 
Victoria, vol 1, 1875, p 112; vol 9, 1883, p 201; vol 10, 1884, pp 22ff; vol 21, 1895, p 354; vol 18, 
1892, p 200; Law Reports, W A , vol 4, 1902, pp 103ff; vol 8, 1906, pp 183ff; vol 15, 1913, pp 55ff. 
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therapies continued to exercise a hold on the public imagination and the public purse, 

until the Australasian Medical Gazette was forced to conclude that "we are of the 

opinion that the majority of people are incapable of exercising a rational judgement in 

31 

relation to the practice of medicine." 

"Ways of surgical rightness": the development of modern surgery in Australia 

The days of flourishing unorthodox practice were numbered. But in the late nineteenth 

century in Australia, a wide variety of practices waxed and waned according to popular 

interest. Some of these practices, such as massage and electrotherapy, managed to 

survive in the changing medical climate: just as allopathy hitched its destiny to science, 

some alternative practitioners were able to hitch theirs to orthodox medicine, most 

successfully through surgery.32 As Willis has noted, surgery was the first area where 

major offshoots of the 'scientific revolution' were felt.33 The widening of surgery's 

possibilities was an important element in the future development of rehabilitation for 

another reason: it increased the number of patients surviving operative procedures, 

leading to an increase in the number of patients occupying bed space in Australia's 

major hospitals. While this issue was to become more pressing in the following 

century, the bases for increasing numbers of patients requiring longer care were 

established in this period. An examination of the changes within surgery and the 

development of orthopaedics at the end of the nineteenth century also illustrates what 

Armstrong refers to as the point at which an idea becomes 'thinkable', the idea in this 

31AMG, vol 8, 1888-9, p 73. 

32UNA Nurses Journal [UNA], 28.2.10, p 187, indicates that massage enjoyed some popularity among 
medical practitioners rather than surgeons, the surgical aspect developing later. Links with general 
medical practice may also have proved a legitimating influence for early massage practitioners. 
33 Willis, 1983 op cit, pp 62-4. 

Armstrong, op cit, p xii. 
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case being the physical restoration of the disabled using new forms of treatment and 

equipment.35 

There existed in late nineteenth century Australian medicine a tension between idealised 

demands of professional behaviour and the need to gain custom and to earn a living. 

In a time of 'scientific' medicine, experimentation was vital. Unusual cases and cures 

formed the bulk of the reading matter in Australian medical journals, whether those 

cures were successful or not. The need to cure and to heal became even more 

imperative, given the pressure created by the acceptance of a scientific and objective 

Weltanschauung, and the necessity of overcoming dangerously competitive alternatives 

0,f\ 

such as homoeopathy. The idealised view of surgery in particular is very important 

when examining this formative period in the history of rehabilitation in Australia, as the 

potential to 'make the lame walk' may have integrated with and sustained an 

ideological perception of medicine based upon close links between its practice and the 

healing power of God. 

The tensions within medicine and surgery created by their slow transformation from art 

to science are reflected in late nineteenth-century medical tracts and exhortations. A C 
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Brown, in his 1875 address, describes medicine as a "scientific art", while E T 

Withington takes pains to justify errors in experimentation: 

The healing art is not, as some seem to think, the product of a special class, 
upon whose mistakes and failures the rest of mankind may look down on with 
amusement or contempt. 

35This approach is in some ways similar to that of technological determinism, but has an advantage in 
that it avoids the often restrictive teleological emphasis inherent in some applications of technological 
determinism. 
Templeton gives some indication of Prince Henry's control of cross-infection and its low mortality 

rate compared with other Australian hospitals at this time, op cit, ch 1 passim. 

Brown, op cit, p 6. 
E Withington, Medical History from the Earliest Times: a popular history of the healing art, 

London: Scientific Press, 1894, p 360. 
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In his address on surgery, read before the Intercolonial Medical Congress held in 

Melbourne in January 1889, Dr E C Stirling announced that: 

Surgery ... [is] no longer merely an art; it ha[s] become a science - but while 
as an art the craft was within a measurable distance of finality, as a science it 
[is] only in a healthy and vigorous infancy, but afford[s] abundant hopes of a 
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splendid maturity. 

W Bowman goes even further in his Address in Surgery, describing surgery as 

that department of the Healing Art which most strikes the imagination of 
mankind .., by prompt, dexterous interposition, in obvious and great perils, 
where life or limb is jeopardised, when the ignorant or timid are ready to 
despair, or the disease seems too terrible and deadly to be controlled .... 
Surgery is the Hands of God. 

If surgery was not perhaps seen by all surgeons as the hands of God, it was seen as 

vitally important and verging on the miraculous if successful. As with scientification 

within medicine, surgery also benefited from certain nineteenth-century innovations 

such as antisepsis and later asepsis, which created a potential basis upon which to 

expand surgical specialisation. 

Lister's methods were not accepted whole-heartedly by Australian orthodox 

practitioners until well into the 1880s, for a number of reasons. Australian orthodox 

practitioners at this stage were almost entirely British-trained, and followed the example 

of British surgeons in maintaining reservations about the efficacy of antiseptic 

surgery.42 In 1879, a heated debate was reported in the Australian Medical Journal 

E Stirling, "Address on surgery", Proceedings of Intercolonial Medical Congress, Jan 1889, reported 
in AMG, vol 8, Jan 1889, pp 103-104. 
^ W Bowman, Address in Surgery, London: Kolckmann, 1882, issued by the Association for the 
Advancement of Medicine by Research, pp 5-6. 

41For the introduction of Lister's methods into Australian surgery, see R Scot Skiving, "Surgery and 
surgeons in Edinburgh and Sydney over forty years ago", Medical Journal of Australia [MJA], 1926 
(1), pp 290-99; also H Attwood, R Gillespie, M Lewis (eds), New Perspectives on the History of 
Medicine, Melbourne: Medical History Unit, 1990, which deals extensively with the introduction of 
Lister's methods to Australia. See Introduction, Note 1. 
42J Best, Portraits in Australian Health, Sydney: Maclennan and Petty, 1988, maintains that British 
conservatism stemmed from the fact that French surgeons openly praised the benefits of antisepsis, p 

144. 
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over the lack of antiseptic treatment in amputations at Bendigo Hospital, while it was 

under the direction of Dr P MacGillivray.43 Some doctors present at the meeting 

claimed that in many cases antiseptic measures were quite unnecessary, but they were 

opposed by Tharp Girdlestone, a staunch proponent of antiseptic surgery. 

Girdlestone's appointment two years later, as lecturer in the principles and practice of 

surgery at the University of Melbourne's medical school, would have been in part 

. . 4 4 

responsible for the increasing spread of the use of antisepsis in surgery in Victoria. 

The personal example of prominent surgeons in Australia's major hospitals, such as 

Thomas Fiaschi and Thomas Chambers at Sydney Hospital, appears to have been 

another contributing factor.45 The propagation of antisepsis by the Sydney medical 

school, under Professor J Anderson Stuart, was another significant step: the links 

between the medical school and Sydney Hospital were seen as a stimulus for change in 

a medical environment with few journals and fewer medical students. Before the 

1880s, according to one surgeon, 

the majority of the profession just sauntered along in unprogressive ways, for 
the most part doing as they had been taught ten, twenty or thirty years earlier 

in a British school. 

These changes can be easily used to suggest a case for technological determinism: 

improved surgery leads to professionally active surgeons and greater specialisation. 

Such an approach would oversimplify the matter.47 The adoption of antisepsis is, 

however, an excellent example of the time-lag problem discussed earlier: innovations 

P MacGillivray, "Statistics of amputations in the Bendigo Hospital", AMJ, vol 1 n.s., 1879, pp 68-

78. 

44Reported in AMJ, vol 3 n.s., 1881, p 47. 

45A Aspinall, "Early surgeons of Sydney Hospital", MJA, 1933, pp 879-881; Skiving, op cit, p 299. 

46 ibid, p 296. 

47 Willis, 1983 op cit, 1983. 
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which may prove fundamental to change within medical practice can take years to 

become widely used. 

There was a strong sociopolitical element in the spread of Listerism throughout 

Australian medical circles, combined, on occasion, with less than professional 

approaches. Young would-be reformers of the newly-active Sydney medical school 

attempted 

to dragoon their weaker brethren into ways of surgical Tightness ... [but] I do 
not doubt that the results of the various unpleasant things they did, lessened 
undesirable adventures in the operating theatre and made fewer the payment of 
claims on life assurance companies on deaths out of due season. 

While antiseptic surgery had been the subject of experimentation within Australia from 

as early as 1867,49 its use was comparatively restricted. In 1883, hospital reports 

from New South Wales illustrated the limited nature of surgery: amputations, 

trephining and strictures were the most common, with very few appendectomies or 

other abdominal surgery.50 Antisepsis was not only significant because it apparently 

saved more patients' lives, but also because it made a greater number of operations 

possible, especially those which in previous years would have been almost immediately 

fatal, such as abdominal surgery.51 Greater success in the operating theatres of 

Australian hospitals was also to have a considerable effect on the organisation of 

surgeons in the health care system in future years. While the interwar years were 

crucial in terms of the professional organisation of medical specialisations such as 

surgery, these developments cannot be entirely grounded in the impetus provided by 

48 Aspinall, op cit, p 299. 

ibid. 

ibid. 

51D Vess, Medical Revolution in France, 1789-1796, Gainseville, Fa: Florida State University Press, 
1975, ch 7 passim, examines the constant dangers of post-surgical infection after abdominal operations 
in battlefield conditions, pp 117-136. 
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the Great War's effect on medical practice in Australia.52 Rather, a fundamental step in 

the improvement of professional standing for surgeons in Australia was their adoption 

of antisepsis: it reinforced their claim to the legacy of the healing art, effacing in part 

their less distinguished heritage as barbers and cutters. Stirling exhorted his fellow 

surgeons to keep before their eyes 

those solid pillars of their craft - accurate knowledge, infinite painstaking, and 
the sacred reverence for human life that constitute the splendid conditions and 
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still guiding principles of British surgery. 

Orthopaedics in Australia to 1900 

The British influences on Australian medicine in the late nineteenth century are 

significant enough to warrant further discussion. Britain was the birthplace of a 

considerable proportion of Australian doctors. By 1900, the British monopoly was 

beginning to be eased a little by Australian graduates, although a medical 'cringe' still 

survived. The great intellects of Europe and Britain, busy investigating diseases and 

perils of existence were believed to 

have abundant means, elaborate appliances, the fullest opportunity, and 
uninterrupted leisure at their command, to work out the problems which 
continually are spread before them .... W e do not, w e cannot hope to bear 
comparison with the great medical gatherings of the congresses or associations 
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in Europe. 

Britain and Europe were accordingly idealised as places where an established (and 

legally protected) medical profession existed in a haven of experimentation, resources 

and discovery. Britain was cast as a major source of ideas in medicine. In some fields 

North American initiatives were acknowledged, but by and large they came off less 

splendidly. In a system where for many years British qualifications were the yardstick 

52 

Gillespie, op cit, p 18. 
53Stirling, op cit, p 104. 

54 Presidential address, Intercolonial Medical Congress, Jan 1889, reported in AMG, vol 8, Jan 1889, 
pp 99-102. See Willis' assertion, citing Peterson, that the UK-trained doctors of Australia were largely 
also-rans, 1983 op cit, pp 40-44. 
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by which all 'professional' doctors were measured, British ideas of medical etiquette, 

as enshrined in the British Medical Association, appear to have dominated Australian 

medical thinking. 

Orthopaedic practice was slowly establishing itself as a specialisation of surgery in 

Britain in the late nineteenth century. Although it was to undergo its major 

developments in the following century, the work performed and the techniques 

originated by Hugh Owen Thomas and later Robert Jones must be considered in the 

context of rehabilitative practice. The major developments encouraged by Thomas in 

particular involved a highly conservative approach to surgery: deeply opposed to the 

almost casual practice of amputation and excision in joint and bone injuries, Thomas 

advocated rest and the natural, non-surgical processes of healing. Orthopaedics, for 

Thomas, was not simply another form of surgery but relied upon non-operative 

practices such as pressure, wrenching, splints and extensions. Splints were 

particularly important, in that they allowed the patient to remain active and out of 

hospital whilst resting the affected joint. 

Thomas wrote extensively but was published only locally, in Liverpool and its 

environs, and was not widely read. Robert Jones, whom he trained in his practices, 

legitimised Thomas' techniques and reconciled them to the wider medical profession. 

Jones organised what was effectively the first modern casualty service in the British 

Empire, for the Manchester-Liverpool ship canal building project, from 1887-1894. In 

1899, he opened Britain's first hospital for the long-term treatment of crippled children, 

and helped to initiate the nexus of orthopaedic surgery, charitable care and government 

55 Le Vay, op cit, pp 108-120. 

According to Le Vay, part of Thomas' problem was his overt dogmatism about the lightness of his 
methods. He was also the son of an unqualified Welsh bone-setter, a practice which, by the late 
nineteenth century, was regarded as quackery, ibid. 
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support, whose cooperation (or lack thereof) has characterised the development of both 

British and Australian rehabilitation. Even before his experiments in the Great War with 

physical rehabilitation, Jones and his techniques were to influence considerably a 

number of Australian orthopaedic surgeons. The most prominent of these was Dr 

Colin Mackenzie, who took Jones' ideas of rest and exercise to heart, eventually 

coining the term "re-education" to describe the process of restoring wasted or damaged 

muscles to full strength. Mackenzie was also to become involved in the legitimisation 
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of massage as a profession in Australia. 

Orthopaedics has one other element which is significant in a discussion of 

rehabilitation, and that is its similar derivation to 'orthodoxy' - 'ortho', a straightness 

and rightness. Orthopaedists became 'straighteners', often literally, of the deformed 

body, early emphases being placed on the treatment of club feet and curvature of the 

spine. Locomotive problems were a source of great concern to orthopaedics - the 

ability to walk has a normalising effect on the disabled individual, and the 're-
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education' of the body into free movement was an early goal of orthopaedic practice. 

Girdlestone noted the results of orthopaedic treatment in 1879: 

persons who could hardly creep along without assistance discard their 
crutches, and walk without pain or inconvenience. Children who were 
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cripples soon began to play and skip about. 

Children in particular responded well to treatment: 

Recent cases of lateral curves, generally seen in young persons, admit of 
perfect cure, which, in the advanced forms, cannot be expected. Great relief, 
however, has been afforded in the worst cases I have seen. 

ibid, pp 342-3. Mackenzie contributed a chapter on 'Massage' to Dr J W Springthorpe's Therapeutics, 
Dietetics and Hygiene: An Australian Textbook, Melbourne, 1914, chapter 31. 

58See for example H Murray, "Locomotor ataxia", UNA, 30.4.10, pp 18-21. 

T Girdlestone, "On immoveable dressing of Plaster of Paris and dextrine for cases of curvature of the 
spine, fractures, &co.", AMJ, vol 1 n.s., 1879, p 228. 

™ibid, p 229. 
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Girdlestone was particularly interested in one case of an eighteen year old shoemaker, 

who had been straightened physically, and was thus able to go back to his old trade. 

This is a presage of, in several senses, the shape of things to come in rehabilitation: a 

physically disabled individual would not only be straightened, but would be able to 

work once more because of the intervention of medical practice. 

In terms of the organisation of re-employment facilities, another early development in 

this field was initiated in Australia, serving not the physically but the mentally disabled. 

The After-Care Association, as it was known, was a charitable operation under the 

presidency of a Sydney MLA, David Fell. Formed in 1907, its function was to help 

those discharged from mental hospitals to find employment, and to assist them towards 

earning a living.62 Part of this process involved overcoming the "stigma attaching to a 

person who has been suffering from such mental derangement as to necessitate his or 

her treatment in a hospital for the insane," because the public regarded such 

individuals as "guilty of some crime, or one to be shunned, or regarded with 

suspicion."64 The name of the Association is significant, as the physical treatment of 

those recovering from crippling illnesses such as poliomyelitis became known as 'after

care' . This may provide a link with the idea that medical treatment could result in 

employment, and the ensuing responsibility of the medical profession in seeing that 

those who are successfully treated for illness can then be reintegrated into the 

community. 

Summary 

By 1900, a melting-pot of ideas and practices existed in Australia's medical profession. 

The use of these ideas and practices in healing was tempered by ideological concerns of 

ibid, p 232. 
'•AMG, Feb 1909, p 88. 
AMG, June 1910, p 310. 
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orthodoxy and the need to produce results, as well as by the pressure of alternative 

systems of medical belief which challenged orthodox methods and ideals. Early 

experiments with rehabilitation were taking place in Britain, and practices such as 

massage and electrotherapy were waiting outside the pale of orthodox medicine. What 

orthodox medicine chose to do with these practices is integral to the history of 

rehabilitation in Australia. 



C H A P T E R T H R E E F r o m 'Quackery' to Qualification: the 
legitimisation of massage and electrotherapy in 
Australia, 1870-1914. 

... thanks now to the fact that the subject is largely out of 
the hands of quacks and charlatans, ... w e are rapidly 
elevating the subject of electro-therapeutics from mere 
empiricism to a rational treatment, founded on a sound 
scientific basis. 

... today we see this important branch of medical 
treatment in the hands of a lot of people of both sexes 
who probably know next to nothing of the art of 
massage ... and what is more, they have evolved out of 
their own imaginations methods of treatment which are 
actually harmful. 

The two main unorthodox contributors to the development of rehabilitative practices 

before the Great War were electrotherapy and massage. These were only two of the 

many healing therapies available to the public, without medical referral, in the major 

population centres in Australia. Electrotherapy, on the one hand, failed to establish a 

lasting identity as a profession. Massage, on the other hand, advanced towards 

recognition as a profession through skilful association with medical practitioners. By 

accepting a prescribed, subordinate and largely gendered relationship to orthodox 

medicine and its practitioners, massage escaped the stigma attendant on and hostility 

directed towards 'quackery' by the orthodox profession. This chapter traces the 

development of this intricate relationship through to the emergence of the Australian 

Massage Association under medical patronage. 

The Case of Electrotherapy, 1870-1900 

Orthodox Medicine and Electric Treatment 

Electrotherapy is a form of treatment whose basic aim is to heal by stimulating activity 

in wasted or damaged muscles, and to promote healing by the increase of circulated 

C Eardley-Wilmot, "The action of electricity in disease", Australian Medical Journal, vol XJH, n.s., 
1891, p 427. The author is described as "lately Assistant Electrician, St Bart's, Lond. 
2J White ['Shroff], The Box Seat, or, Medicus and the Shroff, Melbourne: Melville, Mullen, 1900. 
'Medicus' was Patrick Moloney, M B , Ford, op cit, p 313, entry 2494. 
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blood in those areas.3 It can and has been used for the relief of pain, and for minor 

operations such as the removal of ulcers and cysts. Dr W Carey Rees described the 

basics of electrotherapy in the Australian Medical Journal in 1874, distinguishing 

between static and dynamic electricity, and describing two forms of the latter in 

galvanism and faradism. Galvanic current was "of low intensity, but of considerable 

quantity, and produces very considerable results on temperature, and very appreciable 

chemical results."4 Faradic current, or "induced electricity" 

has almost no chemical action, almost no effect on temperature, causes no 
burning feeling, no sensation of heat, like that produced by the simple current 
from the battery; but it produces marked contraction of the muscles, and a 
powerful action on the nerves of both motion and sensation. 

Electrotherapy appears to have been used slightly earlier in Australia than massage 

treatment. The Australian Medical Journal reprinted a case from the Medical Times of 

March 1858 on faradisation, possibly indicating an interested Australian medical 

audience for this treatment.6 In 1874, Rees had used electricity to treat all forms of 

paralysis experimentally, including hemiplegia, spinal injury, rheumatism and infantile 

paralysis. He noted the reception of electrotherapy into Australian medical circles: 

I feel convinced that in this colony we have not made sufficient use of this 
method of treatment.... [U]ntil very lately, the therapeutic use of electricity, in 
most general hospitals, has been left in the hands of paid electricians (often not 
medical men), and even medical m e n themselves held galvanism in very low 
estimation, reports of cures by electricity being received with an incredulous 
smile. 

This definition does not do justice to modern electrotherapy, but it is the most practical for the 
purposes of discussion. For a more thorough study, see J Low et al, Electrotherapy Explained: 
principles and practice, Oxford: Heinemann, 1990. 

4W Carey Rees, "On the medical uses of the various forms of electricity", AMJ, vol XDC, Sept 1874, 

p259. 

5ibid, p 259. 

6AMJ, vol ffl, 1858, p 313. 

Rees, op cit, p 258. 



48 

Rees extended his inquiries into the field in 1877, stressing that "Medical, not lay, men 

have been appointed as electricians to the leading hospitals of Great Britain." 

The approaches being used to treat disabilities were under the control of the 

practitioner. It is clear from Rees' work that medical practitioners were purchasing and 

using electro-therapeutic devices themselves. Treatments depended upon the diagnosis 

of the condition, which basically consisted of the practitioner deciding whether to apply 

galvanic or faradic currents.10 Divergence from this rule was viewed as reprehensible: 

The application of electric, more especially galvanic, baths by non-medical 
hands is objectionable; for it requires on the part of the operator exact 
diagnosis and judgement of the complaint, as well as great familiarity with the 
effects of electricity, which can only be obtained by a thorough and special 
medical training. 

And yet there was no means of ensuring that training for either medical or non-medical 

practitioners, apart from the consultation of the few available texts at the time. What 

was to take place in the early 1890s was the annexation of an unorthodox practice, 

which existed in Australia at the same time as the surge of medical interest which 

legitimised its existence. 

Sydney acquired a galvanist in 1891.12 Melbourne in 1885 had William Kyte's Electric 

and Thermopathic Institute, which stayed in business till 1888, and was not succeeded 

until 1893 with Albert Lewis' Electropathic Institution.13 In 1889 a medical galvanist 

8W Carey Rees, "Some remarks upon a new galvano-faradic apparatus", AMJ, vol XXH, 1877, p 354. 

9For example, see V Marano, "Case of goitre treated by electricity", AMG, vol 9, Dec 1889, p 67. 

10 T Kendall, "Electro-therapeutics", AMG, vol 10, August 1891, p 319. 

UA Lurz, "The electric bath and its indication in medicine", AMG, Oct 1890, p 35. 'Electric baths' 
were a product of the union of electrotherapy and hydrotherapy. 

12Sands Directory, NSW, 1891, p 994. [POD NSW] 

13Sands & McDougall Post Office Directory, Victoria, 1885, p 1001; 1893, p 1277. [POD Vic] 
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was operating from Albert St, Brisbane.14 The use of electrotherapy in the eastern 

colonies appears to have reached a peak in the early 1890s: unorthodox practitioners of 

electrical treatments appear to have been at their most numerous at this time. Howard 

Freeman, one of Australia's most prominent unorthodox practitioners, had formed a 

partnership with J Hoerchner in Brisbane in 1892-3, practising in medical electricity. 

Hoerchner's reputation somehow survived this experience, as he continued practising 

in this trade until the late 1890s.16 A number of massage practitioners in major cities 

began to add electrical treatment to their advertising spiels. 

Electrotherapy was available in eastern Australia from the early 1880s. The supply of 

practitioners was irregular in both senses; that is, intermittent and untrained. 

Electrotherapy was not available to the general public in Western Australia and South 

Australia until the early 1900s.'7 Yet orthodox interest in electrotherapy, in the form of 

experimentation with its effects reported in Australian medical journals, appears to have 

emerged earlier, in the 1870s. Medical practitioners were buying electrotherapeutic 

equipment from dealers such as Lightfoot and Beak in Brisbane, and using it 

themselves.18 There are few cases of doctors reporting the employment of a non-

medically trained individual, such as Mr Millikin, honorary galvanist at the Adelaide 

Hospital, to handle their cases. 

Was it orthodox interest in electrotherapy that led those outside of orthodoxy to 

electrotherapy's potential as a source of income? While imitation may be the sincerest 

HPost Office Directory, Queensland, 1889, p 704. [POD Qld] 

15 For details of Freeman's chequered career, see Ford, op cit, p 86, entry 694. 

16POD Qld, 1892-3, p 830; 1897-8, p 992. 

17POD SA, 1908, 'massage'; Wise's Western Australian Post Office Directory, [POD WA], 1904, p 

714. 
18 POD Qld, 1892-3, p 797. 
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form of flattery, for the unorthodox medical practitioner it was often the simplest 

source of profit. Or was the attractiveness of electrotherapy in the public marketplace 

the reason it appealed to orthodox practitioners, perhaps in need of extra custom? As is 

usually the case in chicken-and-egg debates, the safest answer is to assume the two 

influenced each other. In this case, the safest answer does not fully reflect the 

unorthodox practitioner's relations with orthodox medicine. An examination of 

electrotherapy's status as an unorthodox practice may reveal a more complex 

relationship. 

Electrotherapy as alternative practice 

There were no legal strictures on the practice of electrotherapy, so practitioners were 

free to do as they wished.19 Electrotherapy was a form of medical treatment open to the 

public, and could only gain custom through attracting the public's interest. This was 

done through advertising, the classical resort of alternative practice, wherever possible: 

in pamphlets, newspapers, and the Post Office Directories. Some, such as R Bernard 

Job, went straight to the point and listed the conditions they felt qualified to cure: 

"Rheumatism, Nervousness, Neuralgia, Paralysis, Strains, Sprains, Sciatica, Stiff 

Joints".20 Others, like Hermann Roth, offered a range of different services: massage, 

0 1 

electricity, and Ling's exercises. A m o n g the most important sources of custom were 

doctors. Even if it failed to provide direct referrals, their interest in electrotherapy or 

their willingness to experiment on their patients with electrotherapeutic techniques may 

have created a subsequent public demand for electrotherapy, as a treatment for real or 

imaginary complaints. Cautions appearing in medical journals, in the form of 

admonitions to fellow doctors not to regard either electrotherapy or massage as a cure-

19 Depending upon the colony in which they practised, the only real stricture involved not advertising 
as qualified medical practitioners. 

20 POD NSW, 1897, p 1156. 

21POD Vic, 1894, 'Massage'. 
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all, suggest that many doctors perceived an element of faddishness in the adoption of 

22 

both methods. 

When T G Hodgkinson patented an "Electro-Neurotone Apparatus", three Sydney 

doctors came forward to endorse it. Texts on the use of medical electricity began to 

appear in medical journals, and by 1893, Adelaide Hospital had an honorary 

galvanist.24 Orthodox interest in electrotherapy may have encouraged the increasing 

prominence of the 'qualified' electrotherapeutic practitioner in this period. Before 

medical interest became a factor in the early 1890s, credentials were rarely bandied 

about, but there is a noticeable shift in this approach from 1893 onwards. In 

Melbourne, Albert Lewis became "late of the Leipzig University", and Herr Grundt 

advertised that he had experience based on "several years practising under 

Melbourne's leading doctors" as a "certificated masseur". 

If one lacked credentials, patronage could be useful. Maurice Krone of Melbourne, 

advertised that, in addition to his electrotherapeutic skills, he had served as "masseur to 

his Excellency Lord Hopetoun".26 Bernard Job in Sydney also laid claim to the 

patronage of "Their Excellencies Viscount Hampden and the Earl of Hopetoun". 

Failing aristocratic patronage, the traditional testimonials would guarantee ability. Mrs 

Kendall, op cit, p 319; Lurz, op cit, p 33; A Peters, Massage: its history, its curative uses, and its 
practical results, Melbourne: Pater & Knapton, 1890, p 12. See note 47 for details of Peters' career. 

23 AMG, vol 12, 1893, p 1, p 24. The doctors were A Jarvie Hood; A West, LRCS, and Richard 
Arthur, MD. 

2*Wp31;p 126. 

25POD Vic, 1893, p 1277; 1896, p 1323. 

26POD Vic, 1896, p 1323. 

POD NSW, 1899, p 1204. 
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Holder carried "numerous testimonials from doctors and cured patients", and G 

29 c 

Moreno held "highest testimonials certifying to extraordinary cures". Awareness of 

medical interest in electrotherapy had almost certainly filtered through to some sections 

of the public who could afford to be more selective about whom they attended. The 

available market of practitioners accordingly redefined themselves as qualified and 

legitimate practitioners, using whatever means were available. 

Electrotherapy and legitimacy 

The appropriation of an unorthodox practice by the medical profession was well under 

way. Theodore Kendall, a Sydney doctor, argued that the haphazard use of 

electrotherapy by medical practitioners in the early 1800s, allowed a valuable technique 

"to fall into the hands of quack: ~nd charlatans".30 In other words, electrotherapy had 

been at one stage in the hands of legitimate practitioners, who then lost it to those 

outside the medical pale. Historically, this is a dubious argument. It serves, 

however, to illustrate a shift in thinking about unorthodox treatments which helped to 

justify their use by orthodox practitioners. Practitioners of electrotherapy in turn bent 

their therapy to fit the medical bed of Procrustes. Certification was demanded by 

orthodox practice, as an indication of 'proper' training. If the electrotherapist was 

unable to prove that s/he had been actually trained, at least 'certification' could be 

provided in abundance. 

Z 8 PODVic, 1896, p 1323. 

29POD Vic, 1896, p 1323. The majority of these reassuring advertisements could be found in NSW 

and Victoria. 

Kendall, op cit, p 317. 

31 At the time of the first experiments in galvanism and faradism, there was in fact no such entity as 
the 'legitimate' medical practitioner in Britain. The first Medical Act was not passed in Britain until 

1858. 
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Electrotherapy had, however, perhaps bent too far; legitimate or not, it failed to 

survive as a separate form of practice. There are a number of possible explanations for 

this. First, the practice may simply have gone out of fashion as a form of popular 

medicine. This would appear to be supported by the number of electrotherapists who 

subsequently branched out into other forms of treatment such as hydrotherapy, 

becoming general therapists rather than specialising in electrotherapy. This tendency 

to branch out forms part of the second possible explanation, which is that because of 

this tendency, electrotherapists never felt pressured to form an organisation to protect 

their interests. There was usually a second or third form of practice which they could 

acquire in order to operate successfully. Electrotherapy did not occupy a substantial 

portion of working time or physical energy, as did massage. A further complication 

with electrotherapy was that while the basic materials for practice could be costly, so 

could their incorrect use, as in the case of the death of a female patient at Miss White's 

Electro-Medical Institute in Kalgoorlie in 1908. At the inquest, the magistrate 

expressed a heartfelt desire to see all similar institutions closed by law. The incorrect 

application of other therapies such as massage could injure patients, but was less likely 

to kill them outright.34 

Electrotherapy appears to have faded away as a discrete entity in Australia after the turn 

of the century. The exception to this is Victoria: from 1897, 'medical electricians' 

gained their own listing in the Trades section of the Post Office Directory. Practice 

appears to have reached a peak in about 1907, with 16 practitioners, and then slowly 

32Hoerchner in Brisbane moved into herbalism in 1896-7, POD Qld, 1897-7, p 1074; by 1901, Bernard 
Job was no longer advertising as an electrotherapist but had moved into hydrotherapy, P O D N S W , 
1901, p 1557; while in Western Australia, Thomas Lovering offered a wide range of treatments at his 
establishment before finally moving into massage, P O D W A , 1904, p 714. 

33Western Argus, (Kalgoorlie), 28.7.1908, p 16; AMG, Aug 1908, p 447. 

^Massage could seriously aggravate existing conditions if wrongly applied, the Medical Journal of 
Australia reported a case in 1915 of a Sydney woman whose ovarian cyst had been aggravated by 
several weeks of treatment by "some advertising masseuse who promised to remove the swelling.", 
1915(2), p 195. 
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dwindled. By and large, these practitioners appear to have been working as massage 

practitioners at the same time, capitalising on dual listing to augment their advertising. 

In 1900, three of the nine men advertising were also listed as masseurs, whereas the 

following year, the entire list of five medical electricians was simultaneously listed 

under massage. Electrotherapy appears to have become gender-specific at this time. 

35 

The majority of practitioners in each year, if not the total number, were men. 

One of the major themes of this study is the role of occupational organisation and 

professionalisation in the making of rehabilitation. Electrotherapy had an open market 

and direct access to the public. Yet there were no signs of occupational organisation, 

even in these conditions where business was flourishing and competitive. One 

possible explanation is that the electrotherapy trade was able to survive and support this 

number of practitioners without occupational organisation, so long as there was a 

negligible amount of medical criticism. The case of electrotherapy, at least in Victoria, 

indicates that while occupational groups which succeed in professionalising are usually 

male-dominated, the reverse is not necessarily also the case. 

Professionalisation is a process rather than a status that is achieved at a specific point in 

time; nor can it be said to come to an end at any given time. Rather, the definition of 

'professional' is constantly changing to fit the altered circumstances of the occupational 

group to which it is applied, either by that group or by extra-group analysis.37 It is not 

a process which can be discussed in terms of a set number or type of stages which 

must be followed if the group is to become professionalised. An occupational group 

35While real objections were encountered by women who wanted to work in the medical profession 
itself, there is little to indicate that a similar form of discrimination was experienced by women 
working in electrotherapy and massage. F Allen, "The expulsion of women from the B M A : the impact 
on women's professional aspirations", in Gardner, op cit, pp 252-277; K Russell, The Melbourne 
Medical School, 1862-1962, Melbourne: M U P , 1977, pp 48-9, 74-7. 

36Willis, op cit, 1983, p 18. 

Martyr, 1992 op cit. 
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can be said to have begun the professionalisation process when it has formed a discrete 

body of practitioners. Electrotherapy did this to an extent, with its separate listings in 

the Trades Directory, but it failed to organise itself into an association whose purpose 

was solely to protect the occupational group. There is no indication of 

electrotherapists referring to themselves as professionals; nor did they take any of the 

steps indicated by some sociological studies as part of the professionalisation process. 

Paradoxically, the lack of occupational organisation among electrotherapists may have 

aided this survival. They presented no threatening exclusive front against medical or 

massage practitioners. 

This may serve to highlight the difference between occupational survival and 

professional survival: an occupation which has established itself, such as electrotherapy 

in Victoria, survived for a long period without any outward sign of professionalisation. 

An occupation which claims to be a profession, on the other hand, and which seeks to 

establish itself, must adopt the outward structures of professionalisation, which in late 

nineteenth-century Australia included the formation of a professional organisation. In 

this case, when a mere occupation competes with a rising 'profession', the occupation 

may well lose. This was the case with electrotherapy, which was eventually absorbed 

by its more successful partner in rehabilitative practice: massage. 

The Case of Massage, 1880-1906 

Massage and Orthodox Medicine 

Dr Louis Henry, discussing massage in the Australian Medical Journal in 1884, 

described its aims: 

The principle of massage is entirely opposed to our traditions of rest to every 
inflamed part, and consists of a combination of procedures which are intended 
to rouse distorted and passive parts into a natural condition of activity and 
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health, and largely by the removal of abnormal deposits by mechanical 
ao 

means. 

Massage can be seen as part of a general movement within British medicine towards 

'physical culture', a concept tied up with fears of racial degeneration and new ideas 

about social hygiene.39 It is worth noting, too, that massage appears to have been 

preferred as a form of actual medical treatment, rather than as part of post-surgical 

care. The move from medicine to surgery may have in some ways limited the wider 

uses of massage as medical treatment, creating instead a dependence on physicians and 

surgeons for referrals. What is interesting about this shift is that the sacrifice of wider 

applications of massage may have been seen as a price worth paying to achieve medical 

recognition and legitimacy. 

The Australian Medical Journal in 1879 recommended to its readers the ladies' 

gymnastics school run by Misses Dick and Moon, and confirmed their recommendation 

three years later. Miss Dick had gone through the "professional training" necessary to 

qualify her as a teacher of gymnastic exercises and their "intelligent application", 

whereas Miss Moon's qualifications were that she was the daughter of a doctor and 

willing to work under medical supervision and authority. Their school was 

recommended as 

an establishment to which the profession may confidentially send such of their 
lady-patients as require the well-considered application of the sort of exercise 
that is necessary for the recovery of muscles [wasted by disease or 
sickness]. 

Early information on massage treatment was available to orthodox practitioners in 

Australia in the 1880s from the British Medical Journal. In 1884, Dr Zubelndowsky of 

38 L Henry, "Massage", AMJ, vol VI n.s., Aug 1884, pp 337-8. 

39 E Fee, D Porter, "Public health, preventative medicine and professionalization: England and America 
in the nineteenth century", in Wear , op cit, p 271. 

40AM J, 1879, p 180; 1882, p 167. 
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Berlin reported to the International Medical Congress held in Copenhagen that year, 

that "massage should form an integral part of the after-treatment of traumatic injuries of 

greater or less extent."41 Dr W Murrell, of Westminster Hospital, indicated in 1886 the 

role of the masseuse in treatment: 

On the continent the physician or surgeon is usually his own operator, it being 
considered inexpedient to employ, even as an assistant, anyone w h o has not 
been thoroughly and systematically trained, a process which requires, at least, 
two years of unremitting attention. It is known that, in many instances, 
incalculable harm has resulted to patients from ill-directed efforts .... [A]n 
accomplished masseuse is essential; but she must be well educated, and 
should have such a knowledge of anatomy and physiology as will enable her 
to carry out the instructions of the physician intelligently .... [A]ptitude [is] of 
more importance than mere muscular strength. 

The importance of having a thoroughly trained assistant is hammered home again and 

again throughout the 1880s in the British Medical Journal. In one of the more 

weighty articles appearing on massage in the Australian Medical Journal, Dr Louis 

Henry claimed that: 

its usefulness is the most recognised where it is intelligently combined with 
galvano-therapeutics and suitable regimen .... [W]hen the general practitioner 
becomes more familiar with its methods, [it will] take a prominent place in our 

44 

every-day therapeutics. 

A s with electrotherapy, it was the rule rather than the exception that medical 

practitioners applied massage as a form of treatment to their patients. This gradually 

changed in the 1890s. Dr J Hamilton, addressing the Intercolonial Medical Congress of 

Australasia in 1892 on the subject of spinal curvature, pointed out that: 

No doubt the carrying out of these [remedial] exercises would be a 
considerable tax on the time of busy general practitioners, but most of them 

Proceedings of the International Medical Congress, Copenhagen, August 1884, Eighth Session, 
address to Section of Surgery, reported in the British Medical Journal [BMJ], 1884(2), p 425. 

42W Murrell, "Massage as a therapeutic agent", BMJ, 1886(1), p 926. 

43See for example BMJ, 28 May 1887, p 1200; 15 Jan 1887, p 113; 4 Feb 1888, p 278; 4 May 1889, 

p 1001. 

Henry, op cit, p 347. 
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might be carried out by trained assistants under his supervision, just as 

massage is done. 

Massage treatment was generally classified into four types of application. The first of 

these was the centripetal stroke, otherwise known as effleurage or friction douce, 

directing all strokes to the centre of the body or the heart. Massage a friction involved 

one hand performing centripetal massage while the other disseminated the buildup of 

pressure, and was considered a more difficult technique. Petrisage was kneading or 

squeezing, raising the muscles and soft tissue, and tapotement involved quick and 

sharp successive strokes applied with the margin of the hand. The very nomenclature 

of massage was rife with erotic associations, presenting a strong contrast to the 

customary Latinisms of medical language. Perhaps for this reason, English-speaking 

doctors felt called upon to insist heavily upon its impeccable respectability in history. 

And massage could be made to present a respectable pedigree. Articles by orthodox 

practitioners tended to endow massage with illustrious ancestry, comparable to the 

connection between their own activities and the healing arts of Hippocrates and Pare. 

This may have contributed to massage's survival into the twentieth century, as 

electrotherapy could not really compete historically on these grounds. The 'history' of 

massage was one of its most important advertisements. Alfred Peters, a masseur who 

worked in Perth and Melbourne in the 1890s, claimed in the preface to his treatise on 

massage that "Massage ... is the revival of a system which has received the sanction of 

ages, and has been approved of by alike by sage and savage." He also argued that 

J Hamilton, "On treatment of lateral curvature of the spine", Intercolonial Medical Congress of 
Australasia, 3rd sess, 1892, pp 307-309. 

Henry, op cit, pp 339-341. 

A Peters, Massage: its history, its curative uses, and its practical results, Melbourne: Pater & 
Knapton, 1890. Alfred and Alex Peters were sons of John Smith Peters, who was described by Alfred 
as "one of the pioneers of the Massage Treatment in England". The two brothers worked for several 
years in partnership in both Perth and Melbourne; Alex from 1895-1899 in Melbourne before coming 
to Perth, and Alfred from 1891 in Melbourne until 1901, when he appears to have travelled to Perth to 
work with his brother. They advertised as a joint practice in Perth until 1906, and at the same time 
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The antiquity and universality of any therapeutic or callisthenic practice may be 
accepted as a strong proof that its efficacy has been acknowledged by the 
instinctive good sense or the concurrent experience of mankind. A nd both 
antiquity and universality can be predicated of Massage. 

Against this, electrotherapy could stand on 'science' as a justification of its practice, but 

this may have appeared rather sterile in comparison to the antique oriental images of 

massage. According to Henry, massage "has a history and tradition as old and as 

respectable as the most ancient treatises on the use of the knife or the application of 

drugs can boast of."49 This led him to place massage as a potential 'third branch' of 

medical practice, equal to surgery and medicine. 

Texts on massage began to appear in medical journals during the 1890s. Doctors 

using massage treatment appeared to associate readily with non-medical ancillaries. Dr 

T A Wilson, treating patients at Creswick Hospital, Victoria, in 1899, appeared quite at 

ease with handing cases over to Mr Hilson, a masseur, although Wilson advised on the 

type of treatment to be administered. By 1900, the Intercolonial Quarterly Journal of 

Medicine and Surgery (later the Intercolonial Medical Journal of Australia) was 

running advertisements for Miss Josephine McCormick's Ladies' Gymnasium in 

Flinders St, Melbourne, which offered "Massage, Electricity, and Medical Gymnastics, 

for the Treatment of Ill-Health, Spinal Affections, and other Deformities." 

Alfred continued advertising in the POD Vic, which serves as an indication of the occasional 
unreliability of these sources. See also Note 58. 

ibid, p 6. 

Henry, op cit, p 337. 

50 AMG, vol 9, Feb 1889, p 29; vol 9, Mar 1890, p 148; vol 9, Jul 1890, p 269; vol 9, Sep 1890, p 
333. 

51T Wilson, "Cases treated by massage", AMG, vol 18, 1899, pp 394-5. 

52 
ICJMS, vol 5, no 7, July 1900, p xxv. McCormick was honorary masseuse to the Queen Victoria 

Hospital. 
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McCormick's institution was in competition with the Medical Gymnasium and School 

of Physical Culture being run by the Misses Dick and Gaunt, the modern version of the 

1879 establishment opened by the former. Both establishments claimed "Vice Regal 

and Distinguished Patronage".53 The Australasian Medical Gazette ran similar 

advertisements in 1895 for Reuter G Roth's medical gymnastics and massage practice, 

which also taught massage, and for Albert Schuch's massage, medical gymnastics and 

fencing training, both in Sydney.54 The various forms of physical education offered at 

these establishments affirmed massage's position among the best practices designed to 

improve physical fitness and create healthy citizens. 

Massage possessed several other advantages in comparison to electrotherapy which 

may have assisted its survival. It could be learnt without any acquisition of specific 

scientific or technical knowledge, although it did require greater physical effort. While 

two years' training was encouraged by some doctors outside Australia, there were few 

within the country who could spare the time or effort to train massage practitioners 

'properly'.55 In the absence of formal hospital training, medical practitioners wishing to 

use this form of treatment were faced with three choices. First, they could provide the 

treatment themselves. But as massage treatments could take up to an hour in 

themselves, and be applied several days a week for a period of several weeks, this was 

time-consuming.56 Second, they could train a massage practitioner themselves, which 

could take up to two years. This was also a dubious investment, as practitioners tended 

ibid, p vi. 

54AMG Advertiser, Feb 15 1895, p 12; AMG Advertiser, Aug 30 1895, pp 10, 13. 

55 Forster, op cit, p 125, claims that Miss Eliza McCauley, a doctor's daughter, entered the anatomy 
course at Melbourne University with two female medical students, as well as attending clinics run by 
Sir Thomas Fitzgerald at the Melbourne Hospital, at some point in the 1890s. See also Russell, op 
cit, pp 107, 174. If McCauley did practise, she did not advertise herself as a masseuse in the P O D Vic. 
She did not graduate from the medical course, so it is difficult to establish whether she actually 
underwent any formal training. See Note 86. 
56 In the 1890s in Victoria, however, at least two registered medical practitioners advertised as 
masseurs as well, namely Drs Lurz and Spark, P O D Vic, 1892, p 1333. The two continued to 
advertise until 1896. For details on Lurz' career, see Ford, op cit, pp 149-50. 
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to gravitate towards setting up their own businesses. A doctor could train massage 

practitioners and then have them leave for another city where trade was more profitable. 

The third option was to choose an already-established practitioner who could more or 

less be relied upon to provide the treatments ordered, and who would work under 

medical supervision. This option was by far the cheapest and most convenient, and 

was, therefore, the one most commonly used. Dr Wilson and the masseur M r Hilson 

are good examples of this convenient partnership between massage and orthodox 

practice in the 1890s. By the turn of the century, massage practitioners across 

Australia had absorbed most of the electrotherapy trade, and were thus able to offer a 

range of treatments to the orthodox practitioner. 

Massage as alternative practice 

Another factor which may have assisted in the survival of massage as a form of 

treatment was that there was a market of practitioners upon which to draw. Table 3.1 

gives some indication of the numbers of massage practitioners active in major 

population centres in Australia prior to the formation of the Australasian Massage 

Association ( A M A ) in 1906. In Victoria, massage appears to have suddenly arrived in 

1891, when eleven individuals advertised. Numbers rose steadily from 1895, after a 

brief hiatus which may have been connected with a scandal in Britain. In December 

1893, a physician signing himself 'FRCP Lond' wrote to the British Medical Journal, 

commenting on what appeared to be the "excessive supply of masseuses" in London's 

West End. "According to m y own experience," he wrote, "there are more masseuses 

than there are patients who are willing to pay for their services, and the gains are to the 

instructor."57 In July 1894, the popularity which maintained this 'excessive supply' 

became more easily understood: 

BMJ, 2 Dec 1893, p 1259. 
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Table 3.1 

CO 

Massage Practitioners, Major Cities 1891-1905 

Qld NSW Vic WA SA 

1891 --
1893 --
1895 
1897 
1899 --
1901 --
1903 
1905 2 

5 
7 
5 
6 
14 
13 
24 
35 

11 
20 
14 
23 
22 
22 
30 
37 

1 
1 
1 
3 
8 

W e understand that a good many "massage shops", the advertisements of 
which are frequently inserted in one or two of the fashionable daily papers, are 
very little more than houses of accommodation .... A very common plan, w e 
are informed, is for some man with a little capital to open an establishment of 
this kind, and then to advertise for half-a-dozen young lady assistants to do 
the work .... If the young lady is willing to make herself "agreeable" she is 
retained on the staff, but if she has conscientious scruples she is discharged 

59 

and someone is found to take her place. 

According to the article, more than the lax morals of fashionable society were at stake: 

Many of these girls have certificates, but they, as a rule, have spent their last 
penny in getting instruction .... Certificates in "massage" are given, even by 
qualified medical men, after the most perfunctory course of instruction. 

That under the cloak of a useful form of medical treatment the grossest 
immorality should be practised ... [is a matter] of public importance well 
worthy of the attention of our police and our magistrates. 

58Based on listings in capital city post office directories. There are, however, caveats involved in using 
these sources. They were frequently not updated from year to year, and indicate only those massage 
practitioners who wished to advertise as such. One advantage to this source is that it reveals many 
unofficial practitioners: the collators relied upon self-description to categorise individuals in trades. 
There appears to have been no unofficial or official massage practice in Tasmania at this time, 
although the A M A were able to list two members in Tasmania in 1906. See Note 64. 
59BMJ, 14 July 1894, p 88. 

ibid. 
6lBMJ, 21 July 1894, p 145. 
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This birth of the modern 'massage parlour' had no equivalent in Australia, although the 

1894 scandal did serve to encourage the eventual registration of massage practitioners 

in Britain.62 What is significant is that problems in Britain were used as part of the 

argument to register practitioners in Australia in the inter-war period, over thirty years 

later. 

Formal organisation of massage in Australia 

Given the scandal and the apparently small numbers in massage practice during the 

1890s in Australia, how did it succeed in acquiring professional status? The answer 

appears to be the 'associative' and 'imitative' strategies. Like electrotherapy, massage 

after about 1890 became 'certificated' and 'scientific' in Sydney and Melbourne. In 

addition to this accreditation, various organisational practices appear to have 

strengthened massage's association with conventional medicine. Among these were 

the location of massage practitioners and gender division. 

Because of the variations within Australia's colonial centres concerning medical 

legislation and extent of massage practice, this discussion will use each in turn to 

delineate an overall pattern of activity. The formal organisation of massage 

practitioners must be treated on a state-by-state basis. While Victoria, New South 

Wales and South Australia had massage associations by 1906, Queensland did not until 

1917, and Western Australia did not have a branch at all.63 Tasmania appears to have 

62There is no evidence to indicate that massage was used as a front for prostitution in major Australian 
cities in this period. See for example R Davidson, "As good a bloody woman as any other bloody 
woman: prostitutes in Western Australia, 1895-1939", in P Crawford (ed), Exploring Women's Past: 
Essays in Social History, Victoria: Sisters Publishing, 1983, pp 171-201; also C McConville, "The 
location of Melbourne's prostitutes, 1870-1920", Historical Studies, vol 19, 1980-1, pp 86-97; S 
Horan, 'More Sinned Against Than Sinning? Prostitution in South Australia, 1836-1914', B A Hons 
thesis, unpub, Flinders University of South Australia, 1978, pp 10, 17-18, 20, 46. There is one 
contemporaneous reference to the scandal of massage parlours in Australia, R Strong, "Therapeutics of 
massage", UNA, 30.11.12, p 216. 

63The Australian Physiotherapy Association (WA) branch was formed in the early 1950s. 
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had a branch of the Australasian Massage Association from before the Great War, but 

little evidence survives describing its activity. 

Sexual division of labour was significant in early massage practice and organisation. 

Willis emphasises the importance of gender issues in the establishment of subordinate-

dominant roles in the health care system.65 The most obvious example of this is in the 

history of nursing, where the sexual division of labour in a hospital setting recreated a 

'family' structure: doctor as father, matron as mother and nurse as daughter. There is 

a popular belief among physiotherapists in Australia that their profession has always 

been exclusively female-dominated. This is not quite correct: organisational structures 

were actually male- and medically-dominated, but most of the rank-and-file 

membership was female. This predominance may have played an important role in 

determining the professional structures adopted by massage, especially in its relation, to 

the medical profession. Marital status is another issue: the professional rhetoric of the 

early Australasian Massage Association in each state would appear to indicate that 

single women working in massage felt they had a right and a duty to protect their work 

through an active professional association. 

It is quite clear that, by the turn of the century, massage practice in major eastern 

population centres was ready and willing to be subject to the control of the medical 

profession. The advantages of association in professionalisation at this time 

outweighed any benefits of working independently of the medical profession. Indeed, 

in the eastern states of Australia it was becoming increasingly impossible to do so. 

The original archives of this branch appear to have been lost or destroyed, but there are some 
references to their activity in the archives of other branches. 
65Willis, 1983 op cit, pp 1-2. 

J Godden, "The decline of myths and myopia? The use and abuse of nursing history", Australian 
Journal of Advanced Nursing, in press. See also S Short, E Sharman, "Dissecting th© current nursing 
struggle in Australia", in Lupton, Najman, op cit, pp 230-2. 



65 

Medical organisation was growing and, as it consolidated its control of the provision of 

health care, groups such as massage practitioners had an incentive to work with rather 

than apart from the medical profession. Forming the Australasian Massage Association 

was part of that strategy. 

The formation of the Australasian Massage Association, 1905-6 

A small informal massage association had existed from about 1903 in Victoria, which 

had attracted the attention of Dr J W Springthorpe, a prominent Melbourne physician. 

Springthorpe chaired a meeting held in Melbourne in December 1905, attended by 

massage practitioners from Victoria and New South Wales, to discuss the formation of 

an association which would be accountable for the standard of massage practice in 

Australia.67 Frederick Teepo Hall, a Melbourne masseur, and Springthorpe drafted a 

constitution for this association, and presented it at the inaugural meeting of what 

became known as the Australasian Massage Association in February 1906. Orthodox 

medical professionals also played key roles in the drafting of this constitution and 

securing its acceptance by the Australasian Massage Association. In Sydney, the 

meeting of massage practitioners was chaired by Dr Thomas Fiaschi, and attended by 
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Dr Reuter Roth, described as "a leading masseur and teacher of massage in Sydney." 

The other groups in other states also acquired influential support, Victoria claiming 

There is little to support Forster's claim that an association existed in South Australia prior to 
1906; rather, Phillips claims that the South Australians present at the inaugural meeting of the A M A 
in February 1906 formed their own association after this: the date of the first meeting of S A massage 
practitioners is 1 March 1906. Forster, op cit, p 125, Phillips, op cit, p 39; Australian Physiotherapy 
Association (SA), Minutes, vol 1, 1906 [APA S A Min]. To preserve clarity, references to material 
concerning the Australasian Massage Association is referenced 'APA, because the material is held in 
the archives of Australian Physiotherapy Association branches. Material pertaining to the British 
Medical Association can thus be referenced as 'AMA', held at the Australian Medical Association 

branches. 

fro 

This title appears to have been retained until changed to the Australian Physiotherapy Association in 
1942. S o m e archival sources refer to the Australian Massage Association, so there was some 
ambiguity over the actual title, as the 'Australasian' nature of the Association became less important. I 
have chosen to maintain the 'Australasian' title in this thesis, as rival associations which sprang up in 
the 1940s often took the title 'Australian' instead. 
69UNA , 30.3.06, p 7. 
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Thomas Fitzgerald among others, and South Australia the support of Drs Lendon, 

70 

Anstey-Giles and Jay. 

The Association's original aims were to establish registration for practitioners, to settle 

on a standard of training and to promote its members' interests. The rules were basic: 

no treatment was to be undertaken without the direction of a registered medical 

practitioner, and no member of the Association was to advertise "except in an 

approved manner". Freelance treatments and lavish advertisements, which had become 

associated with quackery, were replaced with a new and ultimately more effective form 

of advertising: professionalism. Springthorpe preserved a cutting from the Melbourne 

Argus in his diary of early March 1907, which affirmed that "If any lingering doubt 

exists as to the professional repute of the accredited masseur ... it should be dispelled 

by [the AMA's] rales and ... thorough curriculum." 

In August 1906, the Australasian Massage Association claimed 57 practitioners in 
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Victoria, six in Tasmania, two in Western Australia and two in Queensland. In 

Western Australia, Perth Public Hospital honorary physician Dr G McWilliams 

attempted to form a branch with three registered practitioners, which failed to eventuate 

•7-3 

because massage practice in Western Australia faced some serious local problems: 

If you want to lose money, get dispirited, remain days without work, come 
over to Western Australia .... [T]here is more room for agricultural labourers 
than skilled masseurs; people here are disinclined to pay decent fees for high-
class work .... Charlatans abound here, and an honest practitioner starves.74 

By April 1907, the Australasian Massage Association's membership included 131 

massage practitioners and 162 associate members, most of whom were doctors. 

7QUNA, 28.2.06, pp 183-4; 30.4.06, p 26. 
71 J Springthorpe, Diaries 1883-1933, Latrobe M S S , vol 5, cutting dated 1.3.07. 
12UNA, 30.8.06, pp 93-4. 
73UNA, 30.11.06, p 142. McWilliams died in early 1907, and the branch progressed no further. UNA, 
28.2.07, p 182. 

UNA, 30.3.08, p 8. These are similar to the complaints made by medical practitioners who came to 
Western Australia to seek a living, Martyr, 1993 op cit, p 162. 
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Springthorpe, president of the Association, gave the opening address. He pronounced 

massage to be an "accredited assistant" of medical science, stressing the "necessity of 

its constant supervision by competent medical authority". The secret of the 

Australasian Massage Association's success as far as membership numbers was 

concerned was their ability to "recognise vested interests". Professionalism was 

already a favourite point of reference: Springthorpe claimed that "In recognition of the 

inherent dependence of massage upon medical science", the rules governing 

professional conduct were outlined by the Association "to still further safeguard the 

public", although "by far the majority [of members] appreciate the difference between a 

trade and a profession."76 Professional behaviour brought rewards. Hospitals and 

medical practitioners "were induced to professionally recognise only members of the 

Association" with the full cooperation of Professor T Anderson Stuart, first Professor 

of Anatomy and Physiology and Dean of the Faculty of Medicine at Sydney 

University.77 Anderson Stuart's aid provided an entree for the Australasian Massage 

Association's members into Sydney University and the Royal Alfred Hospital. 

The Association also acknowledged its debt to Springthorpe at the same meeting: 

The fact that a medical man of his standing took the reins, gave the 
Association a status which put it above suspicion .... [Massage], taken out of 
the hands of charlatans, [approaches] that status when w e shall be on the 
same ladder, even on a lower rung, with the medical profession. 

Friendly medical practitioners with influence were what the nascent Australasian 

Massage Association needed. When discussing access and entry to medical courses at 

Melbourne University for massage students, Springthorpe's remark that "we took 

Australasian Massage Association, First Annual Meeting, Sydney, 25.5.07, Presidential address, p 
1, text held by Australian Physiotherapy Association ( N S W ) archives. [APA N S W ] 

ibid, p 2. 

ibid. 

ibid, p 8. 
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Professor Berry quietly and told him what we wanted" sums up perfectly the 
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Australasian Massage Association's courting of the medical network. 

The first priority of the federal council, meeting in June 1907, was the exclusion of 

non-qualified practitioners.80 This was a sensitive issue, as a good many of the newly-

enlisted members of the Australasian Massage Association were actually unqualified. 

Once courses in training were introduced in Victoria and NSW, their completion 

became part of the conditions of membership of the Australasian Massage 

Association.81 Despite early attempts at establishing an effective federal council, there 

was little centralised authority in practice. By 1907, a 'floating' federal body had been 

introduced, each state taking a turn at hosting the federal council of the AMA, starting 
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with Victoria in 1907, followed by N S W in 1908 and then South Australia in 1909. 

Nonetheless, the federal body's role was important. Springthorpe pointed out at the 

first annual meeting of the Association in 1907 that "You want by every legitimate 

means to bring yourselves as an Association before the public, the medical profession 
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and the hospitals. But as branches you cannot speak with an Australian voice." 

Victorian massage practitioners were a driving force behind the formation of the 

Australasian Massage Association, reflecting massage's booming status as a health 

industry in the state. Practitioners were moving outside the metropolitan area, to 

Ballarat and Bendigo. In 1907, the year after the formation of the Australasian Massage 

Association, the numbers of massage practitioners listed in the Post Office Directory in 

ibid, p 10. For more on Berry, see Russell, op cit, pp 103-5. 

80 Minutes, Federal Council, AMA, 4.6.07, pp 3-4, APA NSW. 

81AMA, "Regulations for the diploma of membership of the AMA", in F W Loxton (ed), Medical 
Directory, 1911, Sydney: F Loxton, 1910, p 419. 

ibid. 
'UNA, 30.5.07, p 40. 
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Victoria skyrocketed from thirty-nine to a total of 151, with 117 of those listed as 

'Associated'. The Directory's reliance on self-description proved to be a stumbling 

block for the Association, who retaliated in 1910 by publishing a list of actual 

members. 

Membership of the Australasian Massage Association (Victoria) was dominated by 

single women: in 1912, the figures stood at fifty-six single women against fifteen 

married women. This disparity drew less than supportive comment from Springthorpe 

when the branch presented its first two graduates of the massage course: "It is not 

unexpected, of course, in these days when the men have to take a back position, that 

they are both ladies."85 The female dominance of registered massage practice created 

some problems, noted by Eliza Macauley, who overcame "any unpleasantness" by 

using her discretion and taking into account that some honorary medical practitioners at 
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the Melbourne Hospital objected to women treating "certain classes of male patients." 

By 1906, the Australasian Massage Association (Victoria) was in a position to advise 

the Committee of Management of the Melbourne Hospital to advertise for extra 
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massage staff, to work under direct medical supervision. Members were also urged to 

remember that it was due to Springthorpe's and Fitzgerald's patronage that the 

89 

Association had been placed "in the eminent position it stood today." The Hospital 

appointed the staff, and also introduced a class of demonstrations to maintain 

84POD Vic, 1910, pp 1815-16. It was not until 1912 that the Association's list of members tallied 
with that published by the Directory. Gradually the number of spurious claims fell: in 1910, the 
ninety-two claimants were matched with an official list of seventy-five; 1911 pitted ninety-two against 
eighty; and 1912 produced an equitable eighty-seven to eighty-six. Those listing themselves as 
members in the general directory with no corresponding listing in the Australasian Massage 
Association's directory were on the whole men and married women. 

UNA, 30.3.09, p 3. This is followed by an attack on the contemporary feminist movement. 

This is almost certainly the Eliza McCauley referred to by Forster. She appears to have been in 
charge of training early candidates for the diploma of massage offered by the AMA(Vic), but there is 
still no evidence forthcoming for her credentials. 

U N A , 29.5.07, pp 35-6. These may have been venereal diseases cases. 

**UNA, 29.9.06, p 102. 

ibid. 
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uniformity of treatment, an imitation of medical standardisation which helped to 

reinforce massage's 'scientific' credentials.90 The massage work performed by the 

branch in Victoria at this time embraced a wide range of practices, including facial 

massage and the elimination of wrinkles, both of which were covered in the course on 
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the theory and practice of massage offered by the Association. 

At the 1907 Annual Meeting of the Victorian branch, Springthorpe welcomed the 

assistance of Professors Berry and Osborne, the latter Professor of Physiology, and of 

the University.92 He admonished the branch to remember that they "have come out 

from what was practically a trading body into the position of a professional body, and 

from the unknown into the known and recognised." He also encouraged the 

"professional spirit", urging members not to concern themselves overly with fees and 

instead to pay more attention to doing the work properly, so that massage may remain 

"an important subdivision of medicine."94 Other professional worries emerged at the 

meeting. Members of the public were attending the massage lectures, and thus putting 

themselves in a position to become future competitors, a concern which revealed more 

about the Association than the public: "it does not speak highly of the confidence of the 

objectors in their own qualifications if they are so nervous of any imparted 

knowledge." 

South Australia was one of the three states which formed branches of the Australasian 

Massage Association in 1906. It began with seven members, none of whom were 

listed as massage practitioners in the Post Office Directory. The inaugural meeting was 

90UNA, 31.12.06, p 150. 
91UNA, 30.1.07, p 167. 
^2Osborne was Professor of Physiology at Melbourne University. UNA, 30.3.07, p 10. 

ibid. 

ibid. 
UNA, 29.2.08, p 183. This was followed by a comparison with the medical profession's relaxed 

approach to the public attending lectures, an unfair comparison in many ways as the medical profession 
was protected by legislation and had far greater control over the provision of its services. 
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supported by four Adelaide doctors, all members of the British Medical Association 

(SA). Part of the explanation for this early success may have been the favourable 

networks linking the medical profession to massage practitioners in Adelaide. The 

Australasian Massage Association (SA) had upon its formation in March of 1906 

attracted the attention of Drs Hamilton, Hay ward, Newland and Cudmore, and with 

their encouragement notified the Australasian Medical Gazette and Intercolonial 

Medical Journal of the group's existence.96 By the following month, the Australasian 

Massage Association (SA) had elected 57 South Australian doctors to honorary 
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membership, after they responded to notices sent out in March 1906. 

Despite their best efforts to present a professional image, the Association in South 

Australia was very shortly beset with problems. Having decided that Adelaide Hospital 

was the "only institution to be recognised as a training ground for students' practical 

work",98 the committee was then faced with trying to reduce the cost of the course in 

massage, to be taught by medical practitioners and members of the committee. Even 

with the curriculum decided upon - anatomy, medical electricity, massage and medical 

gymnastics, and physiology 99 - the course suffered from constant staff changes and 

unavailability of teachers. Other problems were becoming apparent, chiefly the failure 

of new members to adopt the rigour of professionalism. One member had to be told to 

discontinue teaching face massage and giving certificates of competence in beauty 

massage.100 At least two members were disciplined for working with untrained 

assistants.101 It was possibly the Australasian Massage Association (SA)'s awareness 

96APASAMin, 1.3.06. 

97 APA SA Min 4.4.06; Secretary's report, 15.3.06. 

98APA SA Min 22.5.06. 
99APA SA Min 18.3.07. 

100APA SA Min 27.3.07. 

101 APA SA Min 27.3.07, 19.7.09. 
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of the lax state of professional fervour in their ranks that prompted a meeting of March 

or April of 1908 to discuss state registration.102 The deputation which waited upon the 

state's chief secretary was heavily sprinkled with prominent medical practitioners, 

including the Association's new patron, Professor E Stirling of Adelaide University's 

Medical School. The deputation failed to convince the South Australian government of 

the necessity for immediate registration of massage practitioners, as would similar 

delegations until 1945. The Australasian Massage Association (SA) was beginning to 

fall apart by 1910: the President, by this stage Dr Hamilton, claimed that the 

Association could "only by absolute loyalty be carried on". The massage course had to 

be re-established, and it "was necessary to make a fresh start as it would be a pity to 
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allow students to go to other states". 

The NSW branch of the Association had not only the assistance of Dr Thomas Fiaschi, 

but that of Dr Reuter Roth, who was in charge of the Massage Department at Royal 

Prince Alfred Hospital, working with two honorary massage practitioners. A 

recruiting drive for more medical support in late 1906 brought in seven new doctors as 

honorary members.105 The NSW branch at this stage taught anatomy, physiology, 

medical gymnastics and massage, fees for the course being £27 6s for the first year, 

and £36 15s for the second, a total of £64 Is. The Hospital for Sick Children was also 

taking on extra massage staff, and the massage work at Royal Prince Alfred Hospital 

was likewise increasing. 

APA SA Min, undated meeting, listed between March 1907 and Sept 1908. 

;APASAMin7.3.10. 

UNA, 29.9.06, p 103. 

UNA, 30.10.06, p 120. 
UNA, 31.12.06, p 150. 
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Despite these encouraging signs, cracks were appearing in the professional carapace. 

Intra-association bickering and sub rosa criticisms abounded, and there was a general 

falling off of attendance at medical lectures. Eliza Macauley noted sadly in 1913 that 

I feel... that the members have never been quite friendly about their work. I 
never had anyone come to m e and ask about a case ... and I think this is where 
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an Association like this fails. 

This spirit spread to inter-branch relations, "a Victorian member" complaining that the 

NSW branch were attempting to dominate the Association and were threatening the 

I 08 

federal spirit. Eventually, a split opened up between Sydney and Melbourne: 

Melbourne attacked Sydney because of proposed changes to the curriculum, which 

would allow private teaching of massage. This, according to Dr R H Willis, would 

"open the door to all sorts of abuses."109 He claimed the Sydney branch lacked the 

support of the medical profession because "the character of its members and ideals was 

not high enough."110 The NSW branch again attempted to have the curriculum 

shortened, prompting an outcry from the Victorian branch, which claiming that 

"eminent medical men have expressed themselves in no mistaken terms against any 

reduction of the curriculum." These eminent medical men included Professor Berry, 

who stated that "any curtailment of your present excellent massage curriculum would 

be a decided change for the worse." Sir Thomas Fitzgerald was also concerned: "It is 

strange, that in the face of such renowned authorities, that Branch in Sydney should 

persist in efforts which ... [have] a tendency to lower its status in the eyes of the 
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medical profession and of the public." W h e n reports of the falling attendances at 

107 

UNA, 30.5.13, p 61. This appears to have been a remnant of the days of unprotected practice and 
the preservation of individual methods of treatment against competition. 

ibid. 
l09UNA, 30.3.08, p 5. 
HO.,.. (• 

ibid, p 6. 
U1UNA, 30.5.08, p 38. 

ibid. 
U3ibid. 
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massage lectures in Sydney reached the Victorian branch, they were able to be "glad 

this apathy does not exist amongst our members."114 

Other tensions were emerging between the branches, based in part on the fact that 

legislation to protect the Association had to be sought at the state government level. 

This prompted Dr Blackburn, associated with the NSW branch, to move for the 

abolition of the federal council, and for the location of power with each individual state 

branch. This motion was withdrawn, in the face of protests from Springthorpe and 

Hamilton, who "saw serious objections to any alterations being made so early in the 

history of the Association." Massage was not proving as popular with the medical 

profession as had been hoped. Springthorpe nonetheless encouraged the members of 

the Victorian branch: 

I am aware of the fact that there is still a certain amount of delay in the use of 
massage amongst the medical profession, but that is only temporary. The 
work is so valuable, and its value is being recognized [sic], that it is only a 
question of time, and I hope the members of this Association will meet with 
the support that they deserve at the hands of the public. 

Springthorpe's use of the term 'public' is interesting. The public in question were 

actually the medical profession, as the Association had only recently bound itself to 

working with medical referrals only and under medical supervision. Springthorpe 

obviously saw the courting of the medical public as important to the survival of the 

Association, as his 1914 Therapeutics, Dietetics and Hygiene: an Australian Textbook, 

written for medical students, included three chapters on 'physiotherapy', massage and 

electrotherapy.118 While Springthorpe had great hopes that soon the medical 

profession would recognise the position of the massage practitioner "quite as 

thoroughly as they do that of the nurse", the 'real' public was another matter: 

U4UNA, 30.9.09, p 106. 
U5UNA, 30.6.08, p 60. 
U6UNA, 30.6.08, p 72. 
111 UNA, 30.3.09, p 3. 
118Springthorpe, op cit. The chapters are: 30, 'Physiotherapy', by Springthorpe himself; 31, 
'Massage', by Dr Colin Mackenzie; 32, 'Electrotherapy', by Dr G Laycock. 
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With regard to the public, you have got to educate them. They do not 
appreciate anything until they know the reason and method of it, but I believe 
a good many of the public are coming to see the value of massage. 

The Australasian Massage Association and national hygiene 

The concept of physical fitness and the physical education of the nation evolved in the 

late nineteenth and early twentieth centuries, reflecting a social Darwinism and fear that 

a degenerate white race might be developing, especially in Britain and its colonies. To 

combat this threat, public health measures such as the school inspection of children for 

defects, both hereditary and environmental, were promoted by interested bodies and 

governments. One interested body was the Australasian Massage Association. M A 

MacPherson, in an article on medical gymnastics, pointed out the potential of the 

practice for correcting defects in the Australian population: 

Scarcely a day passes one does not meet in the streets and elsewhere cases 
either of spinal curvature, contracted chests with poking chins, knock knees, 
bow leg, flat feet, etc., which, taken in time and treated by medical gymnastics, 
would in all probability have resulted in a perfect cure of the deformity. 

MacPherson urged a program of total care, including the correction of deformity in 

childhood and the propagation of deep breathing exercises to build a healthier nation. 

Healthy bodies were to be paralleled with healthy minds, and again massage could be 

of assistance. In 1907, Dr MacGillicuddy addressed the Victorian branch on 

neurasthenia, emphasising the psychological aspect of massage in treating mentally 

fragile patients, as "misplaced sympathy unhinges them quite as surely as its opposite, 
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lack of personal interest." Massage practitioners, according to MacGillicuddy, are 

"midway between the great confiding public on the one hand and the equally trusting 
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medical profession on the other." The August 1908 edition of 'Massage Notes' 

119 ibid. See also AMG, Mar 1909, p 144.. 
M M MacPherson, "Medical gymnastics", UNA, 30.1.07, p 169. 
mUNA, 30.8.07, p 91. 

ibid. 
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indicates a great interest in medical conditions such as curvature of the spine and other 

forms of scoliosis, and concludes with remarks advocating the close observation of 

school children and posture correction. A lecture on physical culture given to nurses 

"and their lady friends" stated that "in the case of curvature of the spine and other 

deformities, physical culture is invaluable." 

The wider uses of massage were also discussed by Dr E Strahan. He prescribed it for a 

wide range of medical conditions, including rheumatism, gout, anaemia, corpulence, 

chorea, neuralgia, sciatica, lumbago and repetitive strain injuries such as 'writer's 

cramp'. In 1908, Dr Colin Mackenzie addressed the newly-elected Australasian 

Massage Association (Victoria) branch council, citing the adage of mens sana in 

corpore sano, an epithet which was to become in many ways the ideological mainstay 

of rehabilitation. 5 He also drew their attention to the widespread practice of physical 

culture in Germany. Other links with the national hygiene movement were established 

on an individual level, such as Archibald Olle's involvement with industrial hygiene 

\0(\ 

and Christian Bjelke-Petersen's association with the physical culture movement. 

Making clear the links between medical surveillance and the promotion of physical 

culture, Dr Bryant pointed out that he had in 1904 urged the introduction of physical 

culture to Australia, in order to foster "that healthy spirit of emulation so good for every 

community."127 Widespread practice of national hygiene, he argued, would bring many 

benefits to the community: 

V^UNA, 29.5.07. 
l24UNA, 30.11.07, pp 133-4. 
125UNA, 30.3.08, p 6. 
126OHe, a N S W massage practitioner, gave a paper at the Royal Society of N S W , Section of Public 
Health and Kindred Sciences, on industrial hygiene and the use of proper lighting, MJA, 1916(2), p 64, 
while Bjelke-Petersen's role as a physical educationalist and masseur is referred to in M Roe, Nine 
Australian Progressives: vitalism in bourgeois social thought, 1890-1960, Brisbane: U Q P , 1984, pp 
100. Bjelke-Petersen gave a paper on "Growth and development of Hobart schoolchildren" at the 
Australasian Association for the Advancement of Science meeting in Hobart, 1902. 
127UNA, 30.6.10, p 62. 
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If a national system were adopted, Government medical officers should be 
appointed to supervise all schools of public instruction, and this would be 
highly beneficial in noting the standards of national health, and the supervision 
of the organs of sight, hearing, and dentition could be kept in a proper 

128 

manner. 

The Massage Association could play a role in righting some of these wrongs. A report 

on the Broken Hill and District Hospital, whose role as a mining hospital meant that it 

housed a considerable number of orthopaedic patients, indicated that 

the surgeon superintendent is of opinion that a great deal more can be done, 
and that the period of invalidity resulting from accidents could in many cases 
be shortened by the application of massage. 

There was also the potential for national conscription, if it were to be introduced, as 

pointed out by Dr A Murray: 

... if the medical men who are going to perform this examination would point 
out any incipient deformities where massage or physical culture could be used 
to advantage, it might open up a field of work to you masseurs and masseuses 
where you could do a most useful work and a great deal of it. 

This was possibly the Australasian Massage Association's first discussion of an 

integrated national health program. Taking up the issues of degeneracy and deformity, 

which were prominent on the health care agenda, the Association helped to ensure 

medical interest through commitment to wider ideals of health care. It was 

simultaneously ensuring that its own professional voice was heard in discussions of 

health care outside of hospital and private practice. 

Summary 

While the main strategy of professionalisation which the Australasian Massage 

Association pursued at this stage was associative, rather than exclusive, the 

groundwork for later closure and exclusion was laid. The branches worked with their 

opposite numbers, the British Medical Association state branches, to form organised 

UNA, 30.7.10, p 67. The lecture was printed over two issues. See also Strong, op cit. 

UNA, 30.7.14, p 141. 

'UNA, 30.3.11, pp 8-9. 
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training courses. The Australasian Massage Association in its early years clearly 

targeted the British Medical Association as its preferred partner and as a result w o n 

many supporters within orthodox medicine. 

For all incipient professionals, one of the most significant achievements is to establish 

the ideology of service as superior to personal status and income. The Australasian 

Massage Association promoted themselves as an idealistic professional association 

from their very inception despite the lack of: training facilities, widespread recognition, 

control of professional admission and exclusion and all the attributes considered 

integral to a profession. In addition to an immediate denial of its actual origins in 

unorthodox practice, the Association stressed its links to public health movements such 

as physical culture. This paved the way for a continued involvement in the workings of 

the health care system at the governmental and administrative level, which would stand 

the Association in good stead in later years. 

It is important, on the other hand, not to exaggerate the achievements of the pre-war 

profession. By the outbreak of the Great War, the Australasian Massage Association 

was not strong either numerically or in terms of status. Aside from the Association's 

own enrolled associates, medical practitioners in general were slow to appreciate the 

value of massage work, and the public were not being 'educated' quickly enough to 

ask for massage treatment. Inter-branch rivalry and differing opinions on federalism 

meant that the Association could not speak with a firm or united voice on any issues of 

professional import, such as uniformity of training or the provision of professional 

legislation. The Great W a r would shift the balance in the Association's favour, giving 

them a secure place in the convalescent treatment of the injured and establishing what 

they saw as their rightful place in the health care system. 



C H A P T E R F O U R "What is the good of half a m a n ? " 
Rehabilitation, the Great W a r and its aftermath, 
1914-1930. 

... the State, this is, the community, must in the long run 
either provide treatment until the wounded and disabled 
man has derived as much benefit as present-day science 
can bring to him, and must fit him to follow a suitable 
calling, or it must make good and bear the burden of the 
man's support.1 

Only one more operation, 
Only one more pension day, 
Ere I hop across the sandbags, 
Where old soldiers fade away.2 

The Great War brought several substantial developments in rehabilitation, introducing 

the term 'rehabilitation' itself to describe the reintegration of returned members of the 

armed forces into the home community in both Britain and in Australia. Part of this 

reintegration was the physical restoration of the war disabled as far as medical 

technology allowed. 'Rehabilitation', when used in sources up to and just beyond the 

Second World War, refers to a total process of physically restoring injured individuals 

and retraining them for useful employment. The latter part of this definition was a new 

addition, and its significance will be discussed further in this chapter. 

War increased state involvement in physical restoration, changed administrative 

practices, brought to light social attitudes to disability, and launched an industry of 

physical restoration. The Australasian Massage Association played a substantial role in 

all these changes. It achieved an important goal - the military and medical recognition of 

massage as an ancillary practice equivalent at least to that of nursing. In the years up to 

1920, the Australasian Massage Association's state branches consolidated their early 

successes and overcame their near-failures, encouraged by the war's unexpected 

provision of new work and opportunities for professional development. Orthopaedics 

1 MJA, 1917(1), p 161. 

2 
Veteran's song, cited in A Tiveychoc (R Lording), There and Back, Sydney: 1935, pp 261-2. 
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as a specialisation in Australia also received a considerable boost in public awareness. 

The links between Australian orthopaedics and the work done by Sir Robert Jones 

were, in this period, at their height. Most importantly, rehabilitation acquired what was 

to become one of its most persuasive attractions: an argument based on economic 

necessity. In terms of rhetoric and of practical attraction of state funding, the perceived 

employment potential of the thousands of returned war wounded immensely benefitted 

the development of rehabilitation's relations with the state. 

The unexpectedly long and bloody war generated casualties for which medical services 

were unprepared. In their old guises, neither massage nor orthopaedics could cope 

with the new problems. "Rehabilitation" was appropriate to the new conditions. 

Australian orthopaedic surgeons brought back from Britain's military hospitals Jones' 

idea of continuity of treatment. When this was merged with the particular circumstances 

of the Australian hospital system, and the Australasian Massage Association's growing 

sense of its own role in physical rehabilitation, broad-based rehabilitation emerged for 

the first time in Australia. 

There was a new urgency which also influenced the move into post-war rehabilitation, 

and that was the menace of growing unemployment. Fox and Scates have noted the 

influence of expanding capitalist development in Australia, and the subsequent shift 

from seasonal unemployment to wider and more long-term forms of unemployment.3 

Pemberton, however, has shown that welfare legislation for the most part targeted not 

the unemployed, but the sick, the disabled, and war veterans, and takes issue with the 

neo-Marxist 'control' theory of welfare, pointing out that these groups did not 

participate in widespread agitation which would require control.4 In this thesis, forms 

C Fox, B Scates, "The beat of weary feet", in V Burgmann, J Lee (eds), Staining the Wattle: a 
people's history of Australia since 1788, Melbourne: McPhee Gribble/Penguin, 1988, pp 132-149. 

A Pemberton, "Class conflict and social control in the establishment of the Australian welfare state", 
Australian Journal of Politics and History, vol 30, 1984, pp 56-69. 
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of control are explored, including control of the disabled because of the threat posed by 

their 'difference' against a wider normality. Hospitals and medical professionals were 

responsible for making crooked bodies straight. If they could not be fully straightened 

or normalised, then some other form of normalisation was required - most usually a 

speedy return to the workplace. 

Medical treatment of the disabled in the Great War 

The state, through the agency of the Australian Imperial Force (ATP) and the Australian 

Army Medical Corps ( A A M C ) , provided the means of treating wounded servicemen in 

the field. At the same time, it relied upon medical practice at home and abroad to 

sustain its fighting force. The medical profession gained authority in these 

circumstances, which was to stand them in good stead at the cessation of hostilities. 

The three basic stages in the handling of war wounded were: treatment on the field of 

battle; convalescence and invalidism, including possibly transportation back to 

Australia; and the reception of the wounded by Australian hospitals and later by 

Australian society. Orthopaedics and massage played a key role in both convalescence 

and repatriation. 

Most Australian casualties of war on the Western Front underwent the same basic 

pattern of treatment. Evacuated from the front, the patient would be sent to an 

Australian Intermediate Base in England, where as a convalescent the Medical Board 

could judge whether the patient was to be sent to retrain for active service or sent via 

N o 2 C o m m a n d Depot at Weymouth in England to Australia as an invalid. For the 

invalid, this could mean a period of interim treatment overseas, under what was known 

as the 'six months' plan', whereby wounded service personnel were examined by a 

medical board which determined whether they would be likely or unlikely to be fit for 
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military service within six months. If not, convalescence could result in transport to 

Australia and then pensioning. 

Orthopaedic treatment and its organisation in the convalescent hospitals in Great Britain 

greatly influenced Australian efforts to accommodate and treat the war disabled. Sir 

Robert Jones had been appointed Director of Military Orthopaedic Surgery in Britain, 

and under his direction military hospitals in England such as Shepherd's Bush (a 

military hospital in Hammersmith) became centres of orthopaedic experimentation and 

development. Australian surgeons Colin Mackenzie, Frederick Wood Jones (a British 

graduate) and Lennox Teece all worked at Shepherd's Bush with Robert Jones, while 

at Alder Hay (a second military orthopaedics facility), Denis Glissan (who later 

became state president of the NSW branch of the Australian Physiotherapy Association 

in 1945-7), A V Meehan and Alexander Juett all trained in the care of military 

orthopaedics cases, also under Jones' direction. These surgeons dominated Australian 

orthopaedics until the Second World War, maintaining their link with Jones and what 

was known as the 'Liverpool school'.6 The only possible competition against the 

dominance of the Liverpool school in Australian orthopaedics came from Max Herz, 

who was the only practitioner trained as an orthopaedic surgeon and practising solely 

as such in Australia before the outbreak of war. Herz's extensive Munich, Vienna and 

Berlin training led to his internment for six years, while the NSW British Medical 

Association tried to have him deported.7 

A Butler, The Australian Army Medical Services in the War of 1914-1918, Canberra: Australian War 
Memorial, 1943, vol III, pp 1-2; also ch xm passim. See Brendan O'Keefe's work on Butler, "Butler's 
medical histories", Journal of the Australian War Memorial, no 12, Apr 1988, pp 25-34; also "Colonel 
Arthur Graham Butler and the writing of the Official History of the Australian Army Medical Services 
in the War of 1914-18", Proceedings, Australian War Memorial History Conference, 1987, pp 1-18. 
Butler does not reference much of his material, so citations may be used whose only available source is 
this work. Effort has been made to locate original sources where possible. 

Le Vay, op cit, pp 343-356. 

n 

Nor was Herz admitted to the Australian Orthopaedic Association when it was formed in 1936, ibid, p 
343. 
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Jones perversely claimed that there was actually no such thing as "orthopaedics": 

A surgeon is judged good or bad from the orthopaedic standpoint by the 
results of his efforts to correct physical disability .... The orthopaedic mind 
thinks in terms of function. It has to deal with a pre-operative and a post
operative stage. The operative stage, although it may be essential, has only its 
proportional value.8 

The view of treatment as a continuous process - what Butler calls the "campaign of 

repair"9 - provided the basis for the development of physical re-education of the 

wounded. Restoration of function rather than simply skilful operation (after which the 

surgeon's responsibility could cease) became the focus of orthopaedic treatment. 

Long-term convalescents were of little use in a theatre of war or in civilian life; patients 

restored to function were of considerably more use. Centres such as Shepherd's Bush, 

Roehampton and Alder Hay were especially efficient in the provision of artificial limbs 

and training in their use and care. They also fostered two important ideological 

elements which were to dominate future conceptualisations of rehabilitation patients: 

the functionalist approach to rehabilitative work, and the idea of self-help. 

The functionalist approach dominated medical thinking about rehabilitation from the 

Great War onwards. Restoration of physical function was the primary goal. This 

approach was extremely popular with orthopaedists and other medical specialists 

involved in rehabilitation because it produced a observable result, which could be 

translated for the purposes of government policy into savings in pensions. A 

functional ex-soldier could become a useful unit in the national economy. This 

approach also reflected a pattern of medical thinking current at the time, which focused 

on the curing of sickness; rehabilitation was not yet the 'third phase' of medicine, but 

was integral to the curing of an acute injury. Injured individuals were in effect less 

o 

Cited by Butler, op cit, p 287. 

9ibid, p 289. 
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than the sum of their parts. Fixing an injured part of the body restored it to function and 

thus rehabilitated the individual. Little attention was paid to psychological rehabilitation 

of the physically injured, as there seems to have been a perception within the medical 

profession that war-induced psychological damage, such as war neuroses or 'shell-

shock', and physical injury, were two separate categories.10 In cases of 'malingering' 

or other rebellious forms of refusal to return to normal function, the role of self-help 

became more important. 

Self-help as an essential part of the new post-war sense of rehabilitation served a 

number of purposes in British military hospitals, especially those dealing with lost 

limbs, whose cases are physically the most conspicuous.11 It helped occupy the long 

periods of time taken in treatment and in learning to use the artificial limbs. It made 

treatment more efficient, and the patients easier to handle. The psychological 

advantages were also recognised: 

There is an extraordinary pleasure, too, in overcoming a handicap - in being, 
if you like, a little bit of a marvel to yourself and others. A sense of 
conquering difficulties, a sense of self-reliance, a feeling that, though you may 
be blind, or deaf, or badly crippled in some other way, you are still holding a 
place in the normal life of the community - all this means a very great deal.1 

The ideal of self-help, with its many benefits not only for the wounded but for the 

medical staff who treated them, also helped to restore correct function to the injured 

body, and thus had the potential to assist in reducing the number of war pensions 

which would have to be paid in future. It also foreshadows the Second World War 

rehabilitation schemes, which preserved the ethos of self-help, using group therapy and 

military discipline to enforce satisfactory rehabilitation of the war injured, some of 

which made its way into the post-war civilian rehabilitation scheme in Australia. 

10There were exceptions to this, such as the treatment of cases of hysterical paralysis, which were 
treated as physical disabilities and were often cured through the application of massage and electrolysis, 
which had the psychological benefit of human touch as well as physiological results. 

Butler, op cit, pp 342-3. 

ibid, p 343. 
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Orthopaedic surgeons were not the only Australian medical personnel to benefit from 

exposure to new methods of treating the disabled. Part of Jones' system of treatment 

involved having ancillary workers such as massage practitioners and remedial 

gymnasts on location at the hospital. The military hospitals of Great Britain and the 

Command Depots were suited to this purpose. General hospitals in Australia who 

found themselves with repatriation patients also took on massage staff. A gradual 

acceptance of the necessity of massage practitioners within the structure of general 

hospital existence was effected, standardising the previously patchy employment of 

hospital masseurs and masseuses. 

Australian massage practitioners in the Great War 

The impact of the Great War on massage practice cannot be underestimated, as the chief 

consequences for these ancillary workers were the consolidation of professional 

sentiment and the almost overnight widespread recognition of their existence. 

Recognition, from both the medical profession and the public, was vital to the 

continuation of massage as an ancillary service. Without it, there were no referrals and 

no business, and so the role played by massage practitioners in the Great War not only 

contributed to the rehabilitation of wounded soldiers, but to the nascent profession of 

massage as well. 

The Australasian Massage Association had been aware of its potential in wartime for 

some time.13 When war finally did break out in Europe, however, no provision was 

made for the inclusion of massage practitioners in the AAMC. Massage still had a low 

profile in Australia as a form of treatment, despite the best efforts of the collected 

branches of the Australasian Massage Association to attract students to its university 

13An article appeared in the 'Red Cross' section of UNA on the uses of massage in the "next great 

war.",UNA, 30.3.08, p 8. 
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courses. When the Association applied in September 1914 to the Director-General of 

Medical Services, Colonel Fetherston, for the formation of a Massage Corps to serve in 

the hospitals overseas, he turned down the request on the grounds that the nursing staff 

could train orderlies to work as masseurs. The claim that non-members of the 

Australasian Massage Association, technically untrained, should be permitted to do this 

work, was contrary to the entire professional ethos of the Association. It also posed a 

serious threat to the hard-won gains of the pre-war years, when convincing medical 

practitioners that patients could only be safely entrusted to trained personnel had been a 

full-time occupation for the committees of the state branches. Consequently, in 

December of 1914, the NSW branch and Federal Council's patron and ally, Professor 

T Anderson Stuart, wrote again to Fetherston, urging that "trained and certified 

masseuses" be sent with the Australian General Hospitals.14 

The individual state branches also lobbied the military authorities according to their 

resources. The Tasmanian branch offered to send a masseuse to Egypt, paid for and 

outfitted out of their own pocket.15 South Australia's president, Dr J A G Hamilton, 

enlisted, and the members offered their training and experience "to do what they could 

to help the wounded soldiers". 16 As early as 1915, the South Australian branch was 

considering the advisability of 

allowing persons to take a Short Course of Massage Training to enable them 
to treat wounded soldiers. The proposal was vigorously opposed both by 
members of the Medical Association whose opinion of the matter was sought 
and also by members of the A M A . It was decided that the present course 
should not be modified in any way; and that the Soldiers required the most 
skilled treatment available. 17 

Butler, op cit, p 595. 

ibid. See Chapter 3, Notes 58, 64. 

'APA SA Min, 21.5.15. 

APA SA Min, 24.8.15 



87 

The South Australian branch's reluctance to abbreviate the course may have stemmed 

from their earlier problems in developing and maintaining their massage course. As it 

was, by April of 1916 three members, all female, had gone to Egypt. The Military 

Massage Corps, or Army Massage Service, according to the S A branch, "was only 

open to members of the AMA".1 8 

A second authority contacted by the Association was the Australian High 

Commissioner in London. In March 1915, the Association relayed an offer to send 

two qualified massage practitioners, funded by the Australian Red Cross Society, if 

those massage practitioners would be given "military recognition", i.e. non

commissioned rank. But the W a r Office would only take massage practitioners as 

civilians, not as ranking members of the Medical Corps, and it delegated the decision to 

the Defence Department, which had already rejected the Association's offer. One of the 

problems which was first apparent in the selection of personnel by the military 

authorities was gender. Fetherston was prepared to accept masseurs with the assurance 

of non-commissioned rank. W h e n massage practitioners of both sexes were accepted, 

the ranks of honorary lieutenant and staff-sergeant went to the male practitioners, while 

female practitioners had to be content with equal ranking with staff nurses.19 

The Australasian Massage Association remained undaunted. Enlisting the help of the 

Australian Red Cross Society, the Association offered two masseuses, fully paid for, 

to work overseas. In July 1915, the Defence Department finally took action to 

investigate the number and type of male massage practitioners available for service. 

T w o female practitioners, after many setbacks, were accepted for service in Egypt, on 

the recommendation of the Australian Commissioner for the Red Cross. The pressure 

applied by the Association was finally paying off. The Director General of the Medical 

1 8APASAMin, 14.4.16. 

19Butler, op cit. 
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Forces advised and had approved a dispatch of three massage practitioners, one male 

ranked as staff-sergeant, and two females ranked as staff-nurses, with all the 

incumbent pay and privileges. They were uniformed, and were expected to serve for 

the duration of the war.20 

The AIF and the Australasian Massage Association did not work well together: the 

Australasian Massage Association, despite its local support from some medical 

practitioners, was out of its depth. When the AD? established the Army Massage 

Reserve in August 1915, it called for specific numbers from each military district and 

expected these recruits to provide evidence of "having undergone a satisfactory course 

of instruction".21 As the 1st and 5th Military Districts (Queensland and WA 

respectively) had no branch of the Australasian Massage Association, and no access to 

local training through the Association, it would have been difficult for the Association 

to achieve any kind of monopoly of provision of massage practitioners to the AJP. One 

way in which the demand was met was local massage practice on the war-front itself. 

Professional male massage practitioners who had joined up as hospital orderlies or with 

the field ambulances were finding increasing employment, as the first wave of 

casualties reached convalescent status. In Egypt, local practitioners, mostly Syrian, 

were employed to treat convalescents. This demonstrated a real demand for massage 

where it mattered most - on the war-front. By September 1915, the War Office granted 

permission for those orderlies and ambulance workers who were qualified to be 

appointed as official masseurs.22 

Much of the early pressure for consideration for military service was applied by the 

NSW branch. This branch opened a fund in July 1915 to send two of its members 

20ibid. 
21 
The Military Districts roughly corresponded to state borders, and were as follows: 1 = Queensland, 2 

= NSW, 3 = Victoria, 4 = South Australia and NT, 5 = Western Australia, 6 = Tasmania. 
22Butler, op cit. 
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overseas with the British Red Cross, and lobbied the Minister for Defence and the 

Director-General of Medical Services. The NSW branch had in its pre-war years 

consolidated an excellent relationship with the University of Sydney through Professor 

Anderson Stuart, and the Australasian Massage Association's students at the University 

had even brought it extra government funds for the extension of the medical school. 

By 1917-18, the NSW branch had organised a War Emergencies Massage Course, an 

accelerated course which passed 58 practitioners, most of whom enlisted for military 

service.24 Vida Kirkcaldie, later federal secretary of the Australasian Massage 

Association in the 1930s, described her experiences with the Army Massage Service: 

Just a year from the outbreak of war ... the first detachment of masseuses left 
Australia. One half the number went straight to England, the other 
disembarked at Suez and were distributed among the various Australian 
hospitals in Egypt. In a very short time w e had almost more work than w e 
knew how to cope with ... the first six weeks or so were hopelessly 
depressing - the majority of cases were of so long standing, it was practically 
impossible to see any result from our labours.25 

The massage practitioners' introduction to warfare service was harsh, demanding, and 

did not accord with conventional principles of medical control. One of the staff-

sergeant masseurs reported that 

The work, at first uncontrolled by record or checking, was later, at the request 
of the masseurs, more definitely controlled by the medical officers .... 
"[M]assage" was ordered with little regard to the precise object aimed at.26 

Fetherston, on a tour of inspection of the AIF in 1915, decided that, while massage 

was obviously in demand, "the greater number of men requiring massage ... are not 

J A Young et al (eds), Centenary Book of the University of Sydney Faculty of Medicine, Sydney: 
Sydney University Press, 1984, p 186. 

Evans, op cit, p 77. 

25 
Cited in Butler, op cit, p 598. 

ibid, p 599. Butler claims that the medical profession did this to conceal their ignorance of the 
therapeutic benefits and nature of massage, letting a valuable ancillary effort go to waste in the process, 
pp 622-3. 
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suitable for women workers".27 As an expedient response to the need for masseurs, he 

ordered the training of men as "rubbers", which aroused vigorous complaints from 

medical practitioners and massage practitioners alike. Early in 1916 the AIF 

reorganised, dispatching its administrative headquarters to England and Nos 1 and 2 

General Hospitals to France, while No 3 General Hospital and the convalescent 

Auxiliaries remained in Egypt. The massage practitioners already in England worked at 

the Australian Convalescent Hospital, which became the No 1 Auxiliary. By mid-

1916, most of the Australian massage personnel were concentrated in England, with 

female practitioners going to the Auxiliaries and male practitioners to the Command 

Depots. 

Division in the ranks among massage practitioners over the issue of military status 

came to the fore once more in 1918. Massage had found a formidable opponent in the 

Director of Medical Services of the AIF, Surgeon-General Howse, who, according to 

Butler, "was temperamentally incapable of incurring any expense for which he could 

see no worthwhile return".28 While some masseurs had been granted commissioned 

rank, the practitioners overseas had not. As a result, observed Fetherston, 

The massage service was seething with discontent. Some masseurs in 
Australia hold commission, and the men overseas feel that they are being 
unfairly dealt with. I a m of the same opinion .... Another cause of complaint 
was that the female members (masseuses) were not allowed to wear badges of 
rank as nurses do. This cannot, in m y opinion, be granted, as if masseuses are 
given relative rank of officers, then all males must be similarly treated, 
otherwise there would be still further trouble and dissatisfaction.29 

Fetherston's personal objections to women working in medical and ancillary professions have been 
noted by J Bassett, Guns and Brooches: Australian Army Nursing from the Boer War to the Gulf War, 
Melbourne: OUP, 1992, p 70. 
28 
Butler, op cit, p 607. 

•yr\ 

ibid, p 605. This is taken from Fetherston's report on the Massage Service in his report on overseas 
facilities for rehabilitation. Australia. Department of Defence. Report by Surgeon General R H 
Fetherston, Director General of the AAMC, on (i) the Australian Army Medical Services overseas (ii) 
medical services of Great Britain and the Allies (iii) re-education and re-establishment of war cripples in 
America, Europe and India, Feb-Nov 1918, Melb: APGS, 1919, pp 45-46. 
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By 1918, an observable split in the Massage Service had taken place. Male 

practitioners worked at the C o m m a n d Depots, which were basically clearing stations 

for the wounded and invalided, and long-term treatments were out of the question for 

most of the cases. The Auxiliary Hospitals, on the other hand, were largely staffed by 

female practitioners, and provided an environment of longer-term care and more 

sophisticated treatment. The female staff were more likely to be trained and accredited 

(unlike the trainee 'rubbers', of which N o 2 C o m m a n d Depot had thirteen),30 and a 

more varied range of treatments was used, including electrotherapeutics. The 

atmosphere of the Auxiliary Hospital was similar to a peacetime general hospital, and 

this may have encouraged the post-war moves into hospital work in Australia, 

promoted by the Australasian Massage Association. 

Male massage practitioners found a substantial ally in the field, Colonel McWhae, 

Assistant Director of Medical Services for the AIF. M c W h a e , who had previously 

reviewed the effects of gassing, shell-shock, venereal diseases and influenza, now 

turned his attention to massage treatment of the invalided.31 H e threw himself into 

organising remedial gymnastics classes for large numbers of invalided troops, and 

made a valiant effort to turn N o 2 C o m m a n d Depot into an Australian orthopaedic 

hospital. H e proposed in 1917 that a team of rehabilitation personnel, including a 

medical officer, a splint-maker, a surgical boot-maker and the staff-sergeant in charge 

of electrical and massage treatment be sent to Shepherd's Bush to be trained in 

orthopaedic work. Upon their return, the team would work under the medical officer, 

who would also classify cases according to treatment required.32 McWhae's scheme 

triumphed. Within two months of the first proposal, the splint-maker and boot-maker 

were sent to Shepherd's Bush, and by the middle of 1918, a case sheet was introduced 

ibid, p 606. 

31 ibid, pp 54-5, 134, 164-6, 201-3, 214. 

32 Cited in ibid,pp 613-14. 
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for each patient, based on the model used at Alder Hay. These were to be returned to 

Australia with the patients in question to assist their rehabilitation, but according to 

McWhae they 

were destined to enter the Base Records Department in Australia and never 
leave it and so were never available for the information of medical officers in 
General Hospitals in Australia.33 

The lack of continuity in administration and treatment between convalescent hospitals 

overseas and in Australia was based in part on the urgent need for immediate results 

near the theatre of war, which took precedence over the less pressing need of clearing 

bed-space in Australian hospitals.34 This was to cause considerable problems in the 

treatment of disabled veterans in the post-war years in Australia, especially in terms of 

organisation and expense for long-term invalids, the sheer numbers of which meant 

that the Association would have work for years. 

The results of the four and a half years of active warfare have greatly 
increased the work of members of the massage profession. There are the 
innumerable injuries of the most varying degree to nerves and their 
consequences, the damages to muscles and tendons, the lesions of bones and 
joints, the countless scars and adhesions. The war may be over, but these 
results will, in many cases, remain with us for the rest of the term of activity of 
the present members of the profession. They will require surgical and medical 
treatment, massage and other physico-therapeutic measures for years to come. 
I need hardly impress upon you that those measures should be the best, the 
very best, that science and art are able to give to the unfortunate sufferers w h o 
have risked their lives and limbs for our country, for ourselves.35 

The Home Front, 1914-1929 

Repatriation 

Before August 1916, repatriation in disgrace had been the most severe disciplinary 

action possible within the AIF. After the Pozieres offensive and the horrific loss of life 

on the Western Front, this punishment lost much of its terror. Alec Raws, a journalist 

' Cited in ibid, p 616. 

ibid, pp 618-619. 

'Address by Dr Zwar, acting President of the AMA, to AMA(Vic), UNA, 30.6.19, pill. 
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serving in France, wrote that the "Poor wounded devils you meet on the stretchers are 

laughing with glee. One cannot blame them. They are getting out of this."36 Sapper 

Ernest de Mouncy confirmed this when he wrote home to Perth: 

In civilian life the thought of a broken limb would be something awful but it's 
very c o m m o n in the lines to hear the men wish for a loss of an arm or leg and 
if a fellow gets his arm or leg shattered he is looked on by his mates as a very 
lucky beggar and they congratulate him and regret it is not themselves who got 
it.37 

The repatriation of invalided soldiers began in 1914, when 201 officers and other ranks 

were returned to Australia, deemed as being of no further use to the AIF. One hundred 

and sixty-nine of these were considered "medical problems".38 While enthusiasm for 

recruitment was high in Australia at the outbreak of war in 1914, there was no 

corresponding devotion to the re-establishment of returned soldiers in civilian life and 

to the rehabilitation of the disabled.39 Repatriating the wounded to their state of origin 

spread effective medical specialist resources far more widely, with the result that their 

development was neglected. The profusion of voluntary organisations and duplication 

of facilities for the wounded in the early stages of the war finally drove the Nationalist 

government to form a Repatriation Department,40 with special provision to be made for 

the disabled soldiers returning to Australia.41 By April 1919, some 44 761 veterans had 

Cited in G Souter, Lion and Kangaroo: Australia 1901-1919 - the rise of a nation, Sydney: Collins, 
1976,p 239. 

ibid. 

38 
Butler, vol 1 op cit, pp 1-2. 

R Gough, in "The repatriation of the first Australian Imperial Force", Queensland Historical Review, 
vol 7, no 7, 1978, pp 58-69, notes that "Australia was keener to mould citizens into soldiers than 
soldiers into citizens.", p 58. 

Up to 1920, the Repatriation Department was run by the Comptroller of Repatriation. As of July 
1920, the Department came under the control of the Repatriation Commission. 

Gough, op cit, pp 58-9. 
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been invalided and returned to Australia, but even then no cohesion was apparent in 

• A.0 

repatriation planning and policy. 

General Monash, in charge of the Department of Demobilisation and Repatriation, 

made it clear that the men would be returned over a period of twelve months, as 

opposed to the six months promised by the Hughes government. Monash admitted that 

this was not due to scarcity of shipping, but because Australia was unable to absorb the 

war veterans, who had already earned a reputation for being disruptive and subversive 

in the field.43 At home, they were little better: during the conscription debate, returned 

and wounded soldiers could address 'Anti' meetings, which were then broken up by 

their former comrades-in-arms.44 Poor conditions on troopships returning to Australia 

led to riotous behaviour both on board and in port, and the new threat of European 

'Bolshevism' seeping into Australia provided an excellent opportunity for the violent 

release of tensions accumulated during military service and the tedious process of 

repatriation.45 

Dr Hugh Murray told the Australasian Massage Association that a better approach 

during medical treatment could circumvent some of these disasters: 

Psychology has a most important place in the armamentarium of the 
physicotherapeutist.... The man must be met at the bedside with a message of 
hope and cheer. A serious injury carries with it forebodings of helplessness 
and dependence.4 

ibid, p 59. Gough's major source for details on the AAMC and medical planning is Butler, and so 
Gough's value judgements concerning the lack of organisation and mistakes made parallel those found 
in Butler. The chaos experienced in Australia after the ending of hostilities as regards the system of 
invalid pensioning would appear, however, to confirm many of these judgements. 

ibid, p 63, citing Commonwealth Parliamentary Debates [CPD], vol 88, 1919, p 10 351; Souter, 
op cit, p 241. 

Souter, op cit, p 260. 

ibid, p 293; Gough, op cit, p 66, noting the rioting in Brisbane in March 1919. 

H Murray, "Restoration of the maimed and paralysed", UNA, 30.12.19, p 319. 
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Other elements were involved in the construction of disability as dependence: 

The family of the man enters into the shadow of the same cloud .... He 
conjures up the unhappy lot of the men who have been similarly injured, and 
the inevitableness of a similar fate looms larger on his unimaginative horizon, 
and if left to his own forebodings easily persuades himself that he will be 
incapable and dependent for the rest of his life.47 

Proper handling could alleviate these problems and actually improve the original man: 

"Idle hands and an idle brain lead inevitably to moral deterioration. It is well, then, if 

the fingers and the mind can be occupied with some kind of improving work." 

Murray did not encourage the use of embroidery or knitting as occupational therapy 

because they "are rather feminine, and but rarely lead to a man's job." Instead, he 

urged the introduction of "curative workshops" which would hasten recovery and 

provide education for a trade.49 

The Role of Work 

The solution to the potential disruptiveness of the war injured, then, was to interest 

them as much as possible in returning to work. With work came dignity and present 

stability through the earning of regular wages, with the possibility of future stability 

through supporting a wife and children.50 As Murray pointed out, 

So highly specialised are the processes in industry that there is a niche for 
almost every disabled man if it be found for him and he is trained to fill it. The 
man will not find the niche himself. That is partly our job. Each man must be 
studied in the light of his capabilities, and a job suitable to his handicap found 
for him and he prepared for it.... Then dawns the day of his salvation .... The 
knowledge that this can and will be done dispels his gloomy forebodings and 
stimulates him to make the most of the situation.51 

The Medical Journal of Australia backed up this position in 1916, discussing the role of 

"Physiology in the Workshop": 

ibid. 

ibid. 

ibid. 
50Cranston, op cit, p 98. See also G Snooks, Robbing Peter to Pay Paul: Australian unemployment 
relief in the 1930s, Working Paper #41, Working Papers in Economic History, August 1985, 

Canberra: A N U , 1985, p 8. 

Murray, op cit. 
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The coordination of science and industry can bring about not only better 
processes of working, but also better workmen. Efficiency governs progress 
in evolution. The effective use of the various parts of the body promotes their 
growth. Failure in performing function leads to retrogression of parts that are 
not used. What is true of individual organs is true of the body as a whole. Its 
perfect development depends on its effective use. The conclusions of this ... 
deserve thoughtful contemplation by every patriot. They contain the seed of 
an industrial potency from which a growth of national prosperity as yet 
unattained may sprout.52 

But putting veterans back to the work they had left proved in some cases impossible, 

where jobs had been taken by women who were paid considerably less.53 The lack of 

employment for those who returned transformed the repatriated soldiers from heroes to 

competitors in a tight job market. A policy of deliberate selection of returned men for 

government clerical work in the Public Service proved inefficient. Ex-servicemen's 

business ventures likewise foundered from lack of business and work experience, 

under-capitalisation and poor management.54 

Butler states, with the later experience of the Second World W a r in mind, that the 

purpose of rehabilitating the ex-servicemen is 

the restoration, in as full degree as possible, of his ability to take his place in 
the social scheme as a self-reliant and independent citizen without handicap 
through war-damage or loss.55 

Taking a place in the social scheme clearly meant working to earn a living. The AIF 

was made up of men technically between 18 and 45,56 who in the normal course of 

events would have formed the backbone of the Australian labour economy. The 

definition of incapacity outlined in AIF regulations in 1915 included "bodily or mental 

^MJA, 1916(1), p 488. 

C Forster, "An economic consequence of M r Justice Higgins", Australian Economic History 
Review, vol 25, no 2, p 95, p 109, notes that women took jobs such as lift-driving and cleaning, "to 
the detriment of many returned soldiers". See also Chapter 6, note 29, for Eddie Ward's reflections 
during the Second World War. 
ibid. 

Butler, op cit, p 792. 

There were, of course, those who enlisted under age and over age, but for the most part the age limits 
are a fair representation of the AIF's composition. Some 4 0 % of Australian men in this age group 
enlisted in the AIF, L Robson, The First AIF, Melbourne: M U P , 1970, p 203. 
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infirmity which wholly or in part prevents the earning of a livelihood",57 and the 

Repatriation Act in 1922 defined "permanently and totally incapacitated" as 

"incapacitated for life to such an extent as to be precluded from earning other than a 

negligible percentage of a living wage."58 

Injuries which were sufficient to leave a soldier unfit to take up his former occupation 

qualified him for vocational training in a plan outlined before the war ended in 1918. 

Placement had already begun: by October 1918, 37% of the men retrained had entered 

general labouring and miscellaneous work, while 12% were placed in rural and 

agricultural work. The next highest percentage, 8%, went to engineering.59 The major 

focus of replacement was, in the closing stages of the war, in secondary industry. 

There was a strongly industrial-capitalist sense of rehabilitation in Australia at this time, 

acknowledged in both vocational and medical planning: 

Many of our returned men will require, for some time to come, such other 
services as massage, electric, hydropathic and specialised treatment.... Such 
cases will necessarily have to proceed to the metropolis since very few of the 
country hospitals have facilities for the treatment of these.60 

New South Wales and Victoria, while producing proportionately the largest number of 

injured soldiers, were able to absorb repatriated workers into their larger secondary 

industries. This was an advantage denied states such as Western Australia which had 

little in the way of secondary industry.61 

One possible solution suggested by well-intentioned governments, both state and 

federal, was the soldier settlement scheme, and it is here that one of the most telling 

ibid. 

58CPD, vol 99, 1922, p 645. 

59Australia. Repatriation Department. Report giving a summary of activities from 8 April 1918 to 31 
October 1918, Melbourne: GPS, 1918, p 5. 
60Australia. Repatriation Department. Interim Report upon the Organisation and Activities of 8 April 
- 30 June 1919, Victoria: GPS, 1919, p 10. 
61 ibid, p 8. 
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episodes of forced physical conformity occurred. The image of the sturdy yeoman, 

economically solvent and socially secure, stout in mind and body, encapsulated an 

unfulfillable dream of repatriation.62 There was nothing farming could not cure: those 

with missing limbs and mental instability were recommended to the scheme, as the 

fresh air and sense of fulfilment would be therapeutic to the individual as well as to the 

national economy. Injured soldiers suffered particularly under the scheme. As they 

were technically 'employed', a minefield of pensioning problems emerged, as those 

who were unable to work their farms came in increasing numbers to the Repatriation 

Commission for help.63 

War Pensions and the Repatriation Commission 

Work, if it could be found, could be valuable for the able-bodied veteran, but what of 

the limbless and permanently disabled veterans? If work could not be found under 

prevailing market conditions, then governmental promises to provide a living for the 

ex-servicemen would have to be met through government-sponsored vocational 

training or pensioning. The Commonwealth government had in 1908 introduced old-

age and invalid pension legislation, which nonetheless built on a tradition of self-help, 

attempting to maintain a balance between encouraging thrift and (taking over the role 

once managed by charities) sustaining the genuinely needy.64 In 1914, there were 

nearly 17 000 invalid pensioners in Australia, with a maximum pension of 10s a week. 

By 1920, the figure had almost doubled, to just over 35 000, with a maximum weekly 

62M Lake, The Limits of Hope: soldier settlement in Victoria, 1915-38, Melbourne: OUP, 1987, pp 
26, 59, 60-3, 134, 200; Gough, op cit, pp 64-66; C Fox, Working Australia, Sydney: Allen & 

Unwin, 1991, pp 38-40. 

63Lake, op cit, pp 59, 60-3, 134, 200; B Oliver, 'War and Peace in Western Australia: the impact of 
the Great War on Westralian ideology, politics and society', PhD, unpub, U W A , 1990, pp 173-221. 

64T Kewley, Social Security in Australia, Sydney: SUP, 1965, pp 4, 15, 18, 44, 47, 83, 89, 99, 100, 
123-4; M Jones, The Australian Welfare State: growth, crisis and change, Sydney: Allen & Unwin, 
1983, pp 24-25. Jones also discusses the concept of justification of expenses by the state: compulsory 
education was promoted because of the higher numbers of children in Australia in the 1890s, in terms 
of investing in the future, p 22. 
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pension of 15S.6D The Repatriation Commission had its own pension scheme, and its 

annual reports make the connection between work and national stability abundantly 

clear: "physically broken men have been absolutely retrained, adapted to new industrial 

conditions, and are today successfully carrying on a new sphere of employment."66 

After the war, some 30 000 soldiers received sustenance allowance while training to 

enter skilled jobs, while over 3000 had artificial limbs provided for them. The 

pensions burden was one with the potential to get heavier as time passed. In the 1920s 

and 1930s, there were between 70 000 and 80 000 veterans receiving a pension, and 

when dependents or widows were added to this, the total came closer to a quarter of a 

million.67 

Activities organised by the Red Cross were applauded, as they 

provide a means of improving the physical and psychological condition of 
some of the severely maimed men, and as far as possible ... encourage them 
to enter Vocational Training or other suitable avenues of re-establishment in 
civil life.68 

The principle of efficiency was taken to a new extreme, as the severely war-disabled 

were termed "sub-efficients [who] mostly comprise the residuals of the ordinary 

training scheme."69 As the numbers of those claiming pensions for war disabilities 

increased rather than decreased in the 1920s, the reports emphasised that 

Inevitably the conditions of war service cause a grave economic loss owing to 
diminished earning capacity in returned soldiers .... Heretofore, also, the 
same extensive steps have not been taken towards endeavouring to make good 

Kewley, op cit, p 134. Old-age pension numbers had in the same period risen from 87 000 to 99 
000. 

Australia. Repatriation Department. Interim Report upon the Organisation and Activities of 8 April 
- 30 June 1919, Victoria: GPS, 1919, p 5. 

67 
S Garton, Out of Luck: poor Australians and social welfare, Sydney: Allen & Unwin, 1990, pp 111-

113. Garton notes that Australia's qualification for the pension was more generous than in the U K , 
Australia allowing 5 % disability as grounds for pension, against Britain's 20%, p 112. 
Australia. Australian Soldiers' Repatriation Act. Report of the Repatriation Commission for the year 

ending 30 June 1921, Victoria: GPS, 1921, p 10. 

69 ibid. 
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economic wastage by training ex-soldiers for trades or businesses .... As a 
result of the Commonwealth's efforts in this direction a great many men are 
now living almost normal civilian lives ... who probably would otherwise 
have tended to degenerate, and become permanent war wastage.70 

The Medical Journal of Australia described the 1918 'National Economy Exhibition' in 

the Sydney Town Hall, in which the NSW Department of Technical Education 

demonstrated the working ability of disabled veterans. "The visitor", reported the 

Journal, "is struck by the manner in which the training has neutralised the physical war 

disability."71 

Yet despite the Commission's best efforts to promote mens sana in corpore sano, 

'malingerers' still managed to slip through the net. In 1925, the Repatriation 

Commission Report noted sadly that 

The principles of economics are not yet sufficiently known to some members 
of the community for them to recognise that efficient work, be it manual or 
mental, skilled or unskilled, is indispensable to the well-being of the 
community of which they form a part.72 

On the one hand, this view of the disabled veterans as potential participants in the 

economic life of the nation seems to be an improvement upon seeing them as merely 

recipients of charity. This view, however, could also be interpreted as homogenising 

the disabled as cogs in the economic machine which must be made to function and 

produce. If a healthy mind in a healthy body could produce a healthy state, then the 

disabled veterans had become misfits in their own national economy.73 Dissatisfaction 

Australia. Australian Soldiers' Repatriation Act. Report of the Repatriation Commission for the 
year ending 30 June 1922, Victoria: GPS, 1922, p 40. 

llMJA, 1918(], p 
72Australia. Australian Soldiers' Repatriation Act. Report of the Repatriation Commission for the year 
ending 30 June 1925, Victoria: GPS, 1925, pp 11-12. See also Cranston on the "popular notion of the 
able-bodied as the economically viable-bodied", op cit, p 98. 

7^ 

Cranston states that Ruth Park's Swords and Crowns and Rings demonstrates how "the mutilated, 
blinded and disabled civilians are simply an extended version of a very specific condition", namely the 
post-war distress of Australian society, op cit, p 91. 
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with Departmental procedures and the arbitrary cutting of pensions, encouraged by 

some members of the medical profession, were largely to blame. 

The Commission used its control over pensioning to enforce discipline in the vocational 

training schemes, fining several men in Melbourne who took French leave for one day 

the equivalent of nearly three days' pay.74 According to one indignant M P , the men 

"were threatened with all sorts of penalties. Some of them were told they would be 

taken away from their vocational classes."75 One man who refused a place in a wool-

classing course because he had extensive qualifications in chemistry lost his financial 

assistance from the Repatriation Commission.76 Those in vocational courses could be 

arbitrarily shifted from country to city if required, always with the threat of stopped 

pension«s or removal from courses if they refused.77 Having their spouses taking on a 

bread-winner's role in the household was frowned upon. A w o m a n in Western 

Australia who suggested taking up training in midwifery in order to support her 

disabled veteran husband was told by the Repatriation Department that "her duty was to 

look after her husband."78 

The Limbless and Maimed Soldiers' Association had its own complaints. While J E 

West, the M H R for East Sydney, stated that " W e do not wish to see such cripples 

begging in the public streets of Australia", bands of veterans were doing just that. 

Instances were reported of able-bodied veterans employing the maimed and limbless, 

who would remove their artificial limbs and work in groups of three or four, rattling 

74CPD, vol 94, 1920-1, p 6687. Their pay was 7s per diem, and they were fined £1. 

ibid. 

76B Lewis, Our War: Australia during World War I, Melbourne: MUP, 1980, pp 286-7. 

77CPD, vol 94, 1920-1, p 6695. 

78CPD, vol 96, 1921, p 9325. For a more sympathetic view, see vol 97, 1921, p 11896. 
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collection boxes in the streets of Sydney and Melbourne. The secretary of the LMSA 

trenchantly criticised the pension system: 

The present system of vocational training means that the man who receives £1 
or £1 10s per week from a private employer is better off financially with his 
pension added to that sum than if he went to the Repatriation Department and 
went through vocational training.79 

Disabled veterans were also exploited by able-bodied employers in industries more 

legitimate than begging. With a basic wage set at 7s per diem by the Commonwealth 

Court of Conciliation and Arbitration in 1907, opportunities for shrewd practices had 

become rife by the 1920s. Unemployment had become concentrated in the unskilled 

and the less capable, but the system could be used by employers to employ workers 

who could be issued with union permits to work at below the basic wage. These 

workers were drawn from groups classified as 'aged', 'infirm' or 'slow'.80 Part of the 

problem was that when deciding what to pay a worker, an employer could take into 

account a war service pension for the partially-disabled, and thus pay the employee a 

lower wage.81 

This can be seen as part of what Finkelstein categorises as the second of three proposed 

stages of historical development, in relation to the status of the disabled in a Western 

and capitalist society. This stage involves the industrialisation of the economy and the 

subsequent grouping of those unable to participate, including the physically disabled, 

into an underclass. Despite efforts after the Great War to reintroduce physically 

mended and retrained workers to economic production, these successes appear to have 

been limited, and ex-service personnel continued to subsist on the invalid pension or to 

create scandal and pity by public begging. The New South Wales Government Labour 

Bureau actually made finding work difficult for the disabled, dividing the unemployed 

79CPD, vol 93, 1920, pp 3864-5. 

80C Forster, op cit, p 104. 
%libid, pp 105-6. 
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who sought assistance into three groups - the strong, willing and able; loafers or 

malingerers; and the old and incapable.82 The latter were found part-time work only, in 

institutions or farm settlements, or were sent to institutes for the aged and destitute. 

These undesirable groups were isolated and often denied public assistance. The 

Labour Exchange in NSW reported in 1919 that the war injured were not the only ones 

having difficulties: 

Many of the persons who seek employment through the exchanges suffer more 
or less from chronic unemployment; they are frequently hampered by physical 
disabilities, due to a considerable extent, to the industrial accidents or the 
hazards of their occupations.83 

Of those listed in the 1921 Census as being unemployed due to illness, 42% had been 

out of work for over 90 days.84 The problem appears to have been a national one, 

based in part on the government emphasis on public works to solve widespread male 

unemployment.85 The South Australian Returned Soldiers and Sailors Imperial League 

had "greatest difficulty" in placing those of its members unable to perform heavy 

labour, as did the Melbourne branch. The Perth Labour Exchange reported similar 

trends. 

"Abuse and Discredit": The British Medical Association and medical control of 
rehabilitation, 1914-1920 

AIF medical examination policy at the outbreak of war called for volunteers to be 

"physically fit on medical examination". Butler noted that 

In the last five words was contained a problem through which during the war 
the medical service, together with the profession, in Great Britain as well as in 
Australia, suffered more abuse and greater discredit than in respect of any 
other of its functions.86 

T Endres, M Cook, "Administering 'the unemployed difficulty': the N S W Government Labour 
Bureau, 1892-1912", Australian Economic History Review, vol 26, no 1, March 1986, p 60, 64. 

ibid 

ibid. 

*5ibid, p 107. 
Butler, op cit, vol i, p 20. By 1918-19, questions were also being raised in federal parliament about 

the full extent of medical examination of recruits, CPD, vol 88, 1918-19, p 10669. 



104 

The medical officers who examined recruits were responsible for ensuring that fit men 

went to the front. The lack of any precise guidelines on what constituted physical 

fitness led to tremendous problems after the war ended. More and more veterans came 

forward with disabling conditions which may or may not have been the result of, or 

aggravated by, war service. Without a standardised form of recording physical fitness, 

it was impossible to deal with these claims in a fair and equitable manner.87 

The British Medical Association in Australia had already been attacked for its 

involvement in wartime politics. As early as 1915, questions were asked in federal 

parliament about the role of the Association in providing medical officers for the 

AAMC. Senator Needham suggested that 

in the future medical gentlemen who are not members of the medical ring shall 
get a better deal than they have had in the past. It strikes m e very forcibly, 
after careful enquiry [sic], that the British Medical Association rule the roost 
at the cost of professional gentlemen as good as any members of that body .... 
I do not think that at present there is a medical m a n who is not a member of 
that association in any important position in connexion [sic] with our Defence 
system, either in Camps or at Egypt. A Labour [sic] Government ought to be 
very careful in encouraging such a ring as the British Medical Association.88 

Senator Pearce, the Minister for Defence, countered 

[S]o far as all appointments to the Expeditionary Forces are concerned, we do 
not recognise associations any more than w e recognise unions .... I believe 
that it is a fact that some doctors have been appointed to our Expeditionary 
Forces who are not members of the British Medical Association. But w e have 
to recollect that the overwhelming majority of the doctors in Australia are 

on 

members of that organisation." 

The British Medical Association saw the matter differently in a discussion of its 

contribution to the war effort and the distribution of medical officers in 1918: 

87Fetherston notes the potential difficulties caused by a lack of uniformity in determining acceptable 
physical standards for enlistment in his 1919 report, Australia. Department of Defence, op cit, p 46. 
§ 8 C PD, vol 78, 1915, p 6471. 

"ibid, p 6476. Needham was nonetheless able to produce several cases against the BMA, op cit, p 
6471-2; C P D , vol 79, 1915-16, p 6904. 
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The onus of conserving the strength of the profession lies with the Branches 
of the British Medical Association. A move in the right direction would 
guarantee the best distribution of the services of each and every member. But 
it must be done speedily.90 

The official voice of the British Medical Association in Australia, the Medical Journal 

of Australia (the renamed Australasian Medical Gazette), took the efficiency line which 

was promoted by the Repatriation Commission, combined with a call for the extension 

of medical authority over returned soldiers. From 1916, the Journal urged the 

introduction of a British-style orthopaedic management and treatment hospital, 

specifically for wounded soldiers.91 The wartime developments in orthopaedics had the 

potential to provide not only healed fighting men but future workers: "this form of 

treatment effects a rescuing of the utility of the individual and a restoration of his power 

to earn a living in civil lif-,"?2 and the ability "to lead an active and useful life."93 

In 1917, the Medical Journal of Australia lauded the British model of rehabilitation, 

which kept the men in military hospitals, under the medical gaze and under military 

discipline, and which put all Australian efforts at rehabilitation in the shade. In 

Australia, 

the soldiers do as they please, and avoid treatment, if it does not suit them. 
Moreover, there is no attempt to carry out a supervision of the work by a 
board of experts in the various special branches of medicine and surgery. 
M a n y of the military hospitals are under the control of excellent general 
practitioners, w h o attempt to act as general surgeons, physicians, eye 
specialists and so forth.94 

In Great Britain the incapacitated soldier is not discharged until it has been 
ascertained that medical science can do no more to improve his condition and 
to render him fitter for the struggle in civil life. The object of this is to keep 
the men under discipline ... to guarantee that the treatment shall be suitable and 
efficient.95 

™ MJA, 1918(2), p 477. 

9lMJA, 1916(1), p 31, 45, 175, 461, 487; 1916(2), pp 17-18, 59-60, 185, 329, 525. 
92MJA, 1916(2), p 59. 
93MJA, 1916(2), p 185. 
94MJA, 1917(1), p 162. 

MJA, 1917(2), p 165. 
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This blend of social Darwinism and discipline tended to characterise all repatriation 

work up to the 1930s in Australia. It also permeates the Repatriation Commission 

reports, which stressed the necessity to ensure survival of the fittest, even if the fittest 

were not fit but merely necessary to economic production. Hugh Poate (assistant 

surgeon at Royal Prince Alfred Hospital, Sydney) reminded his profession that there 

was also a moral element in the ideology of rehabilitation: 

it is to their own advantage to make a fresh start in life, and once more to 
assume the duties of citizenship .... [Some] fall victims to the misplaced 
sympathy of solicitous friends, and develop habits of laziness, intemperance 
and moral ineptitude, from which it is hard to rouse them.9 

Poate was committed to the establishment of orthopaedic centres in Australia's capital 

cities, "staffed by men who have studied this class of work and developed what 

Colonel Sir Robert Jones terms "the orthopaedic conscience"." 97 The 'orthopaedic 

conscience' is a revealing turn of phrase: it implies a state of mind rather than an 

encoded set of practices, and is thus more flexible and able to accommodate extensions 

of medical surveillance. Poate proposed a total program, based on Jones' model, 

involving complete subjection of the disabled individual to the medical gaze from the 

time of injury to re-employment in a suitable vocation. This program, he argued, was 

the only way the Australian government could both fulfil its promise to do all it could 

for its returned soldiers, and "preserv[e] to its fullest extent their economic value to the 

State".98 

'H Poate, "Re-education of the disabled soldier", MJA, 1918(1), p 2. 

ibid, p 4. 

ibid, p 2. 
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The extension of medical power gained through the emergency conditions of wartime 

was appreciated by the British Medical Association. At the Orthopaedic Conference 

held in April 1918, the role of an Army Medical Service was defined as not only 

keeping the health of the troops at a high level: 

The second function is to restore as much of their lost physical or mental 
power as possible to those whose wounds or other war-begotten infirmities 
render further military service out of the question .... Everyone is agreed that 
this obligation must be met, no matter what the cost may be, in the interests of 
the brave men who have faced the horrors and dangers of war.99 

The interests of the returned soldier were not the only interests at stake, according to 

the plan outlined by the members of the conference: 

Vocational training should be as far as possible ... under the control of the 
medical officer.... The responsible heads of the various departments in the 
vocational training school should have the constant advice and assistance of 
skilled medical practitioners. All this co-ordination and continuity can only be 
achieved ',f one highly trained and specially competent medical expert be 
placed at the head of the service for the restoration of the maimed.100 

The MJA kept up the pressure in 1919, attacking the federal government's "dilatory 

manner", the "loss of control and the need for expert assistance" and "inordinate delay" 

in preparing medical facilities such as those demanded by the MJA in the past.101 

Fetherston had in 1918 toured overseas rehabilitative facilities and urged the 

introduction of similar institutions in Australia.102 The problems in the medical 

profession's relationship with the government became publicly evident in 1921, when 

medical officers working with the Repatriation Commission were accused of 

threatening veterans. Were they acting under government instruction, in order to try 

and lessen the ever-increasing cost of repatriation pensions? 

MJA, 1918(1), p 477. 

10 ibid, pp 478-9. 

>lMJA, 1918(1), p 331; 1918(1), p 217; 1919(1), p 193. 

\0_ 

Australia. Department of Defence, op cit. 
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It looks very much as if this has been done when we find pensions being 
reduced and allowances cut off, promises broken, and doctors telling returned 
soldiers that the Government do not intend to pay pensions for ever. 

While this may not have been the case, medical practitioners did use their authority to 

enforce treatment, working with the Repatriation Commission. In Perth, a mentally 

unstable veteran was forced to go into hospital after the Commission was advised by 

two doctors that stopping the man's pension would "induce him to accept 

treatment."104 

As more and more veterans claimed pensions for war-aggravated conditions, the finger 

of blame again moved in the general direction of the medical profession. Dr Earle Page 

came to their defence: 

... the fact is that the reports of doctors with even more specialized [sic] 
experience and general capacity have been consistently ignored .... It is 
possible for any medical man to be permitted to change his opinions .... It is 
only right that there should be periodical reviews.105 

West sums up the situation of the seriously disabled veteran in describing the case of a 

man who had lost half of a shoulder and had a crippled arm, but who was categorised 

as only 50% incapacitated and therefore accorded only 50% of the full pension: 

What is the good of half a man? He has a wife and four children, and one-half 
of him is useless .... H o w could I send half a man to do a plumbing job at a 
customer's house? Nor would I be allowed to enter on m y pay-sheet that the 
small amount that man could earn was the wage of half a man. 

The Royal Commission on the Assessment of War Service Disabilities laid the blame 

for the "disabilities present in a small minority of ex-soldiers which are, for various 

103CPD, vol 95, 1921, pp 8410, 8659, 8671, 8978. Note in particular Rodgers' comments on the 
"deep debt of gratitude to the Australian medical profession", p 8978. 

104CPD, vol 97, 1921, p 11873-4. 

105 CPD, vol 94, 1920-1, p 7326-7. 

106 CpDi vo] 96> ]921j p 9335 See Cranston, op cit, p 99, for the joke in Swords and Crowns and 

Rings about "half a man." 
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reasons, inadequately determined"107 at the feet of the medical profession. Its 1924 

Report recorded the opinion that "the Repatriation Commission is greatly hampered by 

the inadequacy of the records as to the exact state of health of soldiers upon discharge 

from service."108 As a result, it was recommended that there be no medical 

representative on the Repatriation Commission or the State Boards, it being considered 

that medical staff should be technical advisers and referees only:109 "Much of the 

difficulty has arisen owing to a confusion in the lay mind (and even in the medical 

mind) between sympathy for the soldier and just appreciation of the cause of his 

disabilities."110 

These developments signal several major internal shifts within the nascent structure of 

rehabilitation provision in Australia. The British Medical Association had been called 

into discredit for failing to identify weaknesses in the Australian population serving in 

the war. This sort of attack was to become more common as the relations between 

Association and state became more acrimonious. The perceived impinging on medical 

dominance may have encouraged members of the Association to promote greater 

medical control over the disabled, extending medical power in the clinical setting to 

offset political pressures. Even if this were not the case, a split had nonetheless opened 

between the state and the profession over the rehabilitation of the war disabled. This 

split was roughly organised along a perceived dichotomy of medical treatment - the 

responsibility of the profession's members - and vocational training and re-employment 

- the responsibility of the state. 

107 
Australia. Report of the Royal Commission on the Assessment of War Service Disabilities, 22 

December 1924, Victoria: GPS, 1925, p 4, section 12. 

ibid, section 15. 

109 
ibid, p 5, section 16h. 

UOibid, p 6, section 28. See also CPD, vol 95, 1921, p 8410. 
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The Australasian Massage Association and state registration 

In 1919, Zwar had pointed out to the Association the workload which would be 

available after the war. This level of activity could be turned to good use in other 

directions: 

Notwithstanding all this, we have yet no legal recognition of an essential 
standard of training .... A legally recognised and efficient standard of training 
is absolutely essential to secure proper treatment in the field of physico-therapy 
to our disabled men."' 

State legislation to protect the Australasian Massage Association's stake in the massage 

industry had been hoped for since its formation in 1906. Springthorpe, firmly in 

favour of a strong federal Association, had warned the branches about seeking state 

registration, not just for its divisive and H^centralising potential: 

You introduce a bill which you think is very good, but the gentlemen there 
think differently, and two or three people who are supporting them on a 
critical division think differently still, and the result is that the bill, which has 
been very carefully and thoughtfully drafted, and is very fair as you think, 
becomes so frightfully altered on its way through parliament that you can hardly 
recognise it."2 

Victoria was the first of the branches to obtain satisfactory legislative protection.113 

The Masseurs Registration Bill was first introduced into the Legislative Council in 

October 1919, and was supported by Alfred Hicks, who re-introduced it in 1920 with 

the Pharmaceutical Chemists Bill. Hicks raised five points in favour of the Bill: 

massage was important and was recognised by the medical profession; bad massage 

could cause harm and should be prevented; the public should be protected from the 

unqualified; the 'Masseurs Association' had requested the Bill be passed; the returned 

soldiers wanted a Bill of this sort to be passed.114 This form of argument was 

commonly used to support almost any legislation on health care in this period - the 

1 HZwar, op cit, UNA, 30.6.19, p 112. 
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UNA, 28.2.10, p 188. Springthorpe follows this up by urging the strengthening of the federal 
body and enlisting support of the medical profession through strong ethics and professional behaviour. 

The N S W branch introduced a bill into state parliament unsuccessfully as early as 1911, AMG 
1911, p 171. 
n4Victorian Parliamentary Debates [VPD], vol 155, 1920, p 1351. 
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Medical Practitioners Law Amendment Bill, brought before the Victorian Parliament in 

1906, raised almost identical arguments, as did the Australasian Massage Association 

(South Australia)'s attempt to have a Bill protecting practice passed in 1923.115 

The Massage Registration Bill allowed for the creation of a Massage Registration 

Board, consisting of medical practitioners and at least one female massage practitioner. 

This reflected female dominance of the profession, if not proportionally, at least in part. 

Concerns expressed about the Bill delayed its passage through Parliament for several 

years. One of these was a suspicion of professional motives. H F Richardson claimed 

that "the Bill had been brought in after consultation with the profession and that the 

purpose of it is the protection of the profession." When Frank Clarke, who originally 

introduced the Bill into the Council, pointed out that it also protected the public, 

Richardson maintained that "the movement originated among the men and women who 

are making a living in this profession."116 

This idea was taken up by E C Wardle, the member for Flemington, when the Bill 

passed to the Legislative Assembly: "When you have done with this Bill there will be a 

close corporation .... It is a nice foundation for these people to spring from, to create a 

close corporation for themselves.""7 Because of the problems faced by the Bill in 

Parliament, the Association believed that "if we could get a certain amount of pressure 

brought by the British Medical Association ... it would probably help."118 However, 

even though Drs Argyle and Fetherston, both members, spoke up strongly in favour of 

the Bill, it was again rejected. The Australasian Massage Association promoted 

reintroduction of the Bill in 1923. "9 Among its advocates was Major Matthew Baird, 

115 VPD, vol 115, 1906, pp 3220-3224; South Australian Parliamentary Debates [SAPD], 1923(1), p 
703. 
116VPD, vol 158, 1921, p 265. 
U1 ibid, p 977. 
mUNA, 30.6.1920, p 47. 
119VPD, vol 162, 1922, p 3068. 
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the Minister for Public Health, who reintroduced the contentious issue of massage 

parlours: 

Though there is no evidence that such an evil has arisen here, members of the 
massage associations consider it might arise, and that registration will have 
the effect of obviating such a condition of affairs.120 

The passing of professional legislation had not only a practical dimension, but a moral 

one. 'Protecting the public' was always a useful tool for arguing in favour of 

professional legislation, especially in the area of health care. Dr Argyle also pointed to 

growing specialisation within health care: 

This Bill is not designed to protect any particular class of practitioners, but 
definitely and positively to protect the public against untrained persons from 
practising this branch of the healing art.... The functions of healing grow 
wider and wider, until it becomes impossible for any one human being to 
practise all the branches of the healing art associated with disease and 
accident.121 

The Bill was finally passed in 1923, but not before a concerned and rival group of 

health care practitioners had insinuated themselves into its provisions. Osteopathy, a 

form of manipulation of the bones and joints, had managed through the intercession of 

R S Abbott to have its practice protected under the Act.122 Argyle was furious, 

reporting to the Australasian Massage Association (Victoria) that this was "almost an 

insult to a body like your own, and a profession like that of massage." He "felt very 

keenly the putting in of any form of quackery into[sic] your honourable profession, 

simply because people did not know what they were doing."123 The Medical Journal of 

Australia took the same approach, condemning medical practitioners who chose to 

work with the unqualified and unregistered, and declaring that "Orthodoxy should 

secure recognition in the eyes of an orthodox profession."124 

mibid, p 3069. 
l2libid, p 3070. 
122VPD, vol 163, 1922, p 3665-3667. 
l23UNA, 1.5.23, p 48. 
X24MJA, 1923(2), p 176. 
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The passage of the Bill in Victoria prompted the Queensland branch to seek similar 

legislation, which was granted, far more swiftly, in 1928. The Nurses and Masseurs 

Registration Board was formed in cooperation with the Queensland branch, who were 

asked to select a representative.125 The Nurses and Masseurs Registration Act also 

created a register of massage practitioners, and by 1934 approximately two-thirds of 

those on the register were members of the Association in Queensland. 

Summary 

The Great War stimulated significant developments in rehabilitation in Australia. The 

beginning of a split between the State-financed Repatriation Commission and the 

medical profession can be traced to this period, a split which would widen after the 

Second World War into outright competition between the medical profession's idea of 

'medical' rehabilitation and the Department of Social Security's 'vocational' 

rehabilitation. The medical profession were attacked both during and after the Great 

War for failing to identify the problem of widespread deformity and ill-health in the 

Australian population, and lost the authority to oversee the vocational retraining of the 

disabled veterans. The perceived difference of medical care (the task of the medical 

profession) and vocational training (the task of the government) was to cloud further 

efforts to introduce broad-based rehabilitation for both civilians and veterans. 

The Australasian Massage Association, in the same period, went from being a 

moderately unsuccessful organisation with a low profile, marred by internal strife, to a 

professional organisation, recognised as such by legislation in two states. The 

professional development of rehabilitation rests very much with massage in this period, 

as the Association sought greater authority over its members and better organisation 

and education for massage practitioners. The status of the disabled individual, even 

125APA Qld Min, 20.11.28. 
126^Queensland Government Gazette, 17.1.34, p 265, compared with membership list, A P A Qld: 53 
gazetted practitioners against 38 registered members of the Association. 
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with the ennobling aspect of war service as the cause of disability, did not improve in 

the years immediately after the Great War. Poor employment prospects, medical 

regimentation and the dual surveillance of medical and government authorities meant 

enforced conformity to standards of physical capability which were beyond the control 

of many. W h e n poliomyelitis began to cause crippling in greater numbers of Australian 

children, some lessons had been learnt from the post-war years, but the same principles 

of medical surveillance and orthodoxy of the physical body still dominated 

rehabilitation in Australia. 



C H A P T E R F I V E "Joyous Usefulness": Poliomyelitis, the K e n n y 
Controversy and Rehabilitation, 1930-1939. 

... the healing of children before it is too late is sound 
economic policy, for it transforms a potential 
invalid pensioner into a self-reliant wage 
earner .... Every pound contributed will go directly 
toward relieving a child's suffering and diverting its life 
from tragedy to joyous usefulness.1 

I asked the nurse feeding me: "Who is Sister Kenny?" 
The reply, on reflection, was classic: "She is a w o m a n 
from Queensland who has 22 patients of her own in 
that ward over there, but you are lucky to be here where 
the real doctors and nurses are taking care of you." 2 

Rehabilitation of wounded ex-service personnel had consolidated the allegience 

between massage and orthopaedic medical practitioners forged in the decade before 

World War I. It had also brought the state into rehabilitation as an important 'actor'. 

In particular the war had assisted the passing of registration acts for massage practice in 

Victoria and Queensland. However, the involvement of rehabilitative workers in 

repatriation had done little to broaden the public awareness of rehabilitation, its 

methods and its implications for the community. Several promising new areas of 

practice emerged in the 1920s, particularly orthopaedic treatment of the increasing 

number of automotive accident victims.3 On the other hand, rehabilitation could 

contribute little to answer the call of the eugenics and national hygiene lobbies or the 

public health and preventive medicine campaigns.4 Rehabilitation could provide neither 

promise of a less degenerate race, nor cures for infectious diseases rife in the 

population. But when infectious diseases strayed into its sphere, it could go to work 

1 Melbourne Argus. The Argus was inaugurating an appeal for funding more beds for poliomyelitis 
cases at Frankston and a special poliomyelitis department at Carlton.L Gardiner, Royal Children's 
Hospital, Melbourne, 1870- 1970, A History, Melbourne: R C H ( M ) , 1970, p 94. 

2E Hall, "In the ward next door to Sister Kenny", Australian Nurses' Journal, vol 10, no 10, May 
1981, p 57. 

3Gillespie, op cit, p 19. 

*ibid, ch 2 passim. Gillespie also discusses Cumpston's role in these issues, pp 32-34. 
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with a vengeance. Such was the case with poliomyelitis in Australia in the 1920s and 

especially the 1930s. When serious poliomyelitis epidemics threatened Australia's 

juvenile population, rehabilitation in its incarnation as 'after-care' for poliomyelitis 

cases made its next substantial inroad into medical practice and community awareness. 

Orthopaedics and massage, with their respective professional manifestations in the 

British Medical Association and the Australasian Massage Association, achieved a level 

of popular recognition which far surpassed any previous efforts up to that point. 

The most notable elements in the development of rehabilitation through the 1930s 

poliomyelitis epidemics are all focused in one episode, the Kenny controversy. 

Elizabeth Kenny's advocacy of rehabilitative treatments for poliomyelitis 

convalescents, involving massage, hydrotherapy and active movements instead of the 

standard orthodox splinting and resting, sparked a major public conflict. In this 

conflict, threats to newly established occupational territory and challenges to medical 

orthodoxy were major elements.5 It was also at this time that the paradox of 

rehabilitation became more apparent: the contradiction between long periods spent 

under medical control, and the rhetoric of quickly returning patients' useful and active 

lives, which was a goal pleasing to governmental and hospital authorities faced with 

escalating costs and limited bed space. The Kenny controversy also demonstrated the 

effectiveness of professional 'closure' of rehabilitation against 'unqualified' 

competitors. 

Although Claudia Thame points out that the limited loss of life caused by poliomyelitis 

in Australia effectively restricted research into its prevention and cure,6 the high 

5The most comprehensive studies of the Kenny controversy to date are Claudia Thame's appendix to 
her thesis, "Controversies concerning the treatment of poliomyelitis during the 1930s", op cit, pp 351-
355, and Evan Willis' article, "Sister Elizabeth Kenny and the occupational division of labour in 
health care", Australian and New Zealand Journal of Sociology, vol 15, no 3, Nov 1979, pp 30-38, 
which draws on Thame's work. 

6Thame, op cit, p 64. 
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disabling rate considerably benefited rehabilitation's development. What is particularly 

significant from an ideological point of view is that the controversy actually raged 

around one issue: that of deformity and its prevention. Splinting was used to prevent 

deformity and crippling; Kenny instead advocated controlled exercise for the same end. 

Orthodox practitioners claimed that splints could prevent deformity; Kenny claimed that 

they were the cause of it.7 

Thame and Willis focus on the role of the medical profession in the Kenny 

controversy, particularly the British Medical Association's role in opposing Kenny, 

drawing on the traditional doctor-nurse relationship and its subsequent infringement by 

Kenny with startling results. What they overlook is the equally active and at times 

intensely personal campaign waged by the Australasian Massage Association, 

particularly in Queensland, New South Wales and Victoria. Two of these states had 

legislation to invoke as part protection against Kenny's very real intrusion into their 

occupational territory, and the third, NSW, had the power of a large membership on its 

side. 

Kenny's war with orthodox medical practitioners may have had its ideological roots in 

the undermining of medical authority by a member of the subordinate group of nursing, 

but her actual practice was dangerously close to the means by which members of the 

Australasian Massage Association earned their living. The maintenance of a trained 

supply of massage practitioners by the Australasian Massage Association did not 

prevent Kenny from eventually practising side by side in hospital surroundings with 

existing Association massage staff. The Association's branches therefore went out of 

their way to discredit Kenny and to align themselves securely with the orthodox 

medical profession, keeping up a steady pressure on their respective medical 

7A Killalea, 'The Great Scourge: the Tasmanian infantile paralysis epidemic of 1937-8', MHum, 
unpub, University of Tasmania, 1992, pp 18-19, p 22. 
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connections which contributed to the eventual rejection of Kenny and her methods in 

Australia. 

Poliomyelitis in Australia to 1930 

Poliomyelitis, or infantile paralysis, appears to have existed in Australia in its sporadic 

form since white settlement.8 Small epidemic outbreaks appear to have first occurred in 

the 1890s, and, by the 1920s, the numbers of cases had gradually increased with the 

population. Poliomyelitis was listed as a notifiable disease in Queensland from 1909, in 

Tasmania from 1911, in NSW and WA from 1912, in Victoria from 1916 and in SA 

from 1922.9 From 1908, however, poliomyelitis was also a federally-listed notifiable 

disease, under the Quarantine Act.10 Compared to the havoc wreaked by diphtheria and 

tuberculosis in Australia in the same period, poliomyelitis cases did not loom large.11 

Although it did not generate the immediate problems caused by the high death rate of 

other infectious diseases, poliomyelitis generated a painfully visible legacy of crippled 

survivors. 

The 1925 federal Royal Commission on Health was presented with the case for 

physically re-educating those left disabled after infantile paralysis. Dr J H L Cumpston, 

Director-General of Health and Director of Quarantine, called for the introduction of 

the Victorian system of public health maintenance - division into health districts under 

the direction of a health officer who would supervise all aspects of public health - into 

Australia. Government Bureau of Microbiology, "Acute anterior poliomyelitis, including Landry's 
paralysis", Fourth Report of the Microbiological Laboratory (Government Bureau of Microbiology) for 
the Year 1913, Sydney: GPS, 1915, pp 262-265, indicate that cases of Landry's paralysis occurred at 
the same time as outbreaks of poliomyelitis, and also provide early case histories. 

9J Cumpston, Health and Disease in Australia, ed M Lewis, Canberra: AGPS, 1989, p 398. It was 
not, however, notifiable in the city of Brisbane until 1926, ibid. 

[0ibid, p 409. 

11 Thame, op cit, part 2 passim. For statistical information on tuberculosis and diphtheria, see 
Cumpston, op cit, pp 276-300. 
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the Commonwealth administration of health.12 Part of this officer's duty would be to 

supervise "accessory services where they are needed",13 for example orthopaedic 

clinics: 

Notified 

1912 
1913 
1914 
1915 
1916 
1917 
1918 
1919 
1920 
1921 
1922 
1923 
1924 
1925 
1926 

* = fiscal years 

Cases of 

NSW 

- -

47 
79 
63 
311 
16 
50 
8 
45 
184 
33 
104 
108 
50 
78 

Table 5.1 

Poliomyelitis in 

Vic 

_, 

76 
32 
303 
2 
5 
27 
23 
7 
12 
139 
31 

Qld 

5* 
38* 
6* 

332* 
27* 
37* 
13* 
119* 
17* 
35* 
25* 
1* 

112 
39 
42 

SA 

_ « 

47 
17 

13 
2 

Australia, 1912-192614 

WA 

8 

19 
2 
4 
2 
8 
1 

8 
3 
19 
13 

Tas 

3 
4* 

3* 
3* 
14* 
5* 
1* 
1* 
1* 
3 
3 
1 
3 

I have brought in that matter at this point for the purpose of illustrating certain 
work of the most valuable kind which is being performed in America, 
consisting mostly of the re-education of persons suffering from some 
complication of infectious diseases - for example, an affected heart after 
diphtheria, or muscle paralysis after infantile paralysis.15 

Cumpston went on to argue persuasively in favour of greater state involvement in 

12Australia. Royal Commission on Health, Minutes of Evidence, Melbourne: G P S , 1925, p 23, qu 
161. 

13These duties included: supervising and educating the local authority, the medical inspection of school 
children, dental services for same, supervision of infectious diseases, provision of tuberculosis clinics, 
co-ordination of infant welfare work, supervision of maternal hygiene and provision of accessory 
services, ibid. 

14 Cumpston, op cit, p 326. 

15 ibid. 
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after-care: 

More than a quarter of the total [invalid] pensions are granted to persons under 
40 years of age. These pensions are only granted for permanent inability to 
earn a livelihood .... If attention is given to ... the other matters to which I 
have already referred to at some length, the amount of invalidity will be 
reduced by a considerable amount; but there still remains a certain amount of 
invalidity which can be dealt with by after-care facilities during 
convalescence.16 

When Dr Frank Scholes, medical superintendent of the Hospital for Infectious 

Diseases, gave evidence, he affirmed Cumpston's claims: 

Again, the Health Department should be given powers, and money, to 
organize [sic] the after-care. It has been found that there has been great 
improvement in infantile paralysis even after the first twelve months or two 
years. With intelligent after-care a great deal of improvement has been 
possible up to three or four years.17 

Conflict between the need for government interest - and funding - and the medical 

profession's desire to remain professionally autonomous from government control was 

a characteristic feature of Australian health policy in the inter-war years.18 The Health 

Departments at state and federal level were a possible solution to this problem, a half

way house with the advantages of responsibility and funding, while the same time 

providing some measure of medical professional autonomy.19 

Both of these witnesses refer to work being carried out in the United States on 

poliomyelitis rehabilitation. Whereas formerly Great Britain had been hailed as the best 

role model for Australian efforts in restoring the physically damaged to working 

capacity, the influence of US methods of rehabilitating children was beginning to 

appear in the 1920s. The US had gone through the epidemic cycles of poliomyelitis a 

l6ibid, p 29, qu 247 
X1ibid, p 577, qu 10172. 
18For general comments on this conflict, see T Hunter, "Pressure groups and the Australian political 
process: the case of the British Medical Association", Journal of Commonwealth and Comparative 
Politics, vol 18, no 2, 1980, pp 190-206; Gillespie, op cit, pp 43-48; Crichton, op cit, ch 2 passim. 
An interesting example of contemporary opinion in this period can be found in the Western Australian 
Report of the Royal Commission on Hospitals, 1922, Minutes of Evidence, Dr D S Mackenzie, pp 
21-22. 

19Gillespie, op cit, p 34, but see also p 36. 
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decade earlier than Australia, and had tackled the problem with what was to Australian 

health officials an enviable amount of money and support.20 In both these cases, what 

was cited most enthusiastically is the amount of government interest and funding made 

available. Australia was usually compared unfavourably with these overseas models. 

When poliomyelitis flared up in the serious epidemics of the 1930s, rehabilitation 

workers pushed for a complete restructuring of existing after-care facilities, which 

meant in most cases the creation of rehabilitative services from the ground up. 

Orthodox and Unorthodox Treatments 

Research into poliomyelitis had provided little idea of how it was spread or how it 

could be controlled. Consequently a diversity of treatments flourished in Australia in 

the 1920s and early 1930s. One of the factors which hinders the discussion of 

'orthodoxy' in poliomyelitis treatment is that it is difficult to find evidence for the 

existence of an 'orthodox' treatment. Historically, a variety of methods had been put 

forward by both medical practitioners and advertisers alike. P E Muckett, surgeon 

superintendent to the NSW government, advocated in 1885 a wide range of treatments, 

including mustard poultices, heat treatment, purges, faradisation and rubbing.21 R B 

Wade argued in the Australasian Medical Gazette in 1909 for the benefits of splinting 

and rest in treating infantile paralysis, a practice which was to become standard 

treatment in Australia, and which is closest to what can be called 'orthodoxy' in 

treatment.22 

20 Australia. Royal Commission on Health, op cit, pp 25-7, qus 190 ff. 

21P Muckett, Prescribing and Treatment in the Diseases of Children, 3rd ed, Edinburgh & London: 
Young, Pentland, 1885, p 203, cited in J Wilson, "The Sister Kenny Clinics: what endures?", 
Australian Journal of Advanced Nursing, vol 3, no 2, Dec-Feb 1986, p 14. 

22AMG, vol 28, 1909, pp 588-593. See also ICMJA, vol 11, 1906, pp 623-26. 
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The principle of immobilisation is one constant which can be identified in medical 

opinions in Australia at this time: during the acute stage of the disease, the patient could 

be encased in splints of metal or cardboard, or in plaster of paris, for up to six months. 

This treatment was supposed to prevent the patient from moving and thus damaging 

muscles which were ravaged by poliomyelitis. If the muscles escaped damage in this 

way, they could, theoretically, be successfully re-educated and restored to normal 

function. Unfortunately, this method relied more upon medical belief than on clinical 

testing, and frequently failed.23 A possible reason for the popularity of the 

immobilisation method was that it kept the patient apparently under control, often 

leaving only the eyes and tongue mobile. Young children in this position quickly learnt 

ways of subverting medical control, incorrectly advising new nursing staff on splinting 

techniques, and at night removing the buckled splints in order to free themselves from 

their physical "prison".24 

The only preventative treatment in use at this time in Australia was the serum method, 

based on inoculation with a serum manufactured from convalescent human tissue. Its 

most forthright advocate was Dr Jean Macnamara. Macnamara had been appointed 

head of the physiotherapy department at the Royal Children's Hospital in Melbourne in 

1928, and was to be a key player in the controversy surrounding the treatment of 

poliomyelitis in Australia.25 She had experimented with the serum treatment, and was 

convinced of its efficacy,26 although in 1933 Macnamara admitted that it should be 

backed up with full provision of after-care.27 Orthopaedic treatment and surgery could 

23 Wilson, op cit, cites clinical studies of this method. 

24Hall, op cit, p 57. According to Killalea, several children absconded from a convalescent home in 
the north of Tasmania, one child eventually reaching her home, op cit, p 155. 

25D Zwar, The Dame: The Life and Times of Dame Jean Macnamara, Melbourne: Macmillan, 1984; 
J Macnamara, "Preventative orthopaedics and the physiotherapist", MJA, 1951(1), pp 293-298, which 
details her work with physiotherapists from 1918-19 onwards. 
26Wilson, op cit. 
27J Macnamara, 'Report to Dr Carter R E Work Done in Orthopaedics Overseas with the Rockefeller 
Fellowship, 22 May 1933', D a m e Jean Macnamara Collection, Australian National Library, Canberra, 
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correct some of poliomyelitis' crippling effects, and followed by massage treatment, 

the cases could improve, but only slowly. When the poliomyelitis epidemics were 

peaking in the 1930s, both acute and convalescent cases occupied substantial 

proportions of hospital bed space.28 

' 'Is he not beautifully straight?": poliomyelitis and its child victims in Australia 

The rigorous routine of splinting and restraint in the name of preventing deformity 

served a dual purpose, placing unruly young children under medical control and 

keeping their possibly damaged limbs straight in order to prevent, at least in theory, 

crippling and disability. J Crowdy, an orthopaedic nurse at Margaret Reid Home, St 

Ives, addressed the Central Council of the Women's Auxiliaries of the NSW Society 

for Crippled Children in 1938, defining orthopaedics as 

... the prevention and treatment of deformity or loss of function ... so as to 
restore the patient to normal or as near to normal as possible, so that he can 
enjoy the pleasures of ordinary folk and enter their company without attracting 
unnecessary attention, and later train him in some suitable occupation or trade; 
not only to give him an interest in life, but that he may become of economic 
value to the country and partly or wholly self-supporting.29 

A new language to describe and warn of possible rebellion had also emerged by this 

point: 

An untrained adult cripple is apt to get an inferiority complex, which is a 
lifelong handicap in itself and a training gives him a sense of independence 
beyond value.30 

F Grylls, writing on the role of the nurse as occupational therapist, also warned that the 

patient had to be prevented from "regressing to an infantile attitude of dependence", 

including "inferiority, insecurity, loss of self-respect, self-reliance, and initiative."31 

Occupational therapy would help to combat "unsatisfactory mental habits" such as 

M S 2399, Series 1, Correspondence File 4, M S 2399/1/176, p 10. Macnamara is sometimes referred 
to in contemporary sources as Dr Jean Connor, her married name. 

28Wilson, op cit, citing Gardner, op cit. 

29J Crowdy, "After-treatment", UNA, 1.7.38, p 202. 
30ibid. 
3 1F Grylls, "The nurse occupational therapist", UNA, 1.4.44, p 94. 
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"introspection, day-dreaming, sexual imaginings, lack of concentration, mental 

slackness and lack of mental effort and poise."32 

Anne Killalea has examined some of the issues surrounding child poliomyelitis in 

Tasmania, which provides a fascinating example of the intense focus on the child as the 

centre of the 'web of signification' of poliomyelitis. Armstrong notes that the 1930s 

was the great decade of the 'Child' as a medical invention; the intense interest in 

children's health has also been noted by Thame.33 Although poliomyelitis was not 

exclusively a children's disease, most of its victims were children of school age. The 

sense of investment in the future which would come with restoring these children to 

straightness was expressed by Mayor Wyett, the President of the Launceston Society 

for the Care of Crippled Children: 

The recovery of the children to normal health would be a living monument to 
the work of the many volunteers who had sacrificed so much time and labour in 
the interests of the children.34 

Many people had a stake in these children; there is almost a sense of overlooking the 

actual role of the child at the centre of this voluntary activity. When children were the 

centre of attention, it was often because of their perceived potential as a social 

investment. The after-care homes to be provided were to create for the children "as 

happy, and as home-like an atmosphere as possible."35 The children could work at 

handicrafts, and proceeds of the sale of these goods were banked in an account under 

the child's name, augmenting the spirit of 'joyful usefulness'.36 C Hembrow, 

honorary outpatients' surgeon at the Alfred Hospital, Sydney, and surgeon at the 

Austin Hospital, claimed in 1938 that if the child became deformed, and thus unable to 

"Armstrong, op cit, ch 6; Thame, op cit, part 3, pp 147-239 passim. 
34Hobart Mercury, 14.3.38, cited in Killalea, op cit, p 89. 
35Killalea, op cit, p 106. 
36ibid,plll. 
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function fully, leading to "the child having to lead an idle life, in receipt of a pension, 

we have failed."37 

Given these pressures, perhaps it is small wonder that M T Powell was able to report in 

1937 of poliomyelitis children that 

They develop a strangely staid demeanour for their age, particularly the ones 
going on to extensive paralysis. They talk in monosyllables, if at all. They 
appear to realise that they have a fight ahead of them, and are conserving all 
their energy in preparation for this .... Fear was the paramount emotion.38 

Children were not told about the effect the disease would have on their bodies, one 

patient describing weeks or months of "nods, mumblings and doctor-stuff."39 Other 

medical treatments, such as the pulling of teeth, could also be performed during 

convalescence, without consultation or explanation.40 Under these conditions, which 

often included the extra trauma of the onset of puberty, many children developed fear 

of failing in the outside world, of not passing the 'test' of living as a disabled person in 

an able-bodied society.41 Estrangement from the family brought other difficulties of 

reintegration into this most basic unit of living.42 Grylls noted that "Many mothers ... 

complained that the enforced idleness had damaged the personality of their children 

even more seriously than the illness had damaged the body."43 Upon return to school, 

isolation and ridicule could lead to children failing to finish their education, and it took 

both determination and an active Society for the Care of Crippled Children in Tasmania 

to ensure that those left paralysed were not forced out of the job market.44 

37 C Hembrow, "After-care of poliomyelitis", UNA, 1.8.38, p 249. 
38 M Powell, "Poliomyelitis", MJA, 1937(2), cited in Killalea, op cit, p 127. 
39Quotedin^'6?,pl51. 
40ibid, p 158. 
41 ibid, p 153. Cranston, op cit, notes the use of the dual symbol of callipers and the leg-irons worn by 
Tasmanian convicts, p 176. 
*2ibid, p 157, 159. 
43 Grylls, op cit, p 92. 
"ibid, pp 177-9. 
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Dr C MacKay, noting observations made of the orthopaedic treatment of convalescent 

anterior poliomyelitis, commented on the role of the parents of the child in deciding on 

the form of care to be used: 

To make the pronouncement that no further improvement is possible is to forget 
that muscle will sometimes show unexpected signs of recovery. The shock of 
such a prognosis may also make the parents turn to the unqualified promises of 
the unregistered practitioners with subsequent loss of much of the advance 
already made.45 

Once convalescence had been reached, MacKay stated, the time had come for 

anxious thought regarding the future of a patient who is obviously going to be 
grossly handicapped in the struggle for existence. It has become necessary to 
plan the life and the treatment of the individual for ten or twenty years in 
advance, and to endeavour in consultation with the parents to minimize [sic] 
what one can only describe as, a personal tragedy. The earlier the true 
situation is faced in all its aspects, medical, educational, and financial, the better 
for everyone concerned.46 

The disease is described as devastating and shattering, and all those involved with the 

child's treatment were encouraged to take the 'long view', maintaining a mental vision 

of the future life of the child "whose physical foundations have been so shattered."47 

The impact of poliomyelitis on the children of Tasmania epitomised their situation in 

Australia at large. Pressure to conform to the expectations laid upon them, beginning 

with a straight body and ending with independence and 'joyous usefulness', proved in 

many cases more traumatic than the disease itself. MacKay emphasised four elements 

in the rehabilitation of the poliomyelitis child: "the prevention of any deformity, 

especially one of a crippling nature", "the ultimate attainment of the power of walking 

in a manner approaching as closely as possible to normal", "education in a manner best 

suited to ensure the capacity for earning a living", and finally the arrangement of life so 

"that the individual will not be shut off from the pleasures of social intercourse."48 The 

4 5 C MacKay, "Observations on the orthopaedic treatment of infantile paralysis affecting the lower 
limbs", UNA, 1.1.35, p 26. 
*6ibid, p 27. 
47 ibid. 
^ibid. 
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emphasis on avoiding deformity at all costs was fundamental to the discourse of 

poliomyelitis rehabilitation. 

Dr Jean Macnamara also contributed to the discourse of straightness in poliomyelitis 

rehabilitation. The minimum to be achieved by rehabilitation, in her view, was the 

avoidance of deformity, as she reported upon the work done by after-care institutions at 

Queenscliff, Brighton, Croydon, Caulfield, Royal Park, Frankston and the Austin 

Hospital, "discharging groups without any limp or disability".49 The role of the 

parents was seen as significant, especially those who were prepared to co-operate: 

They are patient and will not through haste risk a deformity for the transient 
pleasure of seeing a child walk soon after its discharge from hospital.... [T]hey 
have made sacrifices to bring their children up to the standard of a straight, 
perfectly-proportioned body and limbs.50 

Macnamara placed other responsibilities on those surrounding the child: 

The main responsibility of mothers, nurses, physiotherapists, and doctors 
caring for the children is to keep them straight; to anticipate and prevent 
deformity; to steer clear of knock-knees, curved back, twisted neck, deformed 
feet. That is why none of us view with enthusiasm any method of treatment 
whose exponents admit that they take no measures to prevent deformity. 
Several hundreds of these children could be walking now, but w e want them 
when they do walk to do so properly - to be straight.51 

Elizabeth Kenny took a different view, reporting an episode in which she was shown a 

young patient: 

The earnest young masseuse proudly revealed to me the straightness of his 
trunk and limbs, upon which I began to do m y usual muscle analysis, 
attempting to flex the members .... H e lay straight and apparently stiffened in 
every joint, including the spinal vertebrae, from muscle tightness. His body 
moved in one piece. His masseuse remarked, "Is he not beautifully straight?"52 

The Kenny 'Method' 

It is as difficult to speak of the Kenny 'method' as it is to speak of 'orthodoxy'. 

Orthodoxy can often be defined in terms of what it is not; the Kenny method can 

49 J Macnamara, "Victorians on their mettle", UNA, 1.3.38, p 69. 
50ibid. 
51 ibid, pp 69-70. 
52Kenny, op cit, p 174. 
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similarly be described in terms of the treatments Kenny did not employ. It was not 

immobilisation or serum, nor was it surgery, nor massage as taught by the Australasian 

Massage Association. Kenny employed heat treatment, immersion in water, and active 

exercise, using only sandbags to keep the limbs in position in bed at night.53 Her 

practices resisted codification, which made them difficult to teach quickly, and were 

based on a personal and holistic approach to the patient, using psycho-physiological 

approaches to the wasted muscles to allow the patients to 'feel', for example, their feet 

on the ground rather than suspended in a splint. 

Kenny began her career as a nurse, and treated poliomyelitis patients as part of her 

nursing in isolated areas. She became convinced that her combination of practices was 

working where medical orthodoxy could not, and in the early 1930s made claims to 

this effect, leading to an investigation of her methods in 1933-4. As a result of this 

investigation, Kenny was given government funding to open a 'Muscle Re-Education 

Clinic' in Townsville, which admitted long-term convalescent poliomyelitis patients.54 

Raphael Cilento, at the time Cumpston's deputy in the Commonwealth Department of 

Health,55 was seconded by the Queensland government to report on the clinic, and 

concluded that while teaching the method seemed to have problems attached to it, 

Sister Kenny undoubtedly had produced results remarkable enough to attract 
the surprise and inspire the confidence of both lay and medical witnesses and 
that she had in several cases brought these results about where competent m e n 
had declared the case irresponsive further to the ordinary routine methods of 
physical therapy and where only the life of an invalid was to be anticipated by 
the patient.56 

53Hall, op cit. 

54R Cilento, 'Report on the Muscle Re-Education Clinic, Townsville (Sister E Kenny), and Its Work, 
24 August 1934', Queensland State Archives, pp 1-2. 

55For the political machinations surrounding Cilento's activities and appointment, see Gillespie, op 
cit, pp 74-5. 

56Cilento, op cit, p 1. 
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One of the doctors assisting in the assessment of the clinic, Dr R W Dungan, confirmed 

that "after close observation of the method and the results, I am convinced that the 

method has a very sound scientific basis".57 The report's appendices refer to orthodox 

medical publications in which methods similar to Kenny's were used, including one by 

Macnamara.58 Cilento, however, made a number of objections to Kenny's clinic, some 

of which seem to have been motivated more by his political aspirations in Queensland 

than the treatment itself, and the clinic's funds were temporarily withdrawn.59 In 1935, 

a Royal Commission was appointed to investigate poliomyelitis treatment in general 

and Kenny's in particular, but the findings were not accepted by the state government, 

and the evidence was given in camera, without Kenny present.60 

An interesting aspect of the 1934 Cilento report is its lack of support for orthodox 

massage practitioners, whose practice is presented as rigid and disassociated from the 

patient's welfare.61 Yet, in terms of providing hospital work and extending public 

awareness, poliomyelitis had been generally beneficial to massage practice in Australia. 

A poliomyelitis outbreak in South Australia in 1914, followed by another in 1920, led 

to the upgrading of massage staff and the planned extension of their department at the 

Adelaide Children's Hospital.62 At the Royal Children's Hospital in Melbourne, 

massage staff were increased to meet the challenge, and that hospital was designated a 

5 7R Dungan, "Report of observations on work done by Sister Kenny at the muscle re-education clinic, 
Townsville", in ibid, addendum B, p 5. 

58Willis, 1979 op cit, p 34, examines this strategy as a form of asserting medical dominance. 

59For yet more machinations, see Gillespie, op cit, pp 80-1. 

60D Borchardt, Checklist of Royal Commissions, Select Committees of Parliament and Boards of 
Enquiry, part v, Queensland, La Trobe University Library Publication #14, Bundoora: La Trobe 
University, 1978, p 157; see E Kenny, And They Shall Walk, London: Robert Hale, 1951, p 152, on 
the Victorian government's response to the Royal Commission. 

6 Cilento, op cit, pp 5, 8, 12. 

62M Barbalet, The Adelaide Children's Hospital, 1876-1976, Adelaide: Griffin, 1975, pp 107,109. 
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training hospital for the Australasian Massage Association in Victoria.63 The Royal 

Alexandra Hospital for Children in Sydney acquired similar improvements to its 

massage staff, with a plaster-room built in 1912 for orthopaedic-related work, along 

with a gymnasium which was doubled in size in 1917.64 Even at the Ballarat Base 

Hospital, where massage practitioners found themselves regarded with at best 

indifference and at worst hostility, facilities for treatment were improved in the 

1920s.65 Although these staff increases were usually temporary, the role of massage in 

rehabilitative practice in the hospital system was nonetheless becoming established. 

Orthodox massage practitioners, working under medical supervision and adhering to 

'scientific' principles, had done well out of poliomyelitis up to this point. Why were 

they threatened by Kenny? An examination of the Australasian Massage Association's 

state branches indicates a level of interest in and antagonism towards Kenny and her 

treatments which has been overlooked in other studies of the Kenny controversy.66 

The Australasian Massage Association and poliomyelitis treatment 

Massage practitioners had an interest in poliomyelitis after-care since the inception of 

the Association. The use of electrotherapy to treat poliomyelitis had been discussed 

since 1908, and as far as after-care was concerned, the best that could be done was 

taking "care to prevent deformities".67 For members of the Australasian Massage 

Association, the easiest access to poliomyelitis patients came through hospital practice. 

The Melbourne Children's Hospital sought massage practitioners from the Association 

63 Gardiner, op cit, pp 114, 120, 121. Gardiner also notes that the transition of massage to an 
established ancillary discipline at the Hospital took place in the 1920s, p 122. 

WD Hamilton, Hand in Hand: the story of the Royal Alexandra Hospital for Children, Sydney, Sydney: 
John Ferguson, 1979, pp 77-79. 

65Hyslop, op cit, p 21 A. 

66Thame, op cit; Willis, 1979 op cit. 
51 UNA, 30.9.08, p 101. 
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for their 130 poliomyelitis children, as "massage was practically the only thing that 

could help these children to recover their limbs."68 The need was so great that, when 

the Association was unable to meet the demand, the Melbourne Hospital massage staff 

volunteered for the work.69 Members of the Association nonetheless appear to have 

been in some cases unwilling to take on poliomyelitis patients - as UNA stated sadly: 

One would think that the very idea of the little children suffering from this dread 
disease would have touched the hearts of those who could have assisted in the 
alleviation of their sufferings ... but such was not the case.70 

Brisbane Hospital acquired its first specialised orthopaedic department in 1920, under 

the control of repatriation surgeon G P Dixon and orthopaedic surgeon A V Meehan.71 

Dixon was a founding member of the Royal Australasian College of Surgeons in 1927, 

and the British Medical Association in Queensland formed its section for surgery at the 

same time.72 Connected with this were moves to create a specialised massage 

department at the Brisbane Hospital.73 Yet, professionally speaking, from the late 

1920s, the Queensland branch of the Australasian Massage Association had been 

experiencing difficulties. One source of income, the state insurance cases at Mater 

Misericordia and Brisbane Hospitals, had inexplicably fallen in number.74 As a result, 

the branch had alerted their local British Medical Association's lodge sub-committee, 

seeking referrals to treat lodge members,75 and was considering actually advertising 

their services to the lodges themselves.76 When early cases of poliomyelitis appeared in 

6SUNA, 30.3.09, p 4. 
69ibid. 
1QUNA, 30.10.09, pp 122-3 
7'Meehan was one of the two orthopaedic surgeons murdered in Brisbane in 1955 by a deranged patient. 
See Ch 8, Note 31. 
7 2C Leggett, A study of the Queensland branch of the British Medical Association and the Australian 
Medical Association, Brisbane, unpub, 1980, A M A Archives, Queensland, p 143. 

73R Patrick, A History of Health and Medicine in Queensland, 1824-1960, Brisbane: University of 
Queensland Press, 1987, p 337. 

74APA Qld Min 21.1.30; 18.3.30. 

75APA Qld Min 8.8.30; 21.4.31. 

76APA Qld Min 30.7.31. 
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rural Queensland, the Australasian Massage Association had the Home Secretary 

informed of the Association's existence and their supply of trained massage 

practitioners. This was not mere professional courtesy; the Queensland branch of the 

Australasian Massage Association had more members than it could find work for, 

which was creating pressure on the existing job market for massage.77 

Notified Cases 

Year N S W Vic 

1929 240 
1930 30 
1931 106 
1932 382 
1933 12 
1934 91 
1935 181 
1936 22 
1937 70 
1938 687 
1939 33 

Tot 1,854 

144 
93 
276 
27 
16 
182 
64 
7 

1,369 
807 
42 

3,027 

Table 5.2 

of Poliomyelitis in . 

Qld 

22 
4 
45 
284 
11 
16 
21 
13 
19 
162 
23 

620 

SA 

8 
15 
27 
18 
13 
4 
18 
5 
85 
284 
4 

482 

WA 

10 
4 
-

2 
3 
5 
7 
3 
15 
47 
5 

101 

Tas 

12 
113 
8 
3 
1 

32 
4 
-

299 
707 
1 

1,190 

Australia, 1929-1939 

N T A C T Aust 

_ 

-

-

1 
-

-

-

-

-

1 
1 

3 

440 
1 260 

462 
717 
56 

- 330 
1 296 

50 
- 1,857 
3 2,698 
- 109 

5 7,285 

The control of educational standards and the provision of training was a professional 

goal for every branch of the Australasian Massage Association. This was indicated only 

too clearly by their determination to keep courses running despite a lack of students, 

such as in South Australia before the Great War. When, however, the formation of a 

massage school was suggested for Queensland, in the depth of the Depression, the 

local branch quickly raised a few salient points - "Is the present time opportune for 

starting such a School in view of the fact that there is not sufficient work to absorb all 

those masseuses already trained? "78 A massage school, according to the Queensland 

branch, could only be of benefit if the number of trainees was strictly controlled 

77 Patrick, op cit, pp 338-9. 
7 8 A P A Qld Min, Special Meeting, 5.9.32. 
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according to local needs. If the government could be encouraged to create massage 

departments in country centre hospitals, where massage practitioners could work on a 

part-time basis, then some of the problems might be overcome.79 

There was an ongoing contradiction between the ideal of professional education and job 

protection for existing practitioners. When the branch asked for advice from the 

University of Queensland, they were dumbfounded by the University Registrar's 

willingness to set up a massage school as soon as possible. The branch then protested 

"against the efforts of the University Authorities at endeavouring to inaugurate a 

Massage Training School in Brisbane at this inopportune time."80 Astonished at this 

apparent sacrifice of professional foresightedness in favour of current employment, the 

President of the branch, Dr Power, resigned in protest.81 

The control of competition from unregistered practitioners was partly kept in hand 

through the Nurses and Masseurs' Registration Board. The Queensland branch's 

representative would only forward the names of 'suitable' applicants for membership to 

the Australasian Massage Association. The Registration Board was also able to alert 

the Queensland branch to any threats to members' jobs through unqualified massage 

practitioners working with orthodox medical practitioners.82 Meanwhile, the pressure 

to establish a massage school was being kept up by the University of Queensland, 

encouraged by the new President of the Queensland branch, Dr Harold Crawford, an 

orthopaedic surgeon, in order to facilitate the development of the massage profession 

"alongside that of medicine" and the greater exposure of massage practice to public 

notice.83 

19 ibid. 
80APA Qld Min, 15.9.32. 

81APA Qld Min, 3.10.32. 

82APA Qld Min, 25.9.33. 

83APA Qld Min, 2.8.33. 
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The Kenny 'Attack' 

Part of the 1933 assessment of Kenny's methods carried out by Cilento took place at an 

evening meeting of the Association called by Crawford, at which Kenny demonstrated 

her methods.84 While Cilento found from these observations that some benefits 

emerged, sufficient to warrant further investigation, Crawford did not. He noted three 

positive aspects of her treatment against seven serious complaints,85 reinforcing the 

branch's earlier protest to the Registration Board about Kenny's activities, accusing her 

of 

practising what she calls re-education and training students in the same. As 
re-education is an essential part of physiotherapy and as Sister Kenny is 
untrained and unauthorised by the Board she should not be allowed to either 
practise or teach.86 

Unfortunately for the Queensland branch, the Registration Act could only prosecute 

those who advertised as registered, which Kenny did not.87 The branch then changed 

its approach and began making inquiries into Kenny's nursing background.88 

That Kenny should be given government funding and support to experiment in 

Townsville, when the Queensland branch of the Australasian Massage Association was 

unable to secure any guarantee of hospital appointments to ease their professional 

overcrowding, was galling. When the Kenny clinic was to be set up in Townsville, the 

Australasian Massage Association in Queensland demanded that the government set up 

a scientific investigation into the methods and ethics of "Miss" Kenny's treatment.89 To 

84 Cilento, op cit. 
8 5 APA Qld, Polio File, dated 15.5.34. 
8 6 APA Qld Min, 23.4.34. 

87APA Qld Min, Nurses and Masseurs Registration Board Meeting, 19.12.33. 

88 APA Qld Min, 25.6.34. 

89APA Qld Min, 29.10.34; Kenny, op cit, pp 93, 109, 114-5, on the hostility of the Queensland 
branch. 
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add insult to injury, it was revealed that an unregistered massage practitioner had for 

some years been treating all state insurance cases in Rockhampton.90 Crawford 

believed that the best way to fight this sort of encroachment was through the formation 

of a massage school, which would bring the orthodox medical profession and the 

massage practitioners closer together.91 

The campaign appears to have had some success. At Brisbane Hospital, Crawford 

reported that 

the Medical Profession and the public were recognising more and more the 
necessity for treatment by physiotherapy .... [Tjhis was very evident at the 
Public Hospital where work had increased out of all bounds and where they 
were fortunate in having a Medical Superintendent who had given it his very 
warm support.92 

But the Association realised that it could not compete with Kenny's public profile, and 

therefore eventually appointed two publicity officers 

to bring outstanding cases which have been successfully treated by members 
of the Queensland Massage Association, before the public, through the 
medium of the Australian Medical Magazine [sic] and the Australian Nurses 
Journal.93 

When the Royal Commission into the treatment of infantile paralysis was hearing 

evidence, the Queensland branch offered to send two of its members as witnesses to 

testify "on present orthodox methods of treatment of infantile paralysis and other 

paralytic diseases."94 Their offer was accepted by the Commission. 

90APA Qld Min, Nurses and Masseurs Registration Board Meeting, 12.2.35. 

91APA Qld Min, Annual Meeting 23.7.34; Annual Meeting 29.7.35. 

92APA Qld Min, Annual Meeting 29.7.35. 

93 APA Qld Min, 21.10.35. 

94APAQldMin, 18.11.35. 
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The Queensland branch kept up steady pressure on government authorities to improve 

the position of orthodox massage practitioners, informing the Home Secretary, Ned 

Hanlon, in 1934 that 

We feel that massage is now taking a definite position in the medical world in 
the treatment on [sic] injuries and many diseases. The term Massage includes 
Massage, Medical Electricity, Medical Gymnastics and Muscle Re-Education. 
This treatment should be available to all sections of the community. At present 
this is not so .... W e should like to suggest that such an objective can be 
attained by the equipment of Physio-Therapy Departments in all the large 
public hospitals.95 

Crawford also contacted Cilento personally on the subject of Kenny, and was referred 

to the Commission. The resume of his letter to Cilento included the observation that 

"We also considered that Sister Kenny has used political influence and press publicity 

to popularise her method of treatment which is denied to professional bodies."96 

Crawford stood by his Association; he was anxious for a good representation of 

Australasian Massage Association members at the upcoming Canberra medical 

conference, "on account of Sister Kenny intending to be present and knowing that she 

would be well supported."97 

The perceived insecurity of the Queensland branch of the Australasian Massage 

Association was important in later campaigns against Kenny: the Queensland branch 

kept up a steady flow of communication with other branches, warning them about 

Kenny's activity and the threat it posed to their own newly-established interests. When 

Kenny moved south, so did the warnings. In 1935, a Kenny Clinic was established at 

Sydney's Royal North Shore Hospital, where again Kenny's methods were subjected 

to minute scrutiny.98 While the Australasian Massage Association in New South Wales 

95APA Qld, Polio File, 12.3.34. 

96 APA Qld, Polio File, Crawford to Cilento, 23.4.35; Cilento to Crawford, 5.11.35; file copy of 
resume, undated, p 2. 

97APA Qld, Polio File, Martin to Evans, 9.4.36; also 1.4.36. 

98Willis, 1979 op cit, p 33. 
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felt less pressure from Kenny, they were still interested from the early 1930s in 

monitoring her activities. The NSW branch secretary wrote to the secretary of the 

Australasian Trained Nurses' Association, making "a few private enquiries [sic]"99 

about Kenny, and forwarding the results to Dr Graham, one of the medical 

practitioners closely associated with the NSW branch: "I hear incidentally that the 

Australasian Massage Association here [in Queensland] are afraid to make too much 

fuss in case the Government takes it into its own hands to register her as a 

Masseuse."100 The secretary added for Graham's benefit that "we must tread very 

warily" as far as Kenny was concerned.101 When Kenny was given government 

funding to participate in the Townsville study, the NSW branch asked their Queensland 

counterparts for an explanation: "this Government recognition is really astonishing -

does this not contravene the provisions of the Nurses and Masseurs Act[?]"102 The 

Queensland branch had their own suspicions: 

unless she [Kenny] has had some outside influence with the Home Secretary 
or an influential member of his department who enjoys nothing more than to 
set at naught advice given by members of the Medical Profession. You may 
notice there is nothing said about massage in the paper, they call it "re
education".103 

The NSW branch were divided on the Kenny threat to their practice. Their non

medical counterparts in Queensland urged them to take action as quickly as possible to 

contain Kenny: the secretary of the Queensland branch wrote to NSW, insisting that "it 

won't be any use having training schools if a Labour [sic] Government can establish 

9 9APA N S W , Sister Kenny file, Evans to Spooner, 18.2.33; Evans to Spooner, 18.11.33 
(confidential). This was followed by extensive correspondence to establish Kenny's identity and her 
nursing training, 12.12.33, 7.5.34, 12.5.34, 17.5.34, 28.5.34, 31.5.34, 9.7.37. 

100APA NSW, Sister Kenny file, Evans to Graham, 17.5.34. Graham later became president of the 
branch, from 1936-9. 

mibid. 

102APA NSW) Sister Kenny file, Evans to Fraser, 17.3.34. 

A P A N S W , Sister Kenny file, Fraser to Evans, 21.3.34. 
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training centres - our hands are tied unless we can show her [Kenny] up."104 Yet a vote 

on whether to take action against Kenny or not at the 1935 annual meeting came out at 

28 for and 28 against action.105 The Association's medical allies, too, seemed less 

worried - possibly because Kenny's practice did not threaten their own work as directly 

as it did the Australasian Massage Association: 

We have forwarded from the Massage Association in Queensland a protest to 
Cilento as Director of Health and Medical Services .... Cilento agrees that it 
[Kenny's method] is all rot .... It is hard indeed when our medical men 
support such rubbish.106 

As Kenny's work at Royal North Shore Hospital received more publicity, the NSW 

branch began to take notice, sending a formal protest to the NSW Minister for Health 

over an article appearing in The Hospital, the official organ of the Hospitals 

Commission "against the undue publicity and at least implied approval of these 

methods while a clinic with the avowed object of submitting these methods to an 

unbiased test is being established in Sydney."107 By August 1935, the NSW branch 

was debating whether to make a public pronouncement on Kenny or not. Their 

president, Dr Thring, advised caution lest the branch be accused of "persecution", but a 

year later the question was still unresolved.108 One member was given permission to 

attend a Kenny clinic for instruction, and Dr Wade, also active in the NSW 

Australasian Massage Association, urged tolerance and an "open mind" as far as 

Kenny's methods were concerned.109 When the matter was finally put to another vote, 

104APA NSW, Sister Kenny file, Stoddart to Evans, 19.12.34. 

105APA NSW Min, Book 1, 1935 Ann Meet, 20.6.35, p 127. See also Confidential General Meeting, 

8.10.36, pp 160ff. 

106APA NSW, Sister Kenny file, Crawford to Graham, 3.5.35. 
107APA NSW, Sister Kenny file, President and Secretary N S W branch to Fitzsimmons, 12.8.35. 

108 APA NSW Min, Book 1, 2.8.35, pp 130-1. 

109APA NSW Min, Book 1, 30.4.36, p 149; 6.8.36, p 158. 



139 

the decision to remain open-minded and to wait for proof of the efficacy of her methods 

was supported by 57 to l.110 

Thus, the NSW branch's reaction to the early years of Kenny's activity was 

dramatically different from that of the Queensland branch. Government involvement 

was of less concern, as most of the branch's practitioners were in private and/or 

honorary practice: in March 1938, only five of the 208 members listed were salaried 

employees of hospitals.111 The NSW branch had not yet felt pressured to agitate for a 

Registration Act, which, like Queensland's opposition to the establishment of a training 

school, provides an example of how theoretical patterns of professional development 

can be apparently contradicted or overridden by a developing profession. In this case, 

the NSW branch saw the lack of a registration act as an advantage. One member argued 

that "the Association is successfully controlling massage" and "thought it inadvisable 

that any steps should be taken which would result in recognition of the unqualified."112 

Privately, relations between Kenny and the NSW branch remained frosty. Kenny had 

not permitted any members of the branch to enter her clinic, prompting the NSW 

secretary to write unofficially to her Queensland counterpart: 

You, of course, saw newspaper reports of the Kenny fiasco! She still 
maintains her attitude and politely refuses to allow anyone to see over the 
clinic. W e are informed that at a public meeting she stated that she had 
"invited the members of the Australasian Massage Association to see her work 
and the invitation had been declined" - there is an impolite word of four letters! 
113 

The Royal North Shore report indicated the shape of things to come for the Kenny 

method: claiming that Kenny's results were no better than what could have been 

110APA NSW Min, Book 1, General Meeting (confidendal), 8.10.36, pp 159-60. 

1UAPA NSW, Sister Kenny file, AMA (NSW) March 1938 membership list. 
11 2APA N S W Min, Book 1, 25.6.36, Annual Meeting, p 167. Another member stated that he was 
opposed to professions seeking legislation to protect their interests, ibid, p 168. 

1 1 3APA Qld, Polio File, Evans to Hopkins, 14.5.36. 
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achieved with a fully funded orthopaedic specialist hospital, it advocated the absorption 

of Kenny-trained staff into this projected institution.114 This would re-establish the all-

important "continuity of ideas and practice" which had been condemned by Kenny 

herself in her contribution to the Queensland 1934 report.115 The sympathetic view of 

orthodox massage treatment expressed by the NSW report indicates that the 

Australasian Massage Association in NSW could be confident of orthodox medical 

support, which stood them in good stead when the major outbreak of poliomyelitis in 

the late 1930s increased the demand for their services.116 There was also an element of 

personal satisfaction in the arrest of Dr Francis Guinane, an early supporter of 

Kenny's, for self-supplying of cocaine and heroin in 1939.117 

When Kenny left Australia for a visit to Great Britain in mid-1937, the federal secretary 

of the Australasian Massage Association took action. Vida Kirkcauldie warned the 

secretary of the Chartered Society of Massage and Medical Gymnastics (CSMMG), the 

official professional organisation for massage and allied practitioners in Great Britain, 

that "Miss Kenny carries no credentials from the Australasian Massage Association". 

Kirkcauldie followed this up in late 1937 with one of the Australasian Massage 

Association's most damaging blows against Kenny's credibility. Kenny had claimed 

on her return to Australia that a number of British hospitals had offered her facilities 

and teaching resources.118 Contacting the CSMMG, it was quickly ascertained that 

114Willis, 1979 op cit, notes that no proof was provided of this claim by orthodox practitioners, p 34. 

115NSW. Elizabeth Kenny Clinic, Royal North Shore Hospital: Report by Special Medical Committee 
on results obtained from the treatment of paralysis, N S W Parliamentary Papers, 1937-38, p 1074. See 
also NSW Parliamentary Debates, [ N S W PD] 1937-8, vol 152, pp 1233-4 for Fitzsimmons' view of 
"orthodoxy"; E Kenny, "Report of Conduct and Efficiency of Staff, in R Cilento, op cit, addendum A, 
pp 1-3. 

116NSW, Elizabeth Kenny Clinic, Royal North Shore Hospital: Report by Special Medical Committee 
on results obtained from the treatment of paralysis, Section E, "General Comment". 

117APA NSW, Sister Kenny file, news clippings Brisbane Telegraph, 20.2.1935; Sydney Morning 
Herald, 13.12.39. 

118 Brisbane Telegraph, evening ed, 25.11.37, pi. 
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none of the hospitals Kenny had named had offered her any form of support. Letters 

testifying to this were sent to the Australasian Massage Association, who passed them 

on to Raphael Cilento.119 While Cilento had been warned by Hanlon in 1935 not to 

have any further dealings with the Kenny controversy, it would seem that he 

maintained an active interest in proceedings.120 

The Queensland Royal Commission, set up in 1935 and reporting in January 1938, 

was chaired by Dr C A Thelander, and consisted of: Drs L J J Nye (onetime president

elect of the British Medical Association in Queensland and lecturer to the Australasian 

Massage Association121 ); A E MacDonnell (resigned due to ill health); J Bostock 

(resigned); A E Paterson; L W N Gibson (orthopaedic surgeon); J V J Duhig; and R S 

Lahz (orthopaedic surgeon and later president of the Queensland branch of the 

Australasian Massage Association). Its findings were not sympathetic to Kenny. And 

in what must have registered as a moment of triumph for the Queensland branch of the 

Australasian Massage Association, the doctors on the commission criticised the 

"enthusiastic adoption of Miss Kenny's proposals" and the "conservative attitude of the 

[Home Secretary's] department to the effort of the Massage Association to co-operate 

in the treatment of paralytic cripples in country clinics."122 The Queensland branch had 

their president to thank for this last statement: Crawford had sent a copy of one of the 

many requests made to the Home Secretary for extended massage facilities at country 

hospitals to the Royal Commission.123 

119APA Qld, Polio File. The letters were: 7.12.37, Royal Council for the Care of Cripples; 18.12.37, 
Guy's Hospital; 20.12.37, Wingfield Morris Orthopaedic Hospital; 20.12.37, Charing Cross Hospital; 
21.12.37, King's College Hospital; 22.12.37, covering letter from C S M M G . Cilento returned them 
to the Australasian Massage Association with a covering letter, 15.1.38. 

120Gillepsie, op cit, p 81; Thame, op cit, p 353, cited in Willis, 1979 op cit, p 33, who reports that 
Cilento chaired the Royal Commission set up in October 1935. 
1 2 1 APA Qld Min 20.2.33; Leggett, pp 66-7. 

122Courier Mail (Brisbane), 11.1.38, p 1. 

123APA Qld, Polio File, 12.2.36, copy of letter dated 13.3.32. . . 
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Possibly the most significant effect of the Kenny controversy for the N S W branch of 

the Australasian Massage Association was the decision in 1938 to draft a bill for the 

registration of massage practitioners.124 Basing the draft on the Victorian legislation, 

the NSW branch made some modifications, including the substitution of the word 

"physiotherapy" for "massage". The Registration Board was to consist of two medical 

practitioners, one of whom would be an orthopaedic surgeon, and four others, of 

whom three would be members of the Australasian Massage Association or be 

nominated by them.125 The Bill was not to be passed until 1945, but the Kenny 

controversy had worked a change of opinion in the branch as far as registration was 

concerned. 

In Victoria, the 1937-8 poliomyelitis epidemic was particularly virulent, with 2 176 

cases recorded by the end of 1938.126 In response, the Victorian government 
i 

established in late 1937 an After-Care Committee which included: Dr H N Featonby, 

representing the state health department; Dr Frank Scholes, who had testified before the 

Royal Commission on Health in 1925, and who was at that stage medical 

superintendent of the Fairfield Infectious Diseases Hospital; two representatives of the 

Victorian Society for Crippled Children; and two consultant orthopaedists, Drs 

Colquhoun and Macnamara.127 The NSW branch of the Australasian Massage 

Association corresponded with the Committee, which arranged posts for twelve NSW 

massage practitioners in Victoria. In response to the epidemic, the NSW branch 

mobilised all past and present members, and considered waiving the minimum age 

124 APA N S W Min, Book 2, Annual Meeting 1938, pp 33-4. 

125APA NSW Min, Book 2, 3.10.39, p 40. 

126See Table 5.2. 
12777ze Age (Melbourne), 8.11.37, Dame Jean Macnamara Collection, Australian National Library, 
Canberra, M S 2399/4/1. 



143 

requirement for enrolling in the massage course.128 The Queensland Royal Commission 

had done some damage to Kenny, but not enough to prevent the establishing of a 

Kenny clinic in Melbourne in 1938.129 This caused panic in the ranks of the Victorian 

branch of the Australasian Massage Association: 

There were definite indications that the Massage Registration Act would be 
amended, or abolished, and the work of treating Poliomyelitis cases given to 
nurses, if there were active opposition to Miss Kenny, therefore the 
Committee of the Victorian Branch, after careful consideration, decided that no 
member would be penalised if she elected to work with Miss Kenny.130 

The panic was perhaps justified, but would soon be settled. Kenny had lost much of 

her popular support, especially after her public rebuke by Lady Latham at the Federal 

Conference on Crippled Children held in April 1936, when she refused to demonstrate 

her methods.131 The Victorian Consultative Committee on Infantile Paralysis, the 

forerunner of the After-Care Committee, showed no preference for Kenny in their 

statement of November 1937: "Up to the present [the Committee] has been unable to 

obtain any authenticated facts on the results of treatment by Sister Kenny's methods or 

any reports on this matter which it can regard as reliable."132 

When the Victorian branch of the British Medical Association wrote to the Premier of 

Victoria, a copy was sent to the Consultative Council, defending the orthodox 

treatment, including massage practitioners: 

From the unbridled publicity that has been given to what is known as Sister 
Kenny's treatment of poliomyelitis [and] the natural reticence of medical 
practitioners to advertise their methods ... it may have appeared that the 
treatment in Victoria lags behind that in other States and in other countries .... 

128 APA NSW Min, Book 2, 2.12.37, p 4; 27.1.38, p 5. 

129Kenny clinics were established in Australia as follows: Townsville (1932), Brisbane (1935, 1939), 
Toowoomba (1935), Cairns (1936), Newcastle (1937), Sydney (1937), Melbourne (1938), Hobart 
(1938) and Rockhampton (1939). Wilson, op cit, p 13. 

130APA Qld, Polio File, Campbell to Martin, 14.4.38, p 1. 

131 See note 97. This was what Evans called the "Kenny fiasco", note 113. 

132Reported in Argus, 9.11.37, p 3, Dame Jean Macnamara Collection, Australian National Library, 
Canberra, M S 2399/4/1. 
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[A] great deal of experience has been obtained by the orthopaedic specialists 
and masseurs in this State.133 

From its inception, the After-Care Committee gave the Victorian branch of the 

Australasian Massage Association its full support. The extension of the travelling 

massage service to country areas involved Australasian Massage Association members 

and also provided an opportunity to broaden community awareness of massage 

practitioners and their work. Massage followed in the path already established by 

infant and maternal nursing care, with home visits and the establishment of its presence 

in the domestic sphere as part of a system of health care which involved personnel 

other than the medical practitioner. The massage practitioners did not, however, enjoy 

the unqualified support of all medical practitioners. Dr C MacKay argued that massage 

departments should not be given responsibility for performing muscle re-education, 

instead choosing the orthopaedic nurse to perform this treatment: 

I have yet to see any benefit follow either [massage or electricity] in this disease 
.... Medicine and nursing have to resist the constant encroachment on their 
legitimate preserves of treatment by those auxiliaries, who, called in originally 
as helpers, remain as rivals for the meagre rewards of professional practice.134 

The publicity gained through working with the After-Care Committee was vital to the 

further development of the Australasian Massage Association in the eastern states. It 

was by this means that they attracted the attention of two important audiences, the 

public and the state, which brought acceptance of their role in the health care structure 

and government funding. Public opinion played a greater role in this matter than in any 

other episode in the history of rehabilitation in Australia. Indeed, this appears to be the 

only period during which popular opinion had an effective role in determining the 

delineation of rehabilitative orthodoxy. The After-Care Committee also encouraged an 

133Reportedin/ige, 16.11.37, p 14, Dame Jean Macnamara Collection, Australian National Library, 
Canberra, M S 2399/4/1. 

134MacKay, op cit, p 28. 
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extensive publicity campaign in the popular press.135 The Melbourne Herald stressed 

the high educational levels of the Australasian Massage Association working with the 

After-Care Committee, reporting on a statement issued by the Australasian Massage 

Association in Victoria, while the Sun reported on the "little army of masseurs from the 

After-Care Committee" who were working with crippled children.136 The Argus 

described the orthodox practitioners as producing results which "have exceeded 

expectations ... the massage staff being excellent."137 Dr Featonby, the state health 

department's representative on the After-Care Committee, urged the extension of 

massage services in Victoria, calling for greater incentives to be offered to the massage 

staff to encourage practitioners from other states to come to Victoria.138 

There was also a more subtle purpose to this press campaign, and that was the 

integration of the Kenny method into orthodox medical practice. While this has been 

discussed extensively in Willis and Thame, this integration did not only involve 

medical practitioners but also massage practitioners, who were working directly with 

methods similar to Kenny's. The Age as early as December 1937 was describing the 

role of the massage practitioner in muscle re-education,139 and by March 1939, both the 

Herald and the Argus were discussing the "co-ordination" of the Kenny method and 

orthodox massage treatment.140 Staying on the side of orthodox medical practitioners 

135The role of the popular press in the Kenny controversy has been noted by Willis, 1979 op cit. 
Despite the AMA(Vic)'s claims that the press threw its full weight behind orthodox practice, A P A Qld, 
Polio File, Campbell to Martin, 14.4.38, p 2, there was still a substantial number of pro-Kenny 
articles in Melbourne newspapers. 

U6Herald, 20.11.37, late ed, p 3; Sun, 24.11.37, p 9, Dame Jean Macnamara Collection, Australian 
National Library, Canberra, M S 2399/4/1. 
137Argus, 1.12.37, Homecraft section, Dame Jean Macnamara Collection, Australian 
National Library, Canberra, M S 2399/4/1. 

138Reported in Sun, 15.12.37, also Age, 15.12.37, Dame Jean Macnamara Collection, 
Australian National Library, Canberra, M S 2399/4/1. 

139Age, 10.12.37, p 3, Dame Jean Macnamara Collection, Australian National Library, 
Canberra, M S 2399/4/1. 

H0Herald, 13.3.39, p 10; Argus, 17.3.39, p 11, Dame Jean Macnamara Collection, 
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proved successful for the Victorian branch of the Australasian Massage Association, as 

their secretary informed the Queensland branch in 1938. Their decision not to interfere 

publicly in the Kenny controversy was "justified by results, and 22 patients is a small 

price to pay for peace, and the work of looking after 2000 other cases, which is in the 

hands of members of our Association."141 

Jean Macnamara and the Kenny Controversy in Victoria 

This third reaction to Kenny's perceived intrusion into rehabilitative practice differed 

considerably from Queensland's confrontation and NSW's laissez-faire approach. The 

Victorian branch, aware of the potential threat posed by Kenny, did not rely on the 

British Medical Association (Victoria) for support.142 Instead, by accident or design, 

they relied on the work and word of Jean Macnamara, whose interest in the 

poliomyelitis after-care campaign included strong support for the Australasian Massage 

Association as a tool against her professional and personal rival, Elizabeth Kenny. 

Macnamara had been active in research into and treatment of poliomyelitis in Australia 

throughout the 1930s, including the 1931 epidemic, which in one study reported a rate 

of 10% permanent and noticeable crippling of child patients.143 During the 1931 

epidemic, she had worked in the organisation of poliomyelitis after-care in Tasmania. 

Her recommendations, accepted by the Chief Secretary, included: the appointment of 

Australian National Library, Canberra, MS 2399/4/1. Coordination was to be used in future years as a 
euphemism for medical dominance and control of rehabilitative practice, especially after the Second 
World War, as the battle for control of rehabilitation waged between vocational and medical 
practitioners. 

141 APA Qld, Polio File, Campbell to Martin, 14.4.38, p 2. 

142In 1935, the branch had written to the BMA (Vic) about Kenny, but the matter was referred to a 
sub-committee, who withheld discussion until the N S W report had been obtained. Australian Medical 
Association, Victorian branch minutes, 24.7.35, p 110. [ A M A Vic Min] 

143BMA (Vic) statistics, taken from a study of 200 consecutive patients at the Children's Hospital, 
producing a rate of 1 0 % cure, and discussed in the letter to the Premier, reported in the Sun, 24.11.37, 
p 9, D a m e Jean Macnamara Collection, Australian National Library, Canberra, M S 2399/4/1. 
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three masseuses skilled in muscle re-education to the southern district under the control 

of Dr A W Shugg; one massage practitioner to work in the north-western district with 

Dr Dorothy Staley; and arrangements for massage practitioners to be given 

postgraduate training in Melbourne, after which they could work under Dr C Craig in 

Launceston.144 The pattern of orthodoxy was reaffirmed: the massage practitioners 

were to work as subordinates under the direction of orthodox medical practitioners. 

This was a pattern with which the Australasian Massage Association was familiar, and 

which conformed to their standards of ethical behaviour. Macnamara was an ideal ally 

for the Australasian Massage Association in Victoria. Her role as the British Medical 

Association's representative to the Canberra conference on poliomyelitis145 and her 

public image in the popular press meant that she could liaise with the medical 

profession, the government and the public.146 Macnamara's influence in determining 

the standards of orthodox treatment in Australia cannot be underestimated and her 

opposition to Kenny sprang partly from this. 

In 1932-3, Macnamara made a research trip to Great Britain and US with Rockefeller 

fellowship funding. In Britain, visiting a number of orthopaedic hospitals, she was 

distressed by 

the lack of measures to prevent deformity in the intervals between treatment 
.... [T]he visit ...was valuable for, among other things, its demonstration of 
the deformities and crippling which follow neglect of the application of 
conservative orthopaedic methods.147 

l44Examiner (Tasmania), 31.7.31, p 6; Mercury (Hobart), 30.6.31, Dame Jean Macnamara Collection, 
Australian National Library, Canberra, M S 2399/4/1. 

145AMA Vic Min, 22.4.31, p 57. 

146Articles highlighting Macnamara's role in poliomyelitis treatment include: Age, 14.8.31, p 5, also 
12.5.32; Argus, 31.1.30, p 8, also 12.5.32; Sun, 5.2.32, p 7. Letters supporting her during the 1937-
8 epidemic include: Age, 21.7.37, 29.7.37; Sun, 16.7.37, 20.7.37; Herald, 24.7.37, Advertiser, 
29.7.37. Copies of these can be found in the Dame Jean Macnamara Collection, Australian National 
Library, Canberra, M S 2399/4/1. 

147Macnamara, 1933 op cit, p 4. 
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Meeting with the arbiter of orthopaedic orthodoxy, Sir Robert Jones, she found that his 

beliefs tallied with hers.148 Yet at most of the hospitals in both Britain and the United 

States, Macnamara found poor splinting, under-trained physiotherapists, and the 

usurpation of hydrotherapy over all other forms of treatment. She concluded that the 

trip had convinced her that "the care we took in Melbourne is worth the trouble .... I 

cannot help being saddened by the vast amount of needless crippling which is allowed 

to follow poliomyelitis."149 Macnamara also praised the Australasian Massage 

Association in Victoria: 

I feel that in many countries the solution must lie in the hands of trained 
w o m e n working under supervision. In Victoria, until the Masseuses 
Registration act [sic] was passed the same unsatisfactory state existed as exists 
here at present - nothing to differentiate a well-trained, capable worker ... 
from a girl [with] six weeks' experience, knowing just enough to be a 
menace.150 

While in Canada, Macnamara had encountered a popular doctor who was reputed to 

have healing hands: 

The thousands of patients who flock to him seeking help from the laying on of 
hands, provide an instructive commentary on the ignorance and neglect among 
orthodox practitioners of the principles of conservative orthopaedics. 
[Patients] were puzzled and disappointed that no miracle had cured them.151 

The elements which were impressed upon her - lack of orthodox splinting, the 

untrained treating cases, an excessive reliance on methods such as hydrotherapy and 

the distrust of charismatic personalities in medical treatment - all combined to determine 

Macnamara's response to the Kenny method when she returned to Australia. Kenny 

espoused everything Macnamara had condemned in her report, yet the state was 

funding Kenny's activities. Kenny had also appropriated something less tangible from 

Macnamara. In the 1930s, part of Macnamara's role in the popular press was that of 

Hgibid, pp 11-12. 

U9ibid, p 34. 

l50ibid, p 35. 

151 ibid, p3\. 
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"friend" to crippled children. The Herald, with the headlines "Crippled But Happy -

Children Await Their Friend - Have Faith", depicted Macnamara as the figure watched 

for at the ward's door, the one who would mend the maimed.152 In terms of popular 

appeal, Kenny took on this role in press reports as her popularity rose. 

In order to fight Kenny's methods, Macnamara needed to impress upon government 

authorities and voluntary bodies the need to maintain orthodox treatment. She was part 

of the Medical Advisory Committee for the Victorian Society for Crippled Children, as 

well as on their publicity and propaganda committee with Dr John Galbraith and Lady 

Latham.153 With her appointment to the After-Care Committee, Macnamara was in a 

position to push for the use of orthodox trained massage practitioners, who were to 

provide a legitimate alternative to the introduction of Kenny's methods. At the annual 

meeting of the National Council of Women, Macnamara described poliomyelitis after

care as "a challenge to the community, especially to the army of women, nurses, 

masseuses and mothers."154 This was followed by a number of articles in Melbourne 

newspapers, in which Macnamara stressed the importance of massage practitioners' 

work in "the homes where the after-care of the children is being carried on."155 

Macnamara's position as honorary medical officer to at least one free kindergarten may 

have assisted the Australasian Massage Association in Victoria to obtain the Free 

l52Herald, 4.11.33, p 11, D ame Jean Macnamara Collection, Australian National Library, 
Canberra, M S 2399/4/1; Kenny, op cit, p 160. 

153Victorian Society for Crippled Children, 2nd Annual Report, 15 Sep 1936 - 31 Dec 1937, Dame 
Jean Macnamara Collection, Australian National Library, Canberra, M S 2399/13/202. Macnamara had 
held the position of secretary to the A M Whiting Memorial Trust, set up in 1930 to provide 
assistance to poliomyelitis victims. She also claimed to have been responsible for the introduction of 
muscle reeducation into the AMA(Vic) curriculum, Macnamara, 1951 op cit, p 294. 

154Reported in Sun, 26.11.37, Dame Jean Macnamara Collection, Australian National 
Library, Canberra, M S 2399/4/1. 

155Argus, 27.11.37, Dame Jean Macnamara Collection, Australian National Library, Canberra, MS 
2399/4/1. 
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Kindergarten Union of Victoria's co-operation in treatment.156 In an astonishing 

turnaround, Smith's Weekly, which had been enthusiastically pro-Kenny during the 

Royal Commission investigation, described the massage service as consisting of 

"young society folk" all highly skilled and well-organised by Macnamara, who had by 

this stage become the director of the massage staff on the After-Care Committee.157 

Macnamara was also able to keep the British Medical Association in Victoria's attention 

directed at least partly to the poliomyelitis epidemic, no mean feat as at the time the 

branch was preoccupied with fighting the National Health and Pensions Insurance 

Bill.158 She, Colquhoun and Scholes all addressed a symposium on the present state of 

poliomyelitis in Victoria in late 1937.159 Macnamara was able to influence the progress 

of the Australasian Massage Association through the epidemic and protect it from 

external intrusion. 

Summary 

The Australasian Massage Association did not really unite against a common enemy in 

response to Kenny's challenge, but her threat to their activity led to inter-branch 

communication and action on an unprecedented level. Although centralisation of 

control and organisation was by no means achieved for the Association, the benefits of 

the wide use of its name meant that practitioners in states which were not as severely 

attacked by poliomyelitis in the 1930s could still benefit from the controversy. What 

was most important was that the Association had gained state and public attention in a 

[56Herald, 16.9.37; 20.11.37, p 3, Dame Jean Macnamara Collection, Australian National Library, 
Canberra, M S 2399/4/1. 

l57Smith's Weekly, 11.12.37, p 4; Argus, 17.1.38, Dame Jean Macnamara Collection, 
Australian National Library, Canberra, M S 2399/4/1. 

158Gillespie, op cit, pp 90-105; also AMA Vic Min, 21.10.37, p 236, paper entitled "Organisation of 
Medical Profession in Australia", p 3; 21.10.38, p 243. 

159AMA Vic Min, 8.12.37, notice of meeting 15.12.37, p 21. 
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public battle over orthodoxy, and thanks to its policy of association and alliance with 

the medical profession, it had gained the advantage. The 'coordination' of the Kenny 

treatment and orthodox forms of treatment established another element in the medical 

dominance of rehabilitation. The pattern of providers of rehabilitation - general 

practitioner, orthopaedic surgeon and massage practitioner - had been extended to 

include almoners representing public hospitals, social workers, and voluntary 

organisations, but these were still hierarchical, with the medical practitioner in a 

position of dominance. Kenny herself had not been 'legitimised' but her methods of 

treatment had - something that went largely unnoticed because of her confrontation with 

the medical and ancillary professions. The manipulation of poliomyelitis treatment's 

history in Australia allowed for the provision of a 'pedigree' for the Kenny treatment 

which omitted her altogether. 

Poliomyelitis advanced the professional development of rehabilitation in Australia, 

through its strengthening of the position of the Australasian Massage Association in 

three states. The increased importance of orthopaedics as a method of treatment led to 

the formation in 1936 of the Australian Orthopaedic Association, extending the 

recognition of orthopaedics as a specialisation within surgery. Increased government 

interest in rehabilitating poliomyelitis cripples, combined with the Nuffield Trust 

bequests, meant that adults' and children's hospitals across Australia were n o w 

equipped with extensive orthopaedic and massage facilities. The uneven distribution of 

these facilities, however, meant that they could not be used to form a good 

infrastructure upon which to build an effective and comprehensive rehabilitation service 

after the Second World War. The experience gained by rehabilitative practitioners, 

both medical and ancillary, remained, as did the policy of using rehabilitation as a 

means of saving government spending on invalid pensions.160 The influence of this 

aspect of rehabilitation was to take on far greater significance, as the healing of 

160Killalea, op cit, p 173. 
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potential wage-earners added to the clientele of rehabilitation, extending its basis within 

the community to include all those whose bodies were to be reconstructed as 

Australia's national economy was reconstructed. 



C H A P T E R SIX Reconstructing the Body Politic: Rehabilitation 
and Post-War Reconstruction, 1940-1950 

... the emphasis is on full employment because it means 
building up the nation's capacity to produce a regular and 
rising flow of goods and services which will bring within 
the reach of all freedom from economic worries, the 
enjoyment of comfort, the realisation of some of our 
ambitions for personal development and bringing up of 
happy, healthy, well educated families.1 

The mind of an invalid reacts differently from that of a 
healthy person. To some invalids, the very thought of 
work, or the notion that they are compelled to do 
something, seriously upsets them.2 

The Second World War, like the preceding conflict of 1914-18, created large numbers 

of maimed and disabled bodies which required professional reconstruction. To this 

extent, it created work for specialists in rehabilitation in Australia. New elements were 

involved, however, which combined professional opportunity with professional 

danger. A new ideology emerged, raising the ideal of rehabilitation from a cure of the 

'sickness' of disability to a comprehensive strategy for reconstructing a nation. The 

Labor governments of 1941-1949, like social-democratic governments elsewhere in the 

West, sought to heal the wounds of Depression and warfare through the creation of a 

welfare state dedicated to achieving full employment. They sought 'rehabilitation' of a 

depressed and disabled nation to employment and health. 

The state and its activities had a direct impact on existing actors involved in 

rehabilitation. Ideologically, the goal of Australia's 'rehabilitation' corresponded to the 

mens sana in corpore sano principle of rehabilitation which had evolved after the Great 

War. Specifically, the state became involved in the treatment and repatriation of the 

war wounded to a new extent. A second specific impact was the establishment of the 

!J B Chifley, Social Security and Reconstruction, P W R , c.1945, cited in J Tipping, Back on Their 
Feet: a history of the Commonwealth Rehabilitation Service, 1941-1991, Canberra- A G P S 1992 
39. 
2TomSheehan, CPD, 29.10.41, p 646, cited in ibid, p 6. 
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Commonwealth Rehabilitation Service (CRS), which quickly attempted to seize control 

of the rehabilitation agenda. Specially designated rehabilitation hospitals emerged in 

the Australian health care system, and new aspiring professional groups were 

encouraged to "hitch their destiny" to the rising star of rehabilitation, enhancing their 

status as orthopaedics and massage had done before them. 

Existing professionals, however, reacted with caution rather than enthusiasm to these 

developments. While welcoming expanded job opportunities and extensions of the 

medical gaze, their professional associations consistently urged the maintenance of 

existing professional positions, rather than the reconstruction of rehabilitation along 

grand new lines. Doctors working in rehabilitation made up only a fraction of the 

membership of the British Medical Association. Their medical confreres saw the threat 

of nationalised medicine lurking behind most of the state-sponsored initiatives in 

rehabilitation. When medical professionalism and state initiatives collided (as they did 

throughout the 1940s), orthopaedic professionals put solidarity with their doctor 

colleagues ahead of the enticing horizons of comprehensive rehabilitation. 

Massage, transformed into physiotherapy in the 1930s, reacted somewhat differently. 

The outbreak of war revived for female practitioners the threat of humiliating 

associations with nursing and less-trained medical auxiliaries. In the post-war period, 

the Australian Physiotherapy Association3 welcomed state government legislation to 

cement their partnership with government-sponsored rehabilitation efforts, while 

devoting considerable energy to excluding other groups from becoming co-partners in 

rehabilitation. 

•'The Australasian Massage Association changed its name in 1941 to the Australian Physiotherapy 
Association. 
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These pressures resulted in the state facing the greatest opposition to its wide-scale 

efforts at comprehensive rehabilitation. This opposition was coming from the very 

professionals whose assistance they had most reason to expect. State government and 

local agencies caved in to some of the demands of their opponents, but not all of them. 

The CRS and rehabilitation hospitals went ahead on a less ambitious basis, 

consolidating the schism between medical and vocational rehabilitation in Australia 

which had formed in the years immediately following the Great War. 

Defining rehabilitation, 1943-1950 

The term "rehabilitation" is sometimes used without thought of its meaning, 
and although most people have a general idea of its significance, opinions 
differ regarding the scope of what should be done in its name.4 

In this trenchant analysis, the Medical Journal of Australia touched a key issue in 

rehabilitation: what did it mean? Rehabilitation was more exposed to government 

interest in the war years than ever before, thanks largely to the Interim Reports of the 

Joint Parliamentary Committee on Social Services, set up by the Menzies government 

in 1941 and inherited by the Curtin Labor government. Among its proposals was the 

establishment of a broad-based rehabilitation service for civilians as well as the war 

injured. As 'rehabilitation' became part of the commitment to full employment, its 

definition focussed on vocational rather than medical aspects. In order to ensure that 

state attention would bring greater professional rewards, groups within the health care 

and social services systems also defined their own agendas for rehabilitation's 

development. The most comprehensive definitions of rehabilitation in this period came 

from the medical profession, and it was these definitions which shaped (and were 

shaped by) early state responses to rehabilitation. 

*MJA, 1943(1), p 561. 



156 

Medical definitions of rehabilitation 

Rehabilitation, to the medical profession, meant the restoration of its own members to 

their previous status and positions after the war had ended. But there were also a 

considerable number of participants in the hostilities who were not members of the 

medical profession, and for these as for their own members, the Medical Journal of 

Australia had a simple answer: "in the provision of suitable work lies the secret of post

war reconstruction."5 The essence of rehabilitation, then, lay 

not in pensions and not in monetary or other aid, but in so directing or leading 
a man that he will stand upon his own legs, that he will be the "master of his 
fate", that he will create his circumstances and not be controlled by them. It is 
clear that no man will be able to take his proper place in a post-war society 
until he has recovered from any disability caused by war or until his recovery 
has reached a stage beyond which it is not likely to go.6 

The editorial concluded with visions of: 

a "new order" in which shall dwell equity and honour, fair dealing and 
righteousness. Such a new order will arise by a kind of planned evolution. 
This will be brought nearer if every man is given the kind of work for which 
he is suited .... S o m e will suffer that others may gain, but Australians will 
have a chance to show of what stuff they are made.7 

It is quite remarkable to find these words in the official organ of an association which 

would, in the next few years, battle fiercely against perceived 'socialist' and 'Soviet-

style' provision of medical care.8 

Squadron Leader Graham Andrew, a medical practitioner attached to the R A A F , 

defined rehabilitation in the following terms: 

5ibid. 
6ibid 
7ibid. 
8The British Medical Association, interestingly, appears here to have adopted the same via media 
between the obviously leftist implications of the planned economy and the freedom of capitalist 
development which faced the Labor party during the war, R Watts, Foundations of the National Welfare 
State, Sydney: Allen & Unwin, 1987, ch 6 passim. Yet see B M A Federal Council Report, 
MJA, 1947(1), p 509 on the demand for workers and its influence on economic planning. See also 
Notes 30, 53. 
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Rehabilitation is that method by which function, both physiological and 
psychological, is restored following illness or injury ... the physical and 
mental toning up of the whole individual being.9 

Graham thus merged the functional approach emphasised in the rehabilitation of Great 

War veterans with a more total conception of rehabilitation. One of his points was that 

the small number of trained members of the RAAF made rapid and efficient 

rehabilitation of their war injured a necessity. However he extrapolated from this 

immediate concern to give vivid expression to the mens sana in corpore sano ideal. His 

description of the RAAF rehabilitation units in Australia enthused over the "sunny, 

cheerful, optimistic surroundings" in which the injured were helped towards a better 

state of mind and body, where "stiff wrists benefit from tapping Morse keys and lungs 

fill with fresh air and bodies bask in sunshine".10 

The knowledge that disabled or injured persons may have psychological damage as a 

result of injuries was not new either, but it received particular attention in planning for 

post-war Australia. G G Burniston, one of rehabilitation's most ardent advocates in 

this period, argued that the development of medical practice, based on restoring an 

injured part of the body, tended to forget about the whole person. "True medical 

rehabilitation", in Burniston's view, "depended on good medical or surgical treatment 

backed up by sound psychology."11 Sound psychology consisted of a patient being 

"put in the right frame of mind at the outset of his functional treatment, and kept there 

by constant supervision and constant "pep talks"".12 Maintaining a cheerful outlook 

9G Andrew, "Rehabilitation as seen in the RAAF: some therapeutic and occupational aspects", MJA, 

1945(1), p 577. 

l0ibid, pp 578, 581. Andrew's article is particularly significant in that the RAAF provided the model 

for the early C R S units, which were located at former R A A F convalescent sites, such as Jervis Bay, 
Mt Osmond and M t Breckan, Tipping, op cit, pp 26-7, 28-9. There is an almost Kraft-durch-Freude 
tone in his tribute to the units, recalling rehabilitation's early links with the national hygiene 
movement. 

nG Burniston, "Medical rehabilitation: its organisation in the RAF and the RAAF", MJA, 1946(1), p 

620. 
nibid, p 623. 
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was constantly emphasised in rehabilitation discussions in this period. The Medical 

Journal of Australia urged medical practitioners to dwell not on the disablement, but 

"on progress towards returning health, on pride in each fresh achievement",13 while 

Graham Andrew stressed "mental optimism [and] a happy service outlook" for those 

on the "road to normality".14 

What was all this good cheer in aid of? Quite simply, many practitioners held that if 

good cheer was not maintained, the patient would not be cured. Corpore sano was not 

sufficient - it had to be accompanied by mens sana. The medical profession was 

prepared to shoulder some of the blame for the previous emphasis on physical 

restoration only, as Burniston indicated. Douglas Galbraith, another rehabilitation 

stalwart, wrote in 1949 of a new system of medical care which 

states quite frankly that the functional result after injury or illness is more 
important than the anatomical or pathological result, and that the responsibility 
of the physician continues until there is restoration of the sick or injured 
person as a complete personality to the fullest physical, mental and economic 
functioning of which he or she is capable.15 

This is readily recognisable as a restatement of the orthopaedic conscience outlined by 

Robert Jones during the Great War. A proper mental outlook was also held to be 

essential to the reconstruction of the nation. Happy rehabilitated workers needed 

secure 'niches' in the new order of Australian society. 

Deciding whether a correct outlook was being maintained by the patient properly lay 

with medical practitioners and their advisers, such as psychiatric assessors. For 

example, some home environments were identified as fostering unhealthy outlooks. 

Indeed, they could be "the cause of many troublesome and poor adaptations to service 

conditions, leading ultimately to disciplinary troubles, psychoneurotic disturbances and 

UMJA, 1943(1), p 562. 
14Andrew, op cit, p 578, 580. See also Note 31. 
15D Galbraith, "Rehabilitation of the disabled in Australia", MJA, 1949(2), p 306. 
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lowered morale."16 Patients must not be permitted to return to such breeding-grounds 

of dissent. It was not in their best interests, just as the medical details of their 

disabilities were better not known by patients.17 

According to military rehabilitation professionals, mishandling of the thousands of 

damaged individuals returning from war could be overcome by the institution of a full 

rehabilitation service, involving constant surveillance of the sort outlined by the 

rudimentary rehabilitation programs of the previous conflict. The RAAF program 

described by Squadron Leader Andrew strongly emphasised surveillance and control of 

the patient's daily activities. The physical training instructor, for example, was 

responsible for helping "the "lame dog" by example and encouragement".18 He cited a 

British article on army rehabilitation suggesting that the best way to counter "the 

neurotic tendency" was to cultivate a "robust spirit of energy and confidence 

appropriate to healthy youth".19 Andrew recognised that his system could be criticised 

for savouring "too much of school procedure and regimentation", but argued that it 

actually lessened the need for constant surveillance by engendering "a spirit of 

cooperation [which] removes all feeling of compulsion."20 

What would happen if patients lacked the "proper outlook "? G F Hughes in 1945 

predicted dire political consequences: 

If they are mishandled and their return to civil life is made a muddle of 
frustration, disillusion and failure, then Australia will have cast away a large 
proportion of an entire generation of its most virile and promising youth, and 
replaced it with a dangerous element of disappointed embittered men, w h o will 
be the perfect breeding ground for violent social upheaval that is the aim of our 
particular brand of Communist agitator.21 

16Andrew, op cit, p 578 
11 ibid, p 579 
nibid, p 580. 
19ibid, p 581, citing S Large, "Rehabilitation", The Journal of the Royal Army Medical Corps, vol 
80, 1943,p 115, 167. 

20ibid, p 579. 
2 1 G Hughes, "What does rehabilitation mean?", Australian Quarterly, vol 17, no 1, 1945, p 29; 
Cranston, op cit, pp 173-4. 
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The experiences of social conflict which followed repatriation after the Great War had 

not been forgotten. Andrew hoped, however, that "even the most resistant patients, 

and those who are refractory either consciously or subconsciously, finally return to 

fitness, often despite themselves."22 A major contribution to maintaining the status quo 

was a harmonious relationship between members of the rehabilitation team, for "unless 

there is a harmonious team spirit ... then much of the true value of rehabilitation is 

lost."23 Good cheer, harmonious workings and good order might abound at the RAAF 

rehabilitation units, but civilian institutions lacked the salutary influence of military 

discipline. Some equivalent was needed to counter the passive 'hospital environment', 

which was seen by Burniston as slowing down the rehabilitative process.24 

State definitions 

After restoration of physical function and cheerful outlooks, one more thing was 

needed to complete a patient's recovery: a job. According to Douglas Galbraith, this 

final step 

concerns the restoration of privilege, the privilege of a full and active life and 
the avoiding of invalidism. A n d since there cannot be a full and active life 
without occupation and employment, it follows that the ultimate aim of 
rehabilitation is employment.25 

And to all intents and purposes, this would appear to be the most accurate statement of 

the intentions of state-planned post-war rehabilitation. Watts provides a convincing 

demonstration that the Curtin and later Chifley governments' ideological commitment to 

full employment - articulated in the 1945 White Paper - was essential to the evolution of 

Australia's post-war welfare state.26 Part of this commitment was the rehabilitation of 

22Andrew, op cit, p 579. 
23 ibid. See also Tipping's comments on the 'desirable model' for rehabilitative facilities, op cit, p 16. 
24Burniston, op cit, p 623. Ironically, this was to prove a handicap to the development of full 
rehabilitation programs involving care from the acute to the convalescent stage. Categorising 
hospitals as counterproductive to rehabilitation was, while an efficient military rehabilitative strategy, 
not workable in peacetime, where hospital facilities were still the most common focus of communal 
public health care. 

25 D Galbraith, 1946(2) op cit, p 1. 
26Watts, op cit, passim. 
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the disabled. Cyril Smith, at that stage Deputy Chairman of the Repatriation 

Commission, told the Australian Institute of Political Science in 1945 that 

Except for a few individuals, it is possible to utilise in the ordinary avocations 
the men and w o m e n who have rendered service in war. There is no need, in 
general employment or training, to be afraid of the war-disabled person; he or 
she is a normal being with a will to do well in the world.27 

Eddie Ward, the Federal Labor member for East Sydney, however, worried that the 

full employment policy and the rehabilitation service might amount to no more than 

preference for returned soldiers in a modern disguise. This, he argued, was "the only 

inference that can be drawn from proposals to give preference in employment to any 

section of the community".28 Yet even Ward had to agree that: 

Every person in the community should be guaranteed the right to live, which 
for workers means the right to work. This implies the adoption of a policy of 
full employment.... In the past it has been regarded by many people as being 
sufficient to find disabled men dead-end jobs such as lift-driving, caretaking 
etc .... Unless something ... is done, disabled men will find that once again 
the race will be to the swift, and the employer will regard the physical fitness 
of an applicant of more account than the fact that an ex-serviceman's disability 
was due to injuries suffered in keeping the country safe for him in which to 
make profits.29 

In the eyes of the post-war Labor government, full employment was essential to 

Australia's future, even if full employment went hand in hand with a system of welfare 

payments to sustain purchasing power.30 Thus, both from a medical and social point 

of view, post-war rehabilitation was linked to full employment in the reconstructed 

society of post-war Australia.31 Rehabilitated individuals should be encouraged to 

2 7 C Smith, "The general problem of repatriation and rehabilitation", in C Smith etal, Repatriation and 
Rehabilitation: lectures delivered at the Winter Forum of the Australian Institute of Political Science, 
Australasian Publishing, 1945, p 60. 
2 8 E Ward, The Rehabilitation of Ex-Servicemen, booklet of speech delivered 9.3.45, Sydney: East 
Sydney Federal Labor Electorate, 1945, p 6. See also Chapter 4, note 53. 
29ibid, pp 8-9. 
30Chifley made this point in the final article in a newspaper series in December 1943, cited in Watts, 
op cit, p 115. What was out of the question was the no doubt tempting avenue of a state-organised job 
planning agency, which would ensure that work considered necessary by the state would be provided 
with workers. Smith ruled this out in 1945, stating that "The plan [for re-establishment] is to fit into 
Australia's economic future .... Man-power direction of any kind has no part in the long-range plan.", 
Smith, op cit, p 63. See Notes 8, 53. 
31For example, Andrew refers to the rehabilitated individual as taking "his place in the community of 
happy, useful citizens of Australia", op cit, p 583; Burniston to the persons who can return to the 
community "and become once more a happy and useful member", op cit, p 620. 
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work and to hold a job through their ability to do it well, or, as Galbraith pointed out, 

"the disabled person will the one of the first to be out of a job whenever the general 

level of employment in the community falls."32 The bitter experiences of the disabled 

veterans of the Great War should not, if all went to plan, be repeated in a 1940s-style 

reconstructed Australia. 

Rehabilitation for employment involved more than the rehabilitation of disabled ex-

service personnel. The federal government had already taken steps to include civilians 

with disabilities in its post-war reconstruction, and these were the responsibility of the 

Department of Social Services (DSS). Staff were provided from the Commonwealth 

Reconstruction Training Scheme, which had been set up as part of the Ministry of 

Post-War Reconstruction, to handle retraining of demobilised personnel. After the 

passing of the Reestablishment and Employment Act in 1945, the DSS was able to 

offer a wide range of services to the disabled, including the provision of vocational 

training.33 In doing so it was able to build upon work already spearheaded by 

voluntary associations, although Douglas Galbraith was quick to point out that in the 

past there had been comparatively little government involvement in rehabilitation: 

Certain hospitals and voluntary bodies in Australia have shown what can be 
done in the field of employment of disabled persons. Most of this work has 
been done for adolescents and, paradoxically enough, children's hospitals and 
societies for the care of crippled children have led the way without very much 
apparent interest or help from either Commonwealth or State governments.34 

The DSS had already set up a number of rehabilitation centres in 1945, such as 

Maryport in Victoria, Cliffbrook in NSW, and Perry Park in Queensland. These 

centres were by no means fully equipped to function as rehabilitation hospitals, but 

32Galbraith, 1946 op cit, p 4. 
33Tipping, op cit, p 11; also ch 1 passim has a detailed chronology of the development of the 
rehabilitation scheme. 
34Galbraith, op cit, p 5. 
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were oriented towards convalescence, followed by vocational retraining.35 The scheme 

known as the Rehabilitation Plan, covering the two years between July 1946 and June 

1948, was designed to "provide a basis on which the permanent plan for the 

rehabilitation of disabled members of the community, as a whole, can be designed." 

Rowe appointed as Chief Rehabilitation Officer Captain Henry Moyes, most of whose 

qualifications were based on education and training. This put the DSS scheme plainly 

under non-medical control.36 

The DSS rehabilitation centres were quite deliberately segregated from the rest of the 

community. Poliomyelitis rehabilitation had propagated the segregation of crippled 

children from the rest of society. The CRS extended this principle to the adult 

disabled, creating workshops and other facilities where the disabled were effectively 

institutionalised. Wartime housing shortages led to the establishment of the early 

centres in country homes far from the capital cities, which more or less compelled 

'living-in' for those in the scheme. Living-in was seen as an advantage: it was 

convenient for the patients and it made surveillance and monitoring of progress far 

easier for the DSS. But medical practitioners were to be only one part of the 

surveillance team. The medical staff appointed to each state's Post-War Reconstruction 

Re-establishment Branch were called 'deputy coordinators', and made responsible to 

the chief 'coordinator', Douglas Galbraith. This confirmed that the role of the medical 

officers were to 'advise' on rehabilitation as part of a team, not to direct as 

administrators.37 

The West Australian branch of the British Medical Association complained to the 

Federal Council in 1948 that "it was the intention of the Department of Social Services 

35Tipping, op cit, p 18. Tipping notes both Burniston's and Galbraith's support for this idea, p 17, 
pp 52-53. 
^ibid, pp 12-13. 
37ibid, p 30. 
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to make greater use of the repatriation hospitals."38 Other doctors shared the worry 

about greater use of the repatriation hospitals to accommodate clients of the DSS 

rehabilitation scheme.39 The WA branch had three major complaints, which were 

echoed by the other BMA branches: since all patients in such a hospital were to be 

treated only by the permanent and part-time repatriation staff, patients could not choose 

their own doctors; payment for the treatment would be governed by repatriation rates, 

which varied from state to state; the DSS had been given the right to extend the 

privilege of treatment to the patients' dependants. In response to this outcry, Galbraith 

reluctantly recommended to Rowe that the practice of sending those without war-related 

disabilities to the repatriation hospitals cease, despite the hardships which may be 

incurred by ex-members of the forces.40 This widened the schism between civilian 

rehabilitation and the medical profession. Providing continuous and coordinated 

treatment did not accord with the medical profession's ideas of autonomy and 

professional status. The inability to reach a compromise with medical authorities led to 

this disjunction between medical treatment and vocational training which was never 

meant to happen. 

The DSS scheme, which later became officially titled the Commonwealth Rehabilitation 

Service in 1955,41 was part of the attempt to fulfil the Labor government's dream of 

full employment. In terms of the history of rehabilitation, however, it helped to create 

a split in the definition and practice of rehabilitation. Herbert Goodes, who had 

represented the Treasury in the preparation of the Post-War Reconstruction report on 

nMJA, 1948(1), p 574. 
39 Tipping prefers to use the term 'client' to describe those attending the civilian scheme, op cit, p 209, 
n 30. 
40ibid, p 31. 
4libid, p 45. 
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the handicapped,42 told a 1958 meeting of CRS counsellors that when the CRS was 

established 

there were two schools of thought on what the true function of a rehabilitation 
scheme should be. One group was of the opinion that the emphasis should be 
placed on rehabilitation for health, whereas the opposing group maintained 
that the primary objective was rehabilitation for work.43 

Rehabilitation no longer became a matter of restoring individuals physically and then 

organising their employment in a coordinated sequence; instead, the two functions 

came to occupy separate spheres in health care and social services provision. The 

creation of the CRS fulfilled the need to provide work for the physically rehabilitated, 

and this was the federal government's major contribution to rehabilitation in the post

war years. 

Who, then, was to decide where the disabled would work? Many dements of choice 

were already denied to the disabled in matters of their medical care and their freedom of 

movement, every detail of their physical activity being planned for them under the 

RAAF-based schemes. Personal aptitude was to be considered in the re-training for a 

vocation, but only if it were considered 'suitable'.44 Yet Galbraith argued that "For 

each person with a disability there is a niche in the community, if we help him to find 

it", 'we' being in this case medical practitioners.45 The idea of 'rehabilitation for 

health' had its origins in the physical and functional restoration ideology which 

dominated British and Australian orthopaedics between the wars. But 'medical 

rehabilitation', as it became known, was seen by those interested in vocational training 

for the disabled as only a part of the plan for civilian rehabilitation. Threatened as 

autonomous professionals, it was not long before Australian orthopaedists, backed up 

42Australia. Report on the Rehabilitation of Physically Handicapped Persons by a Committee of the 
Director General of Post-War Reconstruction, Director General of Social Services and Assistant 
Secretary (Social Services) Department of Treasury, November 1947. 
43Cited in Tipping, op cit, p 43. 
^The MJA had stated in 1943 that work would not be suitable unless chosen according to the aptitude 
and the wishes of the individual. 1943(1), p 561. 
45Galbraith, 1946 op cit, p 5. 
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by the British Medical Association, made their voices heard in trying to 'recapture' 

rehabilitation for the hospitals. This would involve drawing more government attention 

to the need for medical rehabilitation first, to be followed by vocational training. 

The medical profession and post-war reconstruction 

The British Medical Association 

Post-war planning in the health care field was of paramount importance to the 

Association, affecting its members and its power as a lobby group for the interests of 

the medical profession.46 Its first major worry about post-war rehabilitation was the 

proposal to introduce the rehabilitation of ex-service personnel with disabilities not 

related to war service. Douglas Galbraith, the Co-ordinator of Rehabilitation for the 

federal Post-War Reconstruction ministry, called meetings to discuss the matter with 

representatives of the Federal Council of the British Medical Association in August and 

September 1946.47 He also addressed a meeting of the Federal Council, having written 

them a lengthy letter outlining the plans of the Ministry of Post-War Reconstruction as 

they related to the rehabilitation of those with non-wartime disabilities. The matter was 

referred to the branches, several of which had also been addressed by Galbraith. 

The response of the Federal Council was divided. Representing NSW, Dr H Grieve 

said that the idea "was wrong in principle", and did not think that repatriation medical 

officers should be called upon to treat such cases, as "there was no knowing where 

such a proposal, if carried into effect, would lead." "This was an attempt", he argued, 

"to take men from the doctors who were looking after them."48 Any interference in the 

ideologically and financially sacred relation between doctor and patient was serious 

cause for alarm. Other practitioners at the meeting disliked the idea, claiming that "in 

ten months the whole affair would be taken up by the Social Services Department."49 

46Gillespie, op cit, ch 6 passim. 
47MJA, 1946(2), p 885. 
4&ibid, p 886. See also the opinions of Drs Horn, Simmons and Cuthbert. 
49ibid. Dr Simmons expressed this view. 
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Dr A E Lee, on the other hand, argued persuasively that the medical profession could 

not afford to ignore the issue of rehabilitation in general and the matter of ex-service 

personnel with non-war related injuries in particular: 

They were faced with a position in which an estimable piece of rehabilitation 
was offered. If the profession opposed this now, they were opposing 
something that was good, provided that it was kept within limits .... [T]he 
best terms and conditions should be obtained, and ... it would be impossible 
to oppose the scheme later in its development.50 

Dr Victor Hurley, who had previously testified before the Joint Parliamentary 

Committee on Social Services on behalf of the medical profession, noted that a little 

pragmatism would go a long way, 

some organisation was necessary to rehabilitate ex-servicemen, and the 
Government must have advice and assistance in the matter. Any political party 
would have established the organization [sic] described by Dr Galbraith, and 
at some stage the Government would have to come to the medical profession 
.... The medical profession in this matter were asked to mark its [sic] o w n 
ticket. If essential principles were safeguarded, he did not see how the 
medical profession could refuse.51 

The upshot was that the Federal Council decided to set up a committee to investigate the 

possibility of participating in the "development of suitable methods of rehabilitation".52 

The Council had only vague ideas of what this might entail, although they were aware 

that some workshops for the tuberculous had been established. 

The Council's report to the Association on the matter of rehabilitation of ex-service 

personnel with non-war related injuries was presented at the meeting the following 

year. They preferred full employment to cash settlements: 

the restoration of working capacity was of more importance to the individual 
and to the nation than any cash payment or pension to the individual. The 
restoration had to be conditioned, not only by the nature and degree of 

50ibid. 
5libid 
52ibid. 
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disablement and the previous occupation of the individual, but also by the 
demand for workers in particular trades and industries.53 

The BMA's agenda for rehabilitation stressed some familiar elements: full-time medical 

and psychiatric treatment and surveillance, the awakening of a "sense of responsibility 

and co-operation in the individual", encouraging a confident outlook, the development 

of community spirit, and vocational retraining. The plan for establishing rehabilitation 

centres, however, was more specific. They were to be located at the teaching hospitals 

in the capital cities, base hospitals in country towns and "such other hospitals as might 

be considered advisable." They were to be self-contained, and special convalescent 

homes were to be subsidiary to the centres, with specially trained staff. Five general 

principles of organisation were laid down: there was to be unity of control in each unit, 

segregation of the patients from others in the hospital, continuity of treatment, 

rehabilitation from the earliest to the latest stage of the injury, and an effective liaison 

between all responsible for the clinical care of the disabled.54 

Yet again the plans met opposition, chiefly reflected in Dr Grieve's concern about the 

broader changes in the health care system which might follow introduction of this plan: 

Dr Galbraith had envisaged the new enterprise. He wanted a completely new 
set-up. There was the conflict. The Federal Council believed that the work 
should be done through normal channels. All that was necessary was that the 
patients should be referred through normal channels .... It was senseless to 
establish a new organization [sic] which would take staff from hospitals which 
were already short-handed.55 

Other complaints focussed on the perceived violation of the doctor-patient relationship, 

the demands which would be placed on existing services and the threat posed to 

medical control by the creation of a government organisation to co-ordinate 

rehabilitation, 

a new organisation established for the rehabilitation of ex-service men who 
were not to be cared for by the Repatriation Department would be carried on 

53MJA, 1947(1), p 509. See also Notes 8, 30. 
5Aibid, p 510. 
55ibid. 
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into civilian practice, and the result would be a departmental lay control of the 
medical profession.56 

Dr C H Colville touched upon a significant part of the planned creation of a 

rehabilitation infrastructure, which had apparently been overlooked in the general 

arguments over fee-for-service treatment of the disabled: 

There was no doubt that the stage would be reached when it was said that it 
would be a pity to scrap the machinery and that another class of patients would 
have to be discovered in order to keep it going.57 

Finally the BMA Federal Council resolved only to work with the federal government 

for the time being, and to review the arrangement at the end of June 1948, with three 

conditions: (1) the service was only to be for ex-service personnel with a disability not 

attributable to war service; (2) it should take over only those cases which required 

genuine rehabilitation rather than general medical or surgical treatment; (3) the 

arrangement was definitely to be reconsidered after June 1948. A further resolution 

asked that the program for rehabilitation use as far as possible existing hospital and 

medical facilities, and include fee-for-service treatment.58 

Council representatives then discussed their proposals with Francis R o w e , the 

Director-General of Social Services. Rowe assured them that the scheme did not herald 

a national general medical service, but Colville still had doubts. One distinct advantage 

did appear in the discussion: 

It appeared ... that the tendency of the department to be over-generous in 
defining rehabilitation was rather to the advantage of the profession than 
otherwise, as it would enable certain ex-service personnel to obtain private 
treatment rather than go to a public hospital. It also appeared that when 
treatment was carried out in public hospitals, some method would have to be 
devised whereby payment could be made by the department to honorary 
medical officers.59 

56ibid. 
57ibid, p 511, affirming Grieve's suspicions voiced earlier, ibid. 
5*ibid. 
59MJA, 1947(2), p 314 
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While these issues of paramount importance to the British Medical Association - the 

preservation of professional status and medical autonomy - were resolved to their 

satisfaction, this did nothing to advance the functioning of the rudimentary 

rehabilitation scheme. The emphasis on the C R S was to have a profound impact on the 

development of rehabilitation in the next decade. The hospitals could not compete in 

terms of publicity and Commonwealth government interest, being instead funded by 

the state governments. Those more concerned with the physical rehabilitation of the 

disabled sought to have rehabilitation put back 'where it belonged', on a medical and 

social basis, in that order. In order to justify this, the axiom of 'from bed to job' began 

to appear in discussions of rehabilitation in the 1950s and 1960s. The move to have 

rehabilitation units set up in the teaching hospitals would also ensure the propagation 

and survival of physical medicine as a speciality. 

A further complication existed in the determination of the Australian Physiotherapy 

Association to preserve their professional status, and they also sought to have their 

views heard in any formation of post-war rehabilitation structures. One of the problems 

which dogged the D S S rehabilitation scheme was the lack of trained personnel. The 

demands of the new scheme exceeded available supplies of physiotherapists and other 

ancillary workers, stretched already by wartime exigencies. W a r and its aftermath 

produced tangible achievements for physiotherapists. The Association's N S W and 

South Australian branches drafted and had legislation passed which helped to 

concentrate the power of supply in the hands of the Association. B y the 1950s, the 

Australian Physiotherapy Association was in a strong position within the Australian 

health care system, having carefully negotiated the difficulties surrounding the 

introduction of national rehabilitation. 



171 

The Australian Physiotherapy Association and national reconstruction, 

1941-1950 

The APA at War, 1939-1945 

When war broke out in 1939, the organisation of physiotherapists to serve in the forces 

was of primary importance to the Australian Physiotherapy Association. Given the 

problems encountered with military authorities in the previous war, the restructuring of 

military medical services to allow for physiotherapy's increased status was regarded as 

equally necessary. The federal secretary also sent a directive to the Queensland branch 

on the treatment of Air Force patients: "there is to be no request for instruction in 

physiotherapy for unqualified individuals and ... only physiotherapists are to carry out 

this treatment."60 The memory of the 'medical rubbers' pressed into rudimentary 

massage work in the Great War was still present. The branch President of the branch 

had also promised to inform members of the opportunity of early vacancies in the 

RAAF.61 Branches in NSW and Victoria held meetings early in the war "to obtain 

improvement in status and organisation of physiotherapy in the Military", the NSW 

branch seeking no less than to have "autonomy granted them in the military."62 The 

Federal Council was playing a greater role in the Australian Physiotherapy 

Association's activities, acting as mediator between the military authorities and the 

various branches. It informed the Director General of Medical Services that no 

physiotherapist with an associate diploma (the basic academic qualification) was to be 

given a rank lower than that of a Sister in the Nursing Corps.63 The ambiguous 

relationship between nursing and physiotherapy - sometimes hostile and sometimes 

conciliatory - developed into a status battle once more. 

60APA Qld Min, 27.8.42. 
6 1 A P A Qld Min, 19.3.43. The Queensland branch found in their president, Dr Minty, an excellent 
ally, who had "on so many occasions acted as their ambassador in places where his influence could do 
the most good.", A P A Qld Min, 11.8.43. 
62APA NSW, Book 2, 9.5.41, p 104. 
6 3 A P A Qld, Military file, 28.9.40. 
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The Federal Council knew that this war would prove a testing-ground for the 

Australian Physiotherapy Association's claims to professionalism: 

Our long struggle for autonomy seems at last to have a chance of success and 
we here all feel it will be of the greatest help to our members on active service 
as well as to our military work at home.64 

But problems with the military authorities had been a part of the Australian 

Physiotherapy Association's development in the previous war, and as such were 

perhaps inevitable in the subsequent conflict. Commissioned rank was made available 

to physiotherapists, as well as pharmacists and other medical service personnel, by a 

change in regulations in December 1941 allowing them the rank of lieutenant. This 

created serious problems in the pay scales available to male and female staff. The best 

possible solution to this problem, as perceived by the military command, was to 

transfer all female lieutenant-physiotherapists to the Australian Army Medical Women's 

Service (AAMWS), from the Australian Army Medical Corps.65 

The Australian Physiotherapy Association was furious at this apparent demotion, and 

resented being taken out from under the command of medical practitioners, a move 

which was seen as a potential danger to their professional practice. The federal council 

of the Association played an active role in mediating between the branches and the army 

authorities, pointing out that the transfer affected not only physiotherapists but female 

biochemists and assistant pathologists, who would be thus separated from their male 

counterparts working in the medical field.66 The branches of the Association responded 

angrily to the transfer. In Queensland, the branch heard representations from a service 

physiotherapist, who expressed "the feeling of Service physiotherapists ... that they 

Mibid, Federal Council to NSW branch RE military unit, 18.6.41. 
65R Goodman, Our War Nurses: the history of the Royal Australian Army Nursing Corps, 1902-1988, 
Brisbane: Boolarong, 1988, p 185. 

6 6 A P A Qld, Military file, 21.9.44. 
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had lost status through the change over .... [T]heir uniform carried no special marks 

which would distinguish them from V.A.D.s."67 The Association also threatened that 

those working under the AAMWS would no longer be able to remain members of the 

Australian Physiotherapy Association if they continued as part of an "unprofessional 

unit",68 while the South Australian branch demanded the "restoration of the privileges 

and pay of physiotherapists in the Australian Army".69 Eventually, in 1944, the 

physiotherapists were transferred back to the AAMC and under orthodox medical 

control. What is significant about this episode is that the Australian Physiotherapy 

Association was quite ready to declare working apart from medical practitioners as 

unprofessional. The issue of disproportionate pay status was only one of the problems 

of the transfer as far as the Australian Physiotherapy Association was concerned. The 

loss of status in the armed forces was critical, as the future job market for 

physiotherapy lay with its connections with the armed forces and repatriation work. 

The war had brought certain gains to the Association: 

Medical men serving in the various Branches of the Service had come to 
realise more fully the importance of Physiotherapy and felt that the sphere of 
action of the physiotherapist would thus be widened.70 

Orthodoxy, as it had been understood by the Association in the past, involved working 

in co-operation with and subordination to the medical profession. The removal of 

physiotherapists from direct medical control was seen as an attack on their orthodoxy. 

To practise under medical control was, so it seemed, essential to maintaining good 

relations with the British Medical Association, and thus to have the assistance of a 

powerful lobby group in the changing health care system. Yet at the same time as the 

67APA Qld, 11.8.43. Voluntary Aid Detachment personnel were, as the name suggests, volunteers and 
mostly nurses. Wishing to be distinguished from them is another indication of the APA's drive for 
status within the military for its members, as necessities and not volunteers, and as physiotherapists 
and not nurses. 
6 8 A P A Qld, 19.7.44. 
6 9 A P A SA, 15.6.43. 
7 0 A P A Qld Min, 31.7.45, p 2. 
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Association was defending this orthodoxy in the military, on the home front the 

relationship between medical practitioners and physiotherapists was becoming less 

clear. 

The Australian Physiotherapy Association's connections with national hygiene had, by 

the 1940s, grown stronger. The South Australian branch had one of its members 

serving on the Council of the League of National Fitness in 1941.71 When the 

Commonwealth of Australia Universities Commission published its 1947 survey of 

professional fields, no less than twelve specialisations within physiotherapy were 

noted: massage, medical electricity, medical gymnastics, muscle re-education, 

plasterwork and splinting, hydrotherapy, and physiotherapy for obstetrics and 

gynaecology, chest cases, industrial injuries, orthopaedic cases, paediatrics and 

psychiatric cases. These specialisations took physiotherapy into all the major fields of 

public health emphasis at the time - maternal and child welfare, tuberculosis, and 

mental and occupational health.72 The Australian Physiotherapy Association's branches 

also continued their campaign against unorthodox interlopers: the claim to protect the 

public still carried as much weight as ever in terms of professional politics.73 An 

outbreak of poliomyelitis immediately after the Second World War brought fresh fears 

of a corresponding outbreak of Kenny treatment. Before the Queensland branch 

notified the Department of Health of the branch's willingness to assist during the 

outbreak,74 its members were urged to make copious notes on each case from start to 

7 1 APA SA Min, 26.8.41 
72 A P A Qld, Archives file, Australia. Universities Commission. Survey of Professional Fields: 
physiotherapy, 1947. A good contemporary expression of public health emphases can be found in the 
1942 evidence given before the JPCSS by Victor Hurley, Director General of Medical Services, 
RAAF; Sir Henry Newland, president of the Federal Council of the B M A , and Cumpston, reported in 
MJA, 1942(2), pp 551-555. 
73 A P A SA 12.11.46, 10.12.47, 8.4.47, 17.9.46; 13.9.49, 11.10.49; A P A Qld Min, 27.7.39, 4.8.41, 
pp 2-3, Nurses and Masseurs Registration Board 1939 Report, between 6.9.39 and 14.3.40; N S W 
Parliamentary Debates [NSWPD], 1944-5, vol 175, p 912; A P A N S W Min, Bk 2, 8.7.42, p 153. 
7 4 APAQldMin, 12.12.45. 
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finish: "a close observation on a large scale of these cases would do much to refute 

unscientific claims."75 

The Joint Parliamentary Committee on Social Services, therefore, sparked considerable 

interest within the profession of physiotherapy. Not only was it important to have their 

views heard on any major changes in national health care policy - the JPCSS was 

dealing specifically with the field of rehabilitation, and the future development of their 

profession could be substantially affected. 

The APA and the Joint Parliamentary Committee on Social Services 

In 1943, the South Australian branch was notified by the federal council that a 

parliamentary committee would be discussing social services, including a possible 

national medical service. The branch agreed that "steps should be taken to bring before 

this committee the views of our Federal body".76 The proposed nationalisation of 

medicine even interrupted the occupational therapy debate in the South Australian 

branch. They sought a university takeover of the course and the passing of state 

registration, both of which would protect physiotherapy's interests in the event that 

nationalised medicine were introduced.77 

The Queensland branch decided to contact either the Chief Quarantine Officer or the 

Secretary to the Commission, forwarding their views on the subject, "so that we would 

not be left out of the scheme of things."78 The branch submitted evidence to the 

committee in May 1943. They presented three requests: that physiotherapy 

departments be created in hospitals based in large population centres; that group 

centres, public or private, be created where physiotherapy treatment could be obtained; 

75APAQldMin, 18.10.45. 
76 APASA, 19.1.43. 
77APA SA, 17.2.43. 
78APA Qld, 11.2.43. 
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that physiotherapy be included as an ancillary service in any national medical scheme. 

The treatments under the latter were not, however, to be free to the patients, as those 

who did not have to pay had a "lack of incentive to co-operate".79 

The report of the Medical Survey Committee attached to the JPCSS contained a 

summary of the availability of ancillary services, including physiotherapy. Training 

costs over Australia averaged at about £100 for a three-year course, and "the 

employment of Physiotherapists depends almost entirely upon the extent to which 

medical practitioners and hospitals make use of their services. This work is of a type 

which is slow in showing demonstrable results."80 The Committee did note the factors 

which might expand physiotherapy in Australia: the demands of the armed forces and 

repatriation, the operation of workers' compensation legislation in some states, the 

larger hospitals introducing physiotherapy departments and the expansion of plaster 

work in hospitals. 

The Report also provided an interesting national comparison of the branches of the 

Association and their numbers and activity. Queensland had 52 registered practitioners, 

of whom 42 were Association members, with again a predominance of practice in the 

city and suburbs rather than in rural areas. South Australia had 60 members, of whom 

none worked in the country, but the close association with the hospitals as both sources 

of teaching and employment was noted by the Report. Tasmania had only seven 

physiotherapists, and Western Australia had ten, qualified in other states or of "APA 

standard."81 New South Wales controlled its course and had no Registration Act. 

There was a waiting list of 150 students, some of whom were waiting to enter the 1947 

course. The course would take 30 students in peacetime and a maximum of 50 in 

wartime. The NSW branch had an active membership of 400-450,44 members in the 

79APA Qld, Evidence given to Parliamentary Committee, May 1943. 
80Extract, I.(4)(d), from Report of Medical Survey Committee, JPCSS, undated, c. 1944-5, A P A Qld. 

*lti>id. 
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AAMC, and all but 27 of its total membership located in the cities and suburbs. In 

comparison to this, the Victorian branch had 286 registered physiotherapists under its 

Act, of whom only 150 were Association members. Of the 31 registered practitioners 

in the armed forces, only 19 were members of the Association. 

The provision of appropriate protective legislation, in many theories of 

professionalisation a vital part of professional advancement, appears to have worked 

against the Victorian branch of the Australian Physiotherapy Association. Legislation, 

while it had been valuable in defending the branches against Kenny, was not sufficient 

for the Victorian branch; it had to be consolidated with good associative strategy in 

terms of a relationship with the medical profession.82 NSW, on the other hand, 

appears to have enjoyed excellent publicity, good relations with the medical profession 

and firm control of the practice of physiotherapy in the state. These auspicious 

elements made protective legislation a less pressing goal for the New South Wales 

branch, and calls into question the proposition that a registration act is an integral part 

of an occupational group's 'rise' to professionalism. 

It is possible that some of the Association's branches may have realised that the role of 

physiotherapy in the formation of rehabilitation policy was undergoing a change. Its 

position as one of several different groups involved in rehabilitation, all seeking 

medical and state interest and support, was beginning to emerge. In response to British 

Medical Association information on the Re-establishment and Employment Act of 

1945, sent to the Queensland branch, the physiotherapists assured their mentors that: 

This Association would fully co-operate with the British Medical Association 
in any action they may take to preserve the interests and professional status of 
the Medical, Dental, Physiotherapy and Nursing professions and kindred 
bodies.83 

82And yet there were fears that state governments may have arbitrarily altered the Registration Acts to 
allow for Kenny's practice, especially in Queensland where she enjoyed much popular support. 
8 3 A P A Qld, 12.12.45. 
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The response of the Association to the JPCSS displayed both its anxiety to be 

considered as a professional group involved in the provision of health care, and to 

exclude the new threat of occupational therapy. 

Occupational Therapy and the Branches, 1942-1946 

The dispute over occupational therapy's status in relation to physiotherapy is an 

excellent example of professional boundary-riding in practice. Physiotherapy provides 

physical treatments in order to restore function of an injured body, whereupon 

occupational therapy treats mental or physical ailments using forms of work, either to 

divert the patient or to correct physical defects. U p to the 1940s, physiotherapy 

defined itself far more in terms of physical treatment, rather than psychological 

approaches, while occupational therapy emphasised the mental health aspect, only 

gradually incorporating the idea that the physical benefits could play a major part in 

rehabilitation. But by the 1940s, the similarities of purpose between the two 

occupations led to indecision over whether occupational therapy should be accepted 

into physiotherapy courses, or its practitioners accepted as members of the Association. 

This developed into conflicts between branches opposed to occupational therapy, and 

the N S W branch, which led the move for incorporation. What most of those involved 

in the debate agreed upon was that occupational therapy was at best a branch of their 

own practice, and as such should be subordinate. Occupational therapy trainees had 

other ideas, which led eventually to the formation of the Australian Association of 

Occupational Therapists. 

One of the problems faced by the Australian Physiotherapy Association when it debated 

the extension of teaching courses to include occupational therapy was that this would 

possibly make it easier to admit more and more students, encroaching on the work of 

'legitimate' physiotherapists and possibly creating an over-supply of practitioners. A 

positive response to "this branch of therapy", tempered with caution, was aired by the 
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Queensland branch in 1943.84 News that the NSW branch was introducing a course 

sparked greater interest in ensuring that occupational therapy's practice remained in 

legitimate hands.85 

While enthusiasm for introducing occupational therapy subjects into the physiotherapy 

course was one thing, accepting qualified occupational therapists as members of the 

Australian Physiotherapy Association was another. The Queensland branch voted 

unanimously in 1943 against accepting occupational therapists who were not also 

trained physiotherapists.86 Opposition grew more intense in 1944, when the 

Queensland branch refused to send representatives to a meeting in Sydney to discuss 

occupational therapy, ostensibly because of the war, and asking instead that the matter 

could be circulated by the federal committee.87 The branch made a third statement 

against admission of occupational therapists later that year.88 

The NSW branch had introduced occupational therapy into the then 2 1/2 year massage 

course in 1938,89 and by 1944 was offering a choice of a two-year physiotherapy 

course with nine months' occupational therapy training added to this, or a full two-year 

occupational therapy course. The NSW branch also contacted their South Australian 

counterparts, suggesting that students wishing to learn occupational therapy in addition 

to physiotherapy should attend classes in Sydney.90 Local interest led to the South 

Australian branch proposing to spend £500 to establish a training school for 

occupational therapy, eventually abandoned for discussion of occupational therapy's 

inclusion into the existing physiotherapy course.91 Eventually the branch appealed to 

84Patrick, op cit; Qld APA Min, 19.3.43. 
85APAQldMin, 21.10.43. 
86APA Qld Min, 16.12.43, p 2. 
87APA Qld Min, 23.3.44, p 2. 
88APA Qld Min, 19.4.44 - and at the same time included occupational therapy in its own curriculum. 
APA Qld, Ann Meet 1944, August 1944, p 2. See also APA Qld Min, 20.9.44... 
89APA N S W Min, Bk 2, 16.6.38, p 17. The N S W branch had a longstanding interest in occupational 
therapy, which was, in their view, based on a medical demand, APA N S W Min, Bk 2, 6.7.34, p 112. 
9 0APASA Min, 16.12.41. 
91APA SA Min, 13.1.42; 8.12.42. 
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the federal council for their views on the subject, after the branch president, Dr 

Pomroy, had stated that "it was not in accordance with the rules and regulations of this 

Association to establish a course in occupational therapy."92 

This in turn led to a special meeting on the subject later that month, at which Pomroy 

read the rules of the NSW branch, pointing out that a difference in the wording made it 

possible for the NSW branch to undertake a course in occupational therapy, while it 

was outside the scope of the South Australian rules.93 The rules of the federal body 

were different again. Pomroy's position won out, to the extent that by the end of 1943, 

the South Australian branch had decided against admitting occupational therapists as 

members of the Australian Physiotherapy Association.94 The NSW branch managed to 

push ahead with its federal congress on the issue, to which the SA branch (unlike its 

Queensland counterpart) was willing to send two delegates.95 Like Queensland, the 

South Australian branch reaffirmed its protest later in 1944, and called for a vote on the 

matter from all its members.96 The final results of the vote were, of fifty replies, seven 

for the inclusion of occupational therapy and forty-three against.97 

The Federal Council meeting went ahead nonetheless on 17 November 1944. Sylvia 

Docker defended occupational therapy, of which she was a chief proponent, as a 

legitimate form of rehabilitative practice.98 The chair of the meeting, Dr Denis Glissan, 

who became the NSW APA branch president the following year, was also an 

enthusiastic supporter of occupational therapy. A prominent orthopaedic surgeon, 

9 2APASAMin, 9.2.43. 

93APA SA Min, 17.2.43. 
9 4APASAMin, 14.12.43. 
95APA SA Min, 4.4.44; 6.6.44. 
96APA SA Min, 21.10.44. 
97APA SA Min, 21.6.45, 26.6.45. 
98APA NSW, Shorthand report of discussion at meeting of Federal Council... Thursday 17 November 
1944 from 2 pm to 5 pm, p 11. 
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Glissan justified the inclusion of occupational therapy on his personal experience and 

opinion of physiotherapy: 

I have practised my profession as an orthopaedic surgeon for over twenty-five 
years, and I a m perfectly satisfied that the vast bulk of medical m e n do not yet 
understand the scope and meaning of physio-therapy .... I firmly believe that 
one of the greatest difficulties that handicaps the physiotherapist's labours 
arises from the misconception on the part of m y profession of what 
physiotherapy can do.99 

As chair of the meeting, Glissan managed to have by far the most to say on the 

issue, outstripping even Docker's arguments. Occupational therapy, according to 

Glissan: 

is one of the things that we want to control, because the disciplinary interest 
which w e exert by having these people under our control would be 
enormous. W e wish to protect them from the inroads of unqualified 
persons and we wish to protect our physiotherapists from the incursions of 
the unqualified occupational therapists.100 

The protection of professional status, along with 'protecting the public', were 

obviously the fundamental issues at stake in the occupational therapy debate. The idea 

of protecting the established professional group against a potential rival was clearly 

articulated but the underlying concern was that 'qualified' occupational therapists might 

insinuate themselves into the professional realm of physiotherapy. Accustomed to 

defending professional claims in terms of the enemy without - the unqualified 

practitioner - organised professional groups avoided stating directly that part of the 

problem was the potential enemy within. Admitting occupational therapists to the 

Australian Physiotherapy Association would create a situation where physiotherapy 

could, at least in theory, be challenged by a rival within the ranks of its own 

professional association. Taking on occupational therapy students in the physiotherapy 

"ibid, pp 12-13. Glissan claims to have history on his side, arguing that occupational therapy is "a 
very old craft", yet states later that it has been in existence for approximately twenty-five years, ibid, p 
16. The tension between the desired 'historical' authority for an ancillary specialisation and its actual 
history occurs again with occupational therapy, just as it did, and would continue to do, with 
physiotherapy. 
*°°ibid, p 19. The last word on the debate and the subsequent split of the two groups of practitioners 
went, at least until B Anderson, J Bell, Occupational Therapy: its place in Australia's history, Sydney: 
N S W Association of Occupational Therapists, 1988, to the N S W branch of the Australian 
Physiotherapy Association, Evans, op cit, p 78. 



182 

course was simply another way in which a group, with the potential to upset the 

professional status quo, could enter those ranks. The argument for the inclusion of 

occupational therapy as part of the Australian Physiotherapy Association was lost 

almost certainly on these grounds, due to pressure from branches opposing the union. 

The Registration Acts: New South Wales and South Australia 

It may have been because of the professional gains achieved during the war that the 

NSW and South Australian branches of the Australian Physiotherapy Association 

lobbied successfully for state registration. The passing of the two bills was marked by 

similar debate in both states over why such legislation should exist in the first place. 

Perplexity over the status of the unorthodox but popular practitioner, and the idea that 

legislative 'improvement' of a health care practice was of itself beneficial, were 

common to both bills, as was the use of previous health profession legislation to 

substantiate the latter claim.101 There was considerable confusion over what constituted 

a physiotherapist, and a remarkable determination on the part of some members to 

protect unorthodox practitioners, especially those with popular reputations. The 

influence of the British Medical Association on the Australian Physiotherapy 

Association was sharply criticised in NSW. All this was overlaid with only two points 

of agreement: that such legislation should be enacted to protect the public, and that 

elevating such a practice to the status of a profession was a desirable end. No 

explanation appeared to be necessary for either of these beliefs.102 

In the NSW debate, Reginald Weaver, the member for Neutral Bay, was particularly 

concerned with the British Medical Association's involvement: 

101The debate over the NSW bill was so vociferous that Major Shand, the member for Ryde, 
eventually remarked that never in his entire parliamentary career had he listened to a debate "that has 
caused greater misunderstanding and confusion among people, practitioners and patients alike.", N S W 
PD, 1944-5, vol 175, p 993. -
1 0 2 N S W PD, 1944-5. There are some 55 pages of debate, covering these page numbers: vol 175: 549-
552, 911-939, 979-994; vol 176: p 995; vol 177: 2157-2180, 2309-2321, 2379-2383, 2479, 2630-
2635. Practically any page chosen at random will reveal several of these viewpoints 
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I feel that there is an intrusion in this bill, that requires to be eliminated, 
designed to hand over another section of healers to the control of the British 
Medical Association. I can feel the obtruding hand of that institution in this 
bill. I do not know whether the Minister has done this deliberately, 
sympathetically, accidentally or with one eye shut, but the fact remains that the 
British Medical Association will have an undue influence.103 

Henry Woodward, the member for Lane Cove, was equally scathing: 

I have here the rules of the Australian [sic] Massage Association ... and if they 
do not savour of the British Medical Association then I a m not here this 
afternoon .... I conscientiously believe that any association formed for the 
protection of the general public and to raise the standard of physiotherapists 
should be absolutely and entirely divorced from the British Medical 
Association.104 

The state Labor government, like its federal counterpart, had recently felt the power of 

the British Medical Association in what Gillespie has termed 'the war of attrition' over 

the Pharmaceutical Benefits Scheme, which may account for some of the anti-British 

Medical Association feeling in the House. 

There is also a clear comprehension that orthodoxy and unorthodoxy are quite 

distinguishable. Henry Turner, the member for Gordon, attempted to introduce a note 

of clarity into the debate: 

If a member of the public goes to a person who is registered under the bill, he 
knows that the registered person has certain qualifications and that his 
methods of treatment follow orthodox lines. If the practitioner is not 
registered there is no guarantee that he will carry out treatment along those 
orthodox lines. It would appear that from many speeches that have been made 
that some persons prefer the unorthodox practitioner. If so they will still have 
the opportunity of going to him.105 

What anti-British Medical Association members like Woodward and Weaver were most 

concerned about is the closure of the health care market to include only those groups of 

practitioners acceptable to the British Medical Association. Orthodoxy, in their eyes, 

should be directly related to a practitioner's ability to heal: the term 'natural healers' 

103NSW PD, 1944-5, vol 175, p 918 
104NSW PD, 1944-5, vol 175, pp 930-2. 
105NSW PD, 1944-5, vol 175, p 987. 
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abounds in the debate, used to describe those who, by lack of legitimate training or 

qualifications, fell outside of the strictures which would be introduced by the 

legislation. 

The debates in parliament also revealed considerable organised opposition to the 

Australian Physiotherapy Association's involvement in the legislation.106 A number of 

clauses were vigorously opposed on the grounds that they attempted to impose the 

Australian Physiotherapy Association's standards of training and ethics on non-

members. Drummond argued that the Australian Physiotherapy Association ban on 

advertising would ruin the unorthodox practitioners, who relied upon attracting 

business through public advertising,107 and suspected the first board to be created of 

being "over-loaded in respect of the Australian Physiotherapy Association" .108 Storey 

also claimed that "there may be complications if the rules and regulations of ... the 

Australian Physiotherapists' Association [sic], were enforced" with regard to 

unorthodox practitioners.109 A further concern was the attempt made, also by 

Drummond, to have the matter of medical referral made more concise, defining the 

methods of treatment as those "in accordance with recognised orthopaedic or medical 

practice."110 This move was vetoed on the grounds that it restricted the practice of 

physiotherapy to those prepared to work under medical control. That the Bill was 

eventually passed, despite its altered form, was a victory for the Australian 

106One of the strangest elements of the debate was the revelation of the existence of a rival Australian 
Physiotherapy Association, whose existence was already known to the former Australasian Massage 
Association, N S W PD, 1944-5, vol 175, p 913, 929, 935-6, 985, 986, 935. The original A P A knew 
about its rival before this point, and had pursued it, A P A Qld Min, 4.8.41, Annual Meeting, p 3; A P A 
SA Min, 31.10.44, N S W A P A Archives, Opposing and Rival Organisations, to 'Practitioner and 
Friend' from V Revelle, Australian Health Practitioners College, received 7.11.45; newsclipping, Sun, 
21.1.45, "Grape Juice at New Clinic". See also SMH, 22.1.45, "X-ray Eyes of M r Raines", and 
Truth, 21.10.45, 28.10.45. 
1 0 7 N S W PD, 1944-5, vol 175, p 939. 
1 0 8 N S W PD, 1944-5, vol 175, p 982. 
1 0 9 N S W PD, 1944-5, vol 177, p 2157 
1 1 0 N S W PD, 1944-5, vol 177, p 2169. 
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Physiotherapy Association, w h o had managed to assert their opinion in the delineation 

of orthodox practice in the state.' l' 

The pro-orthodoxy argument in South Australia had one added factor on its side - the 

passing of this legislation would serve to bring South Australia into line with other 

states. The unorthodox practitioners again had their supporters. C R Cudmore 

brought up the case of Herbert Barker, a prominent bone-setter who practised 

successfully in England without qualification and was eventually knighted.112 The 

tension between acknowledging local innovations and developments and drawing on an 

overseas source of legitimacy is evident in this debate: examples closer to home did not 

carry the weight of a knighthood, and were thus perhaps a little less authoritative. Yet 

at the same time, some members were anxious to protect practitioners outside of the 

Association because they had done "the pioneering work".113 There is apparent 

confusion as to what hallmarks should be used to determine orthodoxy. Members of 

the Australian Physiotherapy Association, while they held university diplomas, were 

not to be regarded as the only orthodox practitioners. As with NSW, the registration 

bill was passed with substantial alteration, and membership of the Australian 

Physiotherapy Association was still suitable qualification for registration. 

111 The APA's first move in N S W after the passing of the Registration Act was to attack the rival 
Association, A P A N S W Min, Bk 2, 2.5.45, p 255. In M a y 1945 a breakaway group of the rival 
organisation, the Australian Society of Massage and Electro-Therapeutics, applied to the Australian 
Physiotherapy Association to be considered for membership. After some debate, their request was 
refused, A P A N S W Min, Bk 2, 28.5.45, p 258-9; 8.8.45, p 261. General business, however, for the 
branch in the immediate post-war years was conservative: they retained control of their university 
course in physiotherapy, and co-operated with the Crippled Children's Society and the N S W British 
Medical Association orthopaedic group in the polio outbreak in 1946, A P A N S W Min, B k 2, 23.1.46, 
p 272; 10.4.46, p 277; 14.6.46, p 285. 
112Barker had already been discussed by the N S W parliament in connection with their bill, although he 
had nothing to do with it; Elizabeth Kenny had been in a similar position and had been effectively 
removed from the competition. Her case was not discussed in the debate, nor was South Australia's 
own unorthodox institution, the Willows Hospital, which was run by the Scholz family from 1883 
until as late as 1962. The family had a well-established local reputation as bone-setters and masseurs, 
and had the sympathy of some orthodox medical practitioners. K Basedow, 'The Willows Hospital', 
unpublished text of address delivered at 1st Medical Congress, Australian Medical Association, . 
Adelaide, M a y 1962, A M A Vic Archives, file no 782. 
1 1 3 S A P D , 1945, pp 689, 690. 



186 

By 1945, the Australian Physiotherapy Association had secured legislation in four 

states to protect its professional standing. As the state took a greater interest in 

rehabilitation, the Association was in a good position to represent a majority of 

Australian physiotherapists. The demand created by the CRS for more and more 

ancillaries made this role of representation vital to the continuing development of the 

Association. By guaranteeing physiotherapy a necessary measure of professional 

respectability, the registration acts ensured good ongoing relations with the medical 

profession, although certain ambiguities were beginning to appear. In 1941, the 

Australian Physiotherapy Association was regarded by some medical practitioners as 

subservient: 

I think it is subsidiary - we would rather say ancillary, because we are all in 
the profession of healing, and the medical m e n do, when they have to call in 
your assistance, feel very appreciative of the service that you render.114 

By 1946, the nature of the relationship between the medical practitioner and the 

physiotherapist was still unresolved: 

through contact of war work, physiotherapists [have] gained experience, 
learned much and progressed in skill and the standard of the profession ... as 
a result has been raised [but] the benefits of physiotherapy are not widely 
known to the medical profession.115 

The Australian Physiotherapy Association also consolidated its role as a major actor in 

the ongoing development of rehabilitation in Australia. Its primary role was played 

before an audience consisting not so much of the general public but of other actors - the 

British Medical Association, the state and its agencies of the DSS and CRS. By 

closing ranks against occupational therapy, the Australian Physiotherapy Association 

could concentrate on improving the professional status of physiotherapy. 'Granting' 

occupational therapy independent status, reinforcing the concept of physiotherapy and 

114APA Qld Min, 18.9.41. The branch president also kept a watchful eye on proposed changes to the 
constitution of the branch. At a meeting to revise the constitution, the clause forbidding members to 
work except under the supervision, direction or approval of a medical practitioner, was voted out, but 
Minty urged that it be incorporated indirectly, A P A Qld Min, 14.3.44, 23.3.44. 
1 1 5 A P A Qld Min, 28.8.46. 
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occupational therapy as quite separate forms of rehabilitative practice, proved to be a 

sound move. What the Association lost in control over occupational therapy, it gained 

in the neutralising of a possible internal rival, and preventing occupational boundaries 

from becoming blurred. 

Summary 

Reconstructing the body politic involved rebuilding the disabled physically and 

socially, just as Australia was to have been rebuilt. But, as usual, any changes in the 

health care system involved a great many players: the soon-to-be-renamed British 

Medical Association, the Australian Physiotherapy Association, and the federal and 

state governments with their respective expressions in the C R S and the hospitals. The 

attempt to impose a workable rehabilitation framework on Australian society resulted in 

a schism between medical and vocational rehabilitation, based on previous experiences 

after the Great War, and on the increasing complexity of professional dominance. 

Continuity of conflict, however, was a poor substitute for the development of a good 

infrastructure upon which to impose and develop a modern rehabilitation 'factory'. 

Once the machinery was in place, other groups had to be found to sustain it to justify 

its continued funding by the state. Reconstructing both the body of the people and the 

body of the state had one major element in common: they both caused an infinite 

amount of trouble in later years. 



C H A P T E R S E V E N T he Battle Continues: Rehabilitation, T he 
Hospitals and the Professions, 1945-1970 

In the sense in which we are discussing the problem, the 
term 'third phase of medicine' is more apt, the first phase 
being 'prevention', the second 'specific surgical or 
medical treatment' and the third that part of patient care 
which takes him from 'bed to job'. 

Rehabilitation is no more a narrow specialty than is 
internal medicine or general practice. Properly practised it 
is a branch of medicine, an integral part of the whole, so 
that anatomy, physiology, pathology and psychology, in 
their ancient truths and recent advances, serve it equally 
well as they also serve internal medicine, general practice 
and most of the specialties. 

After the Second World W a r a shift occurred in the location of medical rehabilitation 

facilities, away from voluntary organisations and aftercare facilities towards hospitals. 

This was by no means a direct break with previous practice; orthopaedic and massage 

work had always taken place in Australia's hospitals and hospital facilities had been 

used for poliomyelitis aftercare. What made the postwar shift significant was the level 

of government involvement through the publicly-funded hospital system. The 

polarisation between the rehabilitation 'unit' in a hospital, and the rehabilitation 'centre' 

as propagated by the CRS in the post-war period, led those practitioners with an 

interest in both rehabilitation and the hospital system to lobby for government interest 

in - and funding for - the hospitals. 

Gillespie shows h o w the 1940s and 1950s national health initiatives brought far greater 

state involvement in medical services provision. The hospitals remained in state 

government hands, while the preservation of medical practitioners' autonomy defeated 

plans to co-ordinate general practitioners, hospitals and public health care. 

G Burniston, "Rehabilitation and placement of the incapacitated worker", MJA, 1953 (1), p 440. 

K Meyers, "Medical rehabilitation - some wider issues", MJA, 1959(2), p 554. 
Gillespie, op cit, p 280. 
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Rehabilitation was obviously affected by this shift. As the state became more 

important, rehabilitation became more dependent on government funding. Charitable 

and voluntary associations and groups which had in the past contributed significantly to 

rehabilitation also changed to fit the pattern, absorbing government funding for their 

efforts. Medical autonomy was preserved in hospital-based rehabilitation units, 

dissociated in most cases from the CRS vocational training. 

The emergence of the hospital as a power-base for rehabilitation professionals was a 

significant feature of post-war developments. Formerly the Australasian Massage 

Association had been integral to the professionalisation of rehabilitation, working in 

both the hospitals and private practice. The move to rehabilitation units organised along 

the lines of the team approach firsi proposed by Sir Robert Jones meant that 

physiotherapy officially became simply one of many groups involved. Medical 

dominance continued as before, but now physiotherapy was competing with other 

health professional groups for medical 'time'.4 Occupational therapy, social work, 

speech therapy, and specialisations within physiotherapy itself were now jockeying for 

positions within the overall structure. As a key player, physiotherapy had reached its 

peak. 

This chapter will examine a number of vital issues of the postwar era. First was the 

competition between hospital units and those who supported rehabilitation centres 

beyond the 'hospital environment'. The expansion of rehabilitation specialisations in 

4It could be argued that a similar process was taking place within the medical profession, as new 
specialisations were able to promote their importance, and thus competition within medical practice for 
state 'time' was an equally significant feature of this period. See J Wiseman (ed), To Follow 
Knowledge: a history of examinations, continuing education and specialist affiliations of the Royal 
Australasian College of Physicians, Sydney: R A C P , 1988, for examples of the kinds of specialisations 
which formed their own associations after the Second World War. One of the limitations of this thesis 
is that it is often forced to use the term 'medical profession' in order to highlight aspects of the 
relationship between ancillary practice and the dominant medical orthodoxy. This tends at the same 
time to create the illusion of a more solid entity than Australian medicine actually was. A historical 
field which needs further exploration is challenges to the hegemony of the B M A / A M A from within the 
medical profession itself. 
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the 1950s and 1960s was another pressing issue. This helped to create and sustain the 

call from certain sections of the medical profession for teaching hospitals to be 

equipped with rehabilitation units. Professional associations continued to be important, 

especially the Australian Physiotherapy Association and the British Medical 

Association, which in 1962 became the Australian Medical Association. 

For the first time in the history of rehabilitation, the role of the disabled in the decision

making process can be identified. The expansion of rehabilitation services and a wider 

community awareness of the nature of rehabilitation, as well as the activity of umbrella 

organisations such as the Australian Council for the Physically Disabled (later the 

Australian Council for the Rehabilitation of the Disabled, or ACROD), gave the 

disabled a voice in planning for their own rehabilitation. Medical writers uegan to 

identify different groups within the disabled, organised along social lines rather than 

according to injury or medical condition. 

In relation to general health care policy, the Menzies-Page years have been summed up 

as private practice publicly supported. Health care was financed through a mix of 

personal payment, voluntary insurance and free service for those who met a means test. 

From 1952, the Commonwealth partially subsidised voluntary hospital insurance, 

which in turn sustained an increasingly complex system of hospital and health care - a 

system which was strongly criticised by important parliamentary enquiries. This 

greatly complicated the funding of rehabilitation, which drew partly on contributions by 

patients and partly on subsidies directed at those unable to pay for treatment. Post-war 

enthusiasm for rehabilitation as part of the strategy of full employment carried over into 

the 1950s and 1960s. New interest in preventative medicine led rehabilitation 

T Fox, "The Antipodes: private practice publicly supported", Lancet, 20.4.63, pp 875-79; 27.4.63, pp 
933-39. 

C Grant, Australian Hospitals: operation and management, Churchill/Livingstone, 1973, 1985, pp 
17-18. 
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specialists to re-present and re-define their field as a process which touched the whole 

spectrum of medical treatment. 

'Hospital' or 'Centre'? The location of rehabilitation facilities, 1945-1960 

In the postwar atmosphere of abundant resources and high government interest, there 

was keen competition for funding. Most doctors favoured directing resources to 

hospital-based rehabilitation units. A call for greater hospital involvement in the 

construction of rehabilitation policy arose in the late 1940s, as the administrative, 

financial and medical problems surrounding rehabilitation became more apparent. The 

Medical Journal of Australia, reporting favourably on British initiatives, commented 

that in Australia 

Progress in such a colossal undertaking as rehabilitation must necessarily be 
slow because of the many factors to be considered and the many differing 
agencies that must find a c o m m o n basis for action. 

In Britain, these agencies cooperated, providing 

unity of control at the centre, unity of control in the regions, cooperation 
between medicine and industry and the maintenance of close contact 
between hospitals, centres, homes et cetera. 

The New South Wales branch of the British Medical Association discussed the 

advantages of hospital-based rehabilitation two years later: 

a rehabilitation centre attached to a hospital accomplished the following: (i) 
enabled in-patients and out-patients to participate in a rehabilitation programme 
[sic] at the earliest appropriate stage in treatment; (ii) ensured continuity of 
supervision of the patients by the hospital medical staff; (iii) provided for 
effective cooperation between members of the hospital rehabilitation team and 
services provided by governmental or other agencies in the community; (iv) 
offered to practitioners and students in medicine and ancillary professions 
opportunities for training and experience in principles and methods of 
rehabilitation.9 

7MJA, editorial 11.1.47, 1947 (1), p 54. 
ibid. 

9MJA, 1949 (2), pp 693-4. 
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Practitioners who favoured hospital-based rehabilitation defended their position 

rigorously against those who emphasised vocational rehabilitation. Dr B G Wade had 

in 1953 cited the example of the British Ministry of Pensions' Stoke Mandeville project 

in Great Britain, while calling for improved hospital facilities in Australia. A number 

of powerful arguments were employed by members of the medical profession on the 

side of hospital-based rehabilitation units. Among these was the argument that 

separating medical from vocational rehabilitation would create a dangerous hiatus 

between treatment and training. Patients, once physically cured, might lose the impetus 

to reclaim their place in the workforce and become pensioners for life instead. 

Interruption of medical surveillance was perceived as threatening to the total process of 

rehabilitation, including putting injured persons back to work. The importance of 

continuing medical oversight was stressed by Dr Philip Alpers, addressing the British 

Medical Association's Section of Physical Medicine in Melbourne: 

Proper medical supervision during rehabilitation of sick or disabled patients 
is best provided by physicians who possess prescriptive ability in the 
growing specialty of physical medicine, which made such a valuable 
contribution in the treatment and after-care of the disabled of the two world 

11 

wars. 

Dr Selwyn Nelson, a Sydney practitioner who was firmly in favour of hospitals, also 

warned against separating acute medical care from physical rehabilitation. The first 

essential stage in the process was 

the appraisal of the requirements of the patient and the initiation of appropriate 
treatment at the earliest possible stage. In many cases the rehabilitation began 
concurrently with medical and surgical treatment. Delay might allow the 
development of a pension complex, which might be a permanent barrier to 
success. 

The value of rehabilitation units within hospitals as opposed to free-standing 

rehabilitation centres was vigorously advocated at the Australasian Medical Congress of 

10B Wade, "Rehabilitation and resettlement in Great Britain", MJA, 1953(2), p 529. 

*P Alpers, "Recent advances in rheumatology, physical medicine and rehabilitation", MJA, 1951, p 
292. The article was delivered as a paper on 8.11.49. 
l2MJA, 1955(2), p 532. 
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1955, which for the first time included a plenary session on rehabilitation. At the 

Congress, Selwyn Nelson reiterated his position, stressing the value of the 

rehabilitation hospital unit for those patients ineligible for the CRS program, as well as 

for long-term patients. He had already examined the possibility of setting up such a unit 

in the Royal Prince Alfred Hospital. Dr Naomi Wing, a fellow supporter of hospital 

rehabilitation, had herself investigated a similar option at Royal South Sydney 

Hospital, and particularly favoured "properly constituted centres associated with large 

city hospitals." Wing had toured overseas rehabilitation centres, and pointed out that 

"in Australia they were lagging far behind in their outlook and facilities": 

It seemed to be generally accepted in Australia that one needed millions of 
pounds and elaborate buildings to carry out the techniques which had been 
described .... That was not so. M a n y of the best centres overseas had very 
humble beginnings and commenced with the facilities available at the time. 

Wing worried particularly about what she perceived as the neglected group of possible 

candidates for rehabilitation: traumatic and compensation cases, disabled homemakers, 

patients with chronic conditions such as arthritis, old-age pensioners and private 

patients. She maintained that rehabilitation units could be made self-supporting by 

payment, through compensation patients and those with private insurance.1 

Rodney Meyers, eventually the senior medical officer to the DSS' Sydney branch, was 

another vocal supporter of the hospital rehabilitation unit. Despite, or possibly because 

of, his work with the DSS, Meyers presented argument after argument for the location 

of rehabilitation facilities within Australia's teaching hospitals, warning the Congress 

that 

If the medical profession and its leaders are loath or slow to take up the 
problem presented by lack of adequate provision for rehabilitation, then 
others may take over the task and approach it from a different point. The 
task may not be well done, the methods used and results not all that is to be 

ibid. 

ibid; see also M N Wing, "Medical rehabilitation", MM,1955(1), pp 705-710. 
ibid. 
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desired, and the community - patient, public and profession - will be so 
much the worse thereby.17 

Meyers made three primary recommendations. There should be a comprehensive 

survey of disability and available resources in the community, a separate rehabilitation 

branch constituted as a medical department under Commonwealth direction with its 

own director-general, and specialist rehabilitation units established in all major 

18 

hospitals. The first recommendation was important: assessment of rehabilitation 

needs and demand for services could not proceed without it. Practitioners and 

specialists were still hampered by a lack of information about Australia's disabled 

population. While ample statistics were available concerning ex-service personnel, 

poliomyelitis epidemics, which had been handled by the relevant states, had not been 

recorded in a national register of the disabled. 

He continued with a number of subsidiary recommendations. Educating the public 

about rehabilitation was a priority. This 'public' included the medical profession and 

"those groups in the community whose cooperation is needed for the success of 

rehabilitation", such as voluntary organisations which had a long-standing commitment 

to the disabled and practical awareness of the numbers involved. The medical control 

of rehabilitation should remain sacrosanct, guaranteed by direct access to "treasury 

matters" through a director-general. The scheme should be defended against any 

intrusion by any group, "lay, political or professional", in this "matter of entry by the 

Government upon this form of medical practice."19 Finally, leading British and US 

physicians should inspect and advise on rehabilitation facilities in Australia, "the 

expense incurred in such an undertaking ... constituting] a small enough investment 

for the future excellence of rehabilitation and the avoidance of costly mistakes."20 

17 
R Meyers, "Rehabilitation: problems and prospects", MJA, 1955(2), p 760. 
ibid. 
ibid. 
ibid. 
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Meyers was ultimately optimistic about the success of a broad-based medical 

rehabilitation scheme in Australia, despite the many problems: 

The lack of properly staffed and equipped departments of physical medicine 
and rehabilitation in our major hospitals, the lack of awareness by many 
members of the profession and others of the purposes and problems of 
rehabilitation, the lack of coordination between the State [government] 
medical systems and the present rehabilitation service of the Commonwealth 
Department of Social Services, the deficiencies of the latter - these present a 
challenge to the profession, a test of its ability to appreciate and to face this 
problem, a challenge to it to undertake new responsibilities in the care of the 
health of the community. M a y it not be found wanting. 

The nationwide debate attracted the attention of Dr George Bedbrook, a Melbourne 

surgeon who had recently moved to Perth. Western Australia had not been inactive in 

the rehabilitation of the disabled. From the conclusion of the Great War, disabled ex-

service personnel had been under the care of Dr Alex Juett, Perth's only orthopaedic 

surgeon until the arrival of Dr Reg McKellar Hall in 1926.22 After Hollywood 

Repatriation Hospital was completed in 1946, the disabled were treated by Dr Oswald 

Corr. Corr was alerted to the possibilities of more comprehensive rehabilitation 

programs by Dr Leslie Le Soeuf, a Perth plastic surgeon who had been impressed with 

the results obtained by one of Great Britain's leading orthopaedic surgeons and 

rehabilitationists, Ludwig Guttmann. Guttmann's work at the Spinal Injuries Hospital 

at Stoke Mandeville utilised Jones' team approach, but had adapted it for post-war 

conditions and developments in orthopaedics. Corr read a paper on the rehabilitation 

of paraplegics to the Section of Orthopaedics and Physical Medicine of the British 

Medical Association, which met in Perth in 1948. Strongly influenced by the Stoke 

Mandeville model, Corr outlined his attempts at Hollywood Hospital to develop the 

ibid. 
22See A Juett, "Muscle atrophy", MJA, 1921(2), pp 213-17. Juett had noted in 1921 that 'curative 
work' or occupational therapy had a physical curative result as well as a psychological benefit. 
23McKellar Hall, op cit, p 72. 
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team approach to rehabilitation, as well as beginning rehabilitation while the patients 

were still bedridden. 

Plans had been made in 1946 for a children's orthopaedic hospital at Kwinana, south 

of Fremantle, which would have replicated Frankston's orthopaedic hospital, but it was 

never built. Instead, the rehabilitative infrastructure established by Corr within a 

hospital environment laid the foundations for the creation of a rehabilitative hospital in 

Western Australia. In 1954, the eight long-term paraplegics at Royal Perth Hospital 

were moved from the main hospital to an annexe in Shenton Park, the Infectious 

Diseases Hospital, which had several long-term poliomyelitis patients, as well as 

geriatric cases. Added to these were the paraplegic cases from the Repatriation 

Hospital, forming a Paraplegic Unit under the auspices of Royal Perth Hospital's 

25 

orthopaedic department. 

Contributing to the debate over the use of hospitals for rehabilitation, Bedbrook was 

able to write in 1955 that 

We in the Paraplegic Unit of the Royal Perth Hospital are trying to commence 
retraining of patients whilst they are in the precincts of the unit. W e feel that 
medical management and retraining must proceed concurrently. The 
Commonwealth Rehabilitation Department [sic] is helping to take our patients 
after they leave hospital, but by that time it is essential that some progress 
should have been made towards replacing them, either in their previous 
position, or in retraining towards a new occupation. 

The unit was established in December 1954, under the jurisdiction of the orthopaedic 

department and under Bedbrook's direction. Plans were made for the later appointment 

of urological, neurosurgical, plastic and other specialists, and Drs Phyllis Goatcher and 

Mercy Sadka, specialists in rheumatology and neurology respectively, later helped to 

create a medical rehabilitation team at Shenton Park. By 1955, the British Medical 

O Corr, "Paraplegics can walk", Dame Jean Macnamara collection, Australian National Library, MS 
2399/12/155. 
25 
McKellar Hall, op cit, pp 76-7. 

2 6 G Bedbrook, letter to MJA, 1955(1), p 893. 
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Association in Western Australia had been asked to arrange for the transfer of all cases 

27 

of paraplegia in the state to the Paraplegic Unit. 

In opposition to the advocates of hospital-based rehabilitation stood a formidable group 

favouring free-standing centres. G G Burniston, for example, who favoured the 

rehabilitation centres run by the CRS, claimed that "the hospitals alone cannot hope to 

no 

provide the total treatment of the incapacitated." At the Australasian Medical 

Congress, Burniston strongly supported the CRS, arguing that the state governments 

should be responsible for medical rehabilitation. Although deploring "the lack of 

hospital rehabilitation services to supplement the Commonwealth Rehabilitation 

Service", he nonetheless wanted the "hospital atmosphere ... diminished as far as 

possible" in rehabilitation centres. In arguing tor the division of hospital and centre, 

however, Burniston did not depart from the principle that the vocational aspect should 

30 

remain under strict medical control. 

Part of the reason for Burniston's vigorous support for independent centres was his 

own unique position as the first Principal Medical Officer to the civilian rehabilitation 

scheme and senior medical officer for rehabilitation services in New South Wales. 

Burniston could thus present to the CRS a solid argument for strict medical control, 

and at the same time issue a call to the medical profession for greater emphasis on 

vocational training. Burniston also fully supported Douglas Galbraith's vision of the 

CRS as a Commonwealth body supported by state government contribution to hospital 

•7-1 

and medical rehabilitation. 

McKellar Hall, op cit, pp 74-6. 

Burniston, op cit, p 441. 

Tipping, op cit, p 52. 

°MJA, 1955(2), p 531. 

Tipping, op cit, p 207. 
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Another supporter of the rehabilitation centre was Dr D O Longmuir, senior medical 

officer for the DSS in Victoria. He believed "the rehabilitation centre to be an essential 

unit in present-day planning of community medical services" for a number of reasons, 

32 

including the social aspect, which was reminiscent of the post-war period: 

The value of fellowship and group work in recovery cannot be over
estimated. The rehabilitation centre is the only medical institution to have 
fully developed and exploited these factors for medical gain. 

He defined the rehabilitation centre as "a functional after-care and assessment unit, 

constituting a necessary bridge between acute treatment and return to useful 

employment and normal living."34 This halfway-house approach also allowed for 

greater medical surveillance, especially when residential: 

A residential centre is always a more complete and satisfactory unit than one 
designed for day attendance only .... [It] provides a fuller environment for 
total observation and treatment purposes, because its basic subdivision into 
living section and working section can reproduce many test situations found 
in everyday life.3 

This rhetoric of rehabilitation is worthy of further analysis. In addition to the emphasis 

on medical surveillance noticed in previous eras, a new element appears: the 'test' for 

living in a world designed for the able-bodied. Passing or failing this test would 

determine how long individuals would have to stay resident in the centre, until they 

were deemed literally 'able' to cope in an able-bodied world. The concept of the 

'Dispensary' is extended: not only is it a point by which medical surveillance can be 

projected into the community, but it becomes a place within which disabled persons 

can be hidden from the gaze of the able-bodied society until they can be made fit to 

exist in that society. 

D Longmuir, "The functions of a rehabilitation centre and its importance in a total scheme of 
rehabilitation", MJA, 1956(1), p 486. 
ibid. 

Uibid, p 487. 
ibid. 
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The fortunes of the pro-hospital forces were boosted in 1956 with the visit to Australia 

of Dr Howard Rusk, a prominent US rehabilitationist whose Bellevue Medical Centre 

was cited as a model for Australian rehabilitation. Writing in the Medical Journal of 

Australia, Dr Wing reported that Rusk had "stressed the necessity for rehabilitation 

departments in all the city hospitals." While in Sydney, Rusk addressed the New 

South Wales branch of the British Medical Association and the Postgraduate Committee 

in Medicine at the University of Sydney. One of his historical reflections is worth 

quoting as an expression of the role of iatrogenesis in rehabilitation: 

The problem is one that we have created medically. Every one of you in this 
room, whether you are doctors or co-professional personnel, is responsible 
for the problem that w e face today, because with all the medical advances that 
we have made in the last two decades, which have been more than in all 
time heretofore, w e have created the problem of chronic disease and disability 
in an aging [sic] population. 

The urgency expressed by the pro-hospital forces was partly motivated by a fear that 

rehabilitation was no longer under full and correct medical control. Meyers was 

particularly perturbed about this, and sought to correct it by locating rehabilitation 

within the hospital context. 

Every large hospital has, to a greater or lesser degree, the basic ingredients for a 
rehabilitation department.... And why is it that these ingredients have remained 
separate? What is it in essence that still prevents the emergence of the hospital 
rehabilitation department? The answer is, the lack of enlightened full-time 
medical control. 

Medical control was the one major issue upon which the pro-hospital and pro-CRS 

parties appeared to agree. Longmuir advocated that the rehabilitation centre 

should carry a full-time or part-time medical director or senior doctor .... 
Medical management of rehabilitation centres by remote boards or committees is 
quite useless ... no sound rehabilitation centre can be run by remote medical 
control. Invariably, the most efficient centres I have seen are those with a full-
time medical superintendent. 

3 6 N Wing, letter to MJA, 1956(1), p 907. 
3 7H Rusk, "Rehabilitation", MJA, 1957(1), p 593. 
3®R Meyers, "Aspects of rehabilitation", MJA, 1957(2), p 721. 
Longmuir, op cit, p 488. 
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Despite wrangling at the official level, a number of rehabilitative ventures were, in fact, 

cooperative efforts between hospitals and the CRS. An outstanding example was the 

Lady Clark Rehabilitation Hospital in Hobart. Originally purchased by the Red Cross 

for convalescent sick and injured soldiers, it eventually passed into the hands of the 

Royal Hobart Hospital in 1950. The CRS used the building for resident and day 

attendance rehabilitation, paying a daily fee to the Tasmanian government as well as an 

annual subsidy, helping to purchase equipment and funding some staff positions. 

Meyers himself was responsible for a cooperative meeting of almoners and other 

ancillaries at the Mt Wilga rehabilitation centre in August 1957. In March 1961 Dr 

Leigh Wedlick was able to report the successful establishment of a rehabilitation 

facility which seemed to combine the best features of hospital and centre, the Hampton 

Hospital in Melbourne. This facility aimed to take patients from the acute stage, mostly 

accident victims with motor-skeletal injuries but not including paraplegics, who would 

be "best treated at special paraplegic units".41 

By 1956, largely as a result of Wing's efforts, South Sydney Hospital had established 

rehabilitation facilities. The Prince of Wales Hospital, Sydney had also acquired 

rehabilitation facilities. A paraplegic unit was set up 'unofficially' at the Royal 

Adelaide Hospital in 1958, strongly influenced by Guttmann and Bedbrook, although it 

was not given proper accommodation until 1962. The Austin Hospital, Heidelberg, 

Victoria had a tradition of maintaining chronic cases, and this made it a natural location 

for a spinal injuries unit, following the pattern established by the use of the Shenton 

Park Annexe in Perth.44 One of the accusations levelled against the hospital-based 

rehabilitation unit was the 'hospital atmosphere', which was seen as counterproductive 

Tipping, op cit, p 62. 

L Wedlick, "Development of a rehabilitation centre", MJA, 1961(1), p 338. Wedlick was the 
chairman of the Massage Registration Board of Victoria. 

npping, op cit, p 109. 
43J Hughes, A History of the Royal Adelaide Hospital, Adelaide: R A H , 1967, pp 143-4. 

T i Gault, A Century of Compassion: a history of the Austin Hospital, Melbourne: Macmillan, 1982, 
ch 14 passim. 
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to the rehabilitative process. Meyers defended the hospitals against this, claiming that 

"Despite doubts in certain quarters, such a rehabilitation department is yet able to create 

its own 'therapeutic community atmosphere'." 

Rehabilitation and medical control, 1950-1970 

By the 1960s, shifts had occurred which brought professional rehabilitationists closer 

to a unified position on rehabilitation. The unifying element was the role of medical 

control. Comparatively rapid expansion of specialisations within rehabilitation in the 

1950s, mostly in the ancillary field, had not been matched by a corresponding 

expansion of senior medical staff trained in rehabilitation and physical medicine. One 

of the reasons the pro-hospital practitioners had been anxious to focus rehabilitation in 

the teaching hospitals was to ensure a good supply of senior controlling medical staff. 

Nelson was firmly in favour of the teaching hospitals being given a greater role: 

No longer then would so many of our graduates have a defeatist attitude to 
chronic disabling illness .... It is considered that a more realistic approach 
would be to create within each such hospital a department of rehabilitation, 
which would have at its head a physician trained in the best overseas 
techniques, with staff and equipment adequate to the needs of the hospital.... 
Only in this way will the present deplorable state of this phase of treatment be 
rectified. 

Nelson was supported by Rodney Meyers, who argued that hospital-based 

rehabilitation could contribute just as well to the national economy as vocational 

training: 

Must Australian medicine repeat overseas mistakes and waste time in 
learning, slowly and at cost, lessons already learnt? It has been proved 
conclusively that, in terms of community economy, 'rehabilitation pays 
dividends'. 

Meyers, op cit, p 722. See Chapter 6, Note 24. 
|S Nelson, letter to MJA, 1953(2), p 806. 
Meyers, op cit, p 722. 
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Medical and vocation rehabilitation training, however, continued to follow separate 

paths, leading to the dearth of postgraduate-level rehabilitationists in Australia which is 

still experienced today. 

The ever-expanding numbers of ancillary health professionals being trained in the 

1950s and 1960s, as well as those assigned to the vocational rehabilitation of the 

patient, would have to be placed under medical control if rehabilitation were ever to be 

drawn back into the professional orbit of medical dominance. Claims had been made, 

most notably by Wedlick, that "it is a known fact that hospital committees and lay 

organisations have been more alert to the benefits of rehabilitation than the medical 

profession itself." A sense of losing control of rehabilitation had dogged the British 

Medical Association since the early 1950s. The inaugural address to the Association's 

Section of Rehabilitation and Physical Medicine at the 1955 Congress, delivered by Dr 

Colin Anderson, reminded the Association of several failures in their past. Anderson 

noted that Dr H C Coombs, when introducing the civilian rehabilitation service in 

1948, had made two important points: 

(i) that, in the past, social reforms had been brought about by agitation in the 
community and had led to enlightened parliamentary action, but that this 
Rehabilitation Service did not come into being by reason of community 
agitation but by the action of a government; (ii) that the interest and support 
of the community were vital to the success of this present service. 

The British Medical Association, Anderson lamented, had had little to do with the 

establishment of the service: 

I think at this juncture it should be noted that the Commonwealth 
Government did not approach the profession for assistance in the 
development of this service. I a m not forgetting the efforts of Dr Douglas 
Galbraith to inform the profession, but this service was and still is controlled 

50 

by the administrative services of the Commonwealth. 

L Wedlick, "Rehabilitation needs in the community", MJA, 1962(2), p 262. 

C Anderson, "The scope of rehabilitation in Australia with a suggestion for the future", MJA, 
1956(1), p 478. 

ibid. 
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This is a generous reconsideration of the events of 1946, where the Commonwealth 

government had approached the British Medical Association and discussed the subject 

of rehabilitation at some length. The Federal Council of the Association was at the time 

suspicious and ill-prepared, and failed to take the opportunity to "mark its own 

ticket."51 Anderson was prepared to concede that the various clashes over national 

health care policy between the British Medical Association and the federal government 

may have contributed to this 'lack' of consultation: 

Perhaps there was a lack of awareness of the degree of help which the 
profession could and should give, and the profession may be blameworthy 
in not taking a more active interest in this service. Medico-political issues 
were looming in 1948. 

He then went on to advocate a shrewd course of action. The work of the C R S was 

based around the rehabilitation of individuals through their practical retraining _and 

eventual reemployment. Anderson quoted extensively from a report from the 

Commonwealth Ministry of Labour Advisory Council, calling for the increased 

employment of the physically disabled in the workforce. Due, however, to the sorry 

disorganisation of rehabilitation services, particularly in Western Australia, this goal 

was not being achieved. There was a simple solution to this: 

... the suggestion is put forward that all rehabilitation services in the 
Commonwealth should be coordinated by the formation of statutory 
authorities on a Commonwealth and State level.... I suggest that half the 
members of such an authority should be medical men. 

Members of the medical profession were a logical choice for coordinating authorities: 

The economic situation of the community is such that, with the high level of 
taxation, governments monopolise the provision of moneys for 
rehabilitation services to a very large degree. I feel that with the help of the 
medical profession more persons would receive improved treatment for the 
expenditure of the same amount of money and that w e should see the 

51 See Chapter 6, Note 51. 
52ibid. 
53 
ibid, p 479. What is interesting about Anderson's use of the term 'medical men' is that a number of 

Australia's rehabilitation pioneers, such as Jean Macnamara, Naomi Wing, Joan Melville, Phyllis 
Goatcher, and Mercy Sadka, were women. 
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provision of sorely needed sheltered workshops and a more energetic 
community effort to obtain employment for handicapped people. 

Anderson was also present at the meeting of the British Medical Association Federal 

Council held in February 1956, which issued a request to the branches to provide 

information on the rehabilitation facilities in their respective states. The following year, 

the Federal Council resolved that the Commonwealth and state governments should be 

informed that the Council "regarded the integration and coordination of rehabilitation 

services within each State as essential to progress in making rehabilitation treatment 

available to persons who needed such services". State branches should "be asked to 

investigate the possibility of sponsoring conferences at State level to discuss such 

integration and coordination." It was Anderson who, at the Australasian Medical 

Congress in 1958, urged the Section of Rehabilitation and Physical Medicine to 

consider the "economic factor", that "suitable employment was a definite economic 

goal, as well as a definite social responsibility, which was the most important." 

Anderson appears to have been expressing opinions held by many members of the 

medical profession concerned about the turn taken by rehabilitation. An editorial in the 

Medical Journal of Australia stated the same year that 

It is very important that [rehabilitation] should be regarded as part of 
medicine rather than as just part of the social services. It should begin at the 
moment the patient comes under treatment and not wait until 
convalescence .... It should have medical supervision throughout and not 
pass entirely into the hands of members of ancillary medical and social 
services, capable, enthusiastic and sincere though they may be .... It is based 
on the doctor's particular responsibility of caring for the patient at all 
stages of his illness.57 

As far as coordination was concerned: 

It is clear that in our democracy and in our medical and hospital practice 
there can be no place for a grand over-all scheme of rehabilitation and 

ibid. 
55MJA, 1957(2), p 517. 
56MJA, 1958(1), p 900. 
57MJA, 1958(2), p 331. 
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reemployment by any one agency .... [It is necessary] to invest in 
rehabilitation as a branch of medical practice, irrespective of whether a 
patient is potentially employable or not, with faith that the dividends warrant 

CO 

the investment. 

If the state was adamant that employment was to be the end of the rehabilitative 

process, the British Medical Association must either comply, as urged by Anderson, or 

alter the policy. The debate in the British Medical Association showed clearly how the 

development of other rehabilitation-related professions, such as social work, had 

become a threat to medical dominance. These new professions not only intruded by 

monopolising government funding for rehabilitation, but by intervening in the 

sacrosanct doctor-patient relationship. 

Anderson's plea for rehabilitation irrespective of employment prospects, however, was 

a minority opinion; most members of the medical profession continued to urge greater 

employment of the physically disabled. The Medical Journal of Australia's 'Medical 

Matters in Parliament' column began in 1960 to list questions directed to the 

government concerning the Public Service record on the employment of the physically 

59 

handicapped. In 1962, the renamed Australian Medical Association met with the 

Minister of Health to discuss placing the control of rehabilitation services under that 

• , 60 

ministry. 

But the membership of the Australian Medical Association was not unanimous in 

desiring to place rehabilitation under direct medical control. Meyers described intra-

professional conflict over rehabilitation on two occasions, running along specialist 

lines: 

It has been shown in other centres that physical medicine and rehabilitation, 
far from constituting an inroad on orthopaedics and other specialties, 

'ibid, p 332, emphasis added. 
'MJA, 1960(2), pp 35-6, 75, 755-6. The Hansard dates are 4.5.60, 10.5.60, 21.9.60. 
]MJA, 1962(2), supplement, p 3. 
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renders the latter valuable assistance, and comes to provide new cases for 
them.61 

Again, some orthopaedists and physicians may have to resolve their doubts 
or jealousies, and accept open-heartedly or adopt the new specialty of 
physical medicine and rehabilitation, just as, a generation ago, some general 
surgeons by force of circumstance had to accept or adopt the then new 
specialty of orthopaedics, when, in its turn, it arose to satisfy a need. 

Meyers himself had some grave doubts about the attempt by the Section of Physical 

Medicine and Rehabilitation to have Commonwealth medical benefits extended to cover 

ancillary services involved in rehabilitation, including physiotherapy and occupational 

therapy. The Australian Medical Association warned the Section that "it would be 

unwise for [that Section] to make an independent approach to the Commonwealth 

Health Insurance Council." 

Medical control and the historiography of rehabilitation 

An interesting feature of debates of the 1960s was the emergence of arguments from 

history. Meyers referred to orthopaedics as similar to other branches of rehabilitation 

practice in that it arose to satisfy a need. Anderson, on the other hand, pointed out that 

the impetus for national rehabilitation arose from the government, not from popular 

demand or medical advice. A 'doctored' history of rehabilitation was being 

incorporated into discussions of its role in the health care system. The representation of 

rehabilitation in these discussions highlights contemporary approaches to the meaning 

and purpose of the rehabilitative process in Australian health care. 

Burniston was among the first to highlight the history of rehabilitation. It was, he 

remarked, "as old as the practice of medicine", yet had not been organised until the 

R Meyers, letter to MJA, 1953(2), p 945-6. 
'R Meyers, op cit, 1955, p 759. 

This is discussed in the MJA, 1962(2), supplement, p 83. 

ibid. 
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65 recent past. Citing the work of Jones and the impact of wartime necessity as crucial to 

the development of rehabilitation, he regretted that "the lesson was largely forgotten 

here".6 At the same time, he maintained that 

All of us are aware of the commendable work of the various voluntary 
agencies caring for crippled children. For years they have been providing 
coordinated medical and social services for young handicapped people. 

These apparently contradictory statements can be clarified quite simply. Burniston did 

not acknowledge that the voluntary organisations made any substantial contribution to 

the development of rehabilitation in Australia, because they had not been conducted and 

organised under national control and under medical control. The remainder of his 

article concentrated on the 'progressive' form of rehabilitation, which, according to 

Burniston, took place in organised centres, with total medical and ancillary 

surveillance: 

There is no doubt that, whilst it depends upon the concerted efforts of many 
experienced social, ancillary medical and lay workers, the responsibility for 
the successful resettlement of the disabled in the community rests finally 
with the medical profession .... W h e n physicians and surgeons are fully 
aware of the importance of this 'third phase' of medicine, and are prepared and 
qualified to assume as much responsibility here as in the earlier therapeutic 
phase, then w e will be much further forward in Australia in preventing 
invalidism. 

Rodney Meyers likewise introduced history into his analysis of the role of rehabilitation 

in Australia. "It should be recalled", he wrote, "that the entity 'physical medicine' had 

its roots in an amorphous mass of mysticism in which there was yet a core of sensible 

empiricism."69 He went on to describe the Greek, Egyptian, Hindu and Chinese 

traditions of massage, and then briefly examined the introduction of diathermy and 

other electrical treatments: 

6 5 G Burniston, "Rehabilitation of the disabled, with particular reference to its present progress in 
Australia", MJA, 1956(1), p 479. 
66ibid, p 480. 

ibid.. 
68ibid, p 482. 
69Meyers, 1957 op cit, p 720. 
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Thus it was that the early practitioner in physical medicine may have come to 
be concerned unduly with electrical gadgets; but this phase passed as research 
lent a rational basis to practice, and as the importance and significance of 
specific exercises came to be recognised through study. 

As time passed, thanks to the influence of Jones and others, "physical medicine and 

71 

rehabilitation" "came into being as a new entity, in fact if not yet in name'. 

Meyers' history is an almost textbook example of the construction of 'medical history'. 

He supplies rehabilitation with an ancient pedigree, and stakes it out as the natural 

territory of the orthodox practitioner. Only unorthodox practitioners would resort to 

'mysticism', which obfuscated the clear light of empirical science. Meyers also 

develops the conventional linkage between medicine and scientific research. At the core 

of all experimentation, whether medical or scientific, is a kernel of 'truth', waiting to 

be revealed by objective study. In a later article, Meyers pursued his efforts to give 

rehabilitation a useful medical pedigree. While restating that rehabilitation "is as old as 

the art of medicine", it was "new as an organised section of medical and hospital 

practice". "Herein", he argued, "lies the source of some of the confusion and 

72 

controversy that at times arise when this topic is discussed." 

Rehabilitation was not only as old as medicine, but actually a branch of medicine 

which could be linked up with other specialties within medical practice: 

Rehabilitation is no more a narrow specialty than is internal medicine or 
general practice. Properly practised it is a branch of medicine, an integral 
part of the whole, so that anatomy, physiology, pathology and psychology, 
in their ancient truths and recent advances, serve it equally well as they also 
serve internal medicine, general practice and most of the specialties. 

ibid. 

ibid. 
72 
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He next went on to reject the idea that any real contribution to the development of 

rehabilitation had been made by unorthodox practitioners. He chastised those 

responsible for 'unprofessional' experimentation: 

It is not to be wondered that those who dabbled with massage and movement 
and joints and muscles, to the exclusion of an adequate knowledge of normal 
and morbid processes in the body and of their management, brought a disrepute 
to their trade or quackery. 4 

Proper rehabilitation, he implied, had always taken place under medical control. 

N o w , Meyers went on, rehabilitation faced a new challenge, requiring an ever greater 

degree of medical control: the healing of the 'whole' person. There were "social 

implications of medical practice", arising from "new knowledge that could be applied to 

the health of the people as a whole."75 Pursuing the standard analogy between the 

health of the whole population and the whole individual, Meyers was highly critical of 

the current state of rehabilitative practice in Australia: 

there are gaps in medical and hospital practice, and because of these 
gaps, many patients are in dire straits: in brief, too ill or disabled to be well 
or earning; not ill enough to warrant hospital treatment, or unable to afford the 
cost of reaching and purchasing the necessary care; or merely unable to be 
restored to a suitable normal activity because the few extra facilities needed for 
this new type of comprehensive care are not available. 

The only way to overcome this problem was through coordination under strict medical 

control, and the provision of more facilities for the medical practitioner: 

Honestly, I believe that as long as we maintain intact both honesty of 
purpose and professional freedom, the ethic of medicine will remain 
inviolate; and I believe that in this present day, and in the future, medicine can 
meet "the changing and enlarging needs of socialised man", but that it can do so 

7*7 

only by satisfying the need of man, our patient, for comprehensive care. 

ibid. 

ibid. 

ibid, p 555. 
77ibid, p 558. 
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The theme of the 'whole' person was taken up by G Swan, assistant director of the 

Rehabilitation Department at Royal South Sydney Hospital. Swan defined 

rehabilitation as "the restoration of the human being to living in the full sense. It is the 

treatment of the whole man, and not only of his disability."78 Taking up the new 

emphasis on the past, Swan reiterated the 'Hippocrates' approach used by both 

Burniston and Meyers, adding a comment on Robert Jones who, he observed, "is 

remembered now for his work as an orthopaedic surgeon rather than for his 

7Q 

rehabilitation, more is the pity." Rehabilitation takes on a life of its own in this 

approach, becoming separated from 'mere' orthopaedics, even though it was totally 

dependent upon orthopaedics for its very existence in the first place. 

The lack of any recognised history of rehabilitation was an advantage to those seeking 

to extend its horizons. Illustrious pedigrees and unimpeachable scientific origins could 

be invented. The discussion of the 'whole' person had an additional practical 

significance, as it was to spearhead a campaign by medical rehabilitationists to have 

their specialty recognised as integral to medical practice, with a role not only as the 

'third phase' of treatment, but also in preventative medicine and occupational health. 

Rehabilitationists had perceived the gradual shift in Australian health care provision 

from the treatment of acute conditions and infectious diseases to a greater concern with 

preventative medicine and chronic illness. 

New fields for rehabilitation 

There was no doubt that the stage would be reached when it was said that it 
would be a pity to scrap the machinery and that another class of patients would 
have to be discovered in order to keep it going.80 

Dr C H Colville's words of 1947 appear to have been prophetic. Rehabilitation was 

becoming involved in more areas of medicine and touching the lives of more groups 

78G Swan, "The history and development of rehabilitation", MJA, 1964(2), p 938. 
ibid. 

ioibid, p 511, affirming Grieve's suspicions voiced earlier, ibid. 
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within society. Preventative medicine was of great interest to rehabilitationists, 

particularly to those who saw rehabilitation as involving a total process of healing 

which extended to preventing the accident or illness from occurring in the first place. 

Dr Jean Macnamara, discussing poliomyelitis in the early 1950s, urged greater 

government interest in the "salvage of the potential cripple" from what she described as 

the 'cripple factory': 

Governments have not yet realised how fantastic it is to spend large sums of 
money on attempts to rehabilitate the finished cripple and at the same time be 
parsimonious in providing funds to bodies working (a) to detect the potential 
cripple early, (b) to rescue him from the factory - by early, skilled and long-
continued care. 

Phillip Alpers also noted the changing health care needs of Australia's population, 

predicting a far greater future role for rehabilitation in the health care system: 

We are living in an epidemic of chronic disease in an aging [sic] population 
.... W e are gradually becoming a nation of old people. It is a paradoxical 
situation that, with every medical advance, w e increase the problem of 
physical rehabilitation in chronic disease .... Physical medicine and 
rehabilitation, conceived in adversity and b o m of necessity, have grown 

82 

during that period into a dynamic link between physician and patient. 

By the late 1960s, a small network of rehabilitation units was functioning across 

Australia, allied through referral to the CRS centres. But the CRS was concerned with 

rehabilitation for the workplace, and a new area of medical specialisation within 

rehabilitation was to have little to do with retraining for the workplace. The field of 

geriatric rehabilitation was first initiated in Australia in this period, and became part of 

the drive to secure the hospitals' precedence in the rehabilitative process. 

The Mount Royal Hospital in Victoria had treated over a hundred poliomyelitis cases, 

including full after-care, during the epidemic of 1937-8. With a successful 

rehabilitative infrastructure thus established, the hospital was able to introduce geriatric 

rehabilitation, encouraged by Drs Joan Melville and Graeme Larkins. By emphasising 

81 
The 'cripple factory' was a term originated by G R Girdlestone, a prominent British orthopaedic 
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the status of the aged as chronic invalids, the argument of economic necessity could be 

introduced, in this case the benefits of bed space in hospitals. The secretary of the 

Mount Royal Hospital had initiated the process by sending a circular to all federal and 

state government representatives, which emphasised the need for accommodation for 

the sick aged, urging in particular the empty beds at Caulfield Repatriation Hospital to 

be used for this purpose. The Sir Henry Olney Geriatric Centre was opened in 

October 1957, at a time when there was little professional or public awareness of 

geriatric rehabilitation. 

Throughout the previous decades, the primary justification for the rehabilitation of 

injured persons had been getting them back to work. In the case of juvenile 

poliomyelitis patients, the emphasis had been preparing them for the workforce, and 

preventing them from becoming a drain on the public purse. What sort of argument 

could be used to justify geriatric rehabilitation? Uhl states that chronic geriatric patients 

were "considered on the scrap heap, bedridden and a nuisance to relatives if not to 

84 

themselves." If the chronically ill aged were beyond being of use to the economic 

system, where did they fit into rehabilitation, particularly the definitions which were 

widespread in the 1950s? 

Two arguments begin to emerge to justify the work of geriatric rehabilitation in 

Australian hospitals at this time. These arguments were both extensions of the 

arguments previously used to justify rehabilitation - the potential saving of government 

money and the improvement of the 'health' of the nation, in terms of providing 

integrated individuals. The only missing element was the possible benefit of having 

restored workers available for the workplace. Instead, the saving of government health 

care spending was emphasised, a good example being the success of the Royal 

83 
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Newcastle Hospital Geriatric Service, which was launched in 1955. This service was 

limited to those patients who could be discharged to their own homes or those of their 

families, where their care would be assisted by the hospital domiciliary service. 

Reporting on the service in 1970, Dr R M Gibson was able to state that since 1955, 

75% of the patients treated returned to the community, and, once re-established, 92% 

85 

were adequately cared for. 

Joseph Griffith, in his 1970 survey on rehabilitation services in Australia, was more 

explicit: 

[Rehabilitation services are costly. Nevertheless, if well-developed and co
ordinated they can relieve the even higher costs of acute hospitals, expensive 
health services and other public services ...[including] reduction of costly 
chronic conditions which, when not avoided or obviated, can incur heavy 
expenditures for endless years. 

Social aspects were highlighted in the 1974 Woodhouse and Meares Report on 

compensation and rehabilitation: 

The main objectives for rehabilitation of the aged should be to enable the 
individual to attain the greatest degree of restoration of both physical and 
mental function and to maintain the ability to live independently. 

From a medical perspective, geriatric rehabilitation was a perfect example of the team 

approach in action. Common disabilities experienced by the aged required carefully 

integrated teamwork, especially the more complicated rehabilitative procedures 

involved in cases of stroke, chronic arthritis and heart conditions. Socially, a different 

aspect of the purpose of rehabilitation was emphasised. In previous years, the social 

importance of being able to earn a living had been seen as vital to the full rehabilitation 

R Gibson, "Social aspects of ageing, with particular reference to the Hunter Valley Region", in S 
Sax (ed), The Aged in Australian Society, Sydney: Angus & Robertson/ANZAAS, 1970, pp 120-1. 

J Griffith, "Rehabilitation Services in Australia: report on a review made in June-December 1969", 
March 1970, unpub pre-release copy, p 20. 

Australia. National Rehabilitation and Compensation Scheme. Committee of Inquiry, Compensation 
and Rehabilitation in Australia: report of the National Committee of Inquiry, vol 2, 'Rehabilitation and 
Safety', Canberra: A G P S , 1974, p 10. 
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of the individual. In the case of the geriatric patient, an improved quality of life was 

held to justify expenditure. If geriatric rehabilitation could prove that it could reduce 

the number of patients occupying bed space over long periods, it could be justified 

economically. It could also help to ease the burden on families who had to care for the 

elderly, while granting independence to the disabled elderly, allowing them to lead 

fuller and more active lives. It was, in addition, a community-based venture in health 

care, which was to affect the development of rehabilitation in the 1970s and 1980s, as 

de-institutionalisation began to take effect for the younger disabled. 

Geriatric rehabilitation also cut across gender barriers. By shifting emphasis away from 

male-dominated, work-oriented definitions, other groups could be embraced within 

the rehabilitation clientele, who had been overlooked by the CRS. The "deficiencies" of 

the D S S included, as concerned rehabilitationists such as Wing and W a d e well knew, 

the absence of any special provision for the rehabilitation of women. The strong 

emphasis on those working in paid employment as the primary candidates for 

rehabilitation, the greater representation of males in the heavy labour workforce, where 

industrial accidents which required rehabilitation were more likely to occur, and the 

substantial influence of the treatment of ex-servicemen had all contributed to this state 

of affairs. The predominance of the idea of economic relevance meant that girls and 

women w h o underwent rehabilitation were encouraged to enter the workforce, but little 

was mentioned concerning those who could not or did not work in paid employment. 

Women employed in homemaking could and did suffer from chronic conditions such 

as arthritis, which seriously interfered with their work routine. Both Wing and W a d e 

were aware of the dearth of services available to rehabilitate these w o m e n in Australia, 

despite the example of British rehabilitationists w h o were already experimenting with 

independent living devices such as adjusted door-handles, taps and household 

88 
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appliances to assist rheumatoid arthritis patients w h o were working in the home. 

Wade was particularly critical of the neglect of women with disabilities in Australia: 

"Housewifery" ... occupies more women than any other single occupation and 
is a lifetime job. There is no forty-hour week and the only retirement is by 
invalidity or death. There is no fixed wage to aid the housewife, and there is no 
union to see that she gets one. She cannot be sacked, but neither can she 
resign. Owing to the present longer expectation of life in general and to the fact 
that the female lives longer than the male, there are thousands of elderly 
widows and spinsters eking out a miserable and solitary existence whilst 
suffering from some disability.90 

As Wing pointed out to the Rehabilitation Congress in Sydney in late 1955, a 

rehabilitation unit based in a major hospital could reach many of these women, whereas 

the live-in requirements and long distances involved in attending a rehabilitation centre 

as run by the CRS meant that they were largely neglected. The later feminist 

movement's determination to focus the discourse of women's work upon participation 

in the paid workforce contributed to this neglect, which was only recently partially 

redressed by the CRS' decision to admit homemakers to their rehabilitation programs. 

The work-oriented ethos of rehabilitation had the potential to isolate or degrade other 

groups within the rehabilitation clientele. G S Swan, describing the history of 

rehabilitation, pointed out a possible use for the classification of the disabled in an 

industrial economy: 

I have never subscribed to the view that serious disability implies an 
economic down-grading. I have known and seen far too many disabled 
people improving their economic status simply because they have a 
disability. 

Swan instead recommended that the disabled be used in specific areas of industry: 

One of the bugbears of personnel management is the simple repetitive job - the 
soul-destroying occupation. H o w frequently workers have to be changed in 
such jobs! Here, I a m sure, is a tremendous opening for thousands of mentally 
retarded. W e all know that many such people can be trained to do one simple 
job; w e know, and have seen, the pride such people take in its accomplishment 

°*Wade, op cit, p 529. 
90.,., y v 

ibid. 
91 
Swan, op cit, p 938. 



216 

and in its repetition. There would be no need to change them from one job to 
92 

another. 

Swan looked forward to a future where "we may see advertisements in newspapers and 

trade journals for people with specific disabilities" which would "remove the 

tremendous fear that exists now in the minds of disabled people, and would open up a 

future that possessed for them security and hope."93 In the longer term this would open 

up a contentious issue: should the disabled be segregated into jobs designed to fit their 

changed bodies, or should they be free to compete in an open job market along with the 

able-bodied? The residual language of subordination and passive subjection by the 

disabled to the rehabilitation process still exists in medical writing in this period. 

Certain elements, however, appear to have changed, as formerly scattered and 

uncoordinated disabled support groups began to make themselves heard through 

support associations, such as the Commonwealth Advisory Council for the Physically 

Handicapped, which had existed from 1946.94 Government involvement through the 

CRS meant that the disabled could increasingly find a voice in their own rehabilitation, 

including both medical treatment and employment prospects. 

The Australian Physiotherapy Association and the hospitals 

In the 1950s and 1960s, the Association further consolidated its professional standing. 

With registration acts passed covering the activity of practically all its branches, it was 

legally secure. The role it played in the debate over the 'hospitalisation' of 

rehabilitation is an interesting one, which reflected the stronger professional status 

achieved by the Association. The Australian Physiotherapy Association supported the 

expansion of rehabilitation services in the hospitals, but not at the expense of other 

appointments in the private field or in community health. The Association perceived 

92ibid, p 939. 

ibid. 
94Galbraith, 1946 op cit, p 5. 
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the value, in terms of job provision, of the hospital rehabilitation units, which had been 

a traditional area of employment for its members. Its long history of disputes with 

hospital management and their outcome helped to shape its response to the 

concentration of rehabilitation facilities within a hospital environment. The Western 

Australian branch of the Australian Physiotherapy Association was formed directly in 

connection with the establishment of the Shenton Park Annexe rehabilitation section of 

the Royal Perth Hospital, meaning that for the first time a branch was formed with a 

direct link with medical rehabilitation, and with a strong connection in that the 

physiotherapy school was established on site at the hospital. 

During the Second World War, the control of Australian hospital appointments in 

physiotherapy, especially those working with the rehabilitation of service personnel, 

became a priority for most of the branches of the Australian Physiotherapy Association. 

In Queensland, hospitals were playing a greater role in the branch's affairs. A protest 

was made over nurses using diathermy machines (a basic element of physiotherapy 

treatment) and the branch sought greater involvement in advising the Red Cross in its 

choice of staff for military hospitals.95 As Greenslopes Hospital began to take patients, 

the branch urged its members to "get in early" for appointments, although most of the 

graduates from the new diploma course were rapidly absorbed into military service.9 

The Queensland branch also attempted to bring to the attention of the Deputy Director 

of Medical Services the numbers of physiotherapists willing to work in military 

Q1 

hospitals in Australia and overseas. 

Relations with hospital management were not always smooth. The branch complained 

to the Brisbane and South Coast Hospitals Board about low rates of pay, which issue 

dragged on for most of 1944. A first year employee in hospital work had a starting 

95APA Qld Min, 24.4.41, 19.6.41. 
APA Qld Min, 18.9.41; Annual Report 1942. 

97APA Qld Min, 19.3.43. 
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salary of £200, but the minimum fee which could be charged by a private practitioner 

for 6 days' treatment was £2/2/-, meaning that a private physiotherapist treating only 

98 

one or two patients at a time was earning substantially more than a hospital employee. 

The wages dispute with the Hospitals Board continued, along with growing 

dissatisfaction with rates and conditions, and the Australian Physiotherapy Association 

in Queensland was preparing by August 1946 to unite with the Australasian Trained 

Nurses' Association in Queensland to form a sub-section to approach the Arbitration 

Court.99 

Problems with hospital management were also an issue for the NSW branch. While in 

the late 1930s the NSW branch's members gained the right to work for legally qualified 

and registered dentists, its relations with another group in the health care industry were 

not as happy. In January 1938 a dispute had broken out at Royal North Shore Hospital 

over housing for the honorary masseuses. They had been billeted in the nurses' 

quarters, and placed under the jurisdiction of the matron, which 

is not acceptable to the Association, it having been found by experience that 
it is in the interests of hospitals, patients and workers for masseuses to be 
quartered with the medical staff or by themselves to be under the control of 

100 

the Medical Department. 

By April 1938, the massage staff had their own accommodation, but still had to take 

their meals with the nursing staff, an arrangement seen as "still not satisfactory." By 

1944, the NSW branch had gained control of physiotherapy appointments to Royal 

Prince Alfred Hospital, and had assured for those appointees a permanent office and 

telephone, as well as an insistence on greater hospital familiarity with the term 

98APA Qld Min, 16.12.43, 20.1.44. See Appendix for national pay rates, 1947. 

A P A Qld Min, 19.8.46. Improved relations with the ATNA(Q) meant that recreational facilities 
belonging to the nursing association were also made available to the physiotherapists, A P A Qld Min, 
19.3.47. 
1 0 0 APA N S W Min, Bk 2, 27.1.38, p 6. 
l u l APA N S W Min, Bk 2, 28.4.38, p 12. In 1926, massage staff working at Perth Hospital had 
insisted on a similar condition of employment, Royal Perth Hospital Board of Management Minutes, 
26.10.26, "Resident Masseuse Staff. 
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'physiotherapy' as opposed to 'massage'. It was also suggested by the branch that it 

was in 

the best interests of all that Residents and Medical students should be made 
familiar with the basic principles of physiotherapy and requested to make it 
obligatory for them to visit the department to observe the treatment and 
progress of their patients. 

The South Australian branch of the Australian Physiotherapy Association had been 

recognised by the late 1930s as being the supplier of qualified physiotherapists to 

institutions, including the Adelaide Hospital, the Adelaide Children's Hospital and the 

Crippled Children's Home in Somerton.103 Despite their monopoly on hospital 

appointments, the reports of VAD nurses being "employed as masseuses" caused the 

branch some concern.104 The branch insisted that orderlies not be conscripted to work 

as physiotherapist, in military hospitals.105 By 1940, the Australian Physiotherapy 

Association in South Australia also had control over all appointments of 

physiotherapists to hospitals.106 During the 1940s, the branch arranged for a 

representative on the Hospital War Efforts Fund committee, and drew up plans for the 

half-time employment of physiotherapists at Royal Adelaide Hospital. 
107 

Whe n the South Australian Hospitals Department planned to reduce the salary of half-

time practitioners to £54, the branch lobbied the Public Service Commissioner and the 

Inspector-General of Hospitals, as well as contacting the NSW and Victorian branches 

to compare their wages structures.108 Angry members eventually protested via the 

Association to the Hospitals Board over the low rates of pay. An increase of wages 

was eventually secured, whereupon the branch informed the secretary of the honorary 

102APA NSW Min, Bk 2, 8.11.44, pp 241-2. 
103APA SA Min, 8.4.38, 4.1.39. 
104APA SA Min, 26.8.41. 
105APA SA Min, 7.7.42. 
106 E Casely, "Physiotherapy in South Australia", AJP, vol 1, no 4, p 165-6. 
107APA SA Min, 21.10.41, 13.1.42. 
108APA SA Min, 13.1.42, 21.4.42. 
1 0 9APASAMin, 12.1.43. 
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staff of Royal Adelaide Hospital that a physiotherapist was needed on the Magill 

wards, where at present there was none engaged.110 By 1944, when the Children's 

Hospital and the Royal Adelaide Hospital requested more physiotherapy staff, it was 

suggested to the Association that the hospitals' Medical Co-Ordination Committee take 

control of staff transfers from the Children's Hospital to Royal Adelaide.111 In South 

Australia, when poliomyelitis aftercare became necessary in the 1948 epidemic, the 

APA suggested that, due to the shortage of physiotherapists available, cases should be 

transported to treatment centres rather than introducing an itinerant physiotherapy 

i 19 

service - distance may also have been a factor. 

A major feature of the post-war years for the Association was its increased 

independence from the medical profession. It maintained its ethical code, reliant upon 

referrals from the medical profession, but increased specialisation within 

physiotherapy, a broadening hospital system, and the inauguration in the early 1950s 

of a professional journal gave more opportunities to express independence. One of the 

early editorials in the Australian Journal of Physiotherapy, written by Dr Howard 

Graham, dealt with this issue in particular: 

The relationship between physiotherapist and patient is barely less important 
than that between doctor and patient... possibly a fear of the unorthodoxy of 
yesteryear's 'physiotherapy' lingers in the minds of some doctors, and it may 
be that there are physiotherapists who consciously or unconsciously resent the 
fact that they are playing the lesser role. 

Tensions had apparently arisen in the rehabilitation departments of the major hospitals, 

where some "experienced physiotherapists feel that an inflexible system whereby the 

consultant or medical director routinely supervises all patients referred to the 

department of physical therapy is undesirable."114 A further complaint was that the 

110APASAMin, 15.6.43. 
H1APA SA Min, 5.12.43, 1.5.45, 21.6.45. 
112APASA Min, 11.10.49. 
113'The Bond Between Us', AJP, vol 4, no 1, 1958, p 32. 

ibid, p 33. 
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imposition of a second medical practitioner between the referring doctor and the 

physiotherapist "relegates physiotherapy to the background and the physiotherapist to 

the level of a technician."115 The longstanding lack of apparent interest in physiotherapy 

and its practitioners, dating back to the very earliest days of the Association, was 

beginning to be resented in terms of rebellion. The Association was emerging from a 

long period of medical dominance, necessitated by associative strategies of 

professionalisation, and was "perhaps approaching a critical phase of its history." 

From this period, the Association shifted its emphasis to exclusion - having established 

itself as a force to be reckoned with within the health care system, it was n o w in a 

position to maintain its professional exclusiveness. This would become more apparent 

in the 1970s as the Association moved to block the recognition of chiropractic as a 

legitimate form of rehabilitative treatment. 

Summary 

The 1950s and 1960s were in many ways a period of consolidation for the British 

Medical Association/Australian Medical Association after its defeat of any form of 

nationalisation. Yet in the field of rehabilitation, a growth industry after the war, the 

medical profession failed to seize control, due to a lack of organisation, information 

and resources upon which to base such a claim, the initiation of civilian rehabilitation 

having been set into place by the state rather than by the profession. This debate 

illuminates a number of elements which had entered the vocabulary of rehabilitation: the 

importance of the healing environment, the treatment of the person as a whole and the 

ultimate function of rehabilitation. This last element is particularly revealing, as the 

strength of the work-based argument led hospital supporters to produce evidence of 

their ability to send rehabilitated individuals back to the workforce. 

'The Journal', AJP, vol 4, no 1, 1958, p 35. 
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The role of the medical profession in general, and of the rehabilitation specialists in 

particular, was particularly important. Internal disputes concerning the nature and 

function of rehabilitation prevented the British Medical Association from taking action 

which would have placed rehabilitation under its control. The profession did 

acknowledge that they had missed their chance; that post-war wrangles over the 

nationalisation of medicine had effectively wrested rehabilitation from their hands, and 

placed it in the hands of the state. Efforts to undo this also characterise this period in 

the history of rehabilitation. 

The state, the role of work and rehabilitation continued the relationship which had been 

initiated after the Great War. State involvement continued to expand in the post-war 

period, as the categories eligible for rehabilitation assistance widened and full 

employment appeared to be an achievable goal. Yet, at the same time, new 

specialisations such as geriatric rehabilitation were initiated in Australia in this period, 

which did not conform with this successful worker-producing model of cooperation 

with the state. 

The failure to attract more resources to the teaching hospitals effectively restricted the 

creation of a training structure to provide more rehabilitation specialists for Australian 

hospitals. The inefficiencies within the hospital system at this time paved the way for 

the 1969 N i m m o Report, which was followed by the Woodhouse and Meares 

investigation, prompted by the strains and complications occurring within 

rehabilitation. T w o groups were finding a voice to protest against medical dominance 

and state control over rehabilitation - the Australian Physiotherapy Association and the 

disabled themselves, motivated by different concerns and opinions. 

The term 'rehabilitation' had by this stage become a weapon in an ongoing battle 

between medical and vocational specialists. Every article discussing the matter took its 
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own definition depending on the conclusions drawn by the author. Rehabilitation had 

become whatever its professionals wanted it to be, subject to change depending on the 

attraction of government funding. Convincing the state of the value of rehabilitation 

had been achieved; the medical and vocational sides of the issue now had to compete to 

draw state attention to their own contributions, in order to continue their professional 

survival. 



CHAPTER EIGHT Enemies Within? Exclusion and 
Independence in Rehabilitation, 

1970-1981 

Q: Isn't the move by chiropractors to have registration 
simply aimed at making the profession more 
respectable, and what is in it for the patient? 
A: Well certainly registration will create some degree of 
respectability for the profession, surely this is partly 
what w e want for the patient - to assure the patient that 
when he goes to a chiropractor he is guaranteed at least a 
certain minimum standard of training and experience. 
W e can't guarantee treatment, but at least the untrained 
practitioner will be removed from the scene. 

Any physical suffering I have had to bear is as 
nothing compared with the patronising attitudes I 
have encountered and had to deal with. I still deal 
with them and expect to continue to have to do so. 
This has not made m e bitter about people in any way. 
I may have done some of those things myself had I 
not had this direct expe^nce of disability. 

Rehabilitation has changed dramatically over the last hundred years in Australia. Some 

of the most radical changes have been effected in the last twenty. The early 1970s 

signalled the last major attempt to coordinate rehabilitation as part of a national health 

care agenda. The proposed national compensation and rehabilitation scheme of 1974 

highlighted rehabilitation's inherited problems and contradictions, such as the role of 

work in a national economy which was beginning to experience serious 

unemployment, and rehabilitation in an 'adversary' system of workers' compensation 

which required the de facto maintenance of a state of injury during litigation. The 

continuing struggle to perpetuate medical dominance within the Australian health care 

system, and its poor relations with vocational rehabilitation, contributed to the 

emergence of two new 'actors' in the professional development of rehabilitation. 

Stewart Parry, 4QR, interviewing Malcolm Rutledge, Secretary of the Australian Chiropractors' 
Association, 3.3.76, p 1 A B C transcript, A P A National Office Chiropractic Files, Melbourne 
University Archives. 
2'Ernie Lightpole', "Quadriplegia - what I feel", MJA, vol 154, 1991, p 562. 
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First of these was chiropractic medicine, a would-be professional competitor to the 

established orthodox schools of rehabilitative practice. Chiropractic was seen by the 

existing professional associations as an enemy both without and within - outside of the 

legally-recognised sphere of medical practice, yet already widely established, and with 

a claim to rehabilitative practices. The second 'actor' was the disabled themselves, 

always present in the history of rehabilitation but never before assigned a speaking 

role. It would be misleading to speak of the 'disabled' as a coherent group capable of 

political action: government statistics on Australia's disabled population show how 

diverse they are in their medical conditions, age and sex. The obstacles to their 

speaking with a single voice to lobby government and medical authorities were 

insuperable. What did occur was the increase of activities among those concerned for 

the welfare of the disabled, most notably the voluntary associations and the 

Commonwealth Rehabilitation Service, and among some groups of disabled 

individuals. 

Both chiropractors and disabled persons saw themselves as groups with a legitimate 

grievance against the vested interests of physical rehabilitation. They were perceived in 

quite different terms by those established interests. The growing demands of the 

disabled and their supporters for greater community health provision and independent 

living were seen by some as a case of biting the hand that feeds. Practitioners w h o had 

worked to help disabled individuals attain greater independence found themselves the 

object of attacks on medical constructions of normality and medical dominance. 

This chapter will examine their impact on rehabilitation in Australia. The treatment of 

chiropractic provides an- example both of exclusion (by the A M A and the A P A ) and 

independence by a group seeking legal protection as a medical practice. As in the early 

history of rehabilitation, an 'unqualified' specialisation once again sought entry to the 

world of orthodoxy through legal protection. Massage had sought similar privileges, 
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but pursued them through alliance rather than confrontation, placing itself in a 

subordinate position in order to ensure professional survival. Chiropractic was both 

unwilling and unable to pursue this strategy. It was excluded and shunned, not only 

by the A M A but by the A P A , who again, as in the Kenny controversy, felt their 

particular occupational territory to be threatened.3 

The radicalised disabled also sought independence, but in their case from 

institutionalisation and surveillance. The C R S had developed as the main government 

body which controlled vocational rehabilitation, and it was this body which was to 

experience significant changes. Having already distanced itself from medical 

rehabilitation, the C R S was in a position to hear the voices of the recovering disabled at 

first hand. H o w it responded to those voices, in terms of discipline, categorisation and 

eventual de institutionalisation, is integral to understanding the development of 

rehabilitation. 

Rehabilitation and the national health care agenda 

The Sax Report, 1974 

Developments after the Second World W a r had led to a proliferation of services in both 

the medical and vocational fields. The split between medical and vocational 

rehabilitation was partly to blame, but the divisions of responsibility between state and 

federal governments further complicated the issue. The late 1960s and early 1970s 

brought important investigations and expressions of dissatisfaction with Australia's 

health care system, beginning with the 1969 N i m m o Report on health insurance in 

3Willis, 1983 op cit, notes this, p 183. 
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Australia. This was followed by the Hospitals and Health Services Commission's 

Sax Report on Hospitals in Australia in 1974. According to the Sax Report: 

The prevailing attitude of communities to their hospitals is an ambivalent 
one. O n the one hand there is an anxious demand by communities that they 
should have hospital services in their locality, on the other is a general 
resignation to the inadequacies of existing services. Long waiting periods for 
admission to hospital, hours spent in outpatients' departments, attitudes of 
condescension and charity from some members of staff and consultants are 
borne with an equanimity and resignation which contrasts markedly with the 
sharp and critical attitudes of people to other community services, such as 
schools. 

Rehabilitation was affected by this ambivalent attitude, and by the gradual changes in 

emphasis on the role of the hospital as part of the rehabilitation process. The 

inadequacies of rehabilitation provision in larger hospitals were, by 1974, being 

addressed by what the Report described as "an attempt to rationalise services now 

provided by the large hospitals", namely, the provision of regional rehabilitation units, 

community health centres and day hospitals. Examples of the trend were Fremantle 

Hospital in Western Australia, which had provided a day hospital for its geriatric 

rehabilitation patients, and the newly-formed Western Australian Arthritis and 

Rheumatism Foundation (WAARF), which had instituted a travelling clinic in an 

attempt to provide rehabilitative services to isolated rural population centres. Rural 

areas posed particular problems for rehabilitation, noted bluntly in the Sax Report as 

"major inadequacies in the field of rehabilitation." 

Sydney Sax, the Hospitals and Health Services Commission's chair, was a medical 

practitioner, and the deputy chair was J M Blandford, from the Australian Hospitals 

Australia. Committee of Enquiry into Health Insurance. Report of the Commonwealth Committee of 
Enquiry, March 1969, Canberra: AGPS, 1969. 

Australia. Hospitals and Health Services Commission. A Report on Hospitals in Australia, Canberra: 
AGPS, 1974. 

ibid, p 35. 

ibid, p 37. 

ibid, p 77. 
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Association. The Commission noted the assistance given by both the chief medical 

superintendent of Concord Repatriation Hospital and the Director of Rehabilitation 

Services at the Alfred and Caulfield Hospitals.9 Given these links to vested medical 

interests, it is unsurprising that the Report endorsed the maintenance of "continuity of 

care", involving the overcoming of the "separation of medical rehabilitation services 

from conventional treatment" and providing an overall integrated health care 'package' 

which would automatically include rehabilitation, with the patients' doctors being 

permitted access to all facilities.10 Even less surprising was this plan for the future: 

When an efficient rehabilitation service has been developed to the point 
where access is assured for all with an established need, it will be necessary 
to review the wisdom of maintaining a separate Australian Government 
rehabilitation service. Its perpetuation as an isolated service would be 
inconsistent with the principles of regional planning outlined in this report, and 
its segregation from the comprehensive health services would not be in the best 
interest of patients or staff.... Similarly, it may be anticipated that Repatriation 
hospital and health services will continue gradually to be woven into the mesh 
of comprehensive hospital and allied services that should evolve on a regional 
basis across the nation. 

The Interim Report of the Committee, published in 1973, had requested that 

"immediate action be taken to increase the availability of medical rehabilitation 

facilities", while the CRS should be limited to vocational rehabilitation and "linked to 

other rehabilitation services on a regional basis." The final Report included even more 

critical questioning of the role of the CRS. 

The regional planning recommended by the Sax Report was greatly influential in the 

move towards community-based health care which characterises this period. For 

rehabilitation, community-based care had several implications. Although still hospital-

ibid, p vii. 
10ibid, p 82. 

ibid. 
12 
Australia. National Hospitals and Health Services Commission, Interim Committee, A Medical 

Rehabilitation Program for Australia, Canberra: A G P S , 1973, cited in Tipping, op cit, p 131. Tipping 
does not cite the final Report, instead preferring to concentrate on the Interim Report's emphasis on 
regional organisation of health care services, which he interprets as consistent with the C R S position 
on state government responsibility for medical treatment, and federal responsibility for vocational 
training. 



229 

based, community rehabilitation facilities were to be "based close to local communities 

1 3 

in order to ease gradual resumption of a normal social and working life." 

Community hospital care addressed problems highlighted by Wing and Wade in the 

previous decade, especially for disabled homemakers and others who were not in a 

position to receive regular hospital treatment in urban areas. It also enhanced medical 

rehabilitation with much-needed vocational and social reintegration, formerly the 

preserve of the CRS, and which was now sought by those who favoured hospital-

oriented continuous care. 

Rehabilitative treatment was by the 1970s highly labour-intensive, especially in its ideal 

incarnation as teamwork involving a number of different health professionals. For this 

reason, rehabilitative facilities do not appear in the structure outlined by the Report for 

hospitals with less than 250 beds. Base hospitals (250+) were to provide general 

physical and psychiatric rehabilitation facilities in non-metropolitan regions, including 

physiotherapy, occupational therapy, speech therapy and social work. In metropolitan 

regions, main general hospitals (400-600 beds) would provide a similar range of 

services. Rehabilitation did not, however, rate a mention in the envisaged teaching 

hospitals outline (although referral units were to exist in related specialities such as 

urology, cardiology and neurology). The Sax Report received many submissions 

from rehabilitation-related groups, including the Australian Physiotherapy Association, 

the Paraplegic and Quadriplegic Association of Victoria, the Australian Rheumatism 

Association, and the Australian Association of Chiropractors and Osteopaths. 

Reflecting the recent professional development of rehabilitation in Australia, these 

'interested bodies' - those who felt they had a stake in rehabilitation - included several 

not recognised by medical professionals. 

ibid, p 106. 

ibid, pp 107-111. 
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The Woodhouse and Meares Report, 1974 

The National Rehabilitation and Compensation Scheme Committee of Inquiry was 

launched at the same time as the Sax Commission, and was chaired by Mr Justice A O 

Woodhouse and Mr Justice C L D Meares. It reported after fifteen months of intensive 

legal and medical investigation into the "desirable scope and form of a nationwide 

system of rehabilitation and compensation for all injured persons", including those 

incapacitated by sickness or congenital defects. Its three-volume report covered an 

enormous range of issues, including negligence, occupational health and safety, 

damages payments, and retrospective benefits. Originally aiming to replace the third-

party motor vehicle insurance and workers' compensation provisions already in 

existence across Australia, the Committee recommended comprehensive cover for all 

accident-caused injury. The fact that rehabilitation was seen as integral to the 

development of such a comprehensive scheme indicates its acceptance by federal 

authorities as part of the curing process, the end result of which was to reduce the 

amount of time taken from work and the substantial workers' compensation payments 

resulting from injuries. Rehabilitation's historical development as an aid to the national 

economy, providing fit workers and reducing pensions, helped shape this response. 

The Report proposed a "new deal for every Australian whose life has been disrupted or 

damaged by injury or disease."1 It put forward three main reasons for doing so, 

which are worth noting in a study which examines the sociocultural factors in the 

development of a specialisation such as rehabilitation: 

First, there are the civilised reasons of humanity. Second, there are the 
reasons of self-interest. To the extent that absence from work is prolonged, 
to that very extent does the economy suffer injury. Finally, there are the 
practical claims of those who are incapacitated, based upon their earlier 
contributions or their readiness to contribute to the general welfare ... the 

Australia. Committee of Inquiry into the National Rehabilitation and Compensation Scheme, 
Compensation and Rehabilitation in Australia, vol 1, July 1974, Canberra: A G P S , 1974, p xv. 
ibid, p 1. 
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proposed scheme must be accepted as an aspect of social welfare; and it 
must be organised as a responsibility and function of the State.17 

The Report presents the idea of the body politic, the injury of whose members 

constitutes an injury to its livelihood, in the form of the economy. The "civilised 

reasons of humanity" are not clarified, but are rather assumed to be understood. The 

scheme was also to involve: 

the victims of criminal injury, the members of the armed forces, or Australians 
temporarily overseas, or the w o m e n in the population, who, as housewives, 
make it possible for the productive work to be done ... the aim must be an 
integrated solution for every man and woman and protection throughout the 
twenty-four hours of every day.18 

The definition of 'productive' in the Report is very clear - 'productive' means the 

production of wealth by participation in the paid workforce. In order to ensure 

continued production of this kind, preventative and safety measures were integral to the 

scheme's success. The proposed cost of providing twenty-four hour protection for the 

entire population was estimated at $1 655 million, excluding hospital and medical 

expenses, which the proposed National Health Scheme was to cover. The present 

system provided about $75 million worth of cover.19 Compared with the current 

spending on insurance premiums and social security provisions, the estimated savings 

would come to some $1 120 million, not to mention other savings in sick-pay and 

voluntary personal injury insurance. 

The positive effects upon rehabilitation as an 'industry' were noted by the Report. The 

'adversary' system of pursuing accident cases involved in workers' compensation 

claims had a particularly damaging effect: 

In the majority of these cases there is a time lag of approximately two years 
before the case either proceeds to litigation or is settled. During this period 

ibid, p 3. 

ibid. 
19. 
ibid, p 7. These estimates were based on the assumption that the scheme had been in operation for as 

long as twenty years in order to allow for stabilisation of spending and establishment. 
ibid, pp 8-9. 
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the m a n is encouraged ... to maintain a static set of symptoms covering his 
physical condition in the interests of building up the best possible case." 

This had been a perennial problem with the workers' compensation legislation across 

Australia since federation. The 1911 Queensland investigation into conditions of work 

in the mining industry heard the testimony of Charles J Cornell, the Deputy 

Commissioner of Pensions for Queensland: 

When a person makes an application for an invalid pension he has to submit 
his own doctor's certificate in the first instance, and then w e submit him for 
an examination by our doctor .... Sometimes w e get a case where the 
applicant's doctor says a man is permanently incapacitated and our doctor 
says he is not, in which case w e have to stand by the Government doctor ... 
we are guided by what our doctor says as to whether a man is incapacitated 
or not.22 

The Commonwealth Workmen's Compensation Act of 1912 had ensured the 

continuance of medical dominance within worker's compensation.23 The establishment 

of medical authority as the arbiter of health or sickness led to pressure upon the injured 

person to maintain the complaint in its established medical form, a species of 

iatrogenesis which committed the patient to the preservation of illness for the purposes 

of a fair settlement.24 Repatriation after the Great War had created similar problems. 

Medical surveillance of injured parties in both workers' compensation claims and 

repatriation claims was very similar. Indeed, both could be seen to have been injured 

in service to the country. It is possible that the problems experienced in early workers' 

compensation claims and in repatriation had a significant influence on the development 

of the 'adversary' system.25 

ibid, p 56, citing Submission 25, C S R Ltd, p 10. 
22Queensland. Report of the Royal Commission appointed to inquire into the following matters 
relating to the mining industry, namely (i) the conditions of work in Queensland mines in relation to 
the health of miners, Brisbane: GPS, 1911, p 321. 
23 Commonwealth Workmen's Compensation Act, no 29 of 1912, section 8, concerning the position 
of the medical referee. 
24Repatriation after the Great War had created similar problems, beginning with the complaints against 
the medical profession for not ensuring that the troops were in good health before their departure, and 
then increasing the state's pension bill by poor coordination of facilities and lack of categorisation and 
record-keeping on each patient. See Chapter 4, pp 103-110. 
25Tipping, op cit, notes the problems with time-lag when injured workers entered the C R S scheme, p 
95. 
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A further complicating factor was the changing demographics of the secondary 

industrial workplace. Increasing migration into Australia from non-English speaking 

countries was leading to a significant occupational distribution of migrants into 

secondary industry, where work-related injuries were more likely to be serious and to 

be in need of rehabilitation.26 Rehabilitation of migrant workers involved a number of 

issues other than ethnicity and the language barrier - age and gender were also 

important considerations. Young's study of the Turkish community indicates that 

generally males have a better proficiency in English and levels of education, and while 

Turkish migrant women are less likely to work from ages 15-39, they are more likely 

to do so from 40-54 years.27 The strong bias in rehabilitation's history in Australia 

towards the younger working male worked against these demographics, as did the 

relative lack of publicity about rehabilitation in smaller non-union factories.28 

Responses to migrant complaints and reports of injury were also mixed, leading to 

reports of 'Lebanese wrist' and 'Mediterranean back', and eventually prompting an 

investigation by the Ethnic Affairs Commission of NSW into allegations of migrant 

over-use or mis-use of the compensation system.29 

The Australian Association of Surgeons had long been critical of the 'combat' 

atmosphere of workers' compensation cases, noting that it often impeded early 

rehabilitation.30 The Australian and New Zealand College of Psychiatrists had likewise 

warned against what was once known as the 'pension complex', claiming that the 

26For example, C Young, "The changing demographic profile of Turks in Australia", in R Akcelik, J 
Elley (eds), Turkish Community in Australia, conference papers, 20 August 1988, Melbourne: 
Australian-Turkish Friendship Society, 1988, pp 21-46. 
27ibid, pp 29-31. J Elley, "Turkish migrant women at work", in ibid, pp 79-99, also indicates that 
Turkish women's proficiency in English is work-related. 
28EUey, op cit, pp 89-90. 
2 9B Nye, Some Aspects of Workers Compensation, Sydney: Ethnic Affairs Commission of N S W , 
1981, p 2. See also C Alcorso, "Migrant workers and workers' compensation: ideologies and reality", 
Migrant Action, vol 9, no 3, pp 18-22. 
30Nye, op cit, p 39, indicates the complex relationship between the stabilising of the complaint for 
legal purposes, and the high rate of lump sum payments made to migrant workers in compensation 
cases. This also involves medical practitioners' preferences, as a lump-sum or 'redemption' payment 
protects practitioners from charges of malpractice or misdiagnosis in N S W . The triumph of legal and 
medical forces can thus lead to the condition deteriorating. 
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accident neuroses cases related to litigation."31 Other submissions to the Woodhouse 

and Meares Committee noted the damaging effect of any time lag between injury and 

rehabilitation. What attracted little attention from "those who appeared before the 

Committee to support the present system" was that the common law form of action, 

which resulted in adversarial types of investigation, "undoubtedly prevents" the injured 

T9 

worker from returning to productive work. 

The poor relationship between medical and vocational rehabilitation was also criticised 

in the Report. In a section describing the planned administration of the facilities, the 

CRS was described as having achieved a good deal in its particular field, "but those 

activities have never been related in a sufficiently direct way to the medical aspects of 

rehabilitation handled by the States or aspects that have been the concern of the Health 

33 

Department." Rehabilitation in its medical and vocational forms should be brought 

under "one roof, preferably a neutral one: 

Taking into account the present lack of co-ordination and facilities in the 
area of rehabilitation and to ensure proper emphasis upon the two major 
areas of medical and vocational rehabilitation ...we recommend that 
responsibility for rehabilitation as a whole be established ... as a single 
division of the social welfare policy department itself. 

The Report embraced the 'total process' ideal of rehabilitation, as well as the concept 

that all medical treatment was rehabilitative. The 'wider form', that which could not 

be addressed by "conventional treatment and nursing", involved far greater 

surveillance by a variety of assessors: 

The assessment must extend to an appreciation of intelligence, educational 
standards, mental and emotional state, aptitudes and adaptability, 
motivation, resilience, and social and economic background .... Then the 

Australia. Committee of Inquiry into the National Rehabilitation and Compensation Scheme, 
Compensation and Rehabilitation in Australia, vol 1, citing Submission 8, Council of the A A S , p 3, 
also Submission 4, A N S C P , p 2. One such case in 1955 resulted in the murder of two prominent 
Brisbane orthopaedic surgeons, Drs A V Meehan and H Murray, by a deranged compensation patient, 
who was found upon autopsy to have no evidence of the back injuries he had been claiming for several 
years, Le Vay, op cit, p 352. 

ibid, p 57. 
32ibid, p 195. 
34ibid, p 196. 
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needs of the patient can be planned ahead and (where appropriate) 
rehabilitative processes can be provided concurrently with medical 
treatment.35 

These were not new concepts - planning for rehabilitation of civilians after the Second 

World War had envisaged identical measures, and the rehabilitation of children with 

poliomyelitis had required in some cases a fuller assessment of the patient as the centre 

of a social pattern, involving family surroundings and facilities and the child's potential 

as a wage-earner. Now these concepts were put forward as part of a comprehensive 

national scheme, involving medical and non-medical staff in the process of surveillance 

of the patient. The process was to be complete, "so that the process is not withdrawn 

from any handicapped person until everything possible has been achieved." But 

against the historical experience of rehabilitation it should have been obvious that the 

proposals were rife with problems.37 The simple questions of when to start mid finish 

the process of rehabilitation were still unresolved in the early 1970s, and the 

appointment of any form of final arbiter of when "everything possible has been 

achieved" would create havoc between the vocational and medical sides of the 

rehabilitation conflict. The Report acknowledged this tacitly when it called for the 

scrapping of existing rehabilitation authorities and a fresh start through an entirely new 

department which would coordinate and administer the efficient provision of 

rehabilitation to any individual who needed it. 

The Report also included a table of selected major metropolitan hospitals offering 

rehabilitation facilities. Of the 42 hospitals surveyed, 11 had facilities in the five 

categories: teaching, physiotherapy, occupational therapy, speech therapy and the 

"ibid, p 219. 
36'ibid, p 220. 
37Meares commented on these issues several years later, in 1977, addressing the Royal Australasian 
College of Surgeons Rehabilitation Workshop, "The profession's responsibility for the chronically 
handicapped", Proceedings, Royal Australasian College of Surgeons Rehabilitation Workshop, 1977, 
pp 15-20. 



236 

Table 8.1 

Comprehensive Hospital Rehabilitation 

Hospital 

NSW & ACT: 

Royal Nth Shore 
Royal Pee Alfred 
Prince Henry 
Prince of Wales 
Royal Newcastle 
Broken Hill 
Orange 
Woden Valley 

Vic: 

Alfred 
Royal Children's 
Horsham 
Traralgon 

Qld: 

Princess Alexandra 

SA: 

Queen Elizabeth 

WA: 

Royal Perth 
Fremantle 
Royal Perth Rehab 
Bunbury 

Location 

Urban 
Urban 
Urban 
Urban 
Rural 
Rural 
Rural 
Rural 

Urban 
Urban 
Rural 
Rural 

Urban 

Urban 

Urban 
Urban 
Urban 
Rural 

Teach 

>/ 

V 

V 

V 

Facilities in 

PT 

V 

V 

V 

V 

V 

* At rural hospitals, the question deals with the provision 
rather than a rehabilitation unit. 

OT 

V 

V 

V 

V 

Australia, 197538 

ST 

V 

V 

V 

V 

R/Unit* 

V 

V 

V 

V 

V 

of 'rehabilitation facilities' 

provision of a rehabilitation unit. Of the 77 non-urban hospitals, only 7 reported the 

four facilities listed. Sixteen of these hospitals, however, were able to deliver 

3^ibid. The categorisation of a hospital as 'urban' or 'rural' is based on the Report's categories. 

ibid, vol 2, 'Rehabilitation and safety', Appendices 1, 2, pp 131-142. The only difference in the lists 
is that teaching is not one of the requirements for a non-urban hospital. 
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physiotherapy, occupational therapy and speech therapy, without the coordinating 

factor of a rehabilitation unit within the hospital. This demonstrates once again the 

strongly urban orientation of rehabilitative services, which reflects rehabilitation's 

development as a medical adjunct in an industrialised society. 

The Australian Physiotherapy Association's submissions to the Committee commented 

on a variety of issues. They agreed that the proposed scheme "would best be 

administered by an autonomous body associated with a department of the Australian 

Government". The Association expressed general opposition to the segregation of 

certain classes of the disabled, except for medical purposes: "as there is a need to 

develop expertise in the treatment of certain conditions and where specific equipment is 

required, some segregation of treatment areas may be necessary." While the APA 

believed that rehabilitation was a total process, it "should not be carried out totally 

within the confines of the hospital."42 The APA's increasing sense of autonomy from 

the medical profession is apparent - the medical purposes named were those pertaining 

to physiotherapy treatment. And while they called for the close involvement of the 

patient's doctor, the Association stated that 

the success of any rehabilitation program will depend on the cooperation of 
all professions concerned. Cooperation will only be produced by each 
profession being aware of the role of the other. This should be encouraged 
by interdisciplinary seminars at undergraduate and postgraduate levels.4 

A draft version of the submission to the Senate Standing Committee on Health and 

Welfare stated that the Association felt qualified to "assess many of the problems faced 

by these members of the community - particularly the physically handicapped." 

APA Federal Council, Memorandum to the Committee of Inquiry into the National Scheme of 
Compensation and Rehabilitation from the APA, Background Paper on Compensation, File L/7, May 
1974, p 1, point 7, Melbourne University Archives, A P A Federal Council. 

ibid, p 2, point 5. 

ibid, point 7. 
AZibid, p 4, points 28, 29. 
44 
A P A Federal Council, Memorandum to the Senate Standing Committee on Health & Welfare, from 

the APA, R E Rehabilitation services for the disadvantaged (handicapped), April 1974, p 4, File 177, 
Melbourne University Archives, A P A Federal Council. 



238 

W h e n the Report was presented, the A P A drafted a response, indicating the types of 

problems which would be faced by the introduction of a national scheme, and 

particularly emphasising the future use of self-employed physiotherapists and their 

community practices, without whom the scheme could not be successfully staffed. 

Other aspects concerning the Association were the potential interruption of the 

therapist-patient relationship and the greater involvement of physiotherapists in the 

vocational stage of rehabilitation: 

As medical standards for employment in the public and private sector tend to 
be generalised, the Australian Physiotherapy Association recommends that 
assessment of the physical capabilities of individual disabled persons for 
employment in specific fields of employment should be largely in 
consultation with medical personnel, in particular with physiotherapists. 

"Physiotherapy treatment", claimed the APA, "is referred, not necessarily directed ... 

treatment is mostly left to the physiotherapist." The Association called for more funds 

to be made available for physiotherapy research, hoped that the use of paramedical 

aides would be restricted to those prepared to work under the direction and supervision 

of members of the "relevant profession", and enumerated a comprehensive range of 

physiotherapy equipment which should be added to each medical rehabilitation unit's 

basic facilities. The Report's failure to include these items was put down to "an 

oversight, as it is obviously necessary to include physiotherapy in every rehabilitation 

team." When setting rates of pay for work performed, the Committee should 

remember that "Physiotherapy education is of high academic standard both at 

undergraduate and postgraduate level and expects equitable remuneration." 7 

The planned scheme never came into being, a casualty of the Whitlam government's 

downfall in 1975. However, the National Advisory Committee for the Handicapped 

45 
Draft of response to the National Committee of Inquiry into Compensation and Rehabilitation in 

Australia, vol 2, Rehabilitation and Safety, p 1, File L/7, Melbourne University Archives, A P A 
Federal Council. 
i6ibid, p 2, points 79, 19, 18:7, 94. 
ibid, p 3, point 226. 
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which was set up as a result of the Report, survived until 1983, when it was replaced 

by the Disability Advisory Council of Australia.48 The continuing significance of the 

Committee was its plans to institute a coordinated means of delivering rehabilitation 

services to Australia's population. This was in many ways the high point of state 

interest in rehabilitation. From small beginnings in isolated medical experiments, 

through repatriation, poliomyelitis and civilian rehabilitation in the post-war years, the 

role of the state had grown steadily. Because the 1974 scheme never eventuated, a lack 

of coordination continued to hinder the development of a full rehabilitative process for 

the disabled. The incoming Fraser government commissioned a Task Force on 

Coordination in Welfare and Health, which recommended that the federal interest in 

rehabilitation should be progressively transferred to the state governments. Two 

centres, the St Margaret's rehabilitation centre in South Australia and the Camperdown 

centre run by the CRS, which was still under construction, were earmarked for the 

49 

proposed transfer, although this, too, never eventuated. 

Chiropractic and rehabilitation 

Evan Willis has chronicled the rise of chiropractic in Australia from the conclusion of 

the Great War until the triumph in 1978 when chiropractors became eligible for 

registration in Victoria.50 Its practical basis in spinal manipulation (as with osteopathy) 

meant that, like Kenny, it proposed a serious professional threat to the practice of 

physiotherapy. The APA, as well as the AMA, took action against chiropractic 

publicly in the 1970s, at a time when chiropractic had organised to lobby for greater 

recognition through legislation. Willis has also followed chiropractic's acrimonious 

relations with the medical profession and the British/Australian Medical Association. 

48 
Tipping, op cit, p 133. 
ibid. 
Willis, 1983 op cit, ch 7 passim. 

5Hbid, pp 170-185. 
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During these disputes the APA clung to the strategy which had guided it through the 

Kenny controversy. That is, it supported its medical protectors against the intruder, in 

the hope of securing their professional integrity and advancing their status. 

It is not quite correct to claim, as Willis does, that physiotherapy did not enter the 

conflict with chiropractic until the 'period of agitation' between 1961 and 1973.52 

Some state branches of the Association, particularly the South Australian branch, had 

already felt the intrusion of chiropractic upon their occupational territory. In 1946, a 

group of politically active chiropractors had lobbied the South Australian state 

parliament in a move to be included under the recently-passed Physiotherapy Act.53 No 

move was made against them by the local branch, however, until 1949, as chiropractic 

practitioners this time sought to be made exempt from what they saw as restrictions 

placed upon their practice by the Physiotherapy Act. The APA (SA) advised members 

of the South Australian parliament on chiropractic, but the chiropractors lobby gained 

their exemption in 1949.54 

Chiropractic was investigated by a Western Australian Royal Commission in 1960, 

which reported in favour of the registration of those who had been in practice for five 

years or more.55 The passing of the 1964 Chiropractors' Act in Western Australia had 

a considerable influence both on the professional confidence of chiropractic and on the 

determination of the AMA to resist any further intrusions. The APA were equally alert 

to the dangers of chiropractic registration. A 1967 meeting of physiotherapists 

highlighted some concerns: 

unfortunately in Victoria physios are just not doing their best because of a 
lack of knowledge and training in manipulation whereas the opposition are far 

52Willis' study is mainly focused on Victoria and developments in the Victorian field. 
5 3 A P A S A Min, 17.9.46. 
5 4 A P A S A Min, 13.9.49; Willis, 1983 op cit, p 175. 
55 ibid, p 179. This form of registration, sometimes referred to as the 'grandfather clause', had also been 
used in massage legislation. This is also the recognition of 'vested interests' discussed in Chapter 3, p 
67. 
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more skilled operators ... we can outstrip the others because of our basic 
medical knowledge and our contacts in the medical field. However let us 
remember that the enemy can teach us a lot and we should not be slow to 
take advantage of this.5 

The meeting resolved to investigate the formation of an association of manipulative 

therapists and the expansion of physiotherapy to embrace manipulation. Spinal 

manipulation had already been introduced as a post-graduate subject for 

57 

physiotherapists. The Queensland branch of the Association claimed that: 

Australian physiotherapists are acknowledged internationally as leaders in the 
field of joint manipulations, and, as members of a health profession 
answerable to the World Health Organisation, they neither seek nor need any 
contact with practitioners of unrecognised fringe healing. 

The APA's submission to the National Committee of Inquiry on Chiropractic, 

Osteopathy and Naturopathy (the Webb Committee) in September 1974 outlined their 

wish to protect an ignorant public: 

The general public is, for the most part, unaware of the Chiropractic theory; 
the inability of Chiropractors to diagnose accurately; their lack of ethical 
principles and the subsequent complications of registration of such a group. 
.... [T]he perpetual hazards of such treatments may not be so apparent to the 
lay m a n .... [M]embers of the public who seek medical attention from 
unqualified persons do so at their own risk. Those who seek advice from 
scientifically trained and qualified people are entitled to feel that they are 
protected by the official recognition of proper scientific training. If 
recognition is given to unscientific training, the public is in no way 
protected.59 

The submission bristles with references to confusion arising, to the need for public 

protection and to the perverse nature of patient psychology: 

ibid, p 183, citing A C A , Brief to the Select Committee of Inquiry into Osteopathy, Chiropractic 
and Naturopathy, A C A Archives, October 1974, pp 50-54. 

A P A Federal Council, Memorandum to the National Committee of Inquiry on Chiropractic, 
Osteopathy and Naturopathy, from the APA, September 1974, R E Inquiry into Chiropractic, 
Osteopathy and Naturopathy, p 3, point 3.4, Melbourne University Archives, Chiropractic file, 
A P A Federal Council. 
58 
A P A (Qld), Short statement on behalf of the A P A R E manipulation by physiotherapists, 

undated, Melbourne University Archives, Chiropractic file, A P A Federal Council. 
5 9 A P A Federal Council, Memorandum to the National Committee of Inquiry on Chiropractic, 
Osteopathy and Naturopathy, from the APA, September 1974, R E Inquiry into Chiropractic, 
Osteopathy and Naturopathy, p 1, points 2.1, 2.9, 2.10, Melbourne University Archives, 
Chiropractic file, A P A Federal Council. 
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Patients expect to be cured by the medical professions and, for the most 
part, see fit to voice their opinions only when they are not helped. 
Conversely, chiropractic receives much publicity from its patients when 
they are helped by manipulative treatment, but very little is said when the 
patients are made worse or not helped at all.60 

Another approach to the problem was advanced at a 1967 meeting of physiotherapists. 

This envisaged appropriation of manipulation therapy, in a similar fashion to 

absorption of 'muscle re-education' in the Kenny controversy, and the earlier 

annexation of massage and electrotherapy by orthodox practice. Unsupported 

historical claims were advanced in support of the strategy: 

Joint manipulation was not invented by chiropractors, nor are the terms 
'manipulation' and 'chiropractic' synonymous. The art of manipulation 
dates back to ancient times and today is practised scientifically by doctors and 
physiotherapists with the added safety factor of accurate and scientific 
diagnosis.61 

Physiotherapists have used passive movement of spinal and other joints of the 
body as one useful and effective method of treatment for many years.62 

Manipulation of the spine is a worthwhile procedure and is used in orthodox 
medicine. The physiotherapist's training for this procedure is adequately 
cared for at both undergraduate and postgraduate levels.63 

This was a skilful professional strategy on the part of the Association. While 

denouncing 'spurious' uses of manipulation by chiropractic, the beneficial aspects 

were annexed to the practice of 'scientific' medicine. If the practice worked, it was 

absorbed into the canon of orthodox practice, with an historical argument purporting 

to 'show' how it shared the ancient lineage of massage. 

The APA's involvement with chiropractic was less sporadic than Willis acknowledges. 

The Association had a cohesive policy which was pursued at the branch level. The 

Federal Council circulated such memoranda to the state public relations officers of the 

state branches as the October 1975 memorandum on chiropractic, osteopathy and 

60ibid, p 2, point 2.20. 
61 ibid, point 2.12. 
62ibid, p 3, point 3.3. 
63ibid, point 4.3. 
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naturopathy, which called for "a uniform and informed approach" to giving evidence 

before the Webb Committee.64 One of the primary tasks of the state branch committees 

was to collect statistical information on treatments in order to present a convincing case 

for the expansion of physiotherapy, especially manipulative therapy, within the health 

care system, as an alternative to the recognition of chiropractic. In one such 

submission, G D Maitland, of the South Australian branch, described the historical 

background of manipulative therapy.65 "Historically", he argued, "the first of the 

'special interest groups' in a field of physiotherapy treatment was in manipulative 

therapy."66 Maitland pointed to the course in manipulative therapy which had been 

introduced in South Australia, and suggested registration of manipulative therapists 

under orthodox auspices as a way to combat the chiropractic menace.67 There is a clear 

agenda to the historical discussion of manipulative therapy in this context, consistent 

with earlier uses of terms such as 'rehabilitation', 'muscle re-education' and the use of 

massage and electrotherapy. 

As Willis notes, when chiropractic was recognised by legislation, the professional 

autonomy of doctors was not really challenged. Technically, chiropractors were limited 

in terms of freedom to practice, rather than excluded and rendered powerless. In terms 

of the relationship between physiotherapy and chiropractic, a similar result eventuated. 

The Australian Physiotherapy Association could use its association with orthodox 

medicine and the strategies previously used during the Kenny controversy to build up a 

case for the exclusion of chiropractic from the sphere of physiotherapy's influence. 

6 4 A P A Federal Council, Memorandum to State Branches, State Public Relations Officers, from 
Professional Officer, R E Working Committee on Chiropractic, Osteopathy and Naturopathy, 15 
October 1975, p 1, Melbourne University Archives, Chiropractic file, A P A Federal Council. 
6 5 G Maitland, 'Manipulative Therapy Specialties Within Physiotherapy1, unpublished submission 
to the A P A , A P A S A Archives. 
^Hbid, p 4. This is not entirely the case, as the Australian Journal of Physiotherapy in its early 
years (1954-1960) makes little or no mention of manipulative therapy. Major issues of 
specialisations were rather in the ante- and post-natal fields of physiotherapy practice. 
67ibid, p 26. 
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W h e n exclusion failed, limitation could not be practised as successfully by 

physiotherapy, due to the similarities between chiropractic and physiotherapy. The 

Australian Physiotherapy Association had faced a similar problem with occupational 

therapy, but the close de facto relationship of practice had already grown up between 

these two forms of treatment. The result was that physiotherapy was able to exclude 

occupational therapy from its sphere of influence, thus neutralising a potential enemy 

within its o w n ranks, and clearly marking occupational boundaries. This option 

would not be effective with chiropractic. What physiotherapy could do was to try to 

claim the clinically effective forms of chiropractic treatment as their own, legitimising a 

set of practices rather than a group of practitioners. They did so through claiming 

'manipulation therapy' as their o w n historically, and establishing professional control 

of higher education in manipulative therapy. 

Rehabilitation, the Disabled and the CRS 

Although in the 1960s and 1970s rehabilitation was identified as integral to the health 

care system by government agencies, little was actually done to increase facilities and 

the provision of rehabilitation to the general population. Medical participation in the 

C R S was in decline, while for the first time the disabled clientele themselves were 

beginning to make their own opinions known. The C R S was at the centre of many of 

these changes. 

From the late 1940s, when the first rehabilitation centres were established in Australia 

for the live-in rehabilitation of the physically and mentally disabled, inpatients were 

regimented, as befitted a program based on R A A F principles of rehabilitation and, in 

some cases, carried out on former R A A F sites. Uniformity of daily routine and 

discipline was aimed for as m u c h as possible in all C R S centres. Occasional 

difficulties between residents and some problems with alcohol were noted in the early 

stages, although Tipping claims that "the centres were peaceful places compared to the 
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situation in later decades."68 The regimented approach was seen as the most efficient 

means of ensuring mens sana in corpore sano and producing rehabilitated workers as 

quickly as possible. Not all those attending the centres responded well to this 

approach. Resistance to discipline manifested itself: 'malingering' or 'lame dog' 

behaviour; seditious impulses, seen by some as comparable with Bolshevism or 

Communism; and 'Aussie larrikinism', a less threatening form of high spirits and 

resistance to ordering. 

CRS staff conformed to stereotypical medical behaviour, including the doctors who 

wore their white coats when seeing their 'patients'. Institutional jargon pervaded the 

centres. People attending the centres were at one point dubbed 'rehabilitees',69 a term 

invented as an alternative to 'patients', 'trainees', 'inmates' and 'clients', all of which 

were used at one time or another. 'Inmates' emphasised the institutional setting; 

'patients', the medical objective. 'Trainees' is a work-oriented description, while the 

use of the word 'clients' created the false impression that the individuals involved were 

in a position of paying directly for a service and exercising a choice. 

The terminology points to one of the great problems of post-war rehabilitation: the 

insistence that medical, vocational, social and economic objectives were part of a single 

process of 'rehabilitation'. Depending on circumstances, one aspect would be 

emphasised over another. Although Tipping claims that the World Health Organisation 

definition of rehabilitation, upon which this dispute is based, "made a distinction 

between the medical, social, educational and vocational aspects of rehabilitation",70 the 

problem may actually stem from a lack of distinction between these different aspects, 

presenting a definition of rehabilitation as a process which cannot be considered to be 

authentic or complete without the provision of all of these aspects. The distinction 

68Tipping, op cit, p 55. 
69 Currently, 'clients' is the acceptable term, ibid, p 65. 
70ibid, pUO. 
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between medical and vocational rehabilitation in Australian history did not stem from a 

poorly-worded international definition of 'rehabilitation', but rather from medical and 

political activity which created divisions between the two in the inter-war and post-war 

years. The sense of being pressured to conform to this all-round definition of 

rehabilitation may well have been responsible for the stretching of resources, 

disorganisation and duplication of facilities, and clashes between medical and non

medical personnel which seem to have characterised the post-war history of 

rehabilitation. It may also have exercised its own pressure on the disabled clientele, 

who could not all be expected to conform to or attain the total rehabilitation called for in 

this definition. The issue of what constituted an appropriate social life for a disabled 

person was a particular point of contention. Sports were acceptable - the Paraplegic 

Games were well-attended by Australian athletes in the 1960s.71 What might be 

considered more normal but less controllable human activities in the residential CRS 

centres, such as drinking, and refusing to do the washing up, were less acceptable.72 

The routine of non-residential CRS centres was standardised by the 1970s, involving 

admission followed by up to seven separate interviews with the health care personnel 

involved in treatment. A period of several weeks' assessment followed, each day fully 

organised and ending at about 3.30 pm. Cases were separated into 'case loads', 

which facilitated staff coordination, and sometimes the clients themselves were 

involved in the 'case team' meeting. The residential centres were more regulated, 

including bans on alcohol, the institution of a dress code for dining areas, visiting 

rules, hours of leave and the right of staff to search the clients' personal possessions.73 

71 ibid, p 97. 
12ibid, p 140. These are taken from the 'Incident Report File' at Kingshome Rehabilitation 
Centre, March-April 1973. 
13ibid, pp 138-141. 
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The majority of clients in CRS centres from 1948 to 1970 were young and male, and, 

from the late 1960s, likely to come from the disability categories of paraplegia, 

quadriplegia, multiple amputation, head injuries, cerebral palsy, psychiatric disorders 

and epilepsy. Of the 32 633 accepted between 1948 and 1969, nearly 23 000 had been 

placed in jobs, but there had been little overall increase in the numbers of the disabled 

returning to work, despite considerable staff increases at the CRS.74 One of the 

problems originally highlighted with the formation of the CRS was its strongly 
i 

vocational orientation, based on the client's ability to be replaced in employment or to 

show a willingness to be reemployed. The concept of 'deserving' disabled was in 

many ways a leftover from the years of charitable concern for their plight, and 

accordingly the voluntary organisations continued to be responsible for those who 

were ineligible for CRS assistance. The Handicapped Children's (Assistance) Act of 

1962, and the Sheltered Employment (Assistance) Act of 1967 allowed for voluntary 

agencies to receive Commonwealth funds, but what some agencies demanded for their 

own 'clients' was equality of opportunity: 

Apart from a few buildings, the Commonwealth Rehabilitation Service has not 
changed since its inception. The concept is still the same - rehabilitation into 
full-time employment or nothing. The severely disabled are ignored.75 

The concept of 'normalisation', imported from Scandinavia in the 1960s, and based on 

providing services to the mentally retarded which would be on a par with services 

delivered to all members of the community, represented a major shift in rehabilitation 

thinking. The CRS had from its formation accepted some clients with mental 

retardation, but were unable to provide an appropriate environment for their 

habilitation76 - the risk of sexual and physical abuse, and the tendency of the younger 

1Aibid, p 107. 
7 5 H & H Bedwin, founders of the Civilian Maimed and Limbless Association, writing in the 
magazine Fortitude, September 1965, cited in ibid, p 110. 
76'Habilitation' is the term applied to the process of integrating an individual with a congenital 
disability into a social context. 'Re-habilitation' implies that an understood standard of living 
existed for the individual before it was lost by accident, injury or sickness, and the individual can 
thus be re-habilitated. 
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mentally retarded clients to adopt the physically disabled as physical role models, did 

not assist 'normalisation'.77 The slowly increasing numbers of such cases being 

accepted by the CRS was part of a much wider change which grew indirectly out of 

the Woodhouse and Meares investigation and the Commission of Inquiry into Poverty. 

The Henderson Report, 1975-76 

The Commission of Inquiry into Poverty in Australia, chaired by Ronald Henderson, 

identified a link between those affected'by sickness or handicap and poverty, 

particularly disabilities which "hinder participation in the labour market."78 The 

perplexing variety of perceptions of rehabilitation provision had already proved a 

major problem in identifying the disabled: 

Sick and handicapped people form a group with considerable internal 
diversity. Any person charged with making recommendations for 
improvements in their life and that of their families comes up against a 
bewildering variety of personal circumstances.79 

Of the total 122 000 'adult income units' found to be disabled or sick, 101 000 were 

not included in the 'aged' category. The Henderson Report, significantly, allowed for 

self-definition of chronically ill or disabled, rather than relying on medical opinions, as 

self-definition was more useful in that it "probably gives a good estimate of the extent 

to which chronic illnesses affect people's lives."80 The Report called for increases in 

pensions and benefits to alleviate poverty, and for cash allowances and services in 

kind which would "give handicapped people the greatest possible chance of normal 

participation in society."81 A further significant recommendation was the 

standardisation of long-term disability provisions with those of the temporarily ill, and 

at the same time the standardisation of housing allowance and provision for the aged 

77ibid, p 122. See also A C R O D , Seminar on recent studies into mental retardation and their 
practical applications, N S W : A C R O D , 1974. 
78Australia. Commission of Inquiry into Poverty. Poverty in Australia, First Main Report, April 
1975, Canberra: AGPS, 1976, p 282. 

79ibid 
%0ibid, p 283, note 1. 
"ibid, pp 296-7. 
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and the chronically ill or long-term disabled. These recommendations radically 

redefined disability and illness, linking them with the 'curable' short term illness and 

the normal process of ageing. It is a form of 'normalisation' within the broad concept 

of disabling conditions. 

The Third Main Report of the Committee, delivered in March 1976 by the Reverend 

George S Martin, further delineated the relationship between medical conditions and 

poverty, including mental health service provisions, and the problems of alcoholism 

and drug dependence.82 The report differentiated between 'disability' and 'handicap', 

the disability being related the status of the individual and the handicap being the 

limitations on activity which arose from disability.83 The impact of disability on 

poverty had been examined in depth by Susan Treloar's report on the relationship 

between disability and poverty, presented to the Commission in 1976 and published in 

1977. Treloar had used the voluntary agencies as her main source, utilising their 

extensive records and intimate knowledge of the needs of the disabled to construct a 

revealing portrait of the relationship between poverty and disability in Australia, in 

both its social and economic aspects.84 

Martin also commented on the sociocultural context of disability: 

Limitations on or changes in a person's behaviour may not occur only 
because of an actual impairment but also as a result of the person's reaction 
to it or the reaction of others. At the broadest level these reactions are 
culturally determined: they are related to how disability is regarded in a 
particular society or community, the behaviour that is expected from people 
with a disability and the opportunities which are open to them.85 

82 Australia. Commission of Inquiry into Poverty. Poverty in Australia, Third Main Report, 
March 1976, Canberra: A G P S , 1976. 
%3ibid, p 63. 
84Australia. Commission of Inquiry into Poverty, The Relationship Between Poverty and 
Disability in Australia, Social/Medical Aspects of Poverty in Australia Series, Canberra: A G P S , 
1976. 

*5ibid. 
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This again represents a major shift in thinking about the disabled in Australian society. 

The disabled individual could be viewed as truly part of'a culture, which shaped 

responses to a physical body. The Australian Council for the Rehabilitation of the 

Disabled (ACROD) was involved in the planning of the 12th World Congress of 

Rehabilitation International, held in Sydney in 1972, and two years later published 

information specifically designed to assist mobility for the disabled in the 

community.86 Yet, at the same time, the Council cooperated with the Australian 
7 

Orthopaedic Association to present a conference investigating the rehabilitation of road 

accident victms, a medically-oriented approach.87 ACROD, as an organisation, 

representing the disabled, could not afford to ignore medical rehabilitation, but did 

offer criticisms of its attempts to dominate the discourse of rehabilitation. 

Treloar's report cited a considerable amount of input from organisations representing 

the disabled, some of which was highly critical of the medical approach to 

rehabilitation, including the following statement at the public hearings made by 

ACROD: 

... the care of the handicapped is not essentially and foremostly a medical 
matter. At different stages through the handicapped person's life the 
emphasis changes. The greatest number of handicapped people do not need 
a medically oriented program.88 

The Report was also critical of the medical profession: 

Although many people who require rehabilitation do not need a medically 
oriented program, medical practice is central to the rehabilitation process. 
M u c h rehabilitation must take place initially in hospitals or under medical 
direction and other rehabilitation possibilities would frequently be limited or 
non-existent if it were not for medical intervention. In spite of this 

8 6 A C R OD, Design for Access and Mobility, Canberra: Department of Tourism and Recreation, 
1975; Conference on Residential Accommodation and Housing for the Handicapped, Brisbane, 
1975, The Handicapped: Towards Independent Living, N S W : A C R O D , 1975. These were followed 
by ACROD's Directory of Services for Disabled People, Canberra: AGPS, 1977, on the 
availability of welfare services. 
8 7 A C R O D , Rehabilitation of the Road Accident Victim, N S W : A C R O D , 1974. 

**U>id, p 67. 
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indispensability, there has been a paradoxical lack of interest in 
rehabilitation among the medical profession in general.89 

This was partly caused by the perception of hospitals as places of acute, short-term 

care, a perception in which long-term disability or chronic illness had no place. 

Meares commented on this in 1977, claiming that the challenge of physical 

rehabilitation would not be met "unless the profession as a whole breaks out of its 

present cocoon of acute medical care."90 As a result of this perception of the role of 

the hospital, the development of rehabilitation had been dependent on the work of 

individual doctors and sympathetic hospital boards or administrators who were 

prepared to cooperate, as in the case of Royal Perth Hospital's Shenton Park Annexe. 

Treloar's use of voluntary agencies also represented a major break with the 

longstanding connection within rehabilitation of information and medical practice. In 

previous years, those wishing to ascertain the level and type of disabilities existing in 

the community had to rely on medical statistics and approaches, collected from medical 

surveillance. Paradoxically, the only reason the disabled were identified statistically in 

the first place was through medical interest in their rehabilitation. 

Rehabilitation itself appears to have become a recognisable 'profession', in that it had 

its own journals published by the Disability Advisory Council of Australia: the 

National Rehabilitation Digest, which was replaced in 1981 by the Australian 

Rehabilitation Review, and then again in 1984 by the Australian Disability Review. 

ACROD also published its own newsletter, beginning in 1981. Information about 

rehabilitation was no longer exclusively found in medical journals. Instead, more 

general publications tried to present rehabilitation's many different aspects, services 

and possibilities, trying to draw together the divided medical and vocational 

rehabilitative processes which had continuously followed its development in Australia. 

"ibid, p 68. 
90Meares, op cit, p 20. 
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The inability to locate rehabilitation as a specialist discipline or a generalist discipline of 

medicine had also contributed to the lack of wider knowledge among the medical 

profession. The nature of the various 'historical' discussions of rehabilitation in the 

1950s and 1960s by Burniston and Meyers is representative of this - rehabilitation 

could be seen as treating the whole person, informing all aspects of medical practice, 

or it could be seen as a specialist discipline which could be attained by higher study, 

exemplified in the 1971 creation of a Diploma of Physical and Rehabilitation Medicine 

by the Australian Postgraduate Medical Federation in Sydney.91 The Report pointed 

out that medical dominance had both assisted and impeded the development of holistic 

rehabilitation in Australia: 

doctors usually have a predominant position. The reasons are apparent. 
The traditional medical model, operating throughout most of the health field, 
is hierarchical; medicine is a primary aspect of rehabilitation in more than a 
chronological sense; the technical contributions of medicine to rehabilitation 
are tangible and unrivalled; and the general social status and training of 
doctors may not be conducive to the realities of team work.92 

The Report supported the Woodhouse and Meares plan for the establishment of a 

central authority responsible for a national rehabilitation service matched by a national 

compensation scheme. It also confirmed the proposals made in the first main report: 

increased benefits, better housing, and the expansion of training for all rehabilitation 

professionals, medical and non-medical. These criticisms affected the provision of 

services within the CRS. The amended Social Services Act of 1977 widened the 

eligibility for rehabilitation assistance to all people of working age who would be likely 

to benefit from treatment and training. The Woodhouse and Meares Report had 

indicated that the needs of those who may never be employed or employable should be 

met by government assistance, including those who worked in home duties.93 

Accordingly, the CRS shifted its assessment of its annual output of rehabilitated 

clients, incorporating those who had attained a successful level of independent 

living.94 

91ibid, p 69; Tipping, op cit, p 117. 
92ibid, p 70. 
93ibid, p 144, discusses the integration of w o m e n into the CRS. 
94ibid. 



253 

This was effectively the final major shift away from medical dominance within the 

CRS. As the International Year of Disabled Persons approached, the CRS responded 

by enlisting the greater support of social workers in its program of rehabilitation. The 

residential centres were also closing by 1981, no longer seen as appropriate locales 

within which to learn truly independent living, the new priority and favoured end-

result of the rehabilitative process. By the 1980s, the medical staff who had been 

prominent in the creation of the scheme were retiring or had retired, and after 1984 

many former medical positions were not filled on a permanent basis.95 The move 

away from medical dominance was felt almost immediately, as Bob Oakeshott, 

Coordinator of Rehabilitation Services at Sydney's Royal North Shore Hospital, 

indicated in 1977: 

No one in his right senses can deny the importance of this integrated 
approach to the delivery of health care programmes [sic] to the community and 
to the individual, but just at the time when this approach is gaining general 
acceptance, it finds itself seriously threatened. Clinical autonomy is being 
claimed by many medical and para-medical groups. Within their own 
disciplines, each group is entitled to autonomy, but there must always be an 
active coordinated and responsible contribution by each to the individual 
patient's total programme. N o one person owns one particular patient.96 

Oakeshott's solution was consistent with his medical role: 

it is the surgeon, the physician and the medical practitioner involved in 
patient care who must accept responsibility in this coordinating role, for he 
truly is a person because of his training who can see the patient and his 
disease as a whole.97 

The coordinating role of the medical practitioner was introduced by early massage and 

physiotherapy practice, which placed the medical practitioner as the final arbiter of 

treatment. It was argued over by Burniston and Meyers as more and more health care 

groups entered the 'web' surrounding the disabled individual. Yet by the 1980s, it still 

permeated the discourse of rehabilitation in Australia, and continues to do so. It seems 

95ibid, p 172. 
9 6R Oakeshott, "The surgeon's responsibility", Proceedings, Royal Australasian College of 
Surgeons Rehabilitation Workshop, 1977, p 21. 
91 ibid, p 23. 
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fitting that this consistent theme throughout the making of rehabilitation in Australia 

forms a conclusion to a study of one hundred years of its development. 

The International Year of Disabled Persons in 1981 created a great amount of publicity 

of the situation of the disabled in Australian society. The work of ACROD in assisting 

mobility of the disabled, through lobbying for practical changes such as access-ways 

to major buildings and improved parking, also received more media attention. The 

Year's theme of 'Breaking Down the Barriers' did not just apply to practical 

availability of facilities for the disabled in an able-bodied society, but also attempted to 

address social barriers which existed between disabled and non-disabled individuals in 

Australian society. By the 1980s, Australia's disabled were no longer as heavily 

restricted by the discourse of 'straightness' or by their ability or willingness to work. 

The politically active disabled were rehabilitated, producing what could be seen as a 

socially dangerous or frightening liminal state of normality which is not normal; 

leading active lives which were not easily recognisable as such by the able-bodied. 

The IYDP National Committee of Non-Government Organisations prepared in 1981 a 

discussion paper on the interestingly-named 'Self Help Movement'. In the 

introduction, the Movement is described as having the same purpose as other 

groupings such as trade unions or professions - "to exchange the information and 

make the contacts, to give the support and maintain the networks". Disability is thus 

described in professional terms: 

The groups with which we are concerned have arisen out of a sense of unmet 
need, as have the established organizations [sic]. They offer a sense of identity 
and mutual support, as do the established organizations. They seek to 
empower their members, to advocate for rights, to lobby for change and to 
improve the status of their members, as do the established organizations.98 

98E Hastings, The Self-Help Movement of Disabled People in Australia, Canberra: IYDP National 
Committee of N G O s Series of Monographs on Disability, #1, 1981, p 1. 
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Yet there are apparently differences, which the self help groups are anxious to 

maintain, such as 

a 'grass roots' mentality, a sense of direct accountability to their membership 
which is reflected in open meetings, accessibility of information, democratic 
decision-making, exchange of opinion and, above all, flexibility of operation in 
direct response to need.99 

The history of both the Australian Medical and Physiotherapy Associations also reveal 

all these elements, especially the last, which has dictated the use of associative and 

exclusive strategies in order to achieve the professional-style goals determined as 

necessary to the Association's survival. Rehabilitation had become, by 1981, a 

'profession' in its own right, and the Self Help Movement is an example of how 

rehabilitated individuals could also become immersed in professional discourse. The 

Movement also quite consciously identified itself with other dissatisfied 'minority' 

movements such as the US's Black Power and the women's movement. 

The concept of breaking down barriers, when applied to the history of rehabilitation, 

also raises some interesting issues. It could be argued that the hundred years of 

rehabilitation's history in Australia had been an effort to do just that; to break down 

barriers between the disabled and the able-bodied society. Yet at the same time, 

rehabilitation could be seen as creating the 'sickness' of disability by inventing a cure, 

placing an obligation upon the disabled person to become as active and as 'normalised' 

as possible. This thesis leaves rehabilitation at a difficult phase in its history, coming 

to terms with changes in the medical, political and social fabric of Australian society, 

where its future as the third branch of medicine is less clear, and its role as part of a 

wider socialising agent seems perhaps a more likely outcome. 

"ibid. 
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CONCLUSION 

I began this thesis with an examination of the scant literature on 

rehabilitation and its historical development in Australia. There are a 

number of factors concerning rehabilitation which have previously been 

neglected by the history of medicine in Australia, which can be dealt with 

by a full study of rehabilitation as a part vof the Australian health care 

system. The complications of the sociology of professions as it applies to 

medicine and health care can be considered in a study of h o w 

professionalisation of ancillary health workers has taken place in Australia, 

using sociological frameworks as a guideline only, allowing for individual 

digressions from profession to profession. Ultimately, these sociological 

frameworks do not have to be proved or disproved; historical analysis can 

rather use them to cast light on aspects of the development of 

rehabilitation. Nor has this thesis been an attempt to describe a purely 

medical development of a purely medical specialisation. Rehabilitation's 

professional development has involved far more than just the medical 

profession, and this thesis has been in part an attempt to discover h o w and 

why this was the case. 

The conclusion of the first chapter of this thesis posed a number of 

questions concerning the professional development of rehabilitation in 

Australia: 

oo In what way have inter- and intra-professional relationships contributed 

to the professionalisation of rehabilitation? 

oo To what extent has rehabilitation in Australia been influenced by 

professional activity, by both the medical profession and their 

ancillaries? 
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oo H o w is medical power exercised over those who are deemed in need of 

rehabilitation? 

oo What criteria have been employed in determining the suitability of an 

individual for rehabilitation in Australia? Are they related to race, age or 

gender? 

oo H o w is the relationship of the disabled person to the state influenced by 

the rehabilitation professions? % 

oo H o w have previous histories of rehabilitation been shaped by and used 

for immediate medical and professional needs? 

Each of these questions can be answered individually. 

In what way have inter- and intra-professional relationships contributed to 

the professionalisation of rehabilitation? Quite simply, without inter- and 

intra-professional relationships, rehabilitation may well never have come 

into being as a part of Australia's health care system. Indeed, it could be 

argued that without these relationships, a health care system of any 

description m a y never have come into being. Inter- and intra-professional 

pressures helped to shape early responses to alternative systems of 

medical belief such as massage and electrotherapy. Early experiments with 

rehabilitation were a matter of individual medical practitioners' interests, 

and massage and electrotherapy were unorthodox therapies open to 

whoever wished to use or practise them. The Australasian Massage 

Association emerged as a professional body after nearly thirty years of 

massage practice in Australia, responding to changing demands with a 

strong sense of self-preservation. Its activity was associative, and relied on 

close co-operation with the British Medical Association state branches. B y 

willingly placing itself under the auspices of 'orthodoxy', massage as a 

profession w o n many supporters within orthodox medicine, and at the 

same time committed itself to the ideology of service essential to a late 
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nineteenth- and early twentieth-century profession. It was able to 

legitimise its practice by associating itself through inter-professional 

networking with the British Medical Association, both personal and 

associative. 

The importance of intra-professional relations was dramatically illustrated 

expressed in the Kenny controversy and the debate over occupational 

therapy. A s rehabilitation became increasingly dominated by professional 

interests, it generated further professional groupings, such as the 

Australian Orthopaedic Association and the Australian Association of 

Occupational Therapists. In the 1950s and 1960s, internal disputes 

concerning the nature and function of rehabilitation prevented the British 

Medical Association from taking action which would have placed 

rehabilitation under its control. The profession did acknowledge that they 

had missed their chance; that post-war wrangles over the nationalisation of 

medicine had effectively wrested rehabilitation from their hands, and 

placed it in the hands of the state. 

The cultivation of professional relationships was essential to the 

professionalisation of rehabilitation in Australia. This leads on to 

answering the second question, concerning the extent to which this 

professional activity influenced the development of rehabilitation. Again, 

without the professional activity, rehabilitation in its present form would 

certainly not have developed in Australia. Professional activity has 

dominated the development of rehabilitation, a fact which has not been 

sufficiently acknowledged in medically-oriented histories of this 

specialisation. The activity of both the British Medical Association and the 

Australasian Massage Association during and immediately after the Great 

War contributed significantly to the pattern of rehabilitation's development, 
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maintaining a deep schism between vocational and medical treatment of the 

disabled. 

Professional activity also substantially affected rehabilitation's 

development in Australia during the poliomyelitis epidemics. During the 

1930s, the exclusion of Elizabeth Kenny from the rehabilitative discourse 

determined this part of orthodox rehabilitation practice until the pioneering 

of the Salk and Sabin vaccines. The perceived 'threat' posed by Elizabeth 

Kenny and her methods of treatment sparked the Australasian Massage 

Association into action on an unprecedented level. As the Association grew 

in professional strength, it pursued strategies of closure, imitating the 

medical profession. The exclusion of occupational therapy from the A M A -

B M A partnership also affected the development of rehabilitation in 

Australia, as it left occupational therapy with its own separate professional 

voice. The British Medical Association, threatened politically during the 

1940s with the nationalisation of medicine, were likewise suspicious of 

federal government meddling in rehabilitation. Their self-imposed distance 

from the Commonwealth Rehabilitation Service prevented them from 

exercising power in government initiatives which they might have 

otherwise dominated. Professional interests permeated the battle between 

the C R S and the hospitals over the relationship between medical and 

vocational rehabilitation, and the ever-growing independence of the 

Australian Physiotherapy Association posed a fresh challenge to previous 

professional relationships. 

These shifts, gains and losses in professional power and activity 

influenced other aspects of rehabilitation's development, raising the third 

question, the issue of medical control. Medical dominance has two forms, 

the first of which is that examined by Willis, involving the overall 

dominance of the orthodox allopathic medical practitioner in a still-
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hierarchical health care system. This model has dominated the 

development of rehabilitation in Australia: without medical interest, 

rehabilitation could not take shape as a 'specialisation'. The Australasian 

Massage Association deliberately courted the medical network, knowing 

that only with their support could they survive.professionally. Medical 

dominance has dictated rehabilitation's development, through subgroups 

such as orthopaedics and similar specialisations. Challenges to medical 

dominance, from the state - as in the case of the two world wars - and 

from subordinate groups or individuals, such as Kenny or indeed the A P A 

itself at a later stage, also changed the shape of rehabilitation. The 

'coordination' of the Kenny treatment and orthodox forms of treatment 

established another element in the medical dominance of rehabilitation, as 

did the later attempt to 'coordinate' manipulative-type therapies as part of 

the legitimate practice of physiotherapy. The post-war failure to attract 

more resources to the teaching hospitals effectively restricted the creation 

of a training structure to provide more rehabilitation specialists for 

Australian hospitals. 

Medical dominance manifested itself in another vital way, through 

dominance of the patient. This thesis has examined the idea of the patient 

as the centre of a web of signification; in the web of rehabilitation, the 

patient has by and large been powerless. Rehabilitation began as a way of 

making the lame walk; 'orthopaedics' was the practice of straightening the 

crooked. A s time passed, and priorities subtly changed, medical 

dominance retained its grip on nearly every aspect of disabled individuals' 

lives: the payment of benefits has depended on medical opinion; medical 

practitioners have dictated when, where and which disabled individuals 

would be considered for rehabilitation, when that process was to end, 

where they would work and whether the disabled individual could be 

'released' into an able-bodied society. Medical dominance and 
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surveillance also extended into workers' compensation legislation, again 

determining the working future of an injured individual. In short, medical 

and ancillary dominance and surveillance of the disabled body have been 

crucial factor sshaping the development of rehabilitation in Australia. At 

length they provoked angry demands from the patients themselves for 

greater mobility and involvement in decision-making. 

Historically, changes in the medical concepts of the disabled person have 

be identified in this thesis, paralleling Finkelstein's three stages of 

recognition of the disabled. The first of these was marked by an 

acceptance that disability is permanent and incurable, parallelling 

Finkelstein's 'feudal' stage, in this case the medical world of pre-

rehabilitative practice. Medical treatment extended at this point to 

providing some rudimentary ambulatory assistance to the disabled, such as 

crutches, a radically different approach from later attempts to 'cure' 

disability. With the development of a means of assisting the disabled and 

injured to a greater mobility, disability became a disease or sickness for 

which the cure has already been invented. This was a second 'stage', also 

characterised by a tendency within the medical profession to regard bodily 

wholeness as an end in itself, largely disregarding the psychological 

ramifications of rehabilitation, and aiming to restore the person to better 

function. In Australian medical practice, this can be located in the pre- and 

inter-war years, where function was especially important in returning the 

individual to the workplace. This parallels Finkelstein's second stage, 

where the disabled form an underclass in an industrialised society, and are 

valued according to their ability to work. The final stage consists of a 

greater appreciation of the psychological effects of injury and disability, 

and also indicates a shift from the work-based ethos of the second stage in 

rehabilitation. This stage corresponds to Finkelstein's stage of greater 
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independence and activism, and begins in the post-war rehabilitative era in 

Australia, marking a further step in the mapping of the disabled body. 

These stages are not fixed. The link between physical injury and the 

patient's mental state was understood in medical theory if not in practice 

from quite an early stage in rehabilitative history. There are also often quite 

fluid perceptions of disability in different sectors of care - children have 

their o w n way of being rehabilitated, different from that of a working-age 

man, and there is also often a noticeable difference in the terminology of 

the hospital and the voluntary association. Within the medical profession, 

however, especially the surgical and orthopaedic branches, the medical 

potential of the disabled person appears to have been developed through 

these three stages. 

The selection of disabled individuals for rehabilitation has not just been 

determined by medical dominance. Other criteria have been significant; 

medical dominance was successful in determining the future of the 

disabled partly because it engaged with needs and priorities already in 

existence in the socio-cultural fabric of Australian society. While 

rehabilitation remained at the low-priority experimentation level, it could 

engage with individual and personal interests of the medical practitioner 

and his patients, as it did in the late nineteenth century. Even at its early 

stage, the potential for rehabilitation to re-establish individuals in the 

workplace was recognised by some practitioners. Politically and socially, 

however, rehabilitation could not occupy a place in any kind of 'national' 

health care system, as health care itself was still in some colonies fairly 

rudimentary. 

But as rehabilitation took its place on the national hygiene agenda, more 

and more actors became involved. The state made its presence felt in 
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demanding the restoration of disabled soldiers as quickly as possible after 

the Great War, and then urging the reduction of the pension burden by 

'saving' children crippled by poliomyelitis from increasing that burden. 

State government intervention and planning for poliomyelitis after-care 

included the consolidation of much of the voluntary activity which aimed 

to care for the disabled and at the same time promoted the expansion of 

orthopaedic and massage facilities in major hospitals in Australia. Those 

who were accepted for rehabilitation were placed under the dual 

surveillance of the state and of the medical profession. Rehabilitation 

professionals had the highest level of 'visibility' within health care when 

rehabilitation was highest on the governmental agenda, just after the 

Second World War. But rehabilitation also had to weather a long 'off 

season', during which the professional groups involved had to work hard 

to ensure that rehabilitation maintained at least a peripheral role in the 

health care system. This was partly achieved by engaging with social 

needs such as the cure of 'polio children' or the repatriation of disabled 

Great W a r veterans. 

The justification of rehabilitation by economic necessity was reinforced by 

these priorities, dominating the discourse of rehabilitation through the 

concept of the healthy body politic, until the 1960s and 1970s. A n 

argument justifying rehabilitation according to its ability to get people back 

to work had to conform to existing models of the 'employable', namely the 

young and male. Rehabilitation of those whose age debarred them from 

further participation in the workforce did not become justified until the 

1950s, and then only gradually as Australia's population aged. In terms of 

gender, the failure to recognise the contribution of homemaking w o m e n to 

the national economy led to their exclusion from state-sponsored 

rehabilitation programs, while w o m e n w h o did wish to work could be 

rehabilitated. 
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The gendered nature of rehabilitation has been immensely significant in 

shaping the provision of rehabilitative services. The dominating 

individuals have been for the most part male members of the medical 

profession, although in later years a significant number of influential 

female medical practitioners also contributed to its development. These 

female practitioners, however, have subscribed to the model of medical 

dominance, and the female-dominated professions of physiotherapy and 

occupational therapy have remained for the most part subordinate. 

Changes in the rehabilitation clientele have not always been matched by an 

appropriate response from medical and political agencies, although the 

entry of more and more women into the workforce and the high rate of 

migrant labour in secondary industry have prompted some changes to the 

provision of rehabilitation services in Australia. Demographic changes 

such as Australia's ageing population have also been significant, in that 

they helped to generate the process of geriatric rehabilitation, challenging 

previous ideas of rehabilitation for the workforce and the workforce alone. 

How is the relationship of the disabled person to the state influenced by the 

rehabilitation professions? Again, without those professions, the 

'disabled' as a concept or category would not exist. Early public health 

movements patronised by the Australasian Massage Association, such as 

the physical culture movement, were the first step in identifying and 

categorising disability in Australian society. The British Medical 

Association in Australia was attacked both during and after the Great War 

for failing to identify the problem of widespread deformity and ill-health in 

the Australian population. Disabled individuals, including those wounded 

in war, suffered greatly in the years immediately following the Great War, 

as medical dominance still managed to enforce regimentation and 
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conformity to standards of physical capability which were beyond the 

ability of many. 

The division of vocation and medical rehabilitation, however, served to 

weaken medical dominance of rehabilitation. After the Second World War, 

when this division was codified in the creation of the rehabilitation hospital 

and the Commonwealth Rehabilitation Service, both forms of dominance 

came under attack from the disabled themselves. The relationship between 

poverty and disability was publicly investigated by government 

committees, as was the potential for workers' compensation cases to 

become trapped in industrial and legal complexities, hindering the 

rehabilitation of the individual involved in the case. B y 1981, the 

International Year of Disabled Persons, professional groups such as 

physiotherapy, who in the early 1970s had felt themselves qualified to 

speak on behalf of the disabled, found their role increasingly under attack. 

Finally, how have previous histories of rehabilitation been shaped by and 

used for immediate medical and professional needs? This has been a 

significant underlying theme of this thesis. The manipulation of history to 

serve professional ends began quite soon after the formation of the 

Australasian Massage Association, with the suppression of all memory of 

its practitioners origins in unorthodox practice. It did this in order to seek 

greater legitimacy, and engaged at the same time with a medical strategy 

common to medical history - the presentation of a legitimate and illustrious 

pedigree of practice which guarantees orthodoxy. The next major 

manipulation came with discussions of the history of poliomyelitis 

treatment in Australia, which provided a 'pedigree' for the Kenny 

treatment which omitted any mention of her contribution. B y the time 

rehabilitation had acquired a national significance, its history had become 

whatever its professionals wanted it to be, subject to changes in definition 
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depending on the attraction of government funding. Convincing the state 

of the value of rehabilitation had been achieved; the medical and vocational 

sides of the issue now had to compete to draw state attention to their own 

contributions, in order to continue their professional survival. Within 

rehabilitation professions there has been an increasing use of history in the 

justification of professional claims. 

A major theme of this history of rehabilitation has been the reiterated 

argument from economic necessity. Can an historian evaluate the principle 

of 'rehabilitation pays dividends' in terms of statistical analysis? I do not 

believe it is possible to do so. N o accurate statistics existed on the 

numbers of disabled in Australia until recently. One way of doing so 

would involve evaluating, largely by guesswork, the total number of 

Australia's past disabled, how much they would have earned in a normal 

working life, how much their treatment or pensioning would have cost, 

and then seeing if the money saved balanced with the earnings. This could 

at best provide only an estimate of the cost-effectiveness of rehabilitation. 

And yet it was allegedly upon this claim that rehabilitation based much of 

its success in attracting government funding. 

If, then, statistical proof of the cost-effectiveness of rehabilitation was 

unavailable for much of its development, w e must look beyond this 

argument to discover other potential argued benefits of wide-scale 

rehabilitation. Part of this can be traced to the charity concept of the 

'deserving' invalided. In terms of non-financial evaluation of worth, the 

restoration of a single individual to earning capacity could be considered 

sufficient argument for the creation of rehabilitation structures and 

services. The successful engagement with social needs is another 

possibility. There was a need to have the maimed restored to function, 

from a societal point of view, to ensure a healthy body politic. The 
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humanitarian side of rehabilitation, based on altruistic principles, added 

some moral currency, as did the powerful impression created in the early 

years that rehabilitation had made the lame walk. 

Professional activity on the part of the Australian Massage/Physiotherapy 

Association, the British/Australian Medical Association, and other bodies 

who had a vested interest in the creation and control of the rehabilitation 

industry, also engaged with these needs. 

Professional ends can succeed when they fit in with greater social ends -

physiotherapy could aspire to becoming a social good like nursing, 

because it was serving a need which was developing in the community. 

But as a professional group, it also served to create that need, working 

with the medical profession whose status as a desirable and necessary 

profession was already established. This m a y also account for the 

tendency of ancillary groups to seek the same professional privileges as the 

medical profession, consciously identifying their o w n role in maintaining 

social order with that of the successful medical profession. 

The writing and research of history, it can be argued, serves two 

purposes. The first is the exploration of human relationships in the context 

of the past. A s John Galbraith pointed out, rehabilitation is primarily 

about human relationships - the relationship of an injured and disabled 

person to an able-bodied society, and the attempt to reintegrate that person 

into his or her society. Rehabilitation can also be used in terms of the 

restoration of lost citizenship or civil rights, and the history of 

rehabilitation in Australia has been in some ways the history of the 're-

enfranchisement' of Australia's disabled population. 

The other purpose of history-writing is to illuminate present situations - in 

this case, w h y it is that rehabilitation has never achieved the national status 
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as the 'third branch' of medicine to which it aspired. The conflicts 

between principal actors, and the ever-changing definition of 

'rehabilitation' itself, have caused this state, of affairs, a cause which is 

completely obscured in medically- and professionally-oriented histories of 

rehabilitation's development in Australia. The distortions and 

'professional' interpretations of its history indicate quite clearly that 

history is considered a powerful tool with which to serve professional 

ends. But it can also be a tool used to redress those imbalances and 

distortions. These two proposed purposes of history are hopefully met by 

this thesis. 



APPENDIX 

Rates of Pay, Physiotherapists, 1947 - State by State 

Source: Australia. Universities Commission. Survey of Professional Fields -
Physiotherapy, 1947. Queensland A P A Archives. 

New South Wales: 

Hospital - full-time: £5 per week (approx £250 p.a.) 

- part-time: 7/6 per half-day (1st year) 
10/6 per half-day maximum 

In charge of dept: £7 per week (approx £350 p.a.) 

Private practice: 10/6 per treatment 

Victoria: 

Hospital - full-time: £312 p.a. 1st year after graduation 
£325 p.a. 2nd " " 
£350 p.a. 3rd " " 

Senior (9-11 patients): £450 p.a. 

(12+patients): £500 p.a. 

Private practice: 10/6 per treatment 

Queensland: 

Hospital - full time: £5/5/- per week (£262/10/- p.a.) 

Private practice: 7/6 per treatment 

1948 - Arbitration award granted: 

Southern Division - 1st year after graduation: £323/10/- p.a. 

4 years and after: £393/10/- p.a. 

Northern Division - 4 years and after: £419/10/-p.a. max. 

South Australia: 

Hospital - full-time: £4/10/- to £5/5/- p.w. (£225 - £262/10/-) 

Private practice: 7/6 per treatment 
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Western Australia: 

Hospital - full-time: £5/10/- p.w. junior (£275 p.a.) 

Private practice: 7/6 per treatment 

Tasmania: 

Hospital - full-time: £5/10/- commencing weekly salary 
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