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Abstract 
 

The First World War resulted in the largest amputee cohort in history, with 41,208 amputees in the 

UK alone; the majority injured as young men and surviving into the late 20th century. Recent studies 

have estimated that significant residual limb pain affects up to 85% of military amputees: applying this 

figure to the First World War amputee cohort raises the possibility that up to 35,000 British veterans 

may have experienced chronic postamputation pain. Despite this and the fact that 13% of injuries in 

this conflict resulted in amputation, there has been little research into the long-term impact on veterans’ 

health and quality of life. 

 

Recently catalogued historical medical and pension files held at The National Archives offer the 

opportunity to follow up this type of injury in a large group of veterans for the first time. This thesis 

will use these files to document and explore long-term outcomes of amputation and chronic 

postamputation pain, developments made in the treatment of this condition, the impact of aging on 

amputee veterans and their likelihood of developing a concomitant condition from 1914 to 1985. It 

will examine these issues from three perspectives: that of the injured servicemen, the civil servants 

attempting to value and compensate those injuries, and from the clinicians’ responsible for the 

veterans’ medical care and rehabilitation. This research has been based on a unique model of 

interdisciplinary collaboration, incorporating research methods from history and clinical medicine, and 

will present its findings from historical material with recommendations for current practice.  

 

Given the similarities in injury patterns and prevalence of chronic residual limb, phantom and 

neuropathic pain between the First World War cohort and contemporary casualties, it is anticipated 

that the findings of the project will assist in the strategic assessment and planning for long-term pain 

conditions by medical staff and care providers for today’s and future blast injury amputee cohorts. 

  



9 

  

Acknowledgments 
 

Firstly, I must thank my supervisors, Prof Andrew Rice, Dr Emily Mayhew and Dr George Hay, for 

their expertise, guidance and constructive feedback from the very beginning of this project. Their 

patience and encouragement have been unwavering, even when presented with hundreds of pages of 

drafts, and I am deeply grateful for their support. 

 

A university without Humanities department has been an unusual and sometimes challenging place to 

write a History PhD, but has offered the chance to work with a remarkable group of people. I’d like to 

thank my colleagues at the Pain Research Group for their help, support, and their very patient 

explanations over the last four years.  

 

I would also like to thank the staff and students at The National Archives and The Royal British 

Legion’s Centre for Blast Injury Studies for the opportunities to share ideas and present my research, 

as well as The Royal British Legion for the opportunity to carry out this project. In particular, a heartfelt 

thanks to Dr Shruti Turner for her friendship and support. 

 

More personally, I’d like to thank my friends for their motivation and support. In particular, Kate 

Thornton and Simrit Purba for helping me send that first email a long time ago, as well as Ana 

Stefaniak, Ignatz Johnson Higham, Leanne Brown and Michaela Clayton for keeping me sane and 

cheering me on in challenging times.  

 

Finally I’d like to thank my family, especially my grandmother Leonora, who taught me to love history, 

and my mother Jane, for her constant patience, and more support, cat-sitting, and have-you-got-a-

minute phone calls than I deserve. 

 

  



10 

  

 

 

 

Introduction 

  



11 

  

Introduction 

Introduction 

The First World War was the first conflict in history in which deaths from injury exceeded those from 

disease. Limb trauma was (and still is) the most prevalent major survivable combat injury. In the First 

World War, limb wounds accounted for 70% of the one million British casualties from 1914 to 1918 

and this total has not been equalled in any subsequent conflict.1 For comparison, the most recent 

Afghanistan conflict, in which blast-related musculoskeletal trauma was a signature injury, resulted in 

302 UK service personnel undergoing one or more traumatic or surgical amputations between 2001 

and 2020 (a total of 0.2% of the 150,610 British personnel who served).2 

 

This thesis aims to explore the long-term outcomes of amputation, chronic postamputation pain and 

blast injury in First World War veterans from the perspective of the injured ex-servicemen, the civil 

servants attempting to value those injuries, and the clinicians responsible for the veterans’ medical 

care and rehabilitation. The research was an applied medical history project, based on a unique model 

of interdisciplinary collaboration and has used a three-armed approach, incorporating research 

methods from historiography and archival research with clinical medicine, intended to create a new 

approach to the history of pain, in which the patients’ voice is as valued as the professionals. It was 

carried out in collaboration with clinical academic physicians, archivists and historians at Imperial 

College London and The Royal British Legion’s Centre for Blast Injury Studies, Imperial’s Pain 

Research Group, and The National Archives at Kew. 

 

 
1 W G Macpherson, A A Bowlby, C Wallace, C English, (eds.), History of the Great War Based on Official Documents: 

Medical Services Surgery of the War, Vol II. (His Majesty’s Stationery Office, 1922). 
2 Ministry of Defence. Official Statistics Afghanistan and Iraq amputation statistics: 1 April 2015 to 31 March 2020. 

London: Ministry of Defence, 2020. https://www.gov.uk/government/statistics/uk-service-personnel-amputations-

financial-year-20192020/afghanistan-and-iraq-amputation-statistics-1-april-2015-to-31-march-2020. Accessed 21 

December 2021. 
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Background 

Of the 700,000 British casualties in the First World War, 59% had injuries caused by artillery, 

explosives or high velocity munitions, wounds that today could be termed ‘blast injury’.3 Not only 

could these weapons cause devastating polytrauma, but the combination of deep tissue disruption from 

the high velocity and action of the projectiles, along with the unsanitary conditions soldiers were living 

and fighting in, encouraged anaerobic bacterial infection (notably Clostridium perfringens prevalent 

in chronically manured soil) and led to a very high risk of gas gangrene infection. In order to process 

large numbers of casualties and to prevent infection, there was a low threshold for early amputation of 

limbs that may otherwise have been surgically salvable. 

 

By 1918 the official advice for surgeons was to assume gangrene was present and treat wounds ‘as 

though already infected’.4 Without any effective vaccination, prevention or antibiotic treatment, 

debridement and early surgical intervention were the most appropriate surgical tactics. One in four 

amputees developed post-operative infection and 28% of these died of gas gangrene.5 A combination 

of these explosive and high velocity weapons, infection rates and risk of infection, and the 

implementation of an efficient casualty evacuation system to process very large numbers of patients, 

led to a situation in which 13% of all injuries resulted in an amputation: by 1919 there were over 

41,200 amputee veterans in the United Kingdom alone.6  

 

Recent studies have estimated that significant residual limb pain affects up to 85% of today’s military 

amputees, and phantom limb at least 59% (Table 1).7 If that figure is applied to the First World War 

 
3 Macpherson et al, History of the Great War Based on Official Documents, Vol II. 
4 InterAllied Surgical Conference 1917, quoted in Ana Carden Coyne, The Politics of Wounds: Military Patients and 

Medical Power in the First World War, (Oxford: Oxford University Press, 2012),135. 
5 Macpherson et al, History of the Great War Based on Official Documents, Vol II. 
6 Ministry of Pensions, Artificial Limbs and Their Relation to Amputations, (His Majesty’s Stationery Office, 1939), 14. 
7 Dominic Aldington, C Small, D Edwards, J Ralph, P Woods, S Jagdish, RA Moore. A survey of post-amputation pain 

in serving military personnel. J R Army Med Corps 160, (2014): 39. 
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cohort, then it is possible up to 35,000 British amputee veterans may have experienced chronic pain 

as a result of their amputation. Despite the potential scale of this issue and the fact injuries from 

explosive and projectile munitions were the most common type of wounding in the First World War, 

reported ten times more frequently than shell shock, the long-term effects of such injuries have 

received little attention from academic historians or clinicians and are yet to be researched in detail.8 

To date, there appears to have been no detailed analysis of the impact of conflict-related blast injury 

and chronic postamputation or neuropathic pain on veterans’ health and quality of life, or into the 

evolution of the concepts, attitudes or clinical assessment and management for these types of chronic 

pain and the inherent years lost to disability [YLD] it potentially caused.9  

 

Name Description 

Residual limb pain Spontaneous (continuous or paroxysmal) or evoked pain 

perceived as originating in the residual limb including the stump; 

pain unrelated to amputation, e.g., other injuries, such as damage 

of the nerves above the level of amputation. 

Stump pain Spontaneous (continuous or paroxysmal) or evoked pain in the 

amputation stump includes neuroma, muscle, and bone stump as 

pain sources 

Stump contractions Spontaneous movement of the stump ranging from small 

jerks to visible contractions 

Phantom sensation Any sensation of the missing limb including pain 

Phantom limb pain Spontaneous (continuous or paroxysmal) or evoked pain 

perceived as arising in the missing limb 

Table 1. Definitions of postamputation pain from Edwards et al, 2014 10 

 

 
8 Macpherson et al, History of the Great War Based on Official Documents Vol II. 
9 Metrics: Disability-Adjusted Life Year (DALY), World Health Organisation, 

https://www.who.int/healthinfo/global_burden_disease/metrics_daly/en/ 
10 Dafydd S Edwards, Emily Mayhew, Andrew Rice, ““Doomed to go in Company in Miserable Pain”: Surgical 

Recognition and Treatment of Amputation-Related Pain on the Western Front During World War One”, The Lancet 384, 

no. 9955 (2014): 1718. 
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Recently catalogued files held at The National Archives have allowed the long-term impact of conflict-

related amputation for a large cohort to be studied in detail for the first time. The Ministry of Pensions’ 

series PIN 26 contains medical pension records for 22,829 medically-discharged veterans of the First 

World War. Many of these files include regular medical assessments created by the Ministry of 

Pensions’ examiners, patient statements and correspondence between the government and the 

pensioner. As the majority of those injured during the war were young men- 70% were under 30 when 

wounded- they often survived into the late 20th century, and the files cover the period 1914 to 1985 

overall.11 Although a proportion of the pensions end with a one-off payment in the 1920s, some 

veterans were followed up for the rest of their lives, and the files offer a unique opportunity to track 

patients over several decades and investigate prevalence of chronic pain over time, the impact of ageing 

on injury and the likelihood of developing a concomitant condition as a result of amputation. 

 

Although amputation rates have been reduced in recent conflicts, residual stump, phantom limb, and 

peripheral neuropathic pain are still significant issues for the rehabilitation of conflict wounded 

veterans, with over two thirds of amputees suffering from chronic pain as a result of amputation, and 

little advance in treatments since 1918.12 13 Despite the century between them, the signature injuries 

of the First World War and Operation HERRICK (2002-2014) are remarkably similar with high 

proportions of traumatic amputation, peripheral nerve damage and severe extremity injury. Limb 

wounds accounted for 70% of injuries in both conflicts with 20% of severe casualties reporting 

peripheral nerve injury in the First World War and 8.1% in Afghanistan.14 15 Blast was the most 

frequent mechanism of injury in both the First World War and in Operation HERRICK, at 52% and 

 
11 Joanna Bourke, Dismembering the Male: Men’s Bodies, Britain and the Great War, (London: Reaktion Books, 1996), 

37. 
12 World Health Organisation, International Classification of Disease 11th Revision (ICD-11), (WHO, 2018).  
13 Ann K Ketz, “The Experience of Phantom Limb Pain in Patients with Combat-Related Traumatic Amputations”, 

Journal of Physical and Medical Rehabilitation 89, no. 6 (2008): 1127. 
14 Defence Statistics, Types of injuries sustained by UK service personnel on Op HERRICK in Afghanistan, 1 April 2006 

to 30 November 2014, (London: Ministry of Defence; 2016). 
15 Macpherson et al, History of the Great War Based on Official Documents, Vol II. 
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59% respectively, with Operation HERRICK recording the highest proportion of blast injury in British 

service personnel since 1918, due to the use of improvised explosive devices [IEDs].16 

 

The PIN 26 dataset is currently the only lifelong data on health and medical care for British veterans 

available to researchers. The Second World War medical data is not due to be released to the public 

for several decades. It is thus invaluable to researchers and policymakers interested in long-term 

consequences of conflict wounding and the likely medical and societal needs of a large, disabled, and 

ageing cohort in the decades after injury. Given the similarities between the weaponry and injury 

patterns of the First World War and the most recent conflicts in Iraq and Afghanistan, this project has 

the potential to inform contemporary medical researchers, clinicians and disability policy as the long-

term effects of blast injuries sustained by personnel in Iraq and Afghanistan become more evident. 

 

Literature Review 

In her text on the male body in the First World War, published in 1996, Bourke noted that: 

 

Leaving aside the more conventional “military history” approach, people who research on the 

war tend to fall into two clearly defined groups: literary scholars and economic historians. 

Exceptions are rare.17 

 

Over the years since this text was published, there has been a greater interest from historians in the 

medical care, rehabilitation and disability of the First World War soldiers with a multitude of 

publications. Gender history has often been used as a lens to explore these subjects, particularly the 

all-male environments of the military hospital and the implications of injury and disability on the 

 
16 Ruth McGuire, A Hepper, K Harrison. “From Northern Ireland to Afghanistan: Half a Century of Blast Injuries”, J R 

Army Med Corps, 165 (2019): 27. 
17 Bourke, Dismembering the Male: Men’s Bodies, Britain and the Great War, 12. 
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expected social and economic role of men in this period. However, despite this wider interest, there 

have been few investigations into the long-term physical impacts of injury and the potential for 

subsequent health conditions such as chronic pain.  

 

The most extensive texts on this theme have been produced by Julie Anderson and Joanna Bourke in 

particular: Anderson in her study of rehabilitation facilities for disabled veterans and Bourke in her 

‘microhistory’ of an individual amputee veteran with lifelong chronic postamputation pain. 

Anderson’s text is one of the few works that explores ‘the complexity surrounding injury [which] does 

not end when the period of hospitalisation was over… it follows servicemen from the hospital to the 

rehabilitation unit, and seeks to understand the meaning, processes and practice of rehabilitation for 

those disabled in war’, noting that ‘what happened to servicemen after they left the hospital is less 

researched than the medical care provided for them during the battle’.18 19 However, her work is 

concerned with the treatment of military patients within these hospitals and rehabilitation facilities and 

does not follow up with those who were redeployed or discharged, or their adaptation to civilian life 

with a potentially life-changing injury. The potential impact of injury, disability and pain on social and 

domestic lives has been more thoroughly explored by Bourke in her case study of Lt Francis 

Hopkinson, a First World War veteran and lower limb amputee who lived with chronic postamputation 

pain for over sixty years.20 Bourke’s text is one of the few publications in this area that emphasises the 

potential longevity of conflict wounds, with the reminder that ‘the effects of wartime wounding lasted 

entire lifetimes… disabled service personnel could not simply shrug off their misfortune; young lives 

could not simply be resumed… the war-afflicted body in pain was a life sentence.’21 

 

 
18 Anderson, War, Disability and Rehabilitation, 3. 
19 Ibid, 4. 
20 Joanna Bourke, “Phantom Suffering, Amputees, Stump Pain and Phantom Sensations in Modern Britain”, in Pain and 

Emotion in Modern History, eds Rob Boddice (London: Palgrave Macmillan, 2014), 66-89. 
21 Ibid, 66. 
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Bourke’s work is unusual within social history and the history of medicine in that it acknowledges 

both the existence and disabling potential of chronic physical pain. Despite the recent interest in the 

medical treatment of the First World War, there has been no detailed exploration of the long-term 

health impact of conflict wounds and the presence of chronic pain is often missing from these accounts. 

Historians including Deborah Cohen and Ana Carden Coyne have suggested that the absence of pain 

in contemporary narratives is due to societal expectations of masculinity and inherited ideals of stoic 

silence, ‘forged amid suffering… expressed through self-control and denial of pain’ and ‘expected of 

the wounded man as soon as he was carried off the battlefield’.22 23 Carden Coyne has also associated 

the lack of pain in patient accounts to implicit military culture and the politics of the conflict, in which 

silence could be a specific choice and means for patients to reclaim their autonomy ‘in an environment 

where the soldier is the object of intense physical and psychological scrutiny, where his pain reaction 

is monitored and judged, he takes charge by rewriting the story of his body in pain’.24 

 

An alternative and more clinical explanation for the lack of interest in chronic pain has been raised by 

Edwards, Mayhew & Rice. In their 2014 paper, they suggested that postamputation pain was often 

omitted from contemporary accounts during and immediately after the First World War, not because 

of patients, but because of a professional reluctance from clinicians discuss a condition they could not 

consistently and successfully treat, and thus: 

 

because there was no potential for surgical resolution and it did not affect tissue viability for 

prosthetics, it was marginalised in medical discussion of amputation during World War One 

and in the period of reflection afterwards.25 

 

 
22 Carden Coyne, The Politics of Wounds, 282. 
23 Cohen, The War Come Home, 130. 
24 Carden Coyne, The Politics of Wounds, 336. 
25 Edwards, Mayhew, Rice “Doomed to go in Company in Miserable Pain”, 1717. 
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A further potential reason for the absence of pain in historians’ work on medical care and rehabilitation 

after the First World War is a fundamental misunderstanding of the nature of chronic pain. There is 

often an implicit hierarchy within these texts in which psychological injury is prioritised over physical, 

particularly in the case of shell shock and other post-traumatic stress disorders, or in which they are 

considered ‘phenomenologically and semantically… so closely allied as to be almost identifiable one 

with another’.26 Bourke has argued that this originated in the Cartesian model of pain which 

distinguishes between ‘“bodily pain” and “psychological distress”, or between “real pain” and its 

“psychosomatic” variety” … in the disciplines of the arts and humanities, as well as in philosophy and 

literature, the “mind” has been the main concern and the body side-lined’.27 This is evident in the work 

of Meyer amongst others in her text on shell shocked veterans and her claims that due to the invisible 

and misunderstood nature of their injuries, ‘no set of disabled men was more isolated than those 

suffering from psychological disabilities’, and that ‘problems such as those faced by amputees… 

tended to be comparatively easily solved through the supply of more appropriate or extra limbs, or 

treatment for infected stumps’.28 

 

This dichotomy between “real” and “psychosomatic” pain is not unique to social or medical history, 

but also fundamentally underpins the treatment of chronic pain patients by clinicians and other health 

professionals to this day and the concept of chronic pain as a ‘hidden disability’. These models can be 

seen in professional medical literature as the biomedical and biopsychosocial model of disease and 

disability and will relate to chapters in this thesis on ‘heartsink’ and the care of chronic pain patients. 

 

 
26 Joanna Bourke, The Story of Pain: From Prayer to Painkillers, (Oxford: Oxford University Press, 2014), 21. 
27 Joanna Bourke, Pain and the Politics of Sympathy, Historical Reflections, 1760s to 1960s, (Utrecht: University of 

Utrecht, 2011), 13. 
28 Jessica Meyer, Men of War: Masculinity and the First World War in Britain, (London: Palgrave Macmillan, 2008), 

109. 
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In the biomedical model, disease is assumed to be the result of measurable biological variables that 

deviate from the norm, and which ‘leaves no room within its framework for the social, psychological 

and behavioural dimensions of illness’.29 In relation to chronic pain patients, it assumes that pain has 

an entirely physiological or pathological cause, supporting the Cartesian mind-body dualism, ‘the 

doctrine that separates the mental from the somatic’, rather than resulting from an interplay of physical 

and psychological factors.30 In her article on medically unexplained symptoms and the ‘heartsink’ 

patient, Louise Stone has noted that ‘in Western culture, symptoms in the mind can be seen as moral 

weakness. The actions of the mind are seen to be a choice and a responsibility rather than a symptom 

or illness’, and it is for this reason that the biomedical model tends to be favoured by some patients 

over those that incorporate psychological factors and mental health.31 

 

In addition to offering patients the potential of an ‘easy-fix’, the biomedical model also offers chronic 

pain patients the opportunity to reify their pain and conceptualise it as something separate from 

themselves, possibly as an opponent to be beaten and this sometimes, paradoxically, enables them to 

accept it as part of their life. As Michael Bury argued in his study of chronic illness as biographical 

disruption: 

 

The separation of disease from self is a powerful cultural resource. The objectivity of disease 

provides, through medical science, a socially legitimate basis both for deviant behaviour and 

clinical intervention… To be able to hold the disease ‘at a distance’, as it were, assists the claim 

that one is a victim of external forces. To do anything else is to accept fully the burden of 

responsibility.32 

 
29 George Engel, “The Need for a New Medical Model: A Challenge for Biomedicine” in Science 196, no. 4286 (1977): 

130. 
30 Ibid, 130. 
31 Louise Stone, “Blame, Shame and Hopelessness: Medically Unexplained Symptoms and the ‘Heartsink’ Experience”, 

in Australian Family Physician 43, no. 4, (2014): 192. 
32 Michael Bury, “Chronic Illness as Biographical Disruption” in Sociology of Health and Illness 3, no. 2 (1982): 172. 
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This model would be particularly useful for veterans such as Lt Hopkinson (Chapter 3) as it divests 

them of any responsibility for wounding, which can be blamed on military service, or for treatment 

and rehabilitation which can be viewed as the responsibility of the government. The alternative view, 

that chronic pain does not always have a clearly identifiable pathological or biomedical cause and that 

its occurrence can be random and arbitrary can be more problematic than the idea that it is 

psychosomatic: ‘our inability to posit neurobiological “causes” of many kinds of chronic pain 

compounds the difficulty in making meaning out of such a devastating, persistent form of suffering’ 

and is ‘simply unthinkable for many, including for many chronic pain sufferers themselves’.33 34 

 

Although the biomedical model continues to appear in patient accounts, its use by clinicians has been 

declining for the last two decades, replaced by a biopsychosocial model which is more inclusive of the 

wider impact of pain. In their 2017 article on the barriers to chronic pain treatment, Hadi et al noted 

that chronic pain care tends to be inadequate when based purely on the biomedical model, ‘as chronic 

pain has a multidimensional impact on patients’ lives, a unidimensional approach towards its 

management based on the biomedical model may not achieve optimum outcomes’, and that 

multidisciplinary clinics using the biopsychosocial model tend to be more effective in both outcomes 

and cost.35 In contrast to the biomedical, the biopsychosocial model incorporates psychological and 

emotional factors and is now the dominant framework for chronic pain management. As Wainwright 

et al have stated, and as can be seen in Lt Hopkinson’s and several other of the PIN 26 cases, 

psychological and emotional factors are often inextricably linked with chronic pain, with one 

exacerbating the other, as ‘the realm of the social is intimately linked to ill-health, its experience and 

 
33 Daniel S Goldberg, “Job and the Stigmatization of Chronic Pain” in Perspective in Biology and Medicine 53, no. 3 

(2010): 431. 
34 Ibid. 
35 Muhammad Abdul Hadi et al, “Treated as a Number, Not Treated as a Person”: A Qualitative Exploration of the 

Perceived Barriers to Effective Pain Management of Patients with Chronic Pain” in The BMJ Open 7, (2017): 7. 
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its mediation through different forms of clinical presentation’.36 Although this model is acknowledged 

to have its roots in the 1957 work of Parson and has gained acceptance within the last two decades, 

earlier articles from The British Medical Journal found during this thesis’ systematic review, 

demonstrate that this idea has existed in medical literature since at least the early 1930s. In his 1934 

article, Brackenbury acknowledged the interplay of psychological and pathological factors in illness 

and notes: 

 

No doctor can be, or should be, a detached scientific observer dealing quite objectively with 

some morbid process taking place within a relatively uninteresting vehicle which is the 

patient’s body… It is never the body only which is out of health, but always the person… 

indeed, we have come to recognise that in a large proportion of cases of ill-health it is the 

psyche which is primarily affected, and that physical changes may only be secondary or 

subordinate thereto.37 

 

In this article Brackenbury appears to be several decades ahead of his time when he stated, ‘I 

sometimes wonder whether in our hospital arrangements in this country we take sufficient notice of 

these mental stresses arising from ignorance, anxiety, various fears, discomfort and pain’.38 

 

It is likely that this lack of understanding around the experience and impact of chronic pain in historical 

research could be resolved with greater engagement and communication between historians and 

medical professionals with clinical expertise, as seen in the example of Edwards, Mayhew and Rice, 

and in the inclusion of the patient voice and accounts of lived experience.39 However, this model of 

 
36 Carl May et al, “Framing the Doctor-Patient Relationship in Chronic Illness: A Comparative Study of General 

Practitioners’ Accounts”, in Sociology of Health & Illness 26, no. 2 (2004): 144. 
37 Sir Henry Brackenbury, “Patient and Doctor” in The British Medical Journal 2, no. 3850 (1934): 205. 
38 Ibid, 144. 
39 Edwards, Mayhew & Rice, “Doomed to go in Company in Miserable Pain”. 
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working appears to be relatively rare within history as a discipline. Past studies by medical historians 

on comparable topics have tended to focus on the perspective of the clinician over the patient, 

, and yet is rarely produced in collaboration with either the clinicians or the patient themselves. In that 

approach, which often prioritises the short-term medical and surgical care over the long-term 

consequences of disease and injury, the voice of the patient and their families is often ignored or lost 

altogether. In the instances in which patients are included, their voice is often mediated by the clinician 

recalling the encounter, rather than being quoted directly. Where the battles and tactics of the First 

World War have countless publications and dozens of memoirs from the doctors and nurses of the 

front line, there are just a handful of published accounts from soldiers who fought, were injured and 

survived. It is incredibly rare to discover an autobiographical account of wounding and life post-injury 

from this period and generally, at best, these soldiers are represented by a few lines in someone else’s 

story. 

 

This neglect of patients’ experiences has created an irony whereby despite extensive research into the 

history of pain as a sensation, the actual physical experience- what it feels like or is like to live with- 

is rarely described or considered. Despite three decades of historians noting the need to pay greater 

attention to the patient narrative, little appears to have changed since Roy Porter’s original call in 

1985.40 To address this challenge this project has aimed to keep patients’ voices and experience at its 

centre. It has been based on case studies, one of which is recounted in great detail, and on statements 

written by the patients in the archived medical pension files. This approach was intended to allow those 

patients to speak for themselves as much as possible, and to not only keep them at the heart of the 

project, but allow them to drive both the narrative and direction of research. 

 

 
40 Roy Porter, ‘The Patient’s View: Doing Medical History From Below’ in Theory and Society 14, no. 2 (1985). 
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Research Aims & Methodology 

The recent release of the PIN 26 medical pension files has allowed the first lifelong injury effects 

survey for British Veterans. The ultimate aim of this project was to explore the long-term personal, 

medical and societal impact of chronic postamputation pain in First World War veterans and the 

development of interventions to manage it. This is also the first study to present these findings for use 

in current practice: due to the high proportion of blast injuries, traumatic amputation and peripheral 

nerve damage in both conflicts, with similar surgical and rehabilitation interventions, it was intended 

to draw out learning points from the historical material which could potentially be useful for today. 

 

The specific research questions for the project were: 

• What was the prevalence of chronic postamputation pain in First World War amputee 

veterans? 

• How did ageing impact the injury and prevalence of chronic postamputation pain? 

• Was conflict-related amputation likely to lead to any subsequent physical health 

conditions? 

• How was chronic pain assessed and was its associated disability recognised by clinicians? 

• How did the knowledge, clinical management and rehabilitation for postamputation pain 

develop across the 20th century for these veterans? How was this knowledge shared 

amongst medical professionals? 

 

A full description of this study’s methods is outlined in Chapter 2. In brief, the study was carried out 

using a combination of research method from historiography and clinical medicine. The main 

resources were file series held at The National Archives, Kew: PIN 26, the veterans’ medical pension 

files, and PIN 15, the administrative papers of the Ministry of Pensions detailing the establishment and 

development of the military medical pension system. The second arm of the project was based on a 
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systematic review of the two major professional medical journals in the UK: The Lancet and the British 

Medical Journal. This aimed to explore the development of interventions for chronic postamputation 

pain in First World War amputee veterans across the 20th century. 

 

Thesis Structure 

This thesis has been separated into seven chapters, based on theme and primary material. Chapter 1 is 

a literature review exploring current literature and the place of this thesis within the wider research 

field. Whilst the overall focus of the chapter is an exploration of patient-centred histories and the 

presence of the patient voice in historical narratives, the chapter has been further divided into three 

sections exploring the historiography and social histories of pain and military rehabilitation, the role 

of institutions in the recovery of amputee veterans, and finally, the question of pain as a written 

narrative. 

 

The first section of the literature review focuses on the lenses used to explore pain and rehabilitation 

within the First World War and post-war medical care, including the history of masculinity and the 

linear approach to rehabilitation, in which full recovery was equated to masculinity and injury and pain 

to femininity and childhood. It also explores the fundamental misunderstanding of the nature of 

physical pain often present in social and medical histories, in which chronic physical pain is confused 

and conflated with psychological injury. This is particularly relevant to the First World War veterans 

given the prevalence of work and enduring fascination with shell shock. Finally, this section raises a 

question present throughout this thesis and particularly relevant to Chapter 6: Whether it is possible to 

assess or value chronic pain across a large cohort. 

 

The second section of this chapter evaluates the histories of institutions present in the rehabilitation of 

injured veterans. These histories have tended to focus on the perspective of the clinician, with an 
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abundance of publications and memoirs from doctors, nurses and stretcher bearers of the war, at the 

expense of the patient or their family’s perspective. This section will explore the published histories 

of two institutions that played a key role in the First World War: Queen Mary’s Hospital at 

Roehampton, the major limb fitting centre of the UK, and National Hospital for Neurology and 

Neurosurgery (Queen Square), then the country’s central hospital for psychological injury. 

 

Creating a patient-centred history of chronic pain relies on the concept that it is possible to accurately 

describe the sensation of pain. The final section of this thesis’ literature review explores the works of 

Bourke and Scarry amongst others, who have questioned whether pain is something private and 

inexpressible, or whether there is in fact a shared language among patients and one that evolves with 

developments in medicine and the doctor-patient relationship. 

 

A key objective of this thesis has been to combine research methods from the discipline of history with 

those of clinical medicine. These are outlined in greater detail in Chapter 2. This chapter presents the 

search strategies, data extraction and analyses for both the archival sources and the systematic review 

of professional medical publications, and the creation of a dataset containing the medical details of 

100 First World War veterans. It also explores the ethical issues inherent in working with personal 

medical information that was never intended to be made public. The choice to keep the veterans’ names 

and other identifiable information has been explained fully in this chapter, along with an outline of the 

clinical approach taken towards medical conditions and injuries, in opposition to that taken by other 

social histories. 

 

Chapter 3 presents a detailed narrative of one of the PIN 26 pensioners: Lt Francis Hopkinson. Lt 

Hopkinson was a single lower limb amputee whose ankle injury resulted in a through-hip stump, one 

too short for the prostheses of the time and leaving him reliant on crutches for the rest of his life. The 
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chapter explores Hopkinson’s journey from an idealistic young officer at the 3rd Battle of Ypres 

(“Passchendaele”) to an elderly pensioner in a care home for officers, dependent on the identity of the 

‘wounded veteran’ and with chronic pain dominating every aspect of his life. Through Hopkinson’s 

case and his relationships with his family, doctors and the Ministry of Pensions, and his pathway 

through medical treatments and institutions, this chapter also explores the oppositions and expectations 

present in the doctor-patient relationship, and the ways this can be negotiated by both sides. 

 

The stories of other pensioners within the PIN 26 files are presented in Chapter 4. This chapter explored 

the medical, personal and professional consequences of unresolved chronic postamputation pain as 

gleaned from the medical pension files of PIN 26 and the patient statements therein. This dataset has 

allowed the long-term elucidation of the prevalence of chronic pain in a veteran cohort, revealing a 

rate similar to today’s cohort and the concept of the ‘Interval of Comfort’: the possibility that chronic 

postamputation pain may in fact be a condition likely to develop in the very long-term, rather than an 

acute postoperative condition as currently presented in the medical literature. This chapter also 

explores the potential long-term physical health impacts of amputation, chronic pain and conflict 

wounding. Data from the PIN 26 files suggests that the majority of amputee veterans, particularly 

lower limb amputees, are likely to develop a subsequent physical health condition directly related to 

their amputation, and this is explored in more detail, along with the socioeconomic impact to both 

veterans and the State, in this section. 

 

As previously mentioned, the thesis has included a systematic review of the professional medical 

literature and the results are presented in Chapter 5. This chapter outlines the development of 

interventions for chronic postamputation pain for the years 1914 to 1985 (in line with the PIN 26 files), 

the evolution of the “professional conversation” around this condition, and the role of different 

specialties across the twentieth century. Although the review focused on just two journals- The Lancet 
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and the British Medical Journal- the results reveal that this conversation developed both within the 

UK and internationally. The chapter also outlines the rise of various medical specialties across the 

period under review, which challenged the dominance of surgery and its increasingly invasive 

interventions in military healthcare and rehabilitation, and the influence these fields had in the 

management of chronic pain. The use of a systemic search of publications and the strategic overview 

it provides has highlighted unexpected findings, outlined in detail in this chapter. These include the 

cyclical nature of interventions for chronic pain with multiple treatments appearing across the period 

in twenty-year cycles, the advocation of interdisciplinary management of conflict-related pain far 

earlier than previously thought, and the recognition that untreated chronic pain could have a severe 

impact on a patient’s mental health. 

 

After the presentation of the patient and professionals’ perspective of chronic postamputation pain in 

Chapters 4 and 5, Chapter 6 explores the government’s response to the amputee veteran cohort and the 

development of the disability ratings system used by the Ministry of Pensions to assess and value the 

veterans’ injuries. Although chronic pain was not officially present in this system, despite affecting 

the majority of amputees, analysis of the PIN 15 files has revealed that civil servants were allowed 

some discretion for cases considered to be particularly ‘worthy’. This chapter evaluates how amputees 

were included within this system and how provisions were made, either within the system or on an 

individual basis, for veterans with chronic postamputation pain or complex and interacting conditions. 

The PIN 15 files show that other systems for chronic and poorly understood conditions with subjective 

and varying symptoms (such as cardiovascular disease or malaria) were introduced by the Ministry, 

and this chapter questions how these assessment systems could have been adapted for chronic pain, 

had the government chosen to do so. The final section of the chapter explores the Ministry’s response 

in the mid-twentieth century to a cohort of ageing veterans with increasing ill-health and complex 

conditions, potentially as a result of the conflict injury they received decades earlier. 
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This theme of ageing and physical deteriorating is continued in Chapter 7, the final thematic chapter 

of this thesis. The question of whether amputation or chronic pain can have a long-term physical toll 

has been discussed by veterans’ associations since the early 1930s. This chapter explores this issue 

through the work of the Rock Carling Committee, a working group established by the British 

government in the 1950s to investigate mortality rates and prevalence of cardiovascular disease in First 

World War veterans. The study resulted in three published reports and was internationally influential 

with similar studies carried out in the United States, Canada and Germany, amongst others. Despite 

the years since its publication, the Rock Carling study remains the most influential work into premature 

ageing in veterans. However, its conclusions that there is ‘likely’ some association between 

amputation, sepsis and poor cardiovascular health, particularly in single and bilateral lower limb 

amputees, have had little practical impact on clinical practice or in the planning of veterans’ 

rehabilitation and healthcare. A recent systematic review has demonstrated that this is still an issue of 

interest for today’s military, particularly given the number of lower limb amputees from the 

Afghanistan conflict and estimates that the cost of healthcare for the veterans is likely to substantially 

increase over the next few years.41 

 

The overall aim of this thesis was to be an applied and patient-centred history with relevance for current 

practice. Despite remarkable innovations in prostheses and rehabilitation, chronic pain is still a 

significant issue for military amputees and has been identified as an area of interest for the current 

ADVANCE (ArmeD SerVices TrAuma and RehabilitatioN OutComE) study- a prospective 

longitudinal cohort study, investigating physical and psychological outcomes of 1,200 UK veterans of 

the Afghanistan conflict over 20 years.42 This thesis concludes with the main findings of the archival 

 
41 DS Edwards et al, “What is the magnitude and long-term economic cost of care of the British military Afghanistan 

amputee cohort?”, Clinical Orthopaedics and Related Research 473, no. 9 (2015): 2848-2855. 
42 Alexander N Bennett, Daniel Mark Dyball, Christopher Boos, Nicola T Fear, Susie Schofield, Anthony MJ Bull, Paul 

Cullinan. “Study protocol for a prospective, longitudinal cohort study investigating the medical and psychosocial 
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research and key learning points with potential relevance for today’s clinical practice. These findings 

are presented with reflections on the thesis’ contribution to the field, its potential clinical applications, 

and suggestions for future research. 

  

 
outcomes of UK combat casualties from the Afghanistan War: the ADVANCE Study 2020”, BMJ Open 10, no. 10 

(2020) 
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Chapter 1: Literature Review 

 

Introduction 

Reviewing history of medicine texts has revealed repeated gaps in research this project aims to resolve. 

It will introduce a new approach for interdisciplinary history in which historians and clinicians 

collaborate to create a three-armed model which gives equal weight to historiography, archival 

research, and clinical medicine, and yet keeps the patient at the heart of all research and publications. 

Historians have called for greater involvement of patients in the history of medicine since the 1980s, 

most notably in Roy Porter’s 1985 article The Patient’s View, and yet despite the fact that this call has 

been echoed by others over the last three decades, very little has changed.43 Written histories still 

ascribe greater value to the perspective of the clinician than the patient, and to the institution than the 

individual. The inclusion of the patient’s voice in history is rare and, with primary sources becoming 

increasingly available, needs to be addressed. In sources which include the patient voice the presence 

of the doctor is often felt; though they may not be speaking directly, their words and expectations are 

often looming in the background, implicit in the patients’ telling. This project will attempt to mitigate 

this effect by using patient statements from the National Archives and allowing the patient to drive 

both the narrative and the direction of research. 

 

The literature review for this study will take a multidisciplinary approach, split into three sections. The 

first will explore the historiography of pain, medical care and rehabilitation for injured veterans from 

the perspective of social history, with a focus on the over-reliance on the history of masculinity, and 

conflation of chronic pain with psychological disorders such as shell shock. This will be followed by 

an evaluation of histories charting the role of institutions in the recovery of amputee veterans, including 

 
43 Porter, The Patient’s View: Doing Medical History From Below. 
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Queen Mary’s Hospital, Roehampton, and the tendency for historians to rely on ‘the implication that 

the rise of medical power is in some sense ineluctable and unilinear, the ghost train speeding down the 

old Whiggish mainline from magic to medicine’.44 The final section will introduce the 

multidisciplinary approach, focusing on pain as a written narrative, and evaluating contemporary 

accounts from both clinicians and patients, with attempts from historians and sociologists to analyse 

language used to describe pain. Though relevant to all sections of the review, the absent voice of the 

patient-in-pain, and the possible reasons for this, will be explored more thoroughly here. 

 

Social History of Pain, Medical Care and Rehabilitation 

History of Masculinity 

In the introduction to her text on the male body in the First World War, Joanna Bourke has argued 

that: 

 

Leaving aside the more conventional “military history” approach, people who research on the 

war tend to fall into two clearly defined groups: literary scholars and economic historians. 

Exceptions are rare.45 

 

Though this statement may have been true at the time of publishing, as the historiography of the war 

has developed over the last twenty years, it seems that the ‘exceptions’ have become the rule. Gender 

history, or more specifically the history of masculinity, has come to dominate the cultural narratives 

of the war, and it could be argued that not only the field of study, but the conflict’s commemoration as 

a whole, has become overly reliant on this. As Clare Makepeace has stated: 

 

 
44 Ibid, 194. 
45 Bourke, Dismembering the Male, 12. 
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No chapter in the history of masculinity has undergone such a proliferation in recent years as 

that concerning the Tommy and his officer… In little more than a decade, the subject has been 

transformed from a blank field to one of the most burgeoning cultural historiographies on the 

First World War, with historians focusing their attention on whether or not modern warfare 

triggered a crisis in masculinity and how masculinity was reconstructed upon homecoming and 

in the context of commemoration.46 

 

Although gender has been a common focus for historians of the First World War since the publication 

of Joanna Bourke’s Dismembering the Male in 1996, the aftermath of disability and war wounds has 

received less attention until relatively recently. In the last decade particularly, the study of masculinity 

has been used as a lens to explore injury, rehabilitation and disability, and ‘the implications of heroic 

models of military masculinity on those who cannot live up to its mythologies’.47 Works by historians 

such as Meyer, Carden Coyne, and Anderson, in addition to specialised research networks and 

conferences, have developed the field since the assertion made by Bourke in 1996 that ‘little has been 

written on masculinity and the First World War’, particularly in the context of the centenary 

commemorations and its gender-based focus on men of the Western Front and women of the Home 

Front.48 

 

One of the common themes in this approach is to present gender as a linear progression from child to 

woman to man, thus allowing war wounds the potential to ‘reverse’ masculinity into the ‘fragility and 

dependence associated with the femininity of childhood’, and to ‘bitterly reimpose… the dependence, 

but not the innocence of childhood’, resulting in works wherein ‘scholars produced narratives in which 

 
46 Clare Makepeace, “Punters and Their Prostitutes: British Soldiers, Masculinity and Maisons Tolérées in the First 

World War” in What is Masculinity? Historical Dynamics from Antiquity to the Contemporary World, eds. John H 

Arnold & Sean Brady (London: Palgrave Macmillan, 2011), 413. 
47 Bourke, Dismembering the Male, 5. 
48 Ibid, 254. 
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men defined themselves against other men and continually found themselves “anxious”, “fragile”, 

“imperilled” and self-divided’.49 50 51 Though Dorsey’s quote relates to an earlier conflict, his statement 

applies equally well to the First World War and the post-conflict period. Evidently, many of the 

environments discussed by social historians in the context of military wounding and rehabilitation 

would have been virtually all-male, for example the hospital ward or the limb-fitting centres, and the 

repeated use of terms such as “fragile” and “anxious” can be seen in works by Carden Coyne, Anderson 

and Meyer. The hypothesis that rehabilitation ‘was regarded as a gendered transition from the inert 

state of helplessness to the masculine independence of work’, intended to ‘remasculinise’ men, and 

that the war ‘gave rise to an industry of rehabilitation that perceived disability as a lack to be filled and 

a deficit to be redeemed’ are repeated themes within social histories, though often imposed by 

historians with little support from accounts from those either working or participating in the 

rehabilitation programmes.52 53 Although an approach that utilises a linear progression would naturally 

be useful for a study of healing and recovery, and one that would be hard to avoid, it would be highly 

inappropriate to use this particular model in isolation for this project. In this context, a linear model 

that echoes Whiggish history, with its suggestion that healing and rehabilitation are unidirectional 

processes from ‘hurt’ to ‘healed’, carries with it an implication that men have ‘failed’ their gender if 

they do not recover to their pre-injury level of fitness or meet ‘the heroic models of military 

masculinity’.54 Though this ‘failure’ appears to be assigned by historians rather than the patients 

themselves, accounts from both patients and clinicians suggest that recovery was rarely (if ever) so 

straightforward. 

 

 
49 Carden Coyne, The Politics of Wounds, 5. 
50 Seth Koven quoted in Anderson, War, Disability and Rehabilitation in Britain, 54. 
51 Bruce Dorsey, “A Man’s World: Revising Histories of Men and Gender”, Reviews in American History 40, no. 3 

(2012): 453. 
52 Ana Carden Coyne, “Gendering the Politics of War Wounds” in Gender and Conflict since 1914: Historical and 

Interdisciplinary Perspectives, ed. Ana Carden Coyne (London: Palgrave Macmillan, 2012), 87. 
53 Meyer, Men of War, 4. 
54 Carden Coyne, The Politics of Wounds, 5. 
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One of the main figures in this area, Jessica Meyer, has identified two types of masculinity in her work 

on injured veterans. The first is the ‘Soldier Hero’: courageous, stoic, adaptable, bravely defending the 

nation and the Home Front, and ‘one of the most durable and powerful forms of idealised masculinity 

in the Western cultural tradition’.55 The second is the ‘Domestic Breadwinner’; men idealising their 

return home to become good husbands and fathers, as ‘wartime experience led to an increased yearning 

amongst the male sex for a domesticity that was far from oppressive, statist and military 

interventions’.56 

 

Though generalising a force of more than seven million men into just two separate categories seems 

reductionist, this model offers more distinction than that of other scholars in this field and highlights 

one of the main flaws of this approach for a subject as narrow and subjective as pain. In studying 

patients and their recovery, masculinity can be too broad a lens if used in isolation, creating sweeping 

statements that ignore both the agency and the identity of the individual. This can be seen particularly 

in work from Bourke in which she states that gender overrides all other forms of identity, as ‘it was 

sufficient to be ‘men’: branch of service, rank and age meant little within the body of shared military 

experiences’ and ‘although distinctions such as those based on class or ethnicity may be recognised, 

these distinctions are subordinated to the gender identity’.57 58 Her claim that disabled veterans 

represented all who served, that ‘the dismembered man was Everyman’, has been refined by Carden 

Coyne who has noted that masculinity cannot be viewed in isolation, but is also affected by ‘ethnicity, 

race, colonialism… the experience of pain, the military pressure to be stoic and return to the front, 

[and] the shared special pressure that men should reclaim their masculine dignity in overcoming their 

wounds and disabilities’.59 Carden Coyne’s statement that identity is rarely static and can be affected 

 
55 Meyer, Men of War, 6. 
56 Bourke, Dismembering the Male, 252. 
57 Ibid, 126. 
58 Ibid, 127. 
59 Ana Carden Coyne, “Masculinity and the Wounds of the First World War: A Centenary Reflection”, French Journal of 

British War Studies XX, no. 1 (2015), 5-6. 
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by a multitude of factors, and thus inappropriate for a very long-term study of individuals, has been 

supported by both Meyer and Tosh. Meyer, using personal papers, diaries and memoirs, has argued 

that masculinity as both an identity and concept is never fixed, and that ‘British servicemen’s 

perceptions of their own identity as soldiers can be seen to have been contingent upon a number of 

factors, including the imminence of danger, the weather, the location and nature of military service’.60 

As John Tosh has stated: 

 

The individual is recognised to be the site of different constructions, to the point where the 

whole concept of identity becomes blurred. Identity is multiple, porous and contingent. 

Masculinity cannot be abstracted out of this complex because it only has meaning in relation 

to other identities of sexuality, class, age and religion.61 

 

Though there can be no doubt, given the prevalence of veterans’ groups and length of contact between 

patients and medical staff in the years post-conflict, that the experience of military service was unifying 

and created a strong group identity, it is clear that this was based on multiple and more complex factors 

than gender alone. An approach which claims masculinity as the main component of identity, at the 

expense of rank, social class, and nationality, amongst others, would be unsuitable for a study of 

healthcare and rehabilitation, given that it appears patients’ treatment was often affected by these 

factors. In Hopkins’ study on First World War mental and nervous casualties, he notes diagnoses and 

treatments for officers differed to that of enlisted men, particularly by 1918 when only one third of 

officers were recruited from the traditional Officer Training Corps, the majority having been promoted 

through the ranks. He has stated that: 

 

 
60 Meyer, Men of War, 161. 
61 John Tosh, “The History of Masculinity: An Outdated Concept?”, What is Masculinity: Historical Dynamics from 

Antiquity to the Contemporary World, John H Arnold & Sean Brady, (eds.) 23. 
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It became increasingly important for the signs and symbols of superiority to be preserved 

wherever possible… For officers to be seen as vulnerable to psychological pressure would, it 

was feared, strike at the heart of the traditional military ethos, seriously undermining the claims 

of the officer class to their historically sanctioned role as leaders.62 

 

Whether this approach is as applicable to the treatment of physical injury as it is too psychological, 

and as relevant after the war as during, remains to be seen. However, it would be short-sighted to 

ignore the possibility by over-relying on masculinity alone as the dominant model to explore treatment 

and rehabilitation. 

 

Physical vs. Psychological Pain 

In his study on neurasthenia, Hopkins notes that ‘a striking feature of the medico-historical literature 

of the Great War is the frequency with which the terms ‘mental’ and ‘nervous’ are confused and 

conflated’.63 The same can be argued for the conflation of mental and physical pain, often seen by 

social historians as ‘phenomenologically and semantically… so closely allied as to be almost 

identifiable one with another’.64 Archive papers for First World War veterans show clinicians’ 

reluctance to treat amputees with chronic postamputation pain, and with no clear physical explanation 

for their pain, diagnoses often turned from the physical into the psychological. In cases with no obvious 

symptoms- no infection, healthy and well-healed stumps- but reports of pain, there was the suggestion 

of malingering, or at the very least suspicions of ‘compensation neurosis’, that the patient was 
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exaggerating symptoms for an increase in pension, and these can be seen to escalate into diagnoses of 

‘psychosis’ and ‘psychoneurosis’.65 

 

It appears that some historians have adopted the same approach, as well as the tendency to prioritise 

psychological injury and conditions such as shell shock, over physical injuries. This dualism between 

body and mind, originating from Descartes’ model of pain, seems to have a long tradition, not only in 

social history, but the humanities in general, as Bourke has argued: 

 

In the context of pain, this can be seen in the Cartesian distinction made between “bodily pain” 

and “psychological distress”, or between “real pain” and its “psychosomatic” variety. Many 

writers claim that in the disciplines of the arts and humanities, as well as in philosophy and 

literature, the “mind” has been the main concern and the body side-lined.66 

 

This attitude pervades social historians’ work on war wounds and disability: for example, Meyer’s 

work on disabled veterans in Men of War. In this text (which contains no mention of physical pain), 

she asserts that ‘if disabled ex-servicemen in general suffered from political and social isolation, no 

set of disabled men was more isolated than those suffering from psychological disabilities’.67 Though 

the suffering of veterans with psychological injury is beyond doubt, it could be argued that this 

statement applies equally to veterans with chronic pain, a condition that is just as hidden and 

misunderstood as psychological disorders, though far more widespread (potentially up to ten times 

more common than shell shock) and yet received a fraction of academic or medical attention. In her 

work on the Queen Square archives, Stefanie Linden has stated that neurological patients were ‘victims 

of the epidemic of trauma that, at some point, threatened to over-shadow all other medical problems 
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of the war’.68 It could be argued that this has in fact come to pass, as a vast majority of work in 

academia and public commemoration on post-war medical care focuses on shell shock, despite the fact 

that it was relatively uncommon in terms of hospital admissions and long-term treatment. 

 

The conflation of physical and psychological pain highlights one of the major flaws in the histories 

both of the First World War, and of medicine in general: the absence of patient voice and accounts of 

pain. Several academics in this area, including Bourke, Carden Coyne, and Anderson have 

acknowledged this lack and called for more patient-based accounts, and yet little has been done to 

rectify this. The best-known call for a greater inclusion of patient-narratives and creation of patient-

centred histories has come from Roy Porter in his 1985 article, The Patient’s View: Doing Medical 

History from Below.69 In this text, Porter has argued that ‘as it takes two to make a medical encounter’, 

patients’ participation in their diagnoses and treatment should be recognised to the same extent as the 

doctors’, and that, especially in eras before medicine was professionally structured, treatment can often 

be down to the sufferers themselves, making a patient-centred history all the more vital. The pension 

appeals for First World War veterans contain multiple references to wounded veterans self-medicating 

for chronic pain many years after their injury once professional medicine appears to have failed them, 

most commonly with alcohol and opioids; stories which would not be known if the files did not ascribe 

importance to the patients’ narrative and self-treatment, and included records of their statements and 

interviews.  
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The Patient Voice 

Despite the fact that ‘virtually every chapter, article or monograph on medical practice published since 

1985 seems to refer back to it’, little appears to have changed in this field in the thirty years since 

Porter’s article was originally published.70 In his assessment, Flurin Condrau has noted that: 

 

Conceptually… the history of the patient’s view is as undeveloped now as it was back in the 

mid-1980s when it seemed that patient’s history could turn into the new paradigm for writing 

history of medicine. While it is true that the patient has been getting more attention since Porter, 

it is also undoubtedly true that mainstream historiography has not incorporated the radical 

change of perspective for which Porter argued.71 

 

Condrau’s work suggests a paradox within Porter’s text and highlights one of the dichotomies in this 

area of history. Many historians in this area quote the work of Foucault, in which he argues that patients 

are a product of the implementation of power structures and are merely a product of the ‘medical 

gaze’.72 This viewpoint is incorporated into Porter’s work, but along with his assertion that they are an 

independent and active partner in the medical encounter, this contradiction has been summarised by 

Condrau as: 

 

On the one hand, there is a call to consider the patient in the history of medicine as an important 

partner, voice, subject, object, or whatever you like to name it with the ultimate aim of rewriting 

the history of medicine according to the patient’s view. On the other hand, we have statements 

that the patient has actually disappeared from the medical narrative or is merely a by-product 

of medicine.73 
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The final point from Condrau’s work is the suggestion that the patient-narrative is often absent from 

history because ‘most histories from below were driven by a political interest’, and that this is not 

applicable to patients, giving the example of women’s and Black history. Though this is true, despite 

the presence of nationwide groups for patients, it is possible that now is the time for this political 

interest, particularly for the voices of wounded ex-serviceman. 2018 would have been a more 

appropriate time to institute this in comparison to 1985, as it will mark the centenary of the Armistice, 

and the public commemoration of the First World War turned to focus on those who returned home, 

and explore what happened to veterans, in particular those who had been injured, after the war’s end. 

In addition to this, as a result of subsequent conflicts, and in many cases injuries resulting from 

improvised explosive devices, there is an increasing public awareness of the long-term medical and 

rehabilitation needs for injured veterans, particularly amputees, and a recognition of the social 

responsibility to meet them. 

 

Though this research project could be considered compliant with Porter’s call for further patient-

narratives, as one of its aims is to highlight the absence of the patient voice and create patient-centred 

research, it has not followed Foucault’s model in which patients are denied agency and become a 

passive subject of medical encounters. This approach would be unsuitable, given that it is based on 

archive sources in which patients discuss their experiences, symptoms and the impact their injury has 

on their lives post-conflict, and that the subject being investigated- chronic pain- is highly subjective 

with little, formal clinical assessment. 

 

In an often-cited quote, Bourke stated that ‘the most important point to be made about the male body 

during the Great War is that it was intended to be mutilated’.74 The sheer scale of men involved, and 
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the numbers of resulting casualties, reduce the individual to ‘a body’: personal details that point to an 

individual’s personality or identity- anything that does not affect the outcome of a battle- becomes 

virtually irrelevant. Social historians often appear to hold a similar attitude implicit in their work: their 

interest in the soldier often ends with the battle, whether on the Front or in a hospital; long-term follow-

ups of veterans, once this battle is over, are rare. Anderson begins her text on rehabilitation with the 

observation that ‘what happened to servicemen after they left the hospital is less researched than the 

medical care provided for them during the battle’, and the claim that ‘this book delves into the 

complexity surrounding injury and does not end when the period of hospitalisation was over… it 

follows servicemen from the hospital to the rehabilitation unit, and seeks to understand the meaning, 

processes and practice of rehabilitation for those disabled in war’.75 76 However, as rehabilitation units 

were often attached to, and as much a part of, the hospital as a ward, and the text ‘does not reflect on 

what happened to injured men and women who were redeployed or discharged’, surely the only two 

options available to those recovering from injury once ‘the period of hospitalisation is over’, how much 

Anderson’s book meets its stated aim and contributes to the long-term study of injured veterans post-

hospitalisation is arguable.77 

 

Several historians, including Carden Coyne, Bourke and Anderson, have blamed societal expectations 

of masculine stoicism for this absence of patient voice and follow-up, and attributed it to the ‘manly 

stoicism… expected of the wounded man as soon as he was carried off the battlefield’, and lingering 

ideas of Victorian stiff upper-lip and self-control in which suffering was noble and ‘masculinity, forged 

amid suffering, was expressed through self-control and denial of pain’: this ‘stoicism’ is specifically 

referenced by all social historians named in this section.78 79  
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In her work on masculinity and war wounds, Carden Coyne attributes this silence to military culture 

and the ‘internalised… idea of manly stoicism, which was expected of the wounded man as soon as he 

was carried off the battlefield’, creating a culture in which silence was a means of control for patients 

to reclaim their stories.80 She has argued that: 

 

The military patient is not a free, creative agent; he struggles to find a voice for his political 

body. His pain, his isolation, and his creativity are not separable from the politics that underpin 

the war… in an environment where the soldier is the object of intense physical and 

psychological scrutiny, where his pain reaction is monitored and judged, he takes charge by 

rewriting the story of his body in pain.81 

 

Though Carden Coyne acknowledges that sources in which patients describe their physical pain are 

present, even commenting that ‘the pain encounter is recorded… wounded diarists recognise their 

vulnerability to pain and enforced passivity’, the long-term battle with pain, and what happens after 

that initial encounter when the patient is discharged from hospital and the military, is often ignored.82 

This can be seen even within Carden Coyne’s own work. She introduces her text stating that 

‘highlighting the military patient’s voice, this book situates the personal experience of war wounds 

within its social, cultural and political contexts’ and concludes that ‘the focus on the military patient 

in this book has explored the political implication and consequences of wounds’.83 However, she does 

so with only one reference to long-term pain as a consequence of wounding, her only comment 

referring to upper-limb amputee, JB Middlebrook, who ‘common for amputees… suffered from 

phantom limb pain for the rest of his life’.84 
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It is thought that chronic postamputation pain, whether residual stump or phantom limb, affects up to 

85% of military amputees, and if this figure is applied to the First World War cohort, it would mean 

that over 35,000 men potentially suffered from chronic pain.85 The long-term effects of chronic pain 

and the debilitating impact it can have on individuals’ social, personal and professional lives have been 

consistently underestimated by historians, if not ignored altogether. As previously noted, an example 

of this issue can be seen in Meyer, who states that: 

 

Problems such as those faced by amputees in their employment tended to be comparatively 

easily solved through the supply of more appropriate or extra limbs, or treatment for infected 

stumps. For men suffering from neurasthenia and other psychological disorders, the problems 

were not always so easy to solve.86  

 

The fact that the physiological mechanisms of chronic pain, its connections to other issues such as 

depression or post-traumatic stress disorder, and postamputation rehabilitation are all complex issues 

that are still not yet fully understood by specialist clinicians, and cannot simply be solved with ‘more 

appropriate or extra limbs’ is regularly disregarded by social historians, and highlights the need for 

interdisciplinary research between historians and medical professionals, the benefits of which will be 

discussed in a later section. 

 

Pain in the Pensions System 

In addition to veterans’ rehabilitation and recovery, research on pensions has also been over-reliant on 

the model of masculinity, and as was the case with the system itself, with little mention of physical 

pain. Carden Coyne has pointed out that ‘wounds were palpably present in society, and yet pain was 
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invisible in the disabled pension system’, and this (in)visibility appears to have changed little today.87 

Pensions for amputees were based on measurable limb loss, ‘in relation to a theoretically perfect 

physical machine’, with no reference to pain, despite it being a common cause for further surgery and 

inpatient treatment.88 Whilst it seems logical to suggest that with 400,000 wounded men returning 

from war entitled to a pension, a system based on a physical metric, though impersonal and inflexible, 

would be the most efficient in the face of overwhelming numbers and limited resources, Carden Coyne 

and Meyer have argued that this system was instead ‘symbolic of the visible and sensational experience 

of wholeness- a condition of masculinity’.89 Once again, this returns to the idea that men could not be 

‘complete’ either having lost a limb or without having progressed through rehabilitation and returned 

to work, and ironically takes a similar position to that of the Ministry of Pensions, in which both the 

individuals’ pain and the possibility of a successful life as an amputee are discounted.  

 

Though the lack of recognition of pain within the pensions’ system is hardly unexpected, its absence 

in work from historians is more surprising, given the availability of primary sources and accounts from 

patients, and the potential to explore the effect of a long-term physical condition on perceptions of 

masculinity. In her chapter on pensions, wounding and masculinity, Carden Coyne mentions physical 

pain only to acknowledge, or possibly defend, its absence: ‘soldiers were often perceived as failing the 

test of manhood when they expressed pain, griped about pensions, or did not appear to heroically 

overcome their wounds’.90 Despite the available sources, she mentions only three First World War 

patients by name, two of which are related to a sports record, rather than their pensions or injuries, and 

uses only one quote from a patient, which is also related to sport rather than their experience of 

wounding and is uncredited in the main text. The remainder of her citations are from other historians, 

the media and, as is most common across the field, medical professionals. This mediation of the patient 
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voice through clinicians appears repeatedly in accounts from historians and clinicians and will be 

discussed in a later section. 

 

Using masculinity to explore the pensions system is done more successfully by Jessica Meyer in Men 

of War, in which she uses Ministry of Pension files held by The National Archives which document 

pension appeals and contain correspondence from the veterans themselves. The possibility of quoting 

directly from these primary sources and of hearing from the patients in their own words adds depth to 

Meyer’s study and provides a more nuanced account that describes ‘struggles, both financial and 

emotional feelings of injustice, and of pride in the ability to survive in the face of many obstacles’.91 

By analysing veterans’ correspondence with the Ministry, Meyer has identified common ‘rhetoric 

tactics’ by pensioners, including the reminder that their condition was caused by the war and it was 

the responsibility of government to provide adequate care for injured veterans, and that appealing to 

the Ministry for compensation is a last resort. She uses the example of pensioner EC Booker who 

writes that “I am trying to make myself and family self-supporting and thereby independent of any 

pension”, and notes that ‘many letters are incoherent, angry or simply badly written. All bear witness 

to how these pensioners struggled to come to terms with their new identities as war-damaged men’, 

‘for these men, the effects of war service on their masculine identities was both long-lasting and almost 

entirely negative’.92 93 94 Though Meyer makes clear that this source is not representative of every 

pensioner’s experience and is biased towards men who were dissatisfied with their treatment and who 

had enough time or wealth to be able to argue their case, her study shows that the sources for the patient 

voice do exist, and that either using files as individual case studies or analysing large quantities can 

uncover valuable information. 
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The most thorough study of the post-war pension system and its impact on veterans has been written 

by Deborah Cohen.95 Not only does it take a long-term view and explore what happened to veterans 

in the decades after the war, it is also unusual in comparison to the works discussed, in that it takes an 

international view and compares the British system to that of Germany, questioning the political impact 

of each nation’s pensions system. Of the historians so far, only Carden Coyne includes veterans from 

other nations, most commonly Australia, her justification of which can be seen in Reconstructing the 

Body.96 Cohen’s comparison of the roles of government and charities in the provision of pensions and 

rehabilitation for injured veterans in Britain and Germany, allows an in-depth exploration of the 

successes and failings of each, the role of the public, and the timescale of the public’s appreciation of 

wartime heroism. 

 

Institutional Histories of Pain 

The Clinical Perspective 

A traditional approach to the history of medicine is to focus on the institutions and perspective of 

clinicians, once again, ignoring the voice of the patient-in-pain. For the First World War, this is seen 

through the abundance of published accounts by surgeons, nurses and doctors, and the number of 

secondary works on medical teams from works such as Alison Fell and Christine Hallett’s study of 

First World War nurses, to the stretcher bearers of Emily Mayhew’s Wounded.97 98 Carden Coyne has 

suggested that this focus is because ‘observing, studying and reflecting on a soldier’s wound indelibly 

inscribed something of his pain in the minds and memories of stretcher-bearers, ambulance drivers, 

nurses, and doctors, ultimately challenging political and social expectations about enduring pain’.99 
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However, this explanation raises the question of why historians continue to focus on the echoes of 

experience when sources directly from patients are available. The boom of war memoirs in the 1960s 

after the 50th anniversary of the war and the “social expectation that [soldiers] would remember in 

public”, the number of war diaries, oral histories, and recent release of archive files, show that first-

hand accounts from patients are available, even if they tend to focus on the immediate and acute 

hospital care rather than long-term, and yet they are repeatedly ignored in favour of those written by 

medical professionals.100 

 

Perhaps as a natural extension of the tendency to focus on professionals and institutions, the history of 

medicine is often presented as a linear progression, focusing on technological successes and 

developments made by individuals, and ignoring those that are unsuccessful: “a Whiggish narrative in 

which we move from ignorance to our contemporary enlightenment… [a] questionable assumption”.101 

Porter has ascribed this to the culture of medicine itself, and perhaps an indirect or unconscious means 

of self-promotion, by commenting that: 

 

It is hardly surprising that it has tended to produce histories of itself essentially cast in the 

mould of its own current images, stories of successive breakthrough in medical science, heroic 

pioneers or surgical techniques, or the supersession of ignorant folkloric remedies and 

barefaced charlatanry through the rise of the medicine as a liberal, ethical, corporate 

profession.102 

 

In an alternative view, though possibly due to a similar motivation, Hopkins has attributed this focus 

to both personal and professional pride and the dissemination of knowledge by clinicians through 
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medical journals, as ‘it was natural… that their accounts should reflect success rather than failure, and 

in all areas of medicine there was also a natural desire to be first in the field in describing interesting 

medical and clinical developments’.103 That the absence of pain in accounts may be due to this 

professional reluctance to discuss a condition that cannot be healed, and thus ‘the knowledge of the 

study of amputation stumps not widely diffused’, has been raised by Rice, Mayhew and Edwards, who 

have argued that phantom limb pain in particular was: 

 

A notable consequence of amputations in conflict, but because there was no potential for 

surgical resolution and it did not affect tissue viability for prosthetics, it was marginalised in 

medical discussion of amputation during World War One and in the period of reflection 

afterwards.104 

 

The extent to which this knowledge was spread amongst medical professionals has yet to be 

established. Though articles from the major medical journals are often cited by historians, the articles 

are used in isolation, with no long-term study or systematic review of these sources- an area that this 

project intends to resolve. 

 

Primary sources such as the Official Histories of the Great War, clearly state that some methods of 

treating chronic pain were considered failures after several years and their use discontinued: for 

example, nerve shortening, once used to treat chronic postamputation pain, was considered to be a 

failure by 1942 and advised against.105 One critic of this linear and narrowly focused approach is Roger 

Cooter in his text War, Medicine and Modernity.106 In this, he argues that ‘this literature has been 
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overwhelmingly dominated by practitioner-centred accounts of how medicine has benefitted from and 

been advanced by war… such triumphalist reckonings are as implicitly militarist as they are naively 

positivist and partial’.107 He has stated that war is not purely good or bad for medicine, and that 

historians need to be ‘sensitive to the role of both in society more generally… [and] understand the 

reciprocal processes of civilianisation in medicine in war and its militarisation during peacetime’.108 

As one of the aims of this research project is to investigate the evolution of pain management for 

amputees in both military and civilian care, it will follow Cooter’s approach and will include treatments 

which are now thought to be ineffective, or possibly even harmful to recovery. 

 

Institutional Histories 

The traditional approach in the history of medicine of recording an institution’s history and role in 

wider events can be seen in Weedon’s A History of Queen Mary’s University Hospital Roehampton 

(Fig. 1).109 As the UK’s primary limb-fitting centre from 1915, its place in medical care of the First 

World War is undeniable, and yet despite treating over 11,000 men in the First World War alone, 

records the name of only one military patient. Surprisingly perhaps, this absence is acknowledged in 

the foreword to the book, written by a Second World War amputee, and former patient and trustee. He 

recalls that his strongest memories of the hospital revolve around specific (unnamed) people and 

events, but ‘this history is not about these characters, although it pays tribute to their work… such a 

history in any case would be a subjective story, interesting no doubt to the players still alive but not to 

those who want the facts and the truth’.110 Interestingly, this opinion, that the experiences of 

professionals are more valuable than those of patients, and one often expressed by professionals 

themselves, comes from a former patient of the hospital from whom one would expect more 
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appreciation of the value of a first-hand account. Although, unlike several of the works discussed so 

far, Weedon acknowledges the need for the long-term treatment of the injured veterans, that 

‘obviously, there would be a need to continue caring for the limbless, and in the case of young and 

otherwise fit men that care would need to be extended for the rest of their lives’, and a large part of the 

history is dedicated to the relationship between the hospital and the Ministry of Pensions, little detail 

is given to what this care may involve, why might be necessary, or even the effect it may have on 

rehabilitation.111 Despite the fact that chronic postamputation pain was a common cause for 

readmission to this hospital in particular, the presence of in-patients after the war in this text is not 

mentioned in detail, with only one passing reference to the number of in-patients increasing from 70-

80 in the early 1920s to 190 in 1927.112 
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Figure 1. Queen Mary’s Hospital, Roehampton, c.1930 & Queen Mary’s patients with Amy 

Nunn, the hospital’s matron, April 1916. 

 

One history that does successfully integrate the patient experience with an institutional history is 

Stefanie Linden’s work on the Queen Square archive, They Called it Shell Shock, which links ‘micro- 

with macro-history’ by: 

 

Making connections between the fates of individual soldiers and the workings of a hospital, 

and the vicissitudes of this world-changing conflict and the development of medicine and 

science.113 

 

In this text, Linden analysed over 650 case records, producing 70 detailed case studies, and interweaves 

the patient experience with development of the hospital, the rise of specialist treatment, and the 
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progression of individual clinician’s careers. By using case notes and service records, she creates an 

in-depth study linking soldiers’ experience on the battlefield, and in some cases pre-war life, to their 

symptoms and treatment in both military and specialist care. As Cohen has done on her work on 

pensions, Linden compares British and German cases and ‘emphasises the importance of cultural 

factors in how these disorders manifest themselves’.114 This internationalism is particularly important 

for a condition in which symptoms appear to vary by culture, as ‘the stories… reveal the human 

condition: the basic human reactions to fear and loss that transcend all political and ideological 

differences’.115 

 

A similar approach to Linden’s appears to be missing from the history of pain, and this project will 

attempt to start to fill that gap. Works tend to be produced by historians or medics in isolation, and 

lack the interdisciplinary approach, focusing on one aspect, for example, the institution, the patients, 

the professional. A work which combines a historical and clinical approach, and yet keeps patient 

stories at the centre, is rare. However, although Linden’s work is very successful in integrating patient 

studies with a wider institutional history and the rise of a specialism, it is also flawed in a similar way 

to that of other social histories in that it rarely includes accounts directly from the patient: when quotes 

from patients are included, it is often through clinician’s case notes and thus, once again, subject to 

mediation and interpretation by professionals. 

 

Pain as Narrative 

The Language of Pain 

The absence of patient voice in accounts of pain, the mediation by professionals, and the dismissal of 

accounts by historians raises the question of whether it is possible to successfully write an account of 
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chronic pain, or whether the experience is too subjective and defies language. Literature on this subject 

appears to be split between viewpoints such as Scarry- the most commonly cited author on this subject- 

who believes that pain is something private and uncommunicable, Bourke who has stated that pain 

sufferers’ narratives should be utterly trusted and are shared in communities, and those commonly 

shared by clinicians, in which the patient’s narrative is treated with a degree of distrust and 

scepticism.116 117 

 

For the last thirty years, the ultimate source for the exploration of the language of pain has been Elaine 

Scarry’s The Body in Pain, ‘one of the most formidable, ambitious, and original works to have been 

produced by a scholar trained in the humanities’.118 Scarry’s argument is that pain is beyond 

description, a private and uncommunicable experience to the point that it actively destroys language, 

and which creates the ultimate split between people as ‘to have great pain is to have certainty; to hear 

that another person has pain is to have doubt’.119 The difficulty in imparting this experience- something 

highly traumatic and yet still subjective- to another individual with no direct experience of their own, 

and the inadequacy of language, has been explored by Jean Améry, who was tortured by the Gestapo 

in the Second World War: 

 

It would be totally senseless to try to describe here the pain that was inflicted on me… the pain 

was what it was. Beyond that there is nothing to say. Qualities of feeling are as 

incomprehensible as they are indescribable. They mark the limit of the capacity of language to 

communicate. If someone wanted to impart his physical pain, he would be forced to inflict it, 

and thereby become a torturer himself.120 
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Scarry’s work is based on the examples of torture victims, on whom acute pain has been deliberately 

inflicted to the extent that it is designed to ‘unmake’ their world and make it impossible for them to 

imagine a world in which they were not in pain. Though this is a specific situation and not as widely 

applicable to the general population as medically-diagnosed chronic pain, some of her conclusions are 

equally relevant to both groups of sufferers. For instance, her assertion that: 

 

For the person in pain, so incontestably and unnegotiably present is it that “having pain” may 

come to be thought of as the most vibrant example of what it is to “have certainty”, while for 

the other person it is so elusive that “hearing about pain” may exist as the primary model of 

what it is “to have doubt”. Thus pain comes into our unshareably into our midst as at once that 

which cannot be denied and that which cannot be confirmed.121 

 

In his work on The Illness Narratives, Arthur Kleinman has commented on the prevalence of doubt 

for chronic pain patients, noting that: 

 

If there is a single experience shared by virtually all chronic pain patients, it is that at some 

point those around them, chiefly practitioners, but also at times family members come to 

question the authenticity of the patient’s experience of pain.122 

 

This is particularly true for patients suffering from chronic postamputation pain, in which they may 

feel pain in the stump, and yet medics find no obvious physical cause, or phantom limb pain, in which 

the patient feels pain in a limb that is no longer there. 

 
121 Scarry, The Body in Pain, 4. 
122 Arthur Kleinman, The Illness Narratives, (New York: Basic Books, 1988), 57. 
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Though Scarry’s work remains the most-cited text in this area, it has been criticised, particularly in her 

references to war and to pain as a ‘brute fact’. By focusing on torture victims and the effects of war, 

her account ignores the concept that pain can be actively sought out by the sufferer, either for pleasure 

or in order to be overcome, an attitude commonly seen in sports, or especially relevant to injured 

soldiers undergoing rehabilitation in an all-male environment. 

 

Bourke has been particularly critical of Scarry’s work as the premise of her work The Story of Pain 

rests on the idea that pain is not only communicable, but shares a common language and can be made 

public by shared metaphors. Her main criticism applies to Scarry’s reification of pain, which allows 

the pain itself agency, rather than the individual experiencing it. By reducing this experience, Scarry: 

 

Treats as an immediate and monochrome physical experience, a baseline of reality, what is in 

fact a communication of sensations, dispositions, cultural circumstances, and explanations, a 

phenomenon involving body, mind and culture. She has, in other words, misconceived the 

character of pain precisely by giving it a character, by treating it as fact- a brute fact, the first 

and final fact- rather than as ‘an interpretation.123 

 

The use of repeated metaphors by those suffering pain would suggest that not only are there spoken 

languages for pain, but these can be unique to cultures and are understood not only by patients, but 

also by their carers and medics; even though these metaphors rarely make literal sense or correlate to 

an actual feeling- for example a shooting pain versus the pain from being shot. These metaphors have 

become so commonplace in recent decades, particularly since the introduction of the McGill Pain 

 
123 Bourke, The Story of Pain, 5. 



57 

  

Questionnaire in the 1970s which provided a standard list of accepted descriptors for patients to use, 

it is hard to imagine describing pain without them.  

 

The theory that language is not sufficient to adequately describe pain is explored in Arthur Frank’s 

The Wounded Storyteller.124 Contextualised with the revelation that he left a career as a medical 

sociologist because of frustration with the lack of patient accounts, and has subsequently written a 

memoir on his experiences undergoing cancer treatment, Frank’s work argues that patients, 

particularly those with chronic illness, learn ‘formal structures of narrative, conventional metaphors 

and imagery, and standards of what is and is not appropriate to tell’, and yet ‘as the language of the 

story seeks to make the body familiar, the body eludes language’.125 126 Though in this text, Frank is 

writing as a sociologist, the fact that he has lived through illness and pain, adds another layer to his 

work and to the interviews he conducts with patients, and leads to a rare example of an account in 

which a former patient discusses these experiences with others, but within an academic framework. 

His findings that patients learn how to tell an effective and socially acceptable narrative echo that of 

Bourke and even Meyer in her work on pensions, in the idea that patients must behave in a certain way 

or use certain patterns of language for their views to be accepted by medical professionals, or those in 

other positions of authority, such as examiners at pension assessments. 

 

The Vocabulary of Pain 

It has been suggested that this introduction of a standard medical vocabulary is partly responsible for 

the lack of patient accounts of pain: if they are discouraged from describing their pain in their own 

words and privately to a doctor, they are unlikely to publish a detailed account for the public. Bourke 

has suggested that the introduction of pain scales such as the McGill questionnaire, meant ‘being-in-

 
124 Arthur Frank, The Wounded Storyteller, (Chicago, The University of Chicago Press, 1995). 
125 Ibid, 3. 
126 Ibid, 2. 
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pain was given its voice according to an ideal blueprint’.127 128 Pain could be converted from a 

subjective and individual experience, into a standardised diagnostic and become ‘to the alert 

physician… what the compass is to the mariner’.129 The scales have been mutually beneficial to both 

sides of the medical encounters by relieving clinicians from potentially hearing traumatic descriptions, 

and sufferers from the fear of being seen as a ‘bad patient’ by removing the responsibility for 

description, as Bourke has argued: ‘for patients, complex and elaborate pain narratives became 

shameful (might their very ‘richness’ indicate malingering, exaggeration, or a liability?) and 

potentially indicative of their status as a ‘bad patient’.130 One study conducted in the 1970s found that 

one third of patients with progressive diseases were reluctant to speak of pain, particularly in detailed 

narratives, because of the fear of ‘negative social labelling’.131 Combined with Kleinman’s statement 

that chronic pain patients often fear that even their family members will doubt their pain, it is not 

surprising that there are so few accounts of chronic pain, and makes the question of whether an 

adequate language exists or not almost irrelevant. 

 

This research project was founded on the principle that patients are both able to describe their pain, 

and that the sources in which they do so are available but overlooked. As such it will take a similar 

approach to Bourke’s, itself based on the writings of Latham, than the more binary ‘brute fact’ 

approach of Scarry, by analysing the patient narrative and experience, without second-guessing it, and 

acknowledging that ‘anyone claiming to be ‘in pain’ is in pain; if a person describes her experiences 

as ‘painful’, they are’.132 As a long-term study on the effects of chronic pain, it has instead used a 

model which argues that pain is not an independent entity than takes away an individual’s agency, as 

per Scarry, but instead leads to a negotiated relationship in which an individual learns to live with 

 
127 Bourke, The Story of Pain, 135. 
128 Ronald Melzack, “The Short-Form McGill Pain Questionnaire”, Pain 30, no. 2 (1987): 191-197. 
129 Ibid, 13. 
130 Ibid, 135. 
131 Bourke, The Story of Pain, 42. 
132 Ibid, 13. 
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boundaries set by their pain, whether through mediation such as self-medication, or acceptance and 

naming it ‘Dog’.133 

 

An Interdisciplinary Approach to Pain 

The other founding principle of this project will be its interdisciplinary nature, and involvement of 

historians, clinicians and archivists. Overt collaboration between clinicians and historians appears 

relatively rare: texts on the history of medicine and surgery written by clinicians are far more common, 

as are works that claim to be interdisciplinary, but which focus on historians working with other 

academics within the humanities. 

 

Matthew Smith has called for greater interaction between historians and medical professionals and 

argued that medical history ‘has an inherent, if not always recognised or utilised, interdisciplinarity’ 

and that medical historians are in a better position to have a greater potential impact, than those within 

other disciplines.134 Though Smith’s article relates to the implementation of health policy, his 

conclusions are equally applicable to the history of medical treatment: an understanding of what has 

been before and deemed unsuccessful in a field such as pain management is just as valuable as it is in 

politics. Further interdisciplinary work between historians and doctors could even have a greater 

impact with funding bodies and the potential for future research projects: ‘Perhaps even funding 

bodies, such as the Wellcome Trust, would think it wise to have historians on their medical funding 

panels, just as they have medics on the medical history funding panels’.135 Smith’s call has been echoed 

in a more recent article by Robert Crowcroft in which he argues for a return to ‘applied history’, using 

the example of international relations and avoidance of wars. Though as Crowcroft notes, ‘no two 

situations are exactly the same, attempting to draw parallels between events risks distortion’, if this 

 
133 Friedrich Nietzsche quoted in Bourke, The Story of Pain, 9. 
134 Matthew Smith, “Second Opinions: Mixing with Medics”, Social History of Medicine 24, no. 1 (2011): 143. 
135 Ibid, 149. 
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approach can be used for the complex world of international politics, using it for medicine, generally 

based on understood physiological processes, should be more straightforward.136 Given the current 

situation in academia in which, ‘historians work on ever-narrower subjects, becoming specialists in 

topics which are sometimes comprehensible to fewer than a hundred fellow scholars’, increasing 

interaction and joining together with other disciplines and engaging with others’ expertise would make 

logical sense if historical research is to have public relevance and impact outside those ‘hundred fellow 

scholars’.137 138 

 

 

Figure 2. Description of phantom limb pain from Pain is Really Strange. 139 

 

A very successful interdisciplinary project into the expression of pain can be seen in Steve Haines and 

Sophie Standing’s Pain is Really Strange (Fig. 2).140 Situating itself at the intersection between history, 

art and medicine, it explores theories into the purpose and physiology of pain, using comic book-style 

 
136 Robert Crowcroft, “The Case for Applied History”, History Today 68, no. 9 (2018).  
137 Ibid. 
138 Ibid. 
139 Steve Haines & Sophie Standing, Pain is Really Strange, (London: Singing Dragon, 2015). 
140 Ibid. 
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graphics. The text successfully incorporates many of the issues explored in this review, by including 

theories from history, from the Cartesian model of pain to quotations from Peter Mere Latham, with 

current clinical studies, the recognition of chronic pain as a distinct category, and the addition of patient 

stories. Though based on clinical studies in publications such as The Lancet, it is produced without the 

mediation of doctors or surgeons, and yet presents pain in a format which is both accurate and 

engaging, and encourages patients’ understanding of their pain. 

 

Conclusion 

Analysing the existing literature surrounding post-First World War medical care and the 

communication of pain has uncovered several repeated problems. The history of post-war medical care 

is currently dominated by gender and institutional histories, produced by social historians, which either 

reduce the patient experience to predictable behaviour, based on predefined categories, or ignore it 

altogether in favour of the perspective of the clinician or medical organisation, and yet rarely produces 

these in collaboration with the clinicians themselves. It is clear that physical pain is commonly 

misunderstood and under-investigated in these accounts, and particularly in the case of the First World 

War, often conflated with psychological injury. A greater awareness of the patient voice, and inclusion 

of their accounts within the history of medicine, would assist in reducing these issues, and would lead 

to a greater and more personal engagement with the participants of the First World War. Though rare 

and underutilised, the available primary sources documenting the patient experience, along with the 

work from Bourke and those using visual narratives, demonstrate that, in contrast to Scarry’s 

statement, the language to express pain does exist, whether that story is written or told though images 

and artwork. A successful methodological approach to pain history would incorporate all these sources 

to keep the patient at the heart of investigations, whilst placing them within the context of the institution 

and specialty they are receiving treatment from, trusting their narrative, and making clear whether they 

are suffering from physical or psychological injury (or both). The most effective means to do this 
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would be through interdisciplinary work, recognising the individual strengths of each discipline, and 

combining the expertise of professionals within history and medicine. 
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Chapter 2: Methods 

Introduction 

The foundation of this project was The National Archives’ series of files PIN 26 and PIN 15: 

collections of papers from the British government’s Ministry of Pensions documenting the creation 

and development of a military pensions system for injured and medically-discharged veterans of the 

First World War. This was the first time that such a system had been implemented on such a scale in 

the UK. Medical archives are a unique and under-used resource for longitudinal studies, particularly 

for investigating the lifelong impact of traumatic injury or conflict-wounding. This is particularly 

applicable for military and veterans’ healthcare as, for the next several decades until the release of the 

Second World War records to the public, the First World War records are currently the only lifelong 

medical or welfare dataset for veterans available to researchers. 

 

The PIN 26 series contains the medical pension records of 22,829 medically-discharged First World 

War veterans. The files contain a variety of sources, including medical board reports, appointment 

notes, confidential minutes between civil servants and medical professionals. Most importantly for this 

project- there are correspondence and statements from patients and their families, describing (and in 

some cases, almost narrating) their experiences, medical conditions, and the impact their injury had on 

their post-war social, domestic and professional lives. 

 

The PIN 15 series is a collection of Ministry of Pensions administration files documenting the 

establishment and maintenance of the first British military pensions system, and included guidelines 

for pension officials on assessing disability, and details on the creation of the ratings system in which 

injuries and health conditions were assigned a value. They also demonstrate the formation and 

organisation of a network of local and national committees for the treatment, rehabilitation and 

administration of injured veterans. This series also includes separate files detailing the creation of 
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separate pension and administration systems for Scotland and Ireland, and those for overseas cases. 

As the files were never intended to become public, they offer a glimpse into the politics of the Ministry 

and the personal biases of the civil servants dealing with, and attempting to organise, chronically 

injured veterans and independent medical professionals. In combination with PIN 26, these files offer 

greater detail on the procedures and expectations of the government officials awarding the veterans’ 

pensions and allowances, and often an explanation for some of the decisions made in PIN 26, which, 

on an initial reading without context or an understanding of the background processes, can appear 

unsympathetic, and in some cases, unnecessarily cruel. 

 

It has been possible to connect some individuals identified in PIN 26 to other series held by The 

National Archives, including MH 106 (field hospital registers), WO 339 and WO 372 (military service 

records) and CAB (Cabinet Office files). MH 106 are field hospital registers, documenting admissions 

and discharges and often include details of treatment received immediately after injury, unlike PIN 26 

which tends to focus on the long-term care of the injured. WO 339 and 372 were thought to offer a 

possible insight into an individual’s military service, health and personality pre-injury. However, in 

practice it was found that much of the information in these files was duplicated in the PIN 26 records. 

The CAB series is similar in topic to PIN 15 and show which cases were discussed and seen to be 

worth extra attention by Members of the Cabinet (referred to elsewhere in this thesis as ‘Minister’s 

Cases’). They also include memos on the control of Medical Boards, the pensions and treatment for 

veterans overseas, the financial cost to the government of treating uninsured pensioners and the 

medical organisation of the military services. The use of multiple archives and collections within those 

archives has allowed the same story to be told from multiple points of view, with the inclusion of the 

perspectives of the patient, clinician, institution and State. 
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Search Strategy 

PIN 26 

An extensive search of PIN 26 was conducted using Discovery, the online catalogue for The National 

Archives, using the terms below (Table 2). As ‘blast injury’ is not a contemporary term to the First 

World War and does not have a direct equivalent in the taxonomy of the time, for the purposes of this 

search it was defined as injuries caused by artillery, shells, bombs, high explosive, grenades and mines. 

‘Gunshot’ was also included as a search term as it was found that it was a common term for artillery 

or shell wounds to be classified as ‘gunshot’, and in one PIN 26 file, an aviation accident had also been 

miscatalogued as a gunshot wound. Search results were filtered within Discovery to find all cases of 

wounding that resulted in amputation or nerve damage and to remove records of shell shock and other 

causes of amputation not connected to blast or projectile wounding, such as trench foot and frostbite. 

This search strategy returned 234 potentially relevant cases. 

 

Search Term No. of Results 

Amput* 181 

Shell 127 

Gunshot 19 

Gun shot 4704 

Nerve 21 

Pain 30 

Shrapnel 28 

Grenade 4 

Explosion/explosive 3 

Gangrene 1 

Blast 1 

Table 2. Search terms and results for PIN 26. 
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As the catalogue details were often extremely brief, the 234 records were hand-screened for individual 

cases with possible features of chronic postamputation or neuropathic pain, or other long-term physical 

health condition believed by the pensioner or their medical assessors to be directly related to their 

injury. This resulted in a total of 100 relevant cases for further analysis, covering the years 1914 to 

1985, (Fig. 3). 

 

 
Figure 3. Records retrieved & included in PIN 26 dataset. 

 

 

Records excluded: 

 No reports of pain: 56 

 Not blast injury: 15 

  Accident: 2 

Illness: 1 

Infection: 5 

  Pre-existing condition: 2 

Tuberculosis: 5 

 Domestic issues & dependents: 8 

Facial wound: 1 

File withdrawn by The National  

Archives: 1 

No amputation: 2 

 Repairs of protheses: 1 

 Unknown: 10 

 

Records retrieved by primary 

search & hand-screened for 

relevance 

(n= 194) 

Records included in study 

(n= 100) 

Records identified in PIN 26 

(n= 22829) 
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PIN 15 

A similar process was carried out for PIN 15, searching for files relating to the creation and 

administration of pensions for veterans with amputations, nerve damage, chronic pain or related long-

term condition. Again, using Discovery, the series PIN 15 was searched for terms relating to disability 

and pensions, which returned 198 results. Each of these files were reviewed by hand and 124 were 

found to contain information relevant to the project. 

 

Data Extraction & Coding 

PIN 26 

Data from PIN 26 were extracted into a spreadsheet using Microsoft Excel 365 (Microsoft Corp., 

Redmond, WA). It had originally been intended to extract the data into two Excel spreadsheets: one 

for each individual and one master sheet for all cases with field titles taken from the Medical Board 

reports and correspondence, and data cross-referenced between the two. However, perhaps 

unsurprisingly, as the project progressed this was found to be too time-consuming and duplicated work 

unnecessarily. As a result, the process was adapted and the individual’s spreadsheet was replaced by 

an EndNote X8 (Clarivate, Philadelphia, USA) library with a separate entry for each pensioner. This 

process created a shareable library that could be reviewed by all members of the project team as 

needed. As it is intended for this dataset to be available as an open access resource at the end of the 

project, the completed library was then converted and exported as an Excel spreadsheet. 

 

An example of a patient record with the selected headings in the EndNote file can be seen in Fig. 4. 

Demographic information for each case was recorded, along with all details of wounding, hospitals 

and treatment, any references to pain or nerve damage from both the patient and pension assessors, 

other medical conditions and if they were assessed as related to the original wound, pension categories, 

employment histories, and date and cause of death. Medical terminology, references to specific 
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conditions and statements by patients describing their injury, pain and impact of the injury were 

transcribed word for word. 

 

 

Figure 4. Example of Patient Record, Transcribed from PIN 26. 

 

When data extraction was completed, the records were imported into the text analysis software NVivo 

12 (QSR International. Doncaster, Australia) for further investigation. As one of the overall aims of 

the project was to investigate the language used by both patients and medical professionals when 

reporting chronic pain and to compare this taxonomy with the recently published terms in the 11th 

edition of the World Health Organisation’s ‘International Classification of Diseases’ [ICD-11], it was 
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hoped that NVivo would be useful in identifying patterns in the terms used to describe pain and 

whether the language used to describe it from both patients and professionals altered over time, with 

developments in treatment and as new medical specialties emerged.141 

 

The Excel spreadsheet for each individual was imported into NVivo as a separate file. Although more 

time-consuming than importing a single spreadsheet containing all data, this method ensured that totals 

for Direct and Aggregated coded items would be accurate in any data visualisation performed within 

NVivo, and that two nodes could be compared within an intersection matrix, for example the date of 

onset for each long-term health condition. The data were coded in a method based on Braun & Clarke’s 

thematic analysis and Attride-Stirling’s thematic networks guidelines.142 143 

 

After several readings of the dataset, each file was reviewed individually with points of interest 

highlighted and coded. This initial round of coding resulted in 74 parent nodes and 259 child nodes. 

As Braun & Clarke have stated, these themes did not simply ‘emerge’ from or were ‘discovered’ within 

the data, but were a conscious choice based on the overarching research questions of the project and 

the headings used in the transcription of the PIN 26 files.144 A second round of coding increased the 

total nodes to 78 parent and 370 child. After further repeat readings of the dataset, these codes were 

reviewed and it was found that some duplicated information and others did not have enough data to 

support them and were thus deleted. This resulted in eight main themes, 151 parent nodes and 261 

child nodes. A full list can be seen in Appendix 1, Table 26. The eight main themes were: Amputation, 

 
141 World Health Organisation, International Classification of Disease, 11th Revision (ICD-11) (Geneva, World Health 

Organisation, 2018). 
142 Virginia Braun & Victoria Clarke, “Using Thematic Analysis in Psychology”, Qualitative Research in Psychology 3, 

no. 2: 77-101. 
143 Jennifer Attride-Stirling, “Thematic Networks: An Analytic Tool for Qualitative Research”, Qualitative Research 1, 

no. 3 (2001): 385-405. 
144 Ibid, 80. 
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Language, Long-Term Health Conditions, Pain, Patient, Pensions, Treatment and Wounding. The 

results of this will be analysed in Chapter 4 of this thesis. 

 

PIN 15 

It would not have been appropriate to use a similar method or thematic analysis for the PIN 15 files, 

as they were text-heavy with no consistent themes. Instead, data relevant to the project’s research 

questions, or those relating to the development and administration of pensions for amputations, chronic 

pain or other chronic conditions, and the establishment of a national network of medical boards and 

assessors were taken from these files and recorded in Word. 

 

H02/QM 

The second phase of archival research was to examine the records of Queen Mary’s Hospital, 

Roehampton, held at the London Metropolitan Archives. The hospital treated over 26,000 patients 

during the war and one in three of all British amputees was fitted for a prosthetic limb at this hospital. 

The archive files included minute books of the Executive Committee, meeting which included the 

hospital’s founders, trustees and medical staff involved in the day-to-day running of the hospital, the 

Welfare Committee responsible for the administration of grants to veterans in financial distress, and 

reports on the development of hospital facilities and its relationship with the artificial limb 

manufacturers working on their grounds. 

 

The Archives’ online collections catalogue was searched for all records held under ‘H02/QM’, the file 

designation for the Hospital’s records. The ordering of files was prioritised based on those most likely 

to contain information on patients and the long-term effects of their injuries and in total, 67 of these 

files were found to be relevant for this project, covering the years 1916 to 1975. 
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Although there was little information on the rehabilitation and treatment of patients with 

postamputation pain as was hoped, the files were particularly useful for investigating the role of the 

surgeons in patient care, and documenting the organisation and growth of the hospital, through 

statistics including in monthly financial statements and reports detailing the total number of patients 

treated on site and discharged, staff members and types of staff, and the number of artificial limbs 

produced in the workshops. Through these records, it has been possible to compare the development 

of facilities and staffing changes with that of the trends and priorities in treatment identified by the 

systematic review, and this will be discussed in more detail later in this thesis. 

 

Ethics 

Although both the PIN 26 and PIN 15 files contain patients’ confidential medical information, and if 

referring to contemporary patients would raise ethical concerns around the release of this data to the 

public, as all the files concern deceased individuals and are a matter of public record, it was not 

necessary to submit the study to the university ethics panel. 

 

The question of whether the pensioners should be directly named, anonymised or referred to through 

pseudonyms or initials as in other projects was discussed and the decision was made to retain the 

pensioners’ identity and refer to them by name. In their work on patient voice in medical archives, 

Meyer and Moncreiff have discussed the difficulty in anonymising these files for their own dataset: 

despite ‘giving each of the men an individual anonymisation code… [which] consists of their first and 

last initials and a randomly generated number’, due to the referencing conventions of the field, ‘all a 

reader needs to do to discover the identity of the pensioner is to search for that number in TNA’s 

catalogue’.145 A similar issue would have been raised within this project, had the decision been taken 

 
145 Jessica Meyer & Alexia Moncrieff, “Family not to be informed? The ethical use of historical medical documentation”, 

in Patient Voices in Britain, 1840-1948, ed. Anne Hanley & Jessica Meyer (Manchester: University of Manchester, 

2021), 72. 
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to anonymise patient data. However, it was felt that as one of the aims of the project was to remain 

patient-centred, rather than focusing on the perspective of the clinician, and utilise the patients’ own 

words, narratives and experiences throughout the thesis, this could only be done if the veterans were 

directly named. To do otherwise and deny the veterans agency and ownership of their own stories 

would be to perpetuate the current tendency in academic medical history to prioritise the clinician, 

minimise the patient and all the while, proclaim that patient-centred sources do not exist. 

 

Perhaps due to the environment or the university in which it was written, or due to the underlying ethos 

of the project as an applied medical history and the hope that the findings may be of benefit to today’s 

veterans and of interest to current rehabilitation practice, this project takes a more clinical view of 

patients and their injuries than previous historical work. For example, the work referenced above refers 

to the medical information within PIN 26 as ‘potentially embarrassing’, not to the veterans, but to their 

descendants, equating physical and mental injury sustained during the war as equivalent to criminal 

convictions, noting that their work had uncovered ‘medical histories of incontinence, venereal disease, 

images of facial disfigurement and reports of suspected malingering, fraud and infidelity… such 

records might be perceived as shaming… although the dead can feel no shame, their descendants 

can’.146 This project takes the view that that no medical condition or social situation within these files 

is ‘embarrassing’, that it is inappropriate to impose such a judgement on the pensioners, and to do so 

perpetuates the stigma around these conditions. 

 

Within this project, injuries and conditions have been referred to in terms used at the time and, where 

possible, those used in contemporary medical practice, if such a diagnosis existed in the period 

discussed and would appear to be beyond doubt. For example, neurasthenia or shell shock are referred 

to throughout the thesis under these terms. Many studies use these terms interchangeably with Post-

 
146 Ibid, 66. 
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Traumatic Stress Disorder [PTSD], retrospectively diagnosing soldiers with this condition. This has 

not been done in this project and was considered extremely inappropriate. PTSD was not a recognised 

medical condition until 1980 and these terms are not directly interchangeable. To use PTSD over 

diagnoses directly referenced in the PIN 26 files such as ‘shell shock’ or ‘neurasthenia’ removes the 

specific cultural and social connotations associated both with these diagnoses and with this time period. 

 

Systematic Review 

Introduction 

Chapter 5 of this thesis, investigating the treatments and aetiologies of chronic postamputation pain in 

the First World War veterans, was informed by a systematic search and narrative review of The Lancet 

and the British Medical Journal for the years 1914 to 1985. The goal of this qualitative systematic 

review was to identify and investigate the post war professional medical conversation around the 

aetiology, clinical presentation, assessment and contemporary treatment of chronic postamputation and 

neuropathic pain in veterans who had been injured on active service in the First World War, and how 

this developed across the lifetimes of those veterans. 

 

It has been suggested that the absence of pain in accounts of patients may be due to a professional 

reluctance to discuss a condition that could not be effectively resolved by either surgical or physical 

therapies of the time. This theory has been stated by Edwards et al who have stated: ‘the knowledge 

of the study of amputation stumps not widely diffused… because there was no potential for surgical 

resolution and it did not affect tissue viability for prosthetics, it was marginalised in medical 

discussions of amputation during World War One and in the period of reflection afterwards’.147 

 

 
147 Edwards, Mayhew & Rice, “Doomed to go in Company in Miserable Pain”: 1718. 
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Although articles from medical journals of this period are often cited by historians, the cited sources 

are usually selected without a systematic approach and used in isolation, with all the potential biases 

that such an approach risks. This review aimed to investigate the extent to which this knowledge and 

interest was spread amongst medical professionals and the dynamics of this conversation.  

 

In addition to exploring the clinical responses to conflict-related postamputation and neuropathic pain, 

the review also explored the language and disease classification systems used by the medical 

professionals to describe pain and related disability, with similar text analysis to methods used with 

the archival files. It was also intended to investigate whether the rise of emerging professional 

specialities across the twentieth century, e.g. neurosurgery, anaesthesia, orthopaedics, could be seen 

in the literature and whether this had an effect on both the treatments implemented and the terms used 

to describe and measure chronic pain and related disability. The secondary goal of the study was to 

identify if or when chronic postamputation pain became recognised as a potentially disabling condition 

and if any concomitant conditions as a result of conflict-injury, as discussed elsewhere in this thesis, 

were recognised and treated by clinicians. 

 

Methods 

Search Criteria 

As the goal of the review was to explore the general conversation around the topic of chronic 

postamputation and neuropathic pain, the search was intended to retrieve all articles that described the 

prevalence, assessment or pathophysiological pain mechanisms of postamputation pain sustained by 

veterans of the First World War, as well as clinical descriptions, case histories and treatments. As a 

result, the search was not limited to a specific text type and included all original research studies, 

reviews, editorials and correspondence within The Lancet and the British Medical Journal, the two 
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major professional civilian medical journals of the 20th century in the UK, for the years 1914 to 1985, 

in line with the PIN 26 files. 

 

Selection Criteria 

The participants, condition and date range were the only specific inclusion criteria for the study as it 

was intended to explore the general medical conversation around these conditions, their aetiologies 

and treatments, and thus limiting the search with specific inclusion and exclusion criteria based on 

particular interventions or study designs, as would be usual for a systematic review, would have been 

too restrictive and inappropriate. The possibility of extending the search to cover military medical 

journals was considered but rejected for two reasons: the first being that many of the Royal Army 

Medical Corps doctors had been civilians drafted into the Army and thus returned to civilian practice 

at the end of the war. The second was that once discharged from the military, disabled veterans fell 

within the remit of the British government's Ministry of Pensions and were thus treated in civilian, and 

often government-run, institutions by civilian staff. 

 

Population First World War veterans with limb injury 

and amputation sustained on active service 

Intervention Any treatments intended to alleviate 

postamputation pain 

Comparison A range of methods were employed but no 

randomised control trials. Therefore, there 

are often no comparisons. However, 

comparisons were extracted where the author 

has described them 

Outcome Often no recorded outcomes or imprecise 

descriptions. Therefore, anything reported by 

the author as an outcome was extracted 

Table 3. Inclusion criteria for text screening. 
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The participants were limited to veterans with at least one limb amputation or peripheral nerve damage 

who had been injured whilst on active service in the First World War and ‘veterans’ were defined in 

line with the British government’s definition of all those who had served one day or more in the Armed 

Forces (Table 3).148 It had originally been intended to include civilian patients as a comparison cohort, 

but this was found to confuse the results and was excluded on a second screening. The journals were 

searched for the same timespan covered by the PIN 26 files, beginning in January 1914 and ending in 

December 1985, the date of death for the last relevant veteran in PIN 26. Due to the age of the texts, it 

would not have been possible to seek a greater level of detail through contacting authors or searching 

unpublished sources as may be usual for a systematic review. The searches and extraction were 

performed by one author (SDS) with inclusion conflicts or uncertainties resolved by the senior author 

(ASCR), and the protocol was prospectively registered with Open Science Framework at 

osf.io/cr5ab.149 

 

Search Strategy 

As past issues of the two journals were not available on standard medical databases (e.g. PubMed), 

The Lancet was searched through the publication’s own archives and texts retrieved via ScienceDirect, 

whilst JSTOR was used to search and retrieve texts from the British Medical Journal, using the search 

string: 

 

amputate OR amputates OR amputated OR amputation OR amputations OR amputatio* OR 

amputating OR amputee OR amputees OR “nerve damage” OR neuropraxia OR “nerve injury” 

 
148 Ministry of Defence. Veterans: Key Facts. (London: Ministry of Defence, 2017). 

https://www.armedforcescovenant.gov.uk/wp-content/uploads/2016/02/Veterans-Key-Facts.pdf. 
149 Sarah Dixon Smith, A Systematic Review of The Professional Medical Conversation Regarding Conflict Related 

Chronic Post Amputation & Neuropathic Pain 1914-1985, OSF Registry, 2020 

https://osf.io/nvqjp
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OR “nerve injuries” OR “nerve trauma” OR “nerve traumas” OR neurapraxia OR axonotmesis 

OR neurotmesis OR causalgia OR causalgic OR neuralgia OR neuralgic OR neuroma OR 

“nerve bulb” OR “nerve bulbs”. 

 

Due to the age of the files, potential issues with digitisation, and the fact that not all of The Lancet’s 

articles are open access, three years from each journal were randomly selected for a table of contents 

hand search, with the results and error rates recorded. The error rates included any articles that were 

relevant to the review, but which were missed by the online search. This stage was intended to replicate 

a small part of the online search by hand and to ensure its quality by confirming that all potentially 

relevant information had been captured. The selection of issues was made using the random number 

generator function in Excel. The reference lists for retrieved articles were also hand screened for further 

relevant texts, and these were retrieved from additional journals using online databases as needed. 

 

Each stage of the journal and database searches were recorded, detailing the number of texts found and 

retrieved for each search term and journal, the total excluded after secondary screening, and the error 

rate found after comparing results from the three archives, in accordance with PRISMA guidelines 

(Fig. 5). 
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Figure 5. PRISMA Flow Diagram for Systematic Review Screening. 

 

Study Selection & Data Extraction 

Screening and deduplication were performed using inbuilt tools on EndNote X8 and Veritas Health 

Innovation’s online platform Covidence, and both title and full-text screening was carried out through 

Covidence. As the search covered almost a century of publications, there was no standardisation of 

format or terminology within the text and data had to be extracted in a qualitative manner. Covidence’s 

data extraction forms are based on the standard extraction categories for systematic reviews and 

metanalyses (Design, Population, Interventions and Outcomes) and so were unsuitable for this type of 

data. Extraction was instead conducted with Excel, using a combination of free texts and standardised 

fields where possible.  

Records identified from*: 
Databases (n = 9809) 
 

Records removed before 
screening: 

Duplicate records removed  
(n = 828) 

Records screened 
(n = 8981) 

Records excluded** 
(n = 4600) 

Reports assessed for eligibility 
(n = 4381) 

Reports excluded: 
(n = 4122) 

Studies included in review 
(n = 259) 

Identification of studies via databases and registers 

Identification 

Screening 
 

Included 
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Demographics, mechanisms of wounding, diagnostic and pain descriptor information for the patients 

were recorded where possible using standard categories to ensure that as many details as possible were 

extracted. As the review covered a long time period, a wide range of treatment appeared in the retrieved 

texts, and so the details of these were recorded as free text with keywords in a separate field, in order 

to identify patterns of treatment: for example, physiotherapy, diathermy, pharmacology. The duration 

of treatments was recorded, along with specific drug names where possible, with outcome 

measurements and the perceived success of each treatment in treating chronic postamputation or 

neuropathic pain. 

 

Although formal clinical studies rarely appeared in the search results, where this was possible, 

information on the study was extracted, including the type of research, the principal investigator, their 

institution and field of expertise, along with dates and duration of the study. The spreadsheet also had 

a section to record any instances of concomitant conditions as a result of amputation or peripheral 

nerve damage, any references to the military pensions, the disability ratings system, or chronic pain-

related disability. When data extraction into Excel was completed, the results were exported to NVivo 

12 (QSR International. Doncaster, Australia) for further analysis. Data were coded using the same 

methods as PIN 26. In the final version, there were 17 main themes, 202 parent nodes and 83 child 

nodes. A full list can be seen in Appendix 1, Table 27. 

 

Early in this process, the question of whether the review should include a metanalysis and risk of bias 

assessment, as would be expected of a traditional systematic review was discussed. However, it was 

agreed that as the study was carried out using archival material and was intended to explore the 

professional medical conversation across the 20th century, with a particular focus on the dynamics of 
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how clinicians discussed and shared these ideas, these types of analysis would have been unnecessary 

and inappropriate, and thus have not been conducted. 

 

After deduplication, 8,981 texts remained for inclusion assessments. It had originally been intended to 

screen studies by title and abstract before a full-text screening. However, this was not possible as due 

to the age of the texts, the method of digitisation and the types of articles included in the search, none 

of the retrieved texts included an abstract, and screening had to be performed based on title alone. As 

a result of this, the number of texts remaining for full-text screening was far higher and the process 

more time-consuming than expected, but necessary to ensure that all possibly relevant texts were 

included. Screening by title removed a further 4,600 texts and full-text screening another 4,179. Two 

hundred and fifty nine texts were considered relevant for full-text analysis and included in the final 

dataset.  

 

The results of this study are presented in full, thematically and chronologically, in Chapter 5, with the 

full text of the systematic review presented as a scientific manuscript for publication in the appendices. 
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Chapter 3: Expectations and Negotiation: The Chronic Pain Encounter 

 

Introduction 

The chronic pain encounter is often one of opposition: doctor versus patient, patient versus pain, 

subject-object, nature-culture, biogenic-psychogenic, clinical-relational, mind-body, and manage 

versus cure. It is a condition which ‘confounds’ objective diagnostic tests and instead depends on 

professional expertise and patient reporting, thereby requiring some element of trust between patient 

and provider regarding the legitimacy of the symptoms presented and the effectiveness of the treatment 

recommended to relieve them.150 It is thus inevitably vulnerable to personal biases and expectations 

on both sides and it is then perhaps unsurprising that these relationships are likely to become hostile 

or ‘adversarial’, ‘marked at times by anger and deception’, particularly when these expectations do not 

align.151 

 

This chapter will explore these oppositions, the management of expectations on both sides of this 

relationship, the impact this can have on a patient’s treatment, and the means by which both clinicians 

and patients negotiate their relationship with each other and with the pain itself. In keeping with this 

thesis’ aim of holding the patient at the centre of the research, these themes will be explored using a 

case study of a wounded First World War veteran: Lieutenant Francis Hopkinson, injured at the Third 

Battle of Ypres in 1917, a lifelong chronic pain patient and one dependent upon the identity of ‘the 

wounded veteran’. 

This is not the first time that Francis Hopkinson’s story has been explored in academic literature: in 

2014 the historian Joanna Bourke published a chapter entitled Phantom Suffering: Amputees, Stump 

 
150 Raymond C Tait & John T Chibnall, “Physician Judgements of Chronic Pain Patients”, Soc Sci Med 45, no. 8 (1997): 

1199. 
151 Matthias et al, “The Patient-Provider Relationship in Chronic Pain Care: Providers’ Perspectives”, Pain Medicine 11, 

no. 11 (2010): 1689. 
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Pain and Phantom Sensations in Modern Britain as part of a collection on pain and emotion in 

history.152 In this study, Bourke used Hopkinson’s story as an ‘exercise in microhistory... the close 

study of one individual in order to reflect on broader experiences within British society’. She wrote of 

Hopkinson as ‘a lens through which to reflect on two debates within British society: ... the relationship 

between lesions and suffering... [and] the second... when his doctors failed to discover any underlying 

biological pathology; this led them to posit an emotional basis or his suffering’.153 In keeping with the 

thesis’ approach to prioritise the patients’ perspective over the clinician, this chapter will re-explore 

Hopkinson’s story using a different lens to that of Bourke, and present it as a case study with a focus 

on the personal, social and domestic impact of chronic pain. As one of the longest and most detailed 

files in the PIN 26 series, Hopkinson’s story demonstrates in human terms the potential impact of 

chronic pain and lack of successful treatment on every aspect of an individual’s life: from employment 

to personal relationships and even housing. 

 

Commission 

To begin with there is nothing particularly unique about Lt Hopkinson’s case, certainly nothing that 

would justify a thousand pages of case notes and a place in the government’s archives for over a 

century: an idealistic young officer volunteers for war, is wounded, returns home.154 However, over 

the sixty years contained in these files, his story comes to represent not just the often-overlooked post-

conflict life and adaptation of the 41,000 British amputees that returned from the First World War, but 

also the repetitive cycle of expectation and disappointment from both chronic pain patients and their 

medical teams. It also illustrates the cyclical nature of chronic pain treatment across the twentieth 

century with the introduction of new treatments from galvanism to barbiturates, with little success, and 

 
152 Bourke, Phantom Suffering: Amputees, Stump Pain and Phantom Sensations in Modern Britain”. 
153 Ibid, 67. 
154 Ministry of Pensions, Supplementary Report to be Completed in Mental and Neurological Cases, 2 Jan 1936, TNA 

PIN 26/21799. 
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his status in the eyes of his doctors steadily reducing from a war hero and ‘a good type’ into a ‘chronic 

case’ or ‘heartsink patient’.155 156 

 

As a young man, Hopkinson appears to have had a taste for adventure. He left school at the age of 17 

and became one of the 50,000 British emigrants to Chile, where he took a job a clerk in a mining 

works. The journey alone would have been quite an adventure for a young man from a small rural 

village: it would likely have taken at least a month, travelling by ship from England to Buenos Aires 

and then over-ground to one of the larger cities such as Santiago or Valparaiso. Life in Chile would 

have been a stark contrast to his time at school, at the ‘notoriously tough’ Marlborough College. 

Founded in 1843 for sons of the clergy (such as Hopkinson) Marlborough ‘prided itself on its 

toughness’ and according to one former pupil was a place in which the ‘amenities of life were non-

existent: Life was lived on the barest of boards, at the smallest and hardest of desks, in the coldest of 

classrooms, in a total absence of any possible privacy. One was always cold, usually hungry’.157 

 

It is unclear how long Hopkinson stayed in Chile, although it appears to have been at least seven years 

as he gave it as his most recent employment on his enlistment papers and the reason he had no 

university or military entrance exams, as may have been expected for a man of his social class. He had 

returned to England by the summer of 1914 and within a week of war being declared, was 

commissioned as a 2nd Lieutenant in Kitchener’s Second New Army. 

 

His enlistment papers show some deference to the Army’s authority as he requested to be posted to 

‘any regiment the War Office thinks fit’ and that he had a vague idea he may stay in the military at the 

end of the war; a detail noted and highlighted by the enlisting officer. A reference from a local Justice 

 
155 Ibid. 
156 Paul S McDonald, ‘Slang in Clinical Practice’, British Medical Journal 325, no. 7631 (2002): 444. 
157 T C Worsely in Miranda Carter, Anthony Blunt: His Lives, (New York: Farrar Strauss Giroux, 2001), 19. 
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of the Peace certified he was of ‘good moral character’, (at least for ‘the last several years’), a note 

scrawled on a scrap of paper by a Royal Army Medical Corps Major Clements confirmed Hopkinson 

was medically fit for his Commission, and a statement from the Commander of the 3rd Battalion West 

Riding Regiment reported that he was ‘fitted in every way for a Commission in the Special Reserve of 

Officers’.158 As Hopkinson noted that he had no previous military service, no university exams and 

had never been a member of the Officer Training Corps, it would appear that a public school education 

and ability to ride a horse were the only prerequisites considered necessary to become an effective 

Army Officer. Although it is perhaps unsurprising that his social class was an important determinant 

in his Army career, it would also come to play a key role in the treatment of his chronic pain, 

particularly in how clinicians assessed his case and viewed him as an individual. 

 

Although in his service papers, Hopkinson stated he had no preference for regiment, this attitude 

appears to have been short-lived. Within four days of applying, he wrote a letter to the War Office 

requesting to transfer his application and commission to the 3rd Battalion of the Duke of Wellington’s 

Regiment, supported by a statement from a Lieutenant Colonel Wayman. No reason was given for this 

change of heart and it appears that this request was either ignored or denied, possibly not helped by 

the fact that Wayman’s supporting statement was for the wrong man; his name crossed through and 

Hopkinson’s handwritten above it. Had this request been accepted, Hopkinson would have had a very 

different war: The 3rd Battalion of the Duke of Wellington’s was a training and depot unit and remained 

in England for the entirety of the war, travelling just 100 miles from its formation in Halifax to garrison 

duty at Tyne Shields. As part of this battalion, he would never have come under direct fire and likely 

would never have been injured. Without this transfer, he was instead assigned to become a 2nd 

Lieutenant in the 11th Battalion of the Durham Light Infantry [DLI]. 

 
158 Letter from Lieut-Colonel HH Wayman to the Secretary of the War Office, 14 August 1914, War Office: Lt Francis 

Hopkinson, The Durham Light Infantry, WO 339/12060, The National Archives, Kew (UK), (hereafter TNA WO 

339/12060). 
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Battle 

At the outbreak of war, the DLI was expanded from eight battalions (two regular, two militia and four 

volunteer) to forty two, twenty two of which served overseas. It is possible that this particular regiment 

appealed to Hopkinson’s liking for adventure: The two regular battalions had served in India, 

Afghanistan, the Mediterranean and South Africa in the thirty years before the First World War, in a 

system in which one battalion was stationed at home whilst the other was abroad. In stark contrast to 

his first-choice regiment, the DLI suffered one of the highest mortality rates of the war, losing over 

12,500 men by 1918.159 The 2nd Battalion was particularly badly hit and lost over 80% of its men 

within eight weeks.160 

 

The first few months of the war were significantly less dangerous for the 11th Battalion. At the end of 

August 1914, Hopkinson was in the second wave of DLI recruits to leave the Newcastle headquarters 

for the Inkerman Barracks in Surrey, a former prison and soon to be military hospital. Despite having 

been converted to a barracks over a decade earlier and subsequently home to battalions from the Royal 

Berkshire, Royal Scots and Royal West Sussex Regiments, the staff there appear to have been 

overwhelmed by the number of volunteers arriving from the north and quite unprepared to train them. 

For three months, no uniforms were supplied to either officers or the men: drills were carried out in 

‘civvies’ with the unit’s commander, Colonel George Davison, showing his authority by wearing his 

bowler hat.161 The battalion became slightly better equipped after their move to Pirbright Barracks in 

November 1914, when they were issued ‘stopgap’ uniforms of blue serge. The ‘Kitchener’s Blue’ 

uniforms were scavenged by the War Office from old Post Office stock and the 500,000 suits were 

complemented by 500,000 great coats requisitioned from the clothing trade. The suits were ‘shapeless’ 

 
159 Imperial War Museum, Durham Light Infantry - WW1 Book Of Remembrance, ref. 10232, 1919. 

160 Ibid. 
161 Durham County Record Office, Durham Light Infantry, 11th Battalion: New Army Service Battalion, 

https://www.durhamatwar.org.uk/story/12814/ 
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and ‘baggy’, a far cry from the professional uniforms the volunteers were expecting, and they were 

‘not all liked, the first men to wear it being mistaken for inmates of an industrial home’.162 Many of 

the men, including Hopkinson, who began their war in a Kitchener’s Blue would end it in a similar 

poorly-fitting blue suit, as one of invalided patients in the military hospitals. 

 

By March of 1915, the battalion had moved again; this time to the newly built Larkhill Barracks on 

the edge of Salisbury Plain; ‘a rotten place when it rains and a jolly sight worse if it keeps fine for any 

length of time’ (Fig. 6).163 

 

 

Figure 6. Lark Hill Barracks in the winter of 1915-16. 

 

With construction completed in early 1915, Lark Hill could accommodate around 20,000 soldiers in 

34 battalion sized camps. It was known as a bleak and isolated place, as one song from the time noted: 

 
162 Jane Tynan, When They Ran Out of Khaki: Improvised Uniforms and Kitchener Blue, 

http://ww1centenary.oucs.ox.ac.uk/material/when-they-ran-out-of-khaki/ 
163 Richard Crompton, 42nd Battalion Arrive at Larkhill Camp on the Salisbury Plain, 

http://www.diggerhistory.info/pages-conflicts-periods/ww1/salisbury.htm 
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The soldiers live inside the huts, it fills my heart with sorrow, 

 With tear-stained eyes they say to us, it’s Lark Hill again tomorrow, 

 Inside the huts there’s great big rats, as big as nanny goats, 

 Just last night a soldier saw one, trying on his great coat.164 

 

By this point the 11th DLI had been converted into a Pioneer Battalion, possibly due to the number of 

Durham men with experience in mining. The Pioneers were intended to assist the infantry with non-

combatant duties such as building and repairing roads or trenches but would also have been expected 

to fight alongside them if needed. At this point, Hopkinson would have added a crossed rifle and pick 

collar badge to his uniform to denote his new role. 

 

On the 20th July 1915, eleven months after joining up, the 11th DLI finally left England for France, 

travelling to Boulogne and re-joining the 20th Division at Saint-Omer. Training continued with trench 

familiarisation at Fleurbaix, before the Pioneers were put to work both behind the lines and at the front, 

repairing roads, draining flooded trenches and reinforcing the barbed wire that separated those trenches 

from No-Man’s Land. 

 

The first direct action experienced by the 11th DLI was the Battle of Loos, from the 25th September to 

the 8th October 1915. This was the biggest attack the British had launched to date, the first time that 

the New Army had been deployed en masse and Loos marked the first British use of poison gas. Six 

divisions (including the 20th) and over 75,000 men took part in the offensive, which was intended to 

break through the German lines along a 10km front. The mining and industrial landscape around Loos 

was unsuitable for such an offensive: as with many other attacks, the artillery had failed to break the 

 
164 Crompton, 42nd Battalion Arrive at Larkhill Camp on the Salisbury Plain 
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German wires and the German guns were well fortified above the British soldiers advancing across 

the flat, open ground. In their Official History, the 26th German Infantry Regiment recorded that: 

 

Never had machine guns had such straightforward work to do, nor done it so effectively; with 

barrel burning hot and swimming in oil, they traversed to and fro along the enemy’s ranks 

unceasingly; one machine gun alone fired 12,500 rounds that afternoon. The effect was 

devastating. The enemy could be seen literally falling in their hundreds, but continued their 

march in good order and without interruption.165 

 

By the end of the battle, there were over 50,000 British casualties, including 16,000 dead.166 The 20th 

Division, including the 11th DLI, was used to launch a diversionary attack on the German trenches, but 

with no support and under fire, were unable to hold the line for more than a few hours. In this attack 

the 60th Brigade, formed of four battalions and two gunners, received over 550 casualties and it was 

the 11th DLI’s role as Pioneers to reinforce this group of infantry until further reserves arrived a month 

later. The 20th performed a similar support role for the Canadian Corps in the lead up to the 1916 

Battles of the Somme, at the Battle of Mount Sorrell in June 1916. By the end of July 1916, the Pioneers 

of the 20th were just 500 yards behind the front line, digging new firing trenches, repairing 

communication lines and the damage caused by days of incessant shelling. In September they returned 

to the infantry and fought alongside them for almost a month, at the Battles of Ginchy, Guillemont, 

Flers-Courcelette, Morval and Le Transloy. 

 

The Battle of Le Transloy was Hopkinson’s last fight with the 11th DLI: two weeks later he reported 

sick with influenza and within ten days was hospitalised at the 3rd Southern General in Oxford with 

 
165 Capt. G C Wynn, If Germany Attacks: The Battle in Depth in the West, (London: Faber & Faber, 1940), 77. 
166 The Commonwealth War Graves Commission, Battle of Loos, https://www.cwgc.org/history-and-archives/first-world-

war/campaigns/western-front/battle-of-loos 
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‘PUO’ [pyrexia of unknown origin] or ‘infection under active service conditions’.167 The symptoms 

listed on his case sheet- fever, headache, night sweats, furred tongue, temperature of 100- indicate that 

he was most likely affected by trench fever.168 

 

Trench Fever 

PUO or trench fever was one of the most common medical issues for the First World War, ‘second 

only to scabies in terms of its detrimental effect on military manpower’, accounting for up to one third 

of sick leave and affecting around one million men.169 The symptoms included a fever, headache, 

dizziness and pains in the legs, ‘as if shin bones were being scraped with a knife’.170 171 The first cases 

were described in June 1915 by Major John Graham, although debate continued for the next three 

years over the cause and severity of the condition, with the British Expeditionary Force’s own advisor 

in pathology, Colonel William Leishman, stating that he was ‘doubtful whether it deserves serious 

attention’.172 

 

The debate over the cause of trench fever continued in the medical press until the American Red 

Cross’s Medical Research Committee and the British Expeditionary Force’s Pyrexia of Unknown 

Origin Inquiry Sub-Committee published their findings in 1918. Until this point several theories has 

been proposed, from wet puttees affecting nutrition to the leg, to an infective neuritis or a malarial 

infection. Both the 1918 inquiries concluded that it was a louse-borne infection, carried by the body 

louse that affected 95% of British and German soldiers.173 

 
167 Director of Statistics, Ministry of Pensions Medical (War) Records Section Case Sheet, 8 March 1924, TNA PIN 

26/21799. 
168 Ibid. 
169 Gregory M Anstead, “The Centenary of the Discovery of Trench Fever, an Emerging Infectious Disease of World 

War 1”, The Lancet Infectious Diseases 16, no. 7 (2016): 167. 
170 Ibid, 164. 
171 Capt. C K McKerrow, “Pyrexias of Doubtful Origin in an Infantry Battalion on Active Service”, Journal of the Royal 

Army Medical Corps 30, (1918): 178. 
172 Anstead, “The Centenary of the Discovery of Trench Fever”, 164. 
173 Ibid, 165. 



92 

  

 

One of the first and most in depth studies on pyrexias of unknown origin was published by Captain R 

J McKerrow in the Journal of the Army Medical Corps. Conducted over 18 months, McKerrow 

followed up 365 cases of PUO ‘for which no definite cause could be found’ within the Northumberland 

Fusiliers from September 1915 to December 1916.174 He grouped the cases into four categories with 

the first three groups sharing similar symptoms but varied order of onset. Treatment for all cases was 

essentially the same: salicylates in 10-grain doses in every four hours to relieve pain and lower the 

fever, no food but plenty of hot water. Two thirds of cases cleared ‘rapidly and completely’ and did 

not need to be evacuated from their unit. However, it seems likely that Hopkinson was in the second 

group of patients, referred to be McKerrow as the more difficult ‘shin pain cases’, which he noted 

‘show definite characteristics both in their tendency to relapse and in their response to treatment’.175 

This group had a much higher rate of hospitalisation with 48% of patients spending a long period in 

hospital. 

 

As an officer, Hopkinson probably would have been admitted to the Somerville Section of the 3rd 

Southern General, one of several hundred patients to pass through the hospital for PUO and just three 

months after Siegfried Sassoon was admitted for the same condition (Fig. 7). Sassoon wrote of 

Somerville that ‘to be lying in a little white-walled room, looking through the open window on to a 

College lawn, was for the first few days very much like Paradise’.176  

 

 
174 McKerrow, “Pyrexias of Doubtful Origin”, 176. 
175 Ibid, 180. 
176 August 1916: Siegfried Sassoon at the 3rd Southern General, 

https://blogs.some.ox.ac.uk/thegreatwar/2016/08/03/august-1916-siegfried-sassoon-at-the-3rd-southern-general/ 
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Figure 7. The Somerville Section of the 3rd Southern General Hospital, Oxford, c. 1916. 

 

Whether Hopkinson felt a similar way after the horrors of the Battle of the Somme is unknown, but he 

did not have long at Somerville to appreciate it: he was discharged after just five days as ‘convalescent 

but severely debilitated’ and unfit for general service for a further eight weeks.177 He appears to have 

been an unremarkable patient: sixty days was an average length of time to recover for the more severe 

cases as patients often reported long-lasting fatigue and exhaustion during recovery and relapses were 

likely for those with leg pain.178 Medical Board Proceedings in his pension file show that he was 

assessed as recovered and fit for general service on the 26th February 1917 and that, after some time 

with a reserve battalion, he re-joined his battalion in France on the 10th July 1917. 

 

 
177 War Office, Proceedings of a Medical Board, 20 November 1916, TNA PIN 26/21799. 
178 Anstead, “The Centenary of the Discovery of Trench Fever”, 167. 



94 

  

What happened to Hopkinson in these intervening months is unclear, but he appears to have had time 

to evaluate his life in the army and position with the DLI. Two days after arriving back in France he 

presented an application to join an Indian Army’s Cavalry Regiment to his C/O. In a similar application 

to his first with the War Office almost two years before, the Indian Office reported that, despite no 

specialist knowledge, no languages and no family connection to India, at 6ft tall, with good hearing 

and eyesight, and ability to ride, he was a ‘fit and proper person’ for the regiment and was accepted.179 

 

Hopkinson re-joined his battalion as they began preparations for the Third Battle of Ypres, also referred 

to as the Battle of Passchendaele. The four companies of the DLI were engaged in building roads and 

working with the Light Railway Company to repair tracks. Even for the Durham miners, the work was 

hard and in often horrendous conditions. On the 31st July, the first day of the Battle of Pilckem Ridge 

(a phase of 3rd Ypres), the battalion’s war diary notes that the men worked through heavy artillery fire 

from Pilckem Ridge, occasional gas shells, and whilst ‘all guns on Corps Front opened fire which 

continued for some time’.180  

 

 
179 Application for Appointment to a Commission in the Special Reserve of Officers, 10 Aug 1914, TNA WO 

339/12060). 
180 War Office, XIth Durham LI (Pioneers) War Diary, 31 July 1916, WO 95/2108/2, The National Archives, Kew (UK). 
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Figure 8. Canadian Pioneers laying tape through the mud for a road to Passchendaele, 12 Oct- 

6 Nov 1917. © IWM CO 2253. 

 

Morale must have been particularly low amongst the men, as by the second day of the battle, the diary 

which generally reported statistics without comment- numbers wounded, length of road repaired etc- 

contains a specific note that ‘men all very wet and tired’.181 The heavy rain that began on the first day 

of the battle continued for all but three days in August, the ground becoming so waterlogged that the 

Tank Corps created ‘swamp maps’ denoting safe ground, and Haig’s personal despatches recorded his 

own men drowning in mud (Fig. 8): 

 

The low-lying, clayey soil, torn by shells and sodden with rain, turned to a succession of vast 

muddy pools. The valleys of the choked and overflowing streams were speedily transformed 

into long stretches of bog, impassable except by a few well-defined tracks… To leave these 

 
181 Ibid. 
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tracks was to risk death by drowning, and in the course of the subsequent fighting on several 

occasions both men and pack animals were lost in this way.182 

 

Whether Hopkinson was working with A and B Companies to repair the roads or with C Company to 

build the railway is unknown, but on the 12th of August he was with a Working Party when he was 

injured by a bomb dropped from an aeroplane and his war ended. 

 

Battle of Passchendaele 

One of the most famous images from the Battle of Passchendaele, during the 3rd Battle of Ypres is a 

photograph of stretcher bearers carrying a wounded man across an empty grayscale landscape, one 

bearer looking at the camera and another with gritted teeth, staring at the road ahead of them (Fig. 9). 

Two bearers at the back of the stretcher have sunk in the mud to their thighs. The weather that had 

stopped the Pioneers work equally affected the stretcher bearers, except the bearers had no choice but 

to carry on, slowed to the point that a trip of three miles could take four hours. In an oral history 

interview from 1988, Sidney Stanfield, a stretcher bearer in the New Zealand Royal Army Medical 

Corps and aged just 17, recalled the Battle of Passchendaele: 

 

‘It rained and rained and bloody rained… There were hundreds of men laying out… at one 

period I believe there were 600 stretcher cases laying round the place in the wet and cold, just 

dying where they were dumped off. They weren’t even laying on stretchers, just laying on the 

ground with an oil sheet tied over them if anyone thought to do that, or if one of their mates 

could do it. Just laying there, because the stretchers were used for picking up other men, you 

 
182 Holmes, Tommy: The British Soldier on the Western Front, 57. 
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see, there couldn’t be a stretcher for every case. We just carried till you couldn’t carry more. 

You just went until you couldn’t walk really, you just went until you couldn’t walk.’183 

 

The stretcher bearers that collected Hopkinson would have worked in these conditions and would have 

carried him to a Dressing Station before he was transferred to the 61 Casualty Clearing Station, a tented 

hospital some distance behind the front line. It was here that Hopkinson’s medical records become 

more detailed and his journey as a wounded veteran and chronic pain patient began. 

 

 

Figure 9. Battle of Pilckem Ridge. Stretcher bearers struggle in mud up to their knees to carry 

a wounded man to safety near Boesinghe, 1 August 1917. © IWM Q 5935. 

 

 
183 Sydney Stanfield Remembers Passchendaele, https://nzhistory.govt.nz/media/sound/sidney-stanfield-remembers-

passchendaele, (Ministry for Culture and Heritage), updated 11-Jul-2017. 

https://nzhistory.govt.nz/media/sound/sidney-stanfield-remembers-passchendaele
https://nzhistory.govt.nz/media/sound/sidney-stanfield-remembers-passchendaele


98 

  

61 CCS 

Casualty Clearing Stations [CCS] were the first static medical facilities in the chain of casualty 

evacuation (equivalent to today’s Role 2 hospitals). Although providing more facilities and somewhat 

more permanent than the Regimental Aid Posts and the Dressing Stations, CCSs were designed to be 

packed and moved to a safer position or follow battles as necessary. By 1918, only three of the fifty-

seven CCSs had remained in just one location for the duration of the war.184 At the time of Hopkinson’s 

wounding, the 61 was one of four CCSs at Lozinghem, three of which had been relocated there at the 

end of June 1917 in preparation for the 3rd Battle of Ypres.185 

 

 

Figure 10. Lucknow Casualty Clearing Station, near Peronne, 22nd June 1917. © IWM Q 

2485. 

 
184 Locations of British Casualty Clearing Stations, https://www.longlongtrail.co.uk/army/regiments-and-corps/locations-

of-british-casualty-clearing-stations/ 
185 Location of Hospital and Casualty Clearing Stations in the Great War http://www.vlib.us/medical/CCS/ccs.htm 
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Figure 11. A doctor and a nurse tending to patients in a tented ward of a Casualty Clearing 

Station near Vaux, France, August 1916. © IWM Q 4094. 

 

Hopkinson was admitted to the 61 CCS on the 12th August 1917 with fragment wounds across his left 

leg, oblique fracture of his left femur and a compound fracture of his left ankle (Fig. 10, 11). In 1917, 

this type of injury was recorded under the umbrella category of ‘GSW’, which appears to account for 

every type of weapon from a rifle bullet to an artillery shell (and in one instance in PIN 26, a plane 

crash).186 More specifically, Hopkinson would have been recorded as a GSW XI.4, standing for a 

gunshot wound of the lower extremities with compound fracture.187 However, depending on the 

weapon used today this could be referred to as a secondary blast injury in which the blast wave of the 

explosion propels debris, fragments of casing or shrapnel into the casualty. Although injuries in a 

casualty are likely to be caused by a combination of blast stages and are unlikely to exist in isolation, 

 
186 Proceedings of a Medical Board, 21 November 1918, Ministry of Pension Award File: 2nd Lt Hugh Frew, PIN 

26/21632, The National Archives, Kew (UK). 
187 Classification of Wounds Used by the British Army in the First World War, 

https://www.longlongtrail.co.uk/soldiers/a-soldiers-life-1914-1918/the-evacuation-chain-for-wounded-and-sick-

soldiers/classification-of-wounds-using-by-the-british-army-in-the-first-world-war/ 
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secondary blast injuries are often the most common and the most common cause of mortality in 

conflict.188 189 Fragments propelled by the force of the explosion can cause multiple penetrative or 

blunt trauma injuries, often with a small entry wound hiding a much larger injury such as fractures, 

dislocations or severe soft tissue damage, something which puzzled First World War doctors for some 

time. Wounding specifically from bombs appears to be relatively rare in the PIN 26 cohort: of the 100 

PIN cases included in this thesis, just five were injured by a bomb, including one case of a training 

accident. 

 

Although Hopkinson had survived the explosion and transfer to the CCS, the threat to his life from his 

injuries was now two-fold: the risk of haemorrhage from the fracture so close to his femoral artery, 

and infection from the fragments in his ankle. He was taken into surgery within several hours of arrival 

at the CCS, where foreign bodies were removed from his left thigh and ankle joint, and the astragalus, 

or talas, bone was excised. Whilst in postoperative recovery, Hopkinson benefited from one of the 

best-known medical advances of the First World War and the development that marked the beginning 

of orthopaedics as a speciality: the Thomas splint (Fig. 12). 

 

 
188 Michael R Jorolemon, Richard A Lopez & Diann M Krywko, “Blast Injuries”, StatPearls, 

https://www.ncbi.nlm.nih.gov/books/NBK430914/ 
189 T E Scott et al, “Primary Blast Lung Injury- a Review”, British Journal of Anaesthesia 118, no. 3 (2017): 312. 
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Figure 12. Thomas splint, c. 1918. 

Figure 13. Front line application of the Thomas splint. 

 

Originally designed in 1865 by bone-setter Hugh Thomas Owen for treating conditions such as 

tuberculosis that required the affected limb immobilised, the Thomas splint consisted of a padded ring 

fitted around the upper thigh which was connected by two long iron bars to a small ring that would be 

strapped to the lower leg. It was designed to be simple to use and affordable and thus ‘enable any 

surgeon to treat his cases at home, with no more mechanical assistance than can be rendered by the 

village blacksmith and saddler, and the poorer class of sufferers will, at a small cost, be assisted as 

effectually as the wealthier classes’.190 It was brought into wider use by Thomas’ nephew Robert Jones, 

who as surgeon to the Manchester Ship Canal, treated many traumatic injuries, and later became 

consultant orthopaedic surgeon to the British Expeditionary Force and suggested its introduction in 

1914. The splint is often credited with significantly reducing the mortality rate of fractures when it 

 
190 Hugh Owen Thomas, Diseases of the Hip, Knee and Ankle Joints, with Their Deformities: Treated by a New and 

Efficient Method, (Liverpool: T Dobb & Co. 1876). 
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was finally introduced into standard practice in 1917, as the mortality rate from femoral fractures at 

CCS’s dropped from 80% to 15.6% (Fig. 13).191 

 

No. 24 General Hospital 

Although the CCS’s could provide more facilities and treatment than the Regimental Aid Posts or the 

Dressing Stations, they were not designed for a long stay: patients were either patched-up and returned 

to duty or stabilised enough to be transferred to a Base Hospital. After three days at 61, Hopkinson 

was considered fit enough to survive the journey to a Base Hospital and was transferred (his leg still 

splinted) to the No. 24 General Hospital in Étaples (Fig. 14). Although in theory, the CCSs were at a 

safe distance from the front line (usually six to nine miles), this was not always the case: had 

Hopkinson stayed at the 61 CCS another three days, he would have been caught in another air raid as 

the hospital was bombed by enemy aircraft and three nurses were hospitalised with fragment 

wounds.192 

 

 
191 Sir Henry Gray quoted in P M Robinson & M J O’Meara, “The Thomas Splint: Its Origins and Use in Trauma”, The 

Journal of Bone and Joint Surgery 91, no. B (2009): 540-544. 
192 M M Manring, Alan Hawk, Jason H Calhoun & Romney C Andersen, “Treatment of War Wounds: A Historical 

Review”, Clinical Orthopaedics and Related Research 467, no. 8 (2009).  



103 

  

 

Figure 14. Nurses tending to a wounded officer, whose leg is lifted by a system of pulleys, in the 

Officers Ward of the No. 24 General Hospital at Étaples. © IWM Q 108219. 

 

Despite being at least fifty miles behind the lines for the duration of the war, No. 24 General Hospital 

also suffered from bombing raids as it was located close to the Paris-Boulogne railways and next to 

several military training camps, both prime targets for enemy raids. The hospital features in Vera 

Brittain’s Testament of Youth in which she describes the contrast of the open farms and woodland with 

the constant echoes of the war: 

 

‘The noise of the distant guns was a sense rather than a sound; sometimes a quiver shook the 

earth, a vibration trembled on the wind, when I could actually hear nothing. But that sense 

made any feeling of complete peace impossible; in the atmosphere was always the tenseness, 

the restlessness, the slight rustling, that comes before an earthquake or with imminent 

thunder’.193 

 

 
193 Vera Brittain, Testament of Youth, (London: Victor Gollanz Ltd, 1933), 372. 
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Hopkinson arrived at No. 24 on the 15th August 1917. His evacuation had been relatively rapid by the 

standards of this war: within 72 hours he had been wounded, admitted to a casualty clearing station, 

gone through surgery, stabilised, and been transferred to the coast and admitted to a base hospital. Here 

his Thomas splint was changed- a procedure so painful it had to be done under general anaesthetic- 

but his condition continued to deteriorate, indicating the presence of infection deep within the wound. 

An exploratory operation was carried out three days later in which the oblique fracture of his femur 

was wired and left open to heal with Carrel’s tubes in place to treat the infection. 

 

Much of the fighting on the Western Front took place on farmland, chronically manured and saturated 

with bacteria. The new high velocity weapons could carry these bacteria- most commonly Clostridium 

perfringens on fragments of casing, pieces of cloth from the patient’s own uniform or even fragments 

of bone or tissue from other casualties- deep into the body into an environment perfect to host 

anaerobic bacterial infection such as Clostridial myonecrosis, more commonly referred to as gas 

gangrene. Working a decade before the development of antibiotics, the surgeons at the front had little 

to fight these infections with beyond early intervention and debridement, despite the mobile pathology 

laboratories and the work of scientists such as Alexander Fleming, and by 1918 their official advice 

was to assume gangrene was already present and to treat wounds ‘as though already infected’.194 By 

the time of Hopkinson’s first surgeries in 1917, around 70% of amputations were necessitated by 

infection rather than the primary trauma, but even with these interventions, one in four amputees went 

on to develop post-operative infection and 29% of those with infection would die of gas gangrene.195 

 

 
194 “InterAllied Surgical Conference 1917”, quoted in Carden Coyne, The Politics of Wounds, 135. 
195 Macpherson et al, History of the Great War Based on Official Documents. 
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Figure 15. The Carrel-Dakin method of wound irrigation. 

 

The most commonly used means of combatting infection and possibly one of the most famous medical 

developments of the war, perhaps second only to the Thomas splint, was the Carrel-Dakin method of 

wound sterilisation (Fig. 15). The method began with debridement and haemostasis, followed by 

wound irrigation: a series of rubber tubes, perforated at half-inch intervals, were placed into the 

affected wounds and Dakin’s antiseptic solution of diluted sodium hypochlorite and boric acid poured 

through every two hours. Bacteriological smears would be taken and examined at regular intervals and 

when a level of 1% bacteria was reached, the wound was considered to be aseptic and could be 
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sutured.196 197 Although the irrigation with Dakin’s solution is now the best-known aspect of this 

technique, Carrel emphasised the importance of the entire process as a whole if treatment was to be 

successful: ‘The application of these principles constitutes a ‘method’, that is to say, an entity, no 

portion of which should be altered at random’.198 There was some debate at the time whether this 

procedure was painful for the patient, but by 1917, the Army Medical Services official report 

concluded that although the first wound irrigation could be ‘disturbing or even painful to the patient’, 

this reduced as the treatment progressed until the patients were ‘free from pain, and made no complaint 

of the method of treatment… the instillation of the fluid caused at most a sensation of coldness but no 

pain’ and that they were soon able to sleep through the procedure.199 

 

Although the Carrel-Dakin method was successful in general, it was not effective if the infection had 

already spread deeper into the body from the wound’s surface. It is likely that this was the case for 

Hopkinson as his first antiseptic treatment was on arrival at the base hospital, giving the infection three 

days to penetrate into his system. After five days of Carrel-Dakin, Hopkinson’s condition continued 

to deteriorate and surgeons decided to take a more radical approach: the amputation of his left foot. 

This was the first of three amputations that he would have over his lifetime; procedures that would 

take him from an ankle injury to a through-hip stump. From his medical notes, it is unclear whether 

this initial amputation was necessitated by infection or the injury, but with multiple fragment wounds 

and an ankle bone removed, it is unlikely that a satisfactory functional outcome would have been 

achieved had this amputation not taken place. 

 

 
196 James Patton, Dakin’s Solution: The Recipe or Turning Dirty Wounds into Clean Wounds, 

http://www.kumc.edu/wwi/medicine/dakins-solution.html 
197 Perrin Selcer, “Standardizing Wounds: Alexis Carrel and the Scientific Management of Life in the First World War”, 

The British Journal for the History of Science 41, no. 1 (2008): 90. 
198 Ibid. 
199 “Carrel-Dakin Treatment of Wounds”, British Medical Journal 2, no. 2966 (1917): 598. 
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A recent study of foot and ankle blast injuries in veterans of the Iraq and Afghanistan conflicts found 

that this type of wounding results in higher disability score and causes greater issues in rehabilitation 

than similar injuries in other areas of the body. This study, conducted from 2006-2008, found that 75% 

of these injuries had a poor clinical outcome, most commonly involving delayed fracture healing and 

chronic infection 12 months after the initial injury.200 Today it is estimated that, even with the benefit 

of a sterile operating environment significantly reducing the rate of infection and a century’s worth of 

experience of war surgery and rehabilitation, this type of blast injury still has an amputation rate of 

around 30%.201 It is possible that had Hopkinson’s wounding occurred in 2017, rather than 1917, an 

amputation would still have been necessary. 

 

Although it is questionable whether his first amputation was necessitated by primary trauma or 

subsequent infection, the cause of Hopkinson’s second amputation is clear. For the next three weeks, 

his condition continued to deteriorate as his temperature rose until the 4th of September 1917 when it 

was found that his knee joint was infected and ‘full of pus’.202 The decision was taken to perform a 

second amputation, this time through the upper third of the thigh at the level of the fractured femur, 

the bone that had already been wired and left open to heal. Although not recorded in Hopkinson’s file, 

the type of amputation performed can be integral to the potential for developing chronic 

postamputation pain and other rehabilitation issues. The problems Hopkinson would later face with 

the poorly covered stump, muscle retraction and flexion of the hip suggest a guillotine amputation was 

performed, but the presence of an adherent scar on the thigh and the lack of a secondary operation 

suggest a flap amputation (Fig. 16 & 17). 

 
200 Arul Ramasamy et al, “Outcomes of IED Foot and Ankle Blast Injuries”, The Journal of Bone and Joint Surgery 95, 

no. 5 (2013). 
201 Ibid. 
202 Director of Statistics, Ministry of Pensions Medical (War) Records Case Sheet, 6 March 1924, TNA PIN 26/21799. 
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Figure 16. Sketch of guillotine amputation after a gunshot fracture and gas gangrene infection. 

Figure 17. Stump with terminal puckered scarring, resulting from guillotine amputation. 

 

In the guillotine procedure, all tissues and bone were divided at the same level, the blood vessels 

ligatured and the nerves pulled down and cut short. The stump was left open to heal by first intention 

and the dressing applied directly to the wound. The method was simple and fast to perform and was 

often seen early in the war when the subsequent issues of the procedure were still unknown. The two-

stage amputation, in which flaps of skin were cut but not sutured until the wound began to heal and it 

was clear infection was not present, had been advocated by surgeon Marmaduke Sheild in The Lancet 

the year before. Although it required the patient to undergo a secondary surgical procedure, it was 

believed to reduce the incidence of postamputation pain, conical stumps and the need for any revision 

of the amputation.203 

 

Although amputation mid-thigh was a drastic measure to treat infection, it was successful and within 

three weeks recovery at No. 24, Hopkinson was thought to be fit enough to be sent back to England. 

At this point he had lost his entire lower leg and 11’ of femur, leaving him with an 8’ stump: less than 

 
203 Edwards, Mayhew & Rice, “Doomed to go in Company in Miserable Pain”: 1718. 
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the limb-surgeons’ ideal of 10-12’ from the trochanter to the end of the stump, but enough to be fitted 

with an artificial limb on his return to England.204 

 

Shell Shock 

The next chapter in Hopkinson’s recovery is outlined in a single case sheet within his file, and yet the 

incident it describes played a pivotal role both in the development of his chronic pain and in his identity 

as a chronic pain patient and a wounded veteran. 

 

After three weeks recovery at No. 24, Hopkinson was considered fit for transfer to England and was 

directed to the King Edward VII Hospital for Officers in Marylebone, arriving in London on 1st 

October 1917. If he was relieved to be back in ‘Blighty’, his feeling of safety would not last long: he 

had arrived in London in the middle of the Harvest Moon Offensive, a week of air raids over south 

east England in which German bombers guided by the autumnal moon left 50 civilians dead, 229 

injured, and caused over £100,000 worth of damage.205 

 

The air raids over London were intended to terrify and outrage the public, and to break down the 

country’s morale: they ‘breached the traditional boundary between soldiers on the battlefield and 

civilians at home’ and ‘emphasised the random quality of warfare… out of the blue, anyone living in 

a town or port within range of the bombers and airships could lose their life’.206 By the autumn of 

1917, 86 London Underground stations were used as air raid shelters, protecting over 300,000 

civilians.207 On the night of 1st October, 29 bombs landed across London from Pimlico to Highbury, 

 
204 “Royal Society of Medicine: Amputations and their Relation to the Artificial Limb”, The Lancet 215, no. 5563 (1930) 

807. 
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in-the-first-world-war/ 
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the majority falling around a single street in Shoreditch. This single raid damaged over 1,000 houses 

and killed 11 people, including one woman struck by a shell from the anti-aircraft guns in Horse Guards 

Parade, which were beginning to fail after a week of attacks.208 

 

This was the night on which Hopkinson arrived back in London, just three months after he had left the 

city to re-join his battalion in France, likely arriving at St Pauls’ or Holborn Station, just along the 

river from the bomb sites and close enough to hear the anti-aircraft guns. With no effective warning 

system for the German bombers, the orderlies at the station would have had just minutes to evacuate 

their patients into a safe place and for Hopkinson, this was underneath a railway arch in the station 

where he was left for ‘some hours’.209 

 

Although physically uninjured (the nearest bomb dropped two miles away in Belgravia), this incident 

may have been immensely traumatic for a man who had his leg shattered in an air raid just a few weeks 

before, and it would become as important to Hopkinson’s future health as the amputation a month 

earlier. After this interruption, his transfer to King Edward VII’s hospital continued as planned, until 

it was noted that he appeared to be ‘a little confused’ with an ‘anxious expression’, and within a week 

was transferred to Palace Green, a Special Hospital for Officers in Kensington with neurasthenia or 

‘shell shock’, where he would be placed in solitary confinement for the next four months (Fig. 18).210 

211 
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Figure 18. Palace Green Hospital, c.1936. 

 

His mental state was recorded as ‘confused and suspicious of his surroundings, doubtful as to dates 

and times’ and- perhaps not unreasonably- ‘afraid of air raids and anxious to be evacuated’.212 In 

contrast to his later medical reports, the physicians at Palace Green appear to be sympathetic to his 

condition, assigning its cause to the trauma of the war and his injury, rather than any innate or 

pathological weakness. Their case sheet shows that on enlistment he was judged ‘sound’ and, despite 

his lack of military experience, had proved ‘not particularly nervy’ under fire: presumably he had 

performed well at the Somme and Passchendaele.213 Although just a brief note on his enlistment 

papers, these comments become valuable indicator of his personality pre-injury, in his later reports of 

chronic pain and subsequent assessments of his personality. 

 

As Linden has noted in her study of Queen Square patients, ‘the symptoms of traumatised soldiers 

were diverse and could affect every system of the body… medical journals of the war years were filled 

with reports of the common shell shock syndromes, such as heart-related problems, or paralyses of 

 
212 Ministry of Pensions, Medical Case Sheet, 1917, TNA PIN 26/21799. 
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legs and arms’.214 Hopkinson’s medical report from Palace Green shows his symptoms were mental 

rather than physical: unlike many other neurasthenic patients, he did not display any tics or tremors 

and his speech remained natural. And yet, despite the lack of physical symptoms, his doctors appear 

sympathetic to his condition and his medical files show no trace of doubt or any suspicions of 

malingering. It is an interesting contrast that at this point in history, when neurasthenia was supposedly 

least understood and most stigmatised, Hopkinson receives the most understanding and least 

judgement from his doctors, in comparison to later in his life when his complaints of physical pain are 

considered evidence of a constitutionally weak mind. 

 

In his work on the treatment of nervous casualties of the war, Hopkins noted that ‘neurasthenia’ 

became a socially acceptable diagnosis used to cover a range of conditions, and yet it was ten years 

before Hopkinson was given this diagnosis when, in 1927, a doctor at Queen Mary’s noted him as a 

‘markedly neurasthenic type’.215 Although by February 1918 he had been discharged from Palace 

Green with his ‘mental condition now clear’, for Hopkinson, the effects of this neurasthenia would be 

lifelong. The complex relationship between chronic pain and post-traumatic stress disorders [PTSD] 

in veterans is still unclear and in reading Hopkinson’s medical file, there are incidences in which it is 

difficult to separate the impact of his chronic pain from that of his neurasthenia and subsequent mental 

health conditions. However, it is clear that it was the second amputation and this episode of 

neurasthenia that were the pivotal moments in the development of his chronic pain, and that he would 

dwell on these two incidents for the rest of his life. 

 

The Palace Green case sheet makes a brief mention of his physical health: by the end of October, his 

stump was considered to be healed, although conical with some retraction of the muscles and a 
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tendency to flexion, requiring a splint. Although splinting is often discussed in the medical literature 

of the time, particularly in reference to guillotine amputations, it rarely appears in the patient case 

studies: only six of the PIN 26 files refer to patients treated with splints, the majority for nerve damage, 

and it appears that Hopkinson was the only PIN 26 amputee to have his stump splinted. The 

implications of the changes to the stump and reason behind the treatment chosen were not discussed 

until a Medical Board in October 1918. The retraction of muscles within a residual limb during the 

healing process causes the bone to protrude, damaging the skin covering the end of the stump, and 

causing pain for the patient. The PIN 26 files and a systematic review of the medical literature of the 

time show that surgery was the most common method of treatment for poorly formed or painful 

stumps, and it would be expected that Hopkinson would have been treated with a surgical procedure. 

However, the Medical Board of October 1918, assess the state of his stump as ‘permanent, as any 

operation to remedy this would practically leave no stump’ and he would be unable to wear an artificial 

limb.216 

 

Dover House 

After his discharge from Palace Green in February 1918, Hopkinson was sent to Sandacres, a hospital 

for Officers on the south coast, where it was reported that he made ‘good progress’.217 Despite the fact 

his stump was still splinted to treat the flexion of the hip and an assessment by a Medical Board placed 

him at 100% disabled and thus unable to earn a living, he was recorded as being no longer in need of 

further medical or surgical treatment and recommended three months leave whilst waiting for the 

fitting of his artificial limb. The last section of this assessment, added to the pre-printed form by a 

typewriter- ‘in cases of officers suffering from neurasthenia…’ is answered with ‘N/A’, with no 

acknowledgment of his ‘mental symptoms’ or stay at Palace Green (Fig. 19). 

 
216 Ministry of Pensions, Proceedings of a Medical Board (Officers and Nurses), 14 October 1918, TNA PIN 26/21799. 
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Figure 19. Proceedings of Medical Board for Lt Hopkinson, April 1918. 

 

Although never explicitly stated, it appears that Lt Hopkinson’s expectations of the medical treatment 

he would receive for his injury and his status as a wounded veteran were deflated relatively quickly 

after his discharge. Since 1916 the Ministry of Pensions had assessed disability based upon physical 

metrics: the length of the stump in the case of amputations. It was at Palace Green and Sandacres where 

Hopkinson began to question this system and his place within it. His file contains a letter written to 

the Ministry of Pensions, the first of many, and sent on Valentine’s Day 1918 whilst he was receiving 

treatment for neurasthenia at Palace Green. In this he questioned the rate he had been placed on, 

believing that his short stump placed him at 70% and £122.10.0 per annum, and whether he was also 

entitled to a £250 wound gratuity under the latest Royal Warrant. The response from the Ministry was 

quick and within a week, he had received a reply informing him that his rate of £100 was the maximum 

he was due and that he was not entitled to any further gratuity. 
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Figure 20. Dover House, Roehampton. 

 

This disappointment was swiftly followed by a second. After admission to Dover House, the limb 

fitting hospital for officers attached to Queen Mary’s Hospital in Roehampton (Fig. 20), Hopkinson 

applied for a post as Secretary at Dunstan Hill After Care House, a specialist hospital for injured 

veterans and later Ministry of Pensions’ facility, near his home in County Durham. The salary of £300 

would have been three times higher than his pension. However, the day after he informed the War 

Office of his employment and need to be gazetted (the official announcement of his rank and 

discharge), he sent a second letter, written on a scrap of paper headed ‘Dover House’, recounting his 

‘astonishment’ that the post ‘had since been offered also to a discharged officer’.218 A further two 

letters written on the following day confirm that he would not be able to take up the post and, now 

dependent on his Army pay and pension indefinitely, requesting not to be gazetted. In contrast to the 

tone of his later letters, he was apologetic and deferential to the Ministry, stating ‘I am very sorry to 

have caused you so much trouble, but I had no idea this would happen, and I hope you will excuse my 

writing as I have great difficulty in getting about during my treatment’.219 His handwriting in these 

 
218 Letter from Francis Hopkinson to the Secretary of the War Office, 2 June 1918, TNA WO 339/12060. 
219 Ibid. 
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letters is clear but unsteady and appears to be that of a much older man whose hands shake; a glimpse 

into his future and the letters he would send when in his 60s and 70s (Fig 21). 

 

 

Figure 21. Letter from Lt Hopkinson to the Ministry of Pensions. WO 339/12060. 
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In June 1918, Hopkinson was at Dover House for the fitting of his artificial limb, almost a year after 

his amputation, and although what delayed his fitting was not recorded, he was an inpatient there for 

at least two months. A Medical Board report from the 18th July 1918 records that he had been fitted 

with an artificial limb ‘to which he is not yet accustomed’ and that he was ‘walking with difficulty 

with the aid of two sticks’. A subsequent report from October 1918 gives more detail on the possible 

problem in fitting Hopkinson with an artificial limb and confirms the theory suggested by Edwards, 

Mayhew & Rice that chronic postamputation pain was generally only considered to be an issue by 

medical professionals when it interfered with the fitting of prosthetics. Their 2014 survey of 

postamputation pain in The Lancet concluded that ‘discussion of postamputation pain was exclusively 

within the framework of residual stump pain and the barriers it posed to fitting a prosthesis… Patients 

with completely healthy stumps were thought not to need surgical attention even if they still 

experienced pain’.220 The October 1918 report included the first mention of Hopkinson experiencing 

chronic postamputation pain and confirmed that this condition could not be surgically resolved and, as 

this was the leading treatment at the time, thus not resolved at all: 

 

There is no sufficient covering of the femur- merely a skin flap- nutrition is poor- and painful 

on pressure. His condition is permanent, as any operation would leave practically no stump to 

insert in bucket of artificial limb.221  

 

Despite his rehabilitation difficulties, Hopkinson was finally gazetted in November 1918, the Army 

Council ‘regretted that there is no alternative’ but to declare him permanently unfit for further service 

and he was granted the honorary rank of Lieutenant. He relinquished his commission on the grounds 

of ill health ten days after the war ended. 

 
220 Edwards, Mayhew & Rice, “Doomed to go in Company with Miserable Pain”, 1717.  
221 Ministry of Pensions, Proceedings of a Medical Board (Officer and Nurses), 14 October 1918, TNA WO 339/12060. 
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‘Until Further Orders’ 

By this point, he was 28 years old and had returned to his family home in Sunderland. Perhaps 

unsurprisingly for a man who had spent his childhood at boarding school and most of his adult life 

living abroad, life in a small, rural village does not seem to have suited him: within a month of returning 

home, he had accepted a post with as an accountant with a mining company in Barcelona. Whether he 

was thinking of the job at Dunstan Hill or he was merely aware of the challenges facing amputee 

veterans in securing employment, he repeatedly emphasised to the Ministry of Pensions the necessity 

for speed in processing his papers, noting that he may ‘find difficulty in finding another appointment 

so advantageous as that now offered’.222 Between November 1918 and January 1919, he wrote monthly 

letters on the grounds that as his ‘bad amputation’ was unable to ‘bear the pressure of an artificial limb’ 

and he was forced to rely on crutches and unlikely to be employed, repeatedly requested to be placed 

on the Retired Pay system at £175 per annum. After three letters in as many days and a personal visit 

to the Ministry of Pensions, in January 1919 his correspondence showed the first hint of frustration 

that the issue was not being dealt with as quickly as he would like (‘I was given to understand that the 

matter was receiving your attention’).223 

 

Despite this pressure on the Ministry to act speedily, Hopkinson does not appear to have gone to 

Barcelona until September of 1919, when he wrote to the Ministry of Pensions to inform them of his 

new address and to renew his requests for a higher pension, noting that his current rate of 3s per day 

was not enough to live on and insufficient to cover the travelling expenses of his daily tram and taxi 

trips, necessary as he believed his amputation prevented him from using public transport. 

 

 
222 Ibid. 
223 Letter from Francis Hopkinson to the Ministry of Pensions, 2 January 1919, TNA PIN 26/21799. 
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By January of 1924 he had returned from Barcelona, after the company failed and was living at the 

Royal Automobile Club (RAC) in central London. Whilst he was not assessed to be in a ‘Final and 

Stationary’ condition as many other veterans had been, he was placed at a rating of 70% ‘UFO’ or 

Until Further Orders. Hopkinson’s chief complaint at this time was that the pension system was a 

purely physical metric, with no allowance for functional outcome or impact on quality of life. By the 

time of these letters in 1924, an edge of bitterness had crept into his correspondence to the Ministry. 

A common theme to emerge from his letters of this time is his frequent comparison of his situation to 

those of a ‘more fortunate brother officer’, noting ‘I appear to receive the same pension and retired 

pay as officers with good stumps, who are able to use their artificial limbs’.224  

 

He noted that under this system: 

 

 An officer assessed at 80% degree disability with a very short stump, who can only get 

about with much difficulty and at great expense, receives exactly the same pension as 

his more fortunate brother officer (of equal rank) assessed at 50% (or 60, 70% as the 

case may be) who can get about with ease, dance, play games etc. The assessment of 

disability seems to be of little or no value.225 

 

His pleas appear to have attracted little sympathy at the Ministry of Pensions. At this point, the system 

was divided into ‘Special Rates’ (established under first Royal Warrant) and ‘Standard Rates’ with 

civil servants able to move pensioners between the system according to their discretion and benefit to 

the applicant. The civil servant reviewing Hopkinson’s case notes that under the first Royal Warrant 

system, ‘wounded officers who received amounts in excess of these rates thus obtain more than what 

 
224 Letter from Francis Hopkinson to the Minister for Pensions, 29 January 1924, TNA PIN 26/21799. 
225 Ibid. 
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has been judged appropriate for this disablement’, believing Hopkinson to be on a higher rate than his 

disability truly deserved.226 Hopkinson’s comparisons to other officers also appears to have fallen on 

deaf ears: 

 

The special benefit to a 50% case may be greater than that to a 70% case is surely no reason 

for dissatisfaction or envy on the part of the latter… the provision of Article 1 (3) (a) must 

obviously be in its nature on a fixed level for each rank, and not variable by degrees of 

disablement, and Mr Hopkinson’s contention, from which we were unable to dissuade him, 

that, if a 50% officer can get the terms of that subsection, he, was a 70% case, should get those 

terms and something more, is simply inadmissible under the regulations but would be at 

variance with their principle. I am sure you understand this; and am sorry this officer does not 

see it.227 

 

Perhaps as a result of this correspondence, a Resurvey Board was arranged for February of 1924; 

Hopkinson’s first assessment in five years, on the grounds of deterioration. The Board report 

highlighted several issues that were not recent and would have been present for several years and yet 

had not been discussed or recorded in Hopkinson’s medical files. The report stated that, as had been 

the case since his amputation seven years before, the movement of his hip was restricted, adduction 

and extension had been reduced to 15 degrees, rather than the average 30 and 40 degrees, and all 

flexion had been lost, making walking with an artificial leg extremely difficult, particularly with the 

heavy, wooden models supplied at this time. The previously mentioned scar at the back of his thigh 

was recorded as ‘thinly healed’ with friction causing serous discharge. This report also marked the 

first time Hopkinson noted any concomitant condition as a result of his amputation: as a result of the 

 
226 Internal Ministry of Pensions letter, 8 February 1924, TNA PIN 26/21799 
227 Ibid. 
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unnatural weight distribution putting his entire body weight on his right side after six and a half years 

of using crutches, he was beginning to feel weakness of his right knee and in the arch of his foot. 

Despite the conditions noted and accepted, there was no question or report of pain and no treatment 

was recommended. 

 

By this point Hopkinson was 35 years old and had been an amputee for seven years. 

 

*** 

 

The 1924 letters appear to be the first time at which Hopkinson’s social class played a role in his 

treatment by the Ministry of Pensions. To aid his request for an increased pension, he referred his case 

to the Newcastle Branch of the Officer’s Friend, an organisation in which veterans volunteered to act 

as intermediaries between the pensioner or their families and the Ministry, and to three influential 

government figures: OS Cleverly, later the Prime Minister’s private secretary; the Rt Hon Sir Frederick 

Milner, former MP; and Major J Brunel Cohen, MP for Liverpool, bilateral amputee veteran and 

honorary treasurer of The Royal British Legion. Initially this appears to have had the effect Hopkinson 

hoped and the file was marked ‘VERY URGENT MINISTER’S CASE’, but no further action was 

taken until March 1926 when he was admitted to Roehampton for a reamputation.  

 

It appears that this reamputation was carried out because of the poorly placed and adherent scar and 

for restriction of hip movement, rather than his reports of chronic pain. In 1918, his doctors had 

expressed concern that any further amputation would leave him with a stump too short to be able to 

wear an artificial limb. However, it appears by 1926, this issue was offset by the need to create a stump 

able to bear the pressure of an artificial limb and he underwent a procedure to remove two and quarter 

inches of bone. This surgery left him with a stump six inches long, a limb so short it was considered 
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to be disarticulated at the hip: the ankle wound he had received ten years before, had resulted in him 

losing his entire leg. 

 

Despite his resurvey and treatment, it appears that Hopkinson was still not satisfied with his level of 

pension. Within three months of his reamputation, he was writing to the Ministry to enquire whether 

the amount of limb removed entitled him to move up a level on the scale of disability and thus receive 

a higher pension, and was disappointed to find it did not. However, the procedure does appear to have 

resolved some of his issues as in 1927, he appeared to be able to wear an artificial limb and was 

recorded as using a ‘tilting table’ limb (a prosthesis designed for hip disarticulation), but that the 

pressure from it caused a swelling on the inner side of his stump (Fig. 22). Once again, there is no 

report or question of pain recorded. 

 

 

Figure 22. Schematic for a tilting table prosthetic limb, 1922. 
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Pain of Central Origin 

The 1930s were the most complex period in Hopkinson’s medical history. In this period the issues 

raised in the 1920s, from the first mentions of his postamputation pain to concomitant conditions in 

his contralateral knee and foot, combined with the development of new treatments, new medical 

specialties and emerging theories on the aetiology of chronic pain. This period also shows the 

increasing gap between the expectations of the pain patient and those of the medical professionals, and 

the increasing suspicion and distrust of chronic pain patients who do not respond to treatment. 

 

Hopkinson was first diagnosed with ‘nervousness’ or ‘mental symptoms’ in October 1917, although it 

was ten years before his medical notes contain the diagnosis of ‘neurasthenia’, and after four months 

in a specialist hospital, was believed to be recovered. His files contain no reference to this episode for 

more a decade, but in 1929, he was recorded as a ‘markedly neurasthenic type’ by a surgeon at Queen 

Mary’s.228 A handwritten list on a scrap of paper, undated but presumably from around 1932 (the last 

date listed), details his hospital stays and comments on his mental state (Fig. 23). It was noted that he 

had been unemployed since 1928 having resigned from his previous role as he ‘did not think it was 

leading to anything after four years’ service’.229 This list also highlights two issues that became 

increasingly significant as time went on. This is the first note that Hopkinson was self-medicating for 

pain- in this case taking ‘large quantities of drugs (morphine)’ for his ‘well marked sciatica’.230 

Although more specific detail is not given, it was significant enough that hospital staff had to be warned 

when he was admitted for in-patient treatment. The second is two theories into the aetiology of chronic 

pain: the ‘central origin theory’ and that of the interplay between chronic pain and mental health: the 

‘biomedical’ and ‘biopsychosocial’ models. 

 
228 Letter sent on behalf of Director General of Medical Services to Chairman of Metropolitan Area Board, 20 September 

1932, TNA PIN 26/21799. 
229 Ministry of Pensions, Supplementary Report to be Completed in Mental and Neurological Cases, 2 January 1935, 

TNA PIN 26/21799 
230 Handwritten note detailing hospital stays, nd. TNA PIN 26/21799. 
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Figure 23. List of Lt Hopkinson’s hospital stays, 1918-1932. 

 

From 1931, Hopkinson had begun to complain of ‘attacks of pain in the stump lasting 1 min’ and 

twitching in the stump. He was seen by a Consulting Surgeon of Queen Mary’s Hospital, Paul Jenner 

Verrall, who believed this pain was ‘of central origin’ or resulting from the brain’s reaction to a painful 

stimuli, as opposed to that of ‘peripheral origin’ which was believed to result from the ‘excitation of 
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nerve ends’.231 Verrall appeared to be particularly interested in the twitching of the stump as indicating 

nerve irritation and, rather than ascribing it to nerve damage or potential neuroma, believed it was due 

to Hopkinson’s innate ‘nervous temperament’, referring back to his previous diagnosis of neurasthenia 

and becoming the first of Hopkinson’s clinicians to consider that his psychological condition may play 

a role in his chronic pain. 

 

In theory, Hopkinson was in a privileged position to access treatment and relate to medical 

professionals: he was a white male of an upper social class, who had been to public school and served 

as an officer in the war. In 1936, the Ministry of Pensions report was complementary stating that he 

was ‘clean, well-cared for, arrives promptly; looks depressed but conveys a favourable impression’. 

The report goes on to state that this ‘sensitive temperament’ may be a factor in his pain as: 

 

The loss of his leg affects him worse than one of coarser fibre. He cannot wear an artificial 

limb and hates people looking at him and sympathising with him. He wears out clothes quickly 

and this also distresses him as he never looks decently dressed. He is an intelligent educated 

man and seems to be a good type.232 

 

However, as he continued to complain of pain and continued to petition the Ministry for a higher rate 

of pension, the medical officers’ opinion of the aetiology of Hopkinson’s pain moved away from the 

physical into the psychological. As a soldier, during the war and immediately after, his neurasthenia 

was treated with sympathy and understanding. When first diagnosed, his condition was recognised to 

be a result of war trauma and he received treatment in a specialist hospital, with other officers. As a 

civilian, it was stigmatised as an innate personality flaw, something irreparably constitutional, not the 

 
231 Joanna Bourke, “Phantom Suffering”, The Psychologist 29, (2016): 730. 
232 Ministry of Pensions, Supplementary Report to be Completed in Mental and Neurological Cases, 2 January 1936, 

TNA PIN 26/21799. 
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result of a traumatic experience, and he was classed as a ‘man of sensitive temperament, not a good 

type’ in ‘an acute mental condition’.233 234 It was, as Bourke has commented, ‘as if the war never 

happened’.235 

 

By 1936, Hopkinson was claiming incapacity on the grounds that his pain meant he ‘cannot concentrate 

on any job’ and that he had ‘tried to get a job, but [was] always turned down’.236 By this point, he had 

been unemployed for eight years. Although the Medical Board acknowledged Hopkinson did still 

suffer from neurasthenia, that it had an impact of his day-to-day life, and that it was a factor in his 

painful stump, they concluded ‘it would be undesirable to recognise neurasthenia as a separate 

disability’ and, as a constitutional and thus pre-existing condition, would be ineligible for a military 

pension.237 

 

‘An Acute Mental Condition’ 

Although, from the number of references to Hopkinson’s mental health and state of mind during the 

1930s, it would appear that the care of chronic pain patients had moved to psychologists or 

psychiatrists, in reality the care of these patients was still led by surgeons. Evidence of this can be seen 

in the clinical notes of Hopkinson’s appointments. In 1932, Hopkinson was suffering from a bout of 

sciatica with severe pain in his back and right leg. The pain of this caused him to collapse in the street 

and he was taken to the Royal National Orthopaedic Hospital for examination. Their report concluded 

that ‘the officer first complained of sciatica in the right leg, but it appears that his chief trouble is 

mental… his doctor states that he is an acute mental condition’.238 In 1936, he saw the orthopaedic 

 
233 Ibid. 
234 Ministry of Pensions, Minute 83, 12 September 1932, TNA PIN 26/21799. 
235 Bourke, “Phantom Suffering”, 731. 
236 Ministry of Pensions, Medical Report on an Officer or Nurse Claiming Disability in Respect of Service in the Great 

War, 2 January 1936, TNA PIN 26/21799. 
237 Ibid. 
238 Ministry of Pensions, Minute 83, 12 September 1932, TNA PIN 26/21799. 
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surgeon, Jenner Verrall at the Ministry of Pensions for the fourth time: the first time in 1926 ‘when 

the officer complained of pain in the stump and subsequent reports in 1932 and 1934 and this year 

makes reference to a similar condition’, with the aim of finding a physiological cause for his problems 

‘such as would justify an increase in the assessment of the accepted disability’.239 At this point the 

Ministry was still basing pensions on standardised physical metrics, with no criteria for pain, 

psychosocial impact of pain or loss of function, as demonstrated by Verrall’s conclusion: 

 

Patient complains of inability to wear limb for various reasons- pain, weight of artificial limb, 

awkwardness in tubes and buses, etc. Dr Verrall has examined the stump. There is no tender 

spot, nor is there definite evidence of a neuroma at the present time. Mr Verrall is unable to 

find anything ‘surgically wrong’ with the stump, and there appears to be nothing in the stump 

itself which would qualify an increase in the assessment.240 

 

Discussion between the Ministry of Pensions and Roehampton concluded that ‘there is nothing 

surgically wrong with the stump’ and, although the Ministry informed Hopkinson that they were 

looking into his case, and their Director General of Medical Services requested more information, 

enquiring if there was a problem with the limb fitting and whether ‘everything that is possible to do 

has been done in this case’, no further action was taken for another 16 months. 

 

Self-Medication 

The following year marked a new phase in Hopkinson’s treatment for his chronic pain: 

pharmaceuticals and self-medication. A Ministry of Pensions examination in July 1937 reported that 

twenty years after his wounding, Hopkinson was still suffering from ‘sensation in his stump with 

 
239 Letter from Director General of Medical Services to the Medical Superintendent at Queen Mary’s Hospital, 

Roehampton, 23 January 1936, TNA PIN 26/21799. 
240 Ministry of Pensions, Report on Present Condition of Accepted Disabilities, 3 February 1936, TNA PIN 26/21799. 
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attacks of twitching & sort of lightning pains’ and, in common with 17% of the PIN 26 cases, found 

his pain was affected by weather conditions (‘always gets this more when rain is coming’).241 

Hopkinson’s insomnia and inability to concentrate appeared to have worsened as he reported taking 

three doses of bromide each night and two of luminal, a phenobarbital used to treat anxiety and 

insomnia, each day. The medical officer noted the interplay between Hopkinson’s state of mental and 

his level of pain, noting that ‘if he gets a jolt or even a mental shock, always feels it in his stump’ and, 

with no clear surgical reason for the pain, concluded that ‘this officer is highly neurotic and the lesion 

is in his mind and not the stump’, ‘doubtful if anything more could be done other than sedative drugs… 

I think he works himself up into a state of great agitation’.242 No further treatment was recommended. 

 

A follow-up appointment three months later reported that Hopkinson had continued to self-medicate 

for his pain, finding the pain to be relieved by ‘aspirin & whiskies & sodas’. Although the medical 

reports of this period do not classify his pain, from the descriptions and vocabulary used to describe it 

(‘lightening pains’, ‘pains like electric shocks’243 244), it seems likely that he suffered from neuropathic 

pain, caused by nerve damage from multiple amputations. Although aspirin would have lowered the 

fever that sometimes accompanied his pain, it would have been ineffective in treating neuropathic pain. 

The examination concluded that the stump was in ‘excellent condition’ and Hopkinson was informed 

that ‘in the opinion of the Ministry’s medical officers no special form of treatment [was] required for 

your accepted Great War disability at present’.245 

 

In his correspondence to the Ministry, Hopkinson stated he had initially believed ‘the pains and 

conditions’ would be temporary and would eventually desist without medical interference, and as he 

 
241 Ministry of Pensions, Medical Examination report, 19 July 1939, TNA PIN 26/21799. 
242 Ibid. 
243 Ibid. 
244 Ministry of Pensions, request for further information to support application, 5 October 1937, TNA PIN 26/21799. 
245 Ministry of Pensions, Medical Examination report, 19 July 1939, TNA PIN 26/21799. 
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was ‘then quite prosperous’ and not dependent on his income from the Ministry of Pensions, he had 

not thought them worth reporting.246 247 The correspondence in Hopkinson’s file demonstrates the 

1930s marked the point at which it would become clear to Hopkinson and his medical practitioners 

that his condition was not temporary and was likely to be life-long and to deteriorate as he aged. From 

1938, in addition to pains in his stump, Hopkinson began to report irritation in his hands that he 

believed was caused by twenty years’ of using crutches. This skin condition, in addition to what was 

presumably an episode of neurasthenia, referred to as ‘nervous debility’, led to him receiving in-patient 

treatment at 4 Percival Terrace Hospital for Officers in Brighton.248 The hospital advertised itself in 

the medical literature of the time as ‘able to treat practically any type of case’ at a cost to patients of 

4s 6d per day; over two thirds of Hopkinson’s pension, suggesting that at this time he had some means 

of private income and was not as destitute as his pleas to the Ministry would suggest.249 

 

If the 1930s marked the period at which the Ministry doctors began to doubt Hopkinson and the 

authenticity of his pains, it also marked the period Hopkinson began to doubt the Ministry. Whilst his 

first letters in the 1920s were written in an apologetic and deferential tone, by 1938, his writing shows 

his frustration and anger at his situation, believing that his rate of pension was not sufficient 

compensation for ‘the fact that you have failed to provide me with an artificial limb and the 

consequential damage to my health thro’ being on crutches for 21 years’.250 His feelings of personal 

injustice and belief that the Ministry was actively working against him can be seen in a note from the 

Ministry of Pensions to the Treasury Chambers, warning them about a letter sent by Hopkinson 

regarding an anonymous amputee veteran: that ‘your correspondent is not so disinterested as might 

appear, as he himself is the ‘temporary lieutenant’ referred to… and the man on crutches… He has 

 
246 Ministry of Pensions, Medical Board Examination Report, 13 December 1935, TNA PIN 26/21799. 
247 Ministry of Pensions, Medical Report on an Officer or Nurse Claiming Disability in Respect of Service in the Great 

War, 2 January 1936, TNA PIN 26/21799. 
248 Ibid. 2 April 1938, TNA PIN 26/21799. 
249 G Dudley “Officers Hospital, 4, Percival Terrace, Brighton”, BMJ Military Health 40, (1923): 471 
250 Letter from Francis Hopkinson to the Ministry of Pensions, 14 July 1938, TNA PIN 26/21799. 
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previously ventilated his grievance both direct and through various influential sources’, presumably 

referring to Hopkinson’s 1926 attempt to refer his case to three government figures, known to be 

sympathetic to injured veterans. Hopkinson appears to be testing his position with the Ministry in this 

incident, apparently attempting to prove that their failure was to help was personal to him and that they 

were willing to help others in a similar situation. 

 

Another factor in his frustration with his treatment from the government may have been the realisation 

that he had reached the edge of existing medical knowledge and that there may not have been a 

successful treatment for his condition. On New Year’s Day 1938, he wrote a letter to the Ministry 

complaining of an appointment he’d had the previous year and had apparently been brooding over for 

three months: 

 

Under no stretch of the imagination could what takes place be called an examination. The 

Medical Officer who happened to be on duty & was extremely unsympathetic merely put his 

hands on my ‘Stump’ & said nothing could be done to the pains which are becoming more 

frequent & of considerable duration… From this examination I note that the Ministry’s Medical 

Officers are of the opinion that nothing can be done for the rest of my existence to relieve these 

pains.251 

 

The Medical Officer’s response to this complaint mirrored Hopkinson’s frustration, demonstrating a 

dismissive attitude still common towards chronic pain patients, and showed another stage in 

Hopkinson’s progression from a war hero into a ‘heartsink’ patient: 

 

 
251 Letter from Francis Hopkinson to the Ministry of Pensions, 1 January 1938, TNA PIN 26/21799. 
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‘What he thought I should have done besides put my hands on his stump I do not know. He 

certainly complained of his stump. I admit I did not examine his liver, but in view of his remarks 

about whiskey and sodas, I should possibly have done so. I have no further remarks to make, 

except that the examination was quite thorough and you will note that I stated he was very 

temperamental. I am still of the same opinion.252 

 

The lack of continuity in treatment and the importance of a multidisciplinary team, rather than series 

of individual clinicians, in treating chronic pain patients is highlighted by a 1938 report on an 

investigation into Hopkinson’s angio-neurotic oedema. Until this point the Ministry of Pensions’ 

minutes clearly show that they had not been willing to accept any liability for his oedema, rejecting 

the possibility that his crutches were damaging his hands, although they did concede to provide ‘very 

limited treatment’ to prevent the condition from getting worse.253 However, the medical officer for the 

1938 report concluded that, although he did not believe ‘the causation of his condition has anything to 

do with dry heat or pressure on hands through crutches’ and that it was unclear whether the condition 

was directly connected to Hopkinson’s disability or war service, in his opinion, the Ministry ‘cannot 

escape any liability for any treatment for a skin condition of the stump or hands’.254  

 

Although stating that he believed Hopkinson’s stump pain and oedema to be psychosomatic, noting 

that the pain in his legs disappeared when the irritation broke out, which ‘probably means his attention 

was focused on his skin instead of his leg’, he appears to have been sympathetic to Hopkinson’s case, 

open to the possibility that his pain could lead to other conditions, and, like many other medical officers 

had been, not dismissive of the severity of Hopkinson’s pain, whether psychosomatic or not. He 

concluded that it was ‘possible that this present condition may be regarded as an extension of the long 

 
252 Letter from Area DCMS to DGMS, 10 January 1938, TNA PIN 26/21799. 
253 Letter from the Assistant Secretary for Awards to CRO Awards Centre, 23 August 1938, TNA PIN 26/21799. 
254 Ministry of Pensions, Medical Case Sheet, 20 July 1938, TNA PIN 26/21799. 
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persistent local cutaneous tenderness of the stump’ and that, while it was ‘not a very clear case… I am 

on the whole inclined to admit the connection between the disability to wear the leg owing to cutaneous 

tenderness and erythema, and the angio-neurotic oedema from which the patient has lately been 

suffering’.255 

 

Patient Expectations 

Despite the advances made in pain management and rehabilitation over the last century, the flaw at the 

heart of the relationship between the patient and care provider remains: that of misaligned or poorly 

communicated expectations. Patient expectations tend to be built around commonly recognised 

narrative, for example, Western medicine traditionally has a narrative arc and ‘expected story of 

symptom, diagnosis, therapy and cure’.256 Not only do patients with chronic conditions not fit this 

narrative, but there tends to be a great deal of uncertainty in any kind of chronic illness, ‘both uncertain 

knowledge about the impact and course of the condition and of appropriate behaviour in the face of its 

effects’.257 This is particularly true of chronic pain, which often involves uncertainty around the 

efficacy of treatment, the ‘proper’ behaviour of the patient and caregivers, and most commonly, around 

the legitimacy of the symptoms themselves. 

 

This uncertainty and the expectations of patients can be defined into three types: the ‘ideal’, defined 

as ‘visions, aspirations… related to the patient’s views of the potential for a service’; ‘normative’ 

expectations ‘about what should or ought to happen… (or to which one has a right) to receive from 

health services’, and ‘predicted’ expectations ‘about what will actually happen… from personal 

experience, reported experiences of others and other sources of knowledge’.258 Kravitz has created a 

 
255 Ibid. 
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similar system in which expectations can be divided into ‘probabilities’ or the likelihood of future 

occurrences, and expectations as ‘values’ or hopes, desires, entitlements and normative standards.259 

Applied to the chronic pain encounter, it would appear that conflict arises when the ‘ideal’ or ‘value’ 

expectation of the patient that their pain will be resolved, meets the ‘predicted’ or ‘probable’ 

expectation of the clinician who knows that, at best, chronic pain can be managed, but is unlikely to 

be relieved entirely. 

 

Patient expectations are the major determination for satisfaction with treatment, and thus, positive 

outcomes. In the ‘expectancy disconfirmation paradigm’, satisfaction occurs when positive 

experiences overcome negative expectations and can be seen in the chronic pain encounter in the 

‘paradox of pain’.260 261 In their study of 316 patients with cancer pain, Dawson et al found that over 

75% were happy with their treatment, even though almost 50% reported moderate to severe levels of 

pain within the last three days.262 Of the 88 patients who reported severe pain but satisfaction, 27% 

believed that the medical staff had done everything possible and 27% had more personal beliefs such 

as dislike of medication, felt able to cope with the pain, didn’t want to bother staff or had got used to 

the pain. They concluded that these patients’ accounts ‘show the entwined relationship among patients’ 

expectations and beliefs, the pattern of their pain, and the patient-provider relationship in determining 

patient satisfaction’ and that patients with lowered expectations of treatment such as ‘patients with 

pain cannot have a good quality of life’ and ‘pain medicine cannot really control pain’ ‘were predictive 

of lower levels of satisfaction’.263 Through this acceptance of their chronic pain, those patients were 

also ‘implicitly endorsing the inability of doctors to manage this type of pain’.264 
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A similar study of patients with chronic pain as a result of rheumatoid arthritis found that while patients 

may hope for complete relief and wished for an average improvement of 98%, their predicted levels 

were much lower and averaged only 50%.265 This low expectation of the efficacy of pain treatment 

may be due to prior experiences or as a means to avoid disappointment. Chronic pain patients often 

have extensive experience of healthcare systems, these patients may also have had expectations for the 

process as well as the outcomes that were also not met. Bury concluded that patients: 

 

On the one hand, they wanted definite knowledge of their physical state and its causes, and yet 

felt, realistically, that there was a limited amount which the doctors could do in effecting a 

cure. They expected their drugs to be changed or ‘sorted out’, but often added that the main 

issue was still going to be learning to live with it. Medical intervention was, therefore regarded 

at the same time as both important and limited.266 

 

Regardless of the outcome of treatment, a good relationship between patient and clinician is 

particularly important to patient satisfaction in chronic pain care, as it is likely to involve longitudinal 

relationships and frequent interaction. Matthias et al found that a model of care in which patients were 

treated as partners rather than objects of care ‘has been associated with fewer patient concerns, better 

emotional health and a decreased need for diagnostic tests and referrals’.267 Teh concluded that: 

 

Regardless of the extent to which participants were involved with treatment decision-making, 

they placed a high priority on having a meaningful relationship with their providers; they 
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wanted their providers to sympathise with their pain and disability, to understand the 

psychosocial context in which they lived and experienced pain, and to know them as a whole 

person.268 

 

The expectations of patients’ regarding pain management and the role of their doctor in treatment, may 

also be reflected back at them, as clinicians also have expectations of their patients and particularly 

the behaviour of a patient in pain. As pain cannot be measured objectively, clinicians must rely on 

patient reporting and the assessment of associated nonverbal cues and this can be particularly difficult 

for chronic pain as and ‘most people understand pain through the acute pain experience, which resolves 

relatively rapidly over time, leading to uncertainty about pain which does not diminish’.269 

 

Several studies have found that untrained observers were likely to underestimate pain by 50-80% and 

although this percentage is lower for medically trained professionals, there appears to be a general 

tendency to underestimate pain in others. In Tait & Chibnall’s 1997 study, researchers found that in 

low pain, doctors’ ratings were ‘significantly’ higher than the patients’ (mean= 3.6 vs. 2.5) but that 

they significantly underestimated high levels of pain (mean= 5.1 v. 7.5).270 This disparity appears to 

be lower and clinicians’ estimation of pain appear to be more accurate, or at least closer to the patients’, 

when there is medical evidence supporting the symptoms presented. This can have an impact on patient 

care and the burden of pain from both medical staff and those in the patients’ social network that are 

involved in their care. 
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Although there does appear to be a communal understanding that words used in pain scales refer to a 

similar amount of pain for most people, chronic pain can be more difficult to assess than acute pain as 

‘in chronic pain there tends to be fewer contextual cues for pain (e.g. evidence of accident or 

wounds)’.271 Acute pain is more likely to cause instinctive, reflexive behaviour in observers, mirroring 

or empathising with the person in pain, for example changes in facial expression or nonverbal 

vocalisations. In comparison, expressions of chronic pain are more likely to be a voluntary, conscious 

expression and this opportunity to think of how best to vocalise and express the sensation can appear 

to signify greater personal intent and planning, and thus make the patient appear more deceptive and 

less credible. This difficulty arises in the assessment of chronic pain through irregular appointments, 

essentially attempting to evaluate the impact of a long-term condition in a single snap-shot- annually, 

in the case of the Ministry of Pensions. Wainwright et al have argued: 

 

Patients are aware that the legitimacy of their complaint can depend upon how they present 

their symptoms to the doctor, but the intermittent nature of chronic pain coupled with waiting 

for appointments means that they often present when their symptoms are in abeyance.272 

 

In these cases, chronic pain patients may feel pressured to ‘perform’ their pain at its worst, ‘obliged to 

enact the severity of their condition to persuade the doctors that they are genuinely ill’, thereby 

potentially reinforcing any suspicions from medical professionals or domestic caregivers of deception 

and malingering.273 

 

 
271 L Goubert et al, “Facing Others in Pain: The Effects of Empathy”, Pain 118, no. 3 (2005): 287. 
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This concern is particularly relevant for the First World War veterans receiving disability pensions 

from the government. Although the majority of these were issued for a visible condition, for example 

the 200 amputees in the PIN 26 series, and it appears that only one pension was issued on the basis of 

chronic pain, there is often an underlying suspicion of ‘compensation neurosis’ and that, as one primary 

caregiver stated in a study on disability compensation a century later, ‘it is in their best interest never 

to be better’.274 This aspect of the doctor-patient relationship, particularly in the Ministry of Pensions 

cases in which patients were often assigned a different doctor at each Medical Board preventing the 

creation of a longitudinal relationship and associated trust, is another set of negotiation in the chronic 

pain encounter: in this case it is a ‘social negotiation, often comprising conflict and competing claims, 

as patient and doctor strive to construct a narrative about the ‘validity’ of the illness and what it means 

for the patients, especially with regard to capability for work’.275 This is a complex process 

incorporating several of the processes discussed so far, including the argumentation of biogenic and 

psychogenic models, the moderation of patient expectations of their pain treatment, the implicit 

expectations of the ‘correct’ behaviour of chronic pain patients and ‘the realisation that medical 

knowledge is incomplete, and that treatment is based on practical trial and error’.276 

 

‘A Timeless Enduring’ 

From 1939, it appears that theories into Hopkinson’s pain aetiology had moved on from the 

psychosomatic and ‘neurotic’ back into physical or anatomical explanations. His Medical Board notes 

stated that he was still suffering from jactitation in the stump and neuropathic pain: a ‘sharp electric 

shooting pain which makes him shout out’ and was ‘at times intolerable’.277 This examination was also 

the first mention of a ‘phantom left foot’. After several years of being told ‘the lesion is in his mind 
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and not his stump’, Hopkinson is referred to physical therapy and to specialists within that field, rather 

than general surgeons as he had been for much of the past twenty years. He was prescribed anodal 

galvanism three times a week along with some physiotherapy, to reduce his use of crutches and ‘careful 

dieting’, although his doctor was sceptical noting ‘I am by no means sanguine as to the results of 

treatment’ (Fig. 24).278 

 

 

Figure 24. Four-cell galvanic bath in the Red Cross Hospital, c. 1918. 

 

With the failure of galvanism and physiotherapy to relieve the stump pain, Hopkinson was referred to 

the noted neurosurgeon, Prof Geoffrey Jefferson in Manchester, to discuss the possibility of a posterior 

cordotomy to relieve his pain; the most drastic method of pain relief discussed so far and a procedure 
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139 

  

in which the posterior nerves were permanently severed. The procedure was not new and had been 

discussed in the medical literature since the 1920s: in fact, there was very little in the 1943 reports that 

did not directly repeat those of the 1920s despite two decades of treatment, from the flexion of the hip 

to jactitation: 

 

C/o ‘jumping pains’ in stump (attacks every 2 mths). Slight phantom phenomena, unable to 

wear limb. Flexion deformity of stump. Sciatica nerve apparently caught in scar… Does not 

advise surgery to stump.279 

 

Prof Jefferson’s report also highlighted that Hopkinson was still self-medicating and that when the 

pain was ‘almost unbearable, he takes dope and it comes under control’.280 Jefferson appeared to be 

unaware that Hopkinson had been taking ‘dope’ or morphine for at least ten years, and appeared to be 

satisfied with Hopkinson’s assurance ‘that he was in no danger of becoming a drug addict, so we shall 

do well to leave matters as they are’.281 Jefferson also does not appear to have understood why 

Hopkinson would consult him for chronic pain at all and ‘why he complained so much now about a 

pain that he has had for over 25 years’.282 

 

In her article on episodic narratives for chronic pain patients, Sara Wasson discusses the idea that 

chronic illness can lead to a loss of temporality and that patients can be: 
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‘locked in a present without a sense of coherent narrative of past and imagined future… 

‘tak[ing] place in what seems an eternal present. Past health and future recovery vanish in the 

face of the endless formlessness and present tense of the experience of pain.283 

 

A similar viewpoint has been expressed by Rita Charon, a physician and researcher in narrative 

medicine, who suggested that ‘patients inhabit ‘a timeless enduring’, where past/present/future are 

blurred, causality is mysterious, and agency is compromised’.284 Hopkinson appears to have inhabited 

a similar liminal state: living alone, away from his family and with no employment, he had little to 

distract him from obsessing over his wounding and the single moment that altered the rest of his life. 

In his letters to the Ministry, he appeared unaware that thirty years and a second world war had 

occurred since that time. In 1946 he requested an interview to discuss an ‘ever-rankling grievance… 

in connection with the fact of being deliberately kept, much to my humiliation as a senior 2nd Lieut in 

the British Army ‘till 1917, when, at least, I was promoted to Lieutenant within a few weeks of being 

permanently disabled’.285 The sense of injustice and victimisation seen in his earlier letters reappeared 

when he compared his situation to his brother’s: 

 

In my case, King’s Regulations laying down that on Active Service a 2nd Lieut. be promoted 

to Lieutenant were not complied with… my own brother was gazetted to a much junior 

Battalion, 20th DLI, late in 1915 when I was already in France, yet he became a lieutenant long 

before I did, somewhat to my astonishment!!286 
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However, it is also possible that this was another tactic from Hopkinson to have his pension increased 

as he requested ‘to combat some of the stigma I ask that I may be compensated with the small monetary 

sum due to me as if I had been made a lieutenant at the proper time’.287 In reply, he received a curt 

response from a Military Secretary nothing that ‘it is regretted there are no regulations by which pay 

can be authorised for any rank over a period of which it was not actually held’ and that under the terms 

of the Royal Warrant, claims had to be submitted within 12 months, not 30 years.288 

 

‘Some Reasons for Unemployment’ 

The Ministry of Pensions’ Surgical Specialist appears to have taken a special interest in Hopkinson’s 

case. In 1946 he wrote a Specialist’s Report, noting ‘I know the case very well’ and, contrary to Prof 

Jefferson, advised against any further local operation or neurosurgery. Instead, he recommended a 

course of physical therapy and anodal galvanism at the Ministry’s Special Surgical Clinic in central 

London (Fig. 25). In contrast to the similar course of therapy Hokinson had received three years earlier, 

this course appears to have been successful and after six months, the ‘intolerable… electric shooting 

pains’ had been reduced to ‘only slight pain, especially if long travelling is involved’.289 Treatment 

was terminated in May 1947 with the instruction to ‘report to here at once if pain recurs to a real 

degree’.290 
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Figure 25. Galvanism treatment, c. 1916. 

 

In 1948 Hopkinson suffered a fall, injuring his head and dislocating his elbow, requiring in-patient 

treatment at St George’s Hospital for three weeks (Fig. 26). This accident achieved what he had failed 

to do for almost thirty years: an increase in his pension. The accident was considered ‘consequential’ 

to his disability and worth an increase of 6-14%. The incident highlights the fragility of amputees’ 

mobility and standard of life: Hopkinson reinforced this idea to the Ministry informing that due to this 

dislocation, his current ‘inability to use elbow crutches & enforcement to remain in bed… it will be 

some weeks till I can use elbow crutches again & I am virtually a prisoner in the hospital.’291 It is also 

likely that he suffered more significant injuries than a man of his age would otherwise.  
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Figure 26. St George’s Hospital, mid-20th century. 

 

A similar incident that had occurred in 1941 also demonstrates how dependent Hopkinson had become 

on the Ministry by this period. His crutches snapped whilst he was walking in the street, apparently 

from general wear and tear, rather than an accident or fall. Unable to wear an artificial limb ‘due to 

severe pain’, he wrote to the Ministry expressing his fear that his second pair would also break and 

asking to be sent a third in case they became difficult to source. Although his letter received little 

sympathy and understanding at the Ministry, his anxiety is perhaps easy to understand: He had recently 

been employed at the Ministry of Supply, his first job for twelve years and he felt it ‘an honour to be 

allowed to do something’ for his country during the war. This was, however, entirely dependent on his 

mobility and ability to get to work in Westminster from his home in Sloane Square. 

 

By 1949, he had been made redundant from this role and was once again applying for unemployment 

and disability allowance, repeatedly informing the Ministry that ‘the matter is urgent… I am now living 
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on my small capital, so when that is soon finished, I am also finished’.292 In a handwritten list titled 

‘Some Reasons for Unemployment’ he noted the pain in his stump and inability to wear an artificial 

limb as two of the main reasons for his unemployment as ‘no employer will entertain me with 1 leg 

and on crutches’ (Fig. 27). Although Hopkinson was competing for roles with thousands of men 

recently demobbed from the Second World War, it is likely that it was his long list of requirements for 

a workplace that affected his chances, rather than his disability. He noted that he must: 

 

Work on premises with lift and near a Bus Stop. Cannot use Moving Stairs on Underground 

and dislike Revolving Doors. Cannot carry anything except by haversack on back. Can only 

manage stairs by holding rails. Cannot walk on wet surfaces.293 
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Figure 27. 'Some Reasons for Unemployment', March 1949. 

 

Despite Hopkinson’s complaints over the way his pension had been handled, the minutes between civil 

servants at this period show the amount of work going on in the department that Hopkinson would 

have been unaware of. His unemployment application was not only referred from the Ministry of 

Pensions to the Ministry of Labour, asking for help in finding him a suitable appointment, but also to 

Queen Mary’s Hospital at Roehampton for an opinion on the case, although they conclude that ‘he has 
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been a difficult case from a limb-fitting point of view’ and that they were relatively powerless to help 

as ‘there was nothing much we could do about it here’.294 As in his medical treatment, when progress 

was often due to sympathetic doctors, an improvement in his pension allowances was due to 

sympathetic civil servants. In private minutes within the files, administrators handling the case not that 

it ‘has not been well-handled’ and that despite the Ministry of Labour’s assertion that he was fit for 

work and thus unentitled to any assistance, ‘accountancy jobs for a man of his age must be very 

difficult to find, especially as he is on crutches and is an introspective, unhappy individual’.295 The 

unemployment supplement was approved and added another £78- almost one-third- to his pension 

which had not been increased since the 1920s. 

 

Despite not having worn an artificial limb for a substantial period for over thirty years, Hopkinson 

appears to have renewed his interest in this possibility from 1949, repeatedly contacting both 

Roehampton and the Ministry of Pensions to ask if new, lighter limbs than his tilting-table prosthesis 

had been developed. These enquiries that led to the discovery that, in common with 10% of the PIN 

26 cases, Hopkinson was suffering from another condition associated with his amputation: an inguinal 

hernia. This appear to have been relatively common in lower limb amputees of this time and it was 

believed that they were often caused pressure from the thick, leather straps on prosthetic legs. 

Hopkinson’s own doctor was pessimistic about his chances of wearing an artificial limb, stating ‘he 

has not worn a limb in some time & I am not optimistic as to his ever wearing one’.296 

 

Luckily for Hopkinson, the limb-fitting surgeons at Roehampton were more supportive of his enquiry 

although advised against fitting an artificial limb without surgically treating the hernia as ‘it would in 

all probability be too dangerous to do so in view of the danger of precipitating a strangulation of the 
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hernia’.297 Once informed that no lighter limb had been developed, Hopkinson changed his mind about 

wearing an artificial limb and decided to continue on crutches. However, his hernia surgery was 

sanctioned, although not to treat his pain but as ‘being necessary for efficient limb wearing’, and took 

place in early January 1951.298 On discharge, he was transferred to the Officers’ Home in Brighton, 

the same convalescence home he had stayed in thirteen years before when affected by neurasthenia 

and neurotic oedema. 

 

In-Patient Treatment 

The relief Hopkinson found from the course of galvanism and physical therapy in 1948 was only 

temporary and by 1951 he reported that the pain had worsened with his ‘stump tender… Attacks more 

monthly & frequently… 48 hours duration… [and] interfere with sleep’.299 He was admitted for in-

patient treatment and a course of percussion therapy at Roehampton in the autumn of 1951, 34 years 

after his first treatment there. 

 

Percussion therapy was based on the theory that repeated, targeted pressure with a small mallet or bar 

on traumatised nerve endings would cause them to degenerate into fibrous tissue and render them into 

a painless state of ‘chronic concussion’.300 This ‘refreshingly simple method’ was based on the theory 

that phantom limb pain was of peripheral origin, as opposed to central origin and relating to the body’s 

central nervous system, and expounded by the neurologist William Ritchie Russell from the late 1940s 

(Fig. 28). It was believed to be particularly useful as after a course of instruction, patients were able to 

treat themselves and ‘soon learn to knock away his phantom pain whenever it becomes 

troublesome’.301 Although this method had reported successes in the medical literature, for Hopkinson, 
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like many of his other treatments, it was ‘largely unsuccessful… with only mild and transient 

success’.302 

 

 

Figure 28. William Ritchie Russell. 

 

When this method did not relieve his pain, Hopkinson was referred from Roehampton to Ritchie 

Russell in Oxford, where, once again, the treatment failure was assigned to the patient. In his report to 

Roehampton, Ritchie Russell noted: 

 

As a result of the treatment at Roehampton he has much less sensitivity in the stump than 

before, and has had no severe bouts of pain since leaving you. He has, however, discontinued 

trying to treat himself… I am inclined to think, therefore, that he should persevere with self-
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administered percussion treatment for a further period… I should, however, like to re-consider 

the case if progress is no satisfactory.303 

 

After reporting a 100% success rate in his original study, published in the British Medical Journal in 

1949, Ritchie Russell appeared unwilling to accept that his method may not have been successful for 

Hopkinson’s pain, stating, when Hopkinson did not report any improvement: 

 

It is, of course important to bear in mind that as he is now drawing an unemployment 

supplement, the incentive to report improvement is not very strong. I got the impression that 

he had in fact got quite a lot of relief but was rather afraid to admit it.304 

 

The 1951 clinical notes give the most description of Hopkinson’s phantom limb pain, previously only 

referred to in brief terms. The medical officer described it ‘as if the foot was being crushed, but he 

feels it at stump level’.305 A report a year later also refers to ‘feet in phantom toes at stump level & 

which does not worry him if his attention is ‘pleasantly distracted’ but is otherwise disturbing & 

interferes with sleep’.306 

 

Hopkinson’s condition continued to deteriorate throughout the 1950s, to the point that ‘severe stump 

pains and fever’ meant he required bed rest at least once a month. By 1954, when his health had 

deteriorated so much his Final Award case was reopened for assessment, Hopkinson was assessed at 

90%, allowing for his amputation and elbow and head injuries from his fall in 1948. His episodes of 

pain had increased in frequency and severity to ‘almost daily’ and the report section marked ‘Man’s 
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Complaints’ was filled with almost a page of solid text, with sections having to be divided by an ink 

line (Fig. 29).307 

 

 

Figure 29. Report on Lt Hopkinson's Final Award case, June 1954. 
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Cycles of Treatment 

As the 1940s repeated the treatment cycles of the 1920s, the 1950s appears to do the same for the 

1930s. As in the 1930s, he was suffering from sore hands and skin irritation, described as ‘nettle rash’ 

across his face and head; ‘at times I feel as if insects were in my head & raising my hair’.308 His 

treatment in the 1930s was also notable for the emphasis placed on his personality and the perceived 

‘constitutional’ defects causing his chronic pain. A similar focus can be seen in this report from 1954, 

although the terms ‘neurasthenic’ and ‘neurotic’ had been updated with the psychiatric language of the 

day, and he was now referred to as ‘psychoneurotic’ and ‘psychosomatic’. The vague comments of the 

1930s that he was of a ‘nervous temperament’ and in an ‘acute mental state’ had been medicalised and 

replaced with diagnoses such as: 

 

Marked psychoneurosis with obsessional traits regarding his condition and inability to wear his 

limb: clearly suffers from psychosomatic disorders’ or ‘psychoneurosis with psychosomatic 

manifestations.309 

 

This report also highlights the changes that had been made over the past two decades and the 

beginnings of multidisciplinary care. Hopkinson was now seeing a specialist dermatologist and 

psychiatrist at St George’s Hospital, rather than having all of his care under the supervision of 

surgeons. The Medical Board also appear to have either been more sympathetic to his case, or possibly 

more aware of the impact of psychological issues on patients. Although they did not believe that his 

mental state could be improved by treatment and made no recommendations for doing so, they did 

recommend increasing his pension to 100% to allow for this, despite being ‘of the opinion that the 

psychoneurosis is constitutional and is in no way connected with the AD.’310 
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His physical and mental deterioration continued throughout the following year, with Hopkinson 

reporting that he had put on weight, lost all energy and interest ‘in everything’ and ‘cannot be bothered 

to do anything but sit in the flat’.311 312 He had lost 20 degrees of extension in his left elbow and 

adduction of his left shoulder had also been reduced by 20 degrees, making walking on elbow crutches 

increasingly difficult and painful, and was exhibiting evidence of osteoarthritis in all joints. The 

Ministry’s refusal of liability for any subsequential conditions as far as possible reached a new peak 

in 1955 when Hopkinson complained of pain in his left shoulder and hand, and an x-ray revealed the 

presence of foreign bodies in his left shoulder (Fig. 30). Although offering no alternative explanation 

for their presence, the minutes stated ‘there is no evidence that the O sustained injuries to his left 

shoulder and hand when he was wounded in a bomb explosion’ as they requested a second opinion on 

their origin. The Ministry’s preference for objective measurements over patient reporting will be 

discussed further in Chapter 5. However, there is no clearer example of this than this incidence in 

Hopkinson’s file. Decades of reporting severe and chronic pain was not considered sufficient evidence 

of deterioration or injury and had no impact on his pension, while a single x-ray was enough to pass 

Hopkinson’s claim for deterioration and he was awarded a 100% pension at a rate of £270 per year. 
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Figure 30. X-ray showing foreign object in shoulder. 313 

 

As a result of this deterioration and of his ‘chronic stump and phantom limb pain’- the first use of the 

term ‘chronic pain’ within his file- Hopkinson was once again referred to Roehampton for inpatient 

treatment. Here, he was referred to the ‘Painful Stump Panel’: a multidisciplinary group of clinicians 

from psychiatry, neurology and orthopaedic surgery, for expert assessment of his case. Dr Randall, a 

psychiatrist at Roehampton, noted the ‘considerable psychiatric factor in this case’ and believed 

Hopkinson’s family and employment history was evidence of instability. He prescribed sedatives such 

as Equanil (a sedative used for anxiety and later found to cause physical and psychological 

dependence), the anti-psychotic drug Largactil and sedative Phenergan, ‘either alone or with 

barbiturates‘.314 The neurologist Dr Aldren Turner recommended another course of percussion therapy 

with analgesics as needed and the orthopaedic surgeon, Harding, did not recommend any further 

surgery and no explanation for the thirty years of chronic pain, but believed the prostatectomy he had 

undergone in 1951 may have been a contributing factor. Although this panel was clearly specialists 

working independently towards a shared goal, with little communication and no shared treatment plan, 
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it appears to have been successful and within two weeks, in contrast to previous reports that his pain 

flared up when he was away from home or in unfamiliar surroundings, Hopkinson reported that he had 

‘settled very well and is greatly improved for his change of environment… now feels able to cope with 

life again and requests discharge.’315 

 

Constant Attendance 

From 1960 onwards, the archive file contains fewer letters from Hopkinson: all but one were written 

on his behalf by others. By then in his 70s, he reported chronic pain throughout his body, much of it 

due to his disability. Osteoarthritis in his hands and wrists was accepted as due to ‘the long-standing 

use of elbow crutches’, along with ‘slight pain in his left elbow, ‘some discomfort’ in his right hip and 

knee’, ‘discomfort’ in his wrist and fingers when carrying shopping, an ‘aching pain’ in his right wrist 

and thumb and the pain in his left shoulder from the shrapnel fragments.316 This had such an impact 

on his day to day life, that he required help two or three times a week for cleaning, laundry and 

shopping. By 1968, he was receiving regular visits from a government Welfare Officer, assessing his 

need for Home Help and a driver. A comment from this officer highlights how severely Hopkinson’s 

personality had changed over the previous decades. After the suggestion that he may benefit from a 

holiday away from his flat was refused: 

 

Perhaps he sees a holiday as a ruse to get him into a Home permanently and he very much 

values his own home and his treasures and possessions around him, and most of all his 

privacy.317 

 

 
315 Ibid. 
316 Ministry of Pensions and National Insurance, Constant Attendance Allowance (War Pensioner) application, 22 August 

1963, TNA PIN 26/21799. 
317 EV Deans, Report from Welfare Officer, 2 July 1968, TNA PIN 26/21799. 
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This was a drastic change from the young man who left his small village to live in South America, 

who volunteered for war twice within days of its declaration, twice applying to a regiment known for 

its international travel, and who moved abroad just months after suffering a life-changing injury. 

 

In 1962 Hopkinson submitted a Constant Attendance Allowance [CAA] (War Pensioner) Application 

to the Ministry of Pensioners, a fund intended for pensioners ‘so severely handicapped by the nature 

of his accepted disability(ies) that he must depend to a greater or lesser extent upon someone to assist 

in ordinary and personal requirements’.318 This claim was declined as he only required help two or 

three times per week, but was reconsidered in 1970. It was again declined, but this time as the case 

was considered too severe for CAA and instead required ‘full welfare action’: The welfare officer’s 

report noted that ‘because he is unable to attend his meals, he often goes without… he confesses that 

he often does not remove his clothes for several days at a time and has recently taken to sleeping in an 

armchair instead of his bed’.319 320 Hopkinson was 81 years old and still lived alone. He had been an 

amputee and reliant on crutches for over fifty years, although by this point, could only walk a few 

yards. He stated in a letter to the Ministry that ‘I have become worse and get help from outside and 

now can hardly walk, dress myself etc’, ‘I am now in a state of frustration and in a state of collapse, 

being all alone, no help etc’.321 322 This was one of the few letters from the 1960s and 70s that 

Hopkinson wrote himself and his handwriting was shaky and unsteady, echoing the letters he wrote 

whilst under treatment just after the war (Fig. 30). 

 

 
318 Ministry of Pensions and National Insurance, Constant Attendance Allowance (War Pensioner) application, 22 August 

1963, TNA PIN 26/21799. 
319  Ministry of Social Security, Assessment of Application for Constant Attendance Allowance, 4 March 1970, TNA 

PIN 26/21799. 
320  JF Bailey, Report from Welfare Officer, 4 February 1970, TNA PIN 26/21799. 
321 Letter from Francis Hopkinson to the Controller of the Ministry of Social Security, 18 March 1970, TNA PIN 

26/21799. 
322 Letter from Francis Hopkinson to the Controller of the Ministry of Social Security, 12 April 1970, TNA PIN 

26/21799. 



156 

  

There are few mentions of his chronic stump and phantom limb pain by this period, the treatment he 

was receiving implying that, rather than the pain subsiding, it had increased and combined with that 

of the osteoarthritis and general deterioration. He received monthly injections in his shoulder, with 

physiotherapy sessions at Roehampton for the pain in his shoulders and knee, intended to keep him on 

his crutches for as long as possible. This treatment was the first time a specialist consultant in physical 

therapy had been named in the files, suggesting that physiotherapy was not a recognised and valued 

standard treatment for chronic pain. He was also taking sleeping pills for the long-standing insomnia 

caused by the pain, with DF118, (an opioid painkiller, also referred to as dihydrocodeine) and reported 

acute pain on sitting or standing that prevented him from using his crutches. 

 

 By 1974, Hopkinson had been moved out of his London flat into Scio House Hospital for Officers, a 

nursing home in Putney and, rather appropriately, a former Red Cross Hospital for First World War 

Officers suffering from chronic illnesses. The language used in the Ministry’s reports regarding his 

mental state had altered once again, this time rather than ‘neurasthenic’ or ‘psychotic’, he was reported 

to be simply ‘depressed at times from pain’. In an application to stay at the Brighton Convalescent 

Home for Officers for ‘convalescent institutional treatment… & the company of new faces’, 

Hopkinson himself noted, ‘I am tired of sitting alone in my bedroom at Scio House, except for 2 hours 

outing on Sundays & it is bad for my morale’ (Fig. 31).323 

 

 
323 Letter from Francis Hopkinson to Mr Baker, Welfare Office, 15 January 1974, TNA PIN 26/21799. 
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Figure 31. Letter from Lt Hopkinson to the Ministry's Welfare Office, January 1974. 

 

Francis Hopkinson died on the 17th December 1974, at the age of 85. The cause of death was noted as 

senility, myocardial degeneration and failure. He had been an amputee and in chronic pain for almost 

sixty years, and his story demonstrates the impact that chronic pain can have on a patient’s life, 

affecting every aspect from his employment to his personal relationships. As Bourke has commented: 

‘although his symptoms changed relatively little throughout this life, his sufferings cannot be 

summarised under any single headings. His pain was acute, chronic, physiological, psychological and 

emotional; it gripped him within hospital wards and when he was ‘sitting alone in his bedroom’.324 

 
324 Bourke, “Phantom Suffering”, 731. 
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Chapter 4: PIN 26: The Patient’s Experience 

 

Introduction 

This study is not the first to take advantage of the valuable information contained within Ministry of 

Pensions’ files, PIN 26. It is, however, the first to use them as the main source for a wide scale 

investigation into the long-term effects, chronic pain and physical comorbidities of combat wounding 

in amputee veterans. The majority of previous work based on these files has concentrated on the 

provisions for psychological conditions such as shell shock in the pension systems for both British and 

Irish First World War veterans, such as the work by Jones, Palmer & Wessely, Robinson and Meyer.325 

326 327 

 

Meyer in particular has been sympathetic towards the individuals within the PIN 26 files. In her 

analysis of the language used in letters written by pensioners to the government, she notes the 

correspondence ‘describe[s] struggles, both financial and emotion, feelings of injustice, and of pride 

in the ability to survive in the face of many obstacles… many letters are incoherent, angry or simply 

badly written. All bear witness to how these pensioners struggled to come to terms with their new 

identities as war-damaged men’.328 However, due to its focus on psychological injury, this work 

underestimates the impact of physical injury, such as amputations or associated comorbidities, across 

every area of the veterans’ post-war lives and demonstrates a lack of awareness around the potential 

for long-term and medically unresolvable problems following conflict wounding. It dismisses 

amputees’ medical complaints in favour of those with psychological injury as ‘comparatively easily 

solved through the supply of more appropriate or extra limbs or treatment for infected stumps… for 

 
325 Edgar Jones, Ian Palmer & Simon Wessely, “War Pensions (1900-1945): Changing Models of Psychological 

Understanding”, British Journal of Psychiatry 180, (2002): 374-379. 
326 Michael Robinson, Shell-Shocked British Army Veterans in Ireland, 1918-39: A Difficult Homecoming, (Manchester: 

Manchester University Press, 2020). 
327 Meyer, Men of War. 
328 Ibid, 99. 
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men suffering from neurasthenia and other psychological disorders, the problems were not always so 

easy to solve’, and states that ‘if disabled ex-servicemen in general suffered from political and social 

isolation, no set of disabled men was more isolated than those suffering from psychological 

disabilities’.329 330 

 

The only study to have used PIN 26 to explore the lifelong effects of physical wounding and the impact 

of chronic pain on ex-servicemen was published by Joanna Bourke as a ‘microhistory’, focusing on a 

single individual: Lt Francis Hopkinson, whose story is outlined in greater detail in Chapter 3 of this 

thesis. In contrast to Meyer’s work, Bourke highlights the potential longevity of these injuries and 

reminds readers ‘the effects of wartime wounding lasted entire lifetimes’.331 Far from being simply 

resolved with a new prosthesis, PIN 26 shows that for some physically disabled veterans: 

 

Their lives were ruled by pain, despair and conflict with the authorities and medical personnel. 

Although their continued suffering was often dismissed or treated as inauthentic, disabled 

service personnel could not simply shrug off their misfortune; young lives could not simply be 

resumed… the war-afflicted body in pain was a life sentence.332 

 

This study aims to add to the literature on PIN 26 as the first lifelong injury effects survey using all 

relevant cases retrieved by a systematic search of the files. Its starting point was not the pensionable 

disability as in other works, but instead the type of injury inflicted: all blast injuries (as defined earlier 

in this thesis) that resulted in amputation or nerve damage. This study also differs from previous works 

through its recognition that amputation may not be the end point or resolution of an injury, but the first 

 
329 Meyer, Men of War, 109. 
330 Meyer, Men of War, 98. 
331 Bourke, Phantom Suffering, 66. 
332 Ibid. 
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stage of a potentially lifelong and nonlinear process of adaptation and rehabilitation. This study will 

focus on the individuals with long-term physical health conditions resulting from their amputation and 

who do not fit into the linear rehabilitation model used by many other historians in this area. 

 

Since the publication of Roy Porter’s work, The Patient’s View: Doing Medical History From Below, 

in 1985, there have been calls for greater involvement of the patient narrative in the history of medicine 

and medical humanities.333 Historians have argued that records from the perspective of the patient-in-

pain or the disabled veteran simply do not exist: their narratives and personal records have been 

described as ‘negligible’, ‘enigmatic’ with ‘few accounts… that describe what it was like to be 

wounded’, as “few disabled ex-servicemen left memoirs or autobiographies, some hospital diaries, but 

little on day-to-day experiences on living with a disability”.334 335 336 In her work The Politics of 

Wounds, Carden Coyne defends her decision to focus on the clinicians’ perspective, directly equating 

the professionals’ experience to that of the patients’, as ‘observing, studying and reflecting on a 

soldier’s wounds indelibly inscribed something of his pain in the minds and memories of stretcher-

bearers, ambulance drivers, nurses and doctors, ultimately challenging political and social expectations 

about enduring pain’.337 An alternative theory is that it is often simply easier to study the professionals’ 

experience instead of the patients. As Bourke has noted in her history of pain and her argument that 

there has been too much focus on ‘the perspective of the alleviation rather than the articulation of 

pain’: ‘It is much easier to follow the ‘paper trail’ of pain relief than to search for the more fragmented 

and often confused narratives left behind by tormented bodies’, “the body in pain seeks solitude and 

 
333 Porter, The Patient’s View. 
334 Robinson, Shell-Shocked British Army Veterans in Ireland, 1918-39, 44. 
335 Carden Coyne, The Politics of Wounds, 9. 
336 Van Bergen quoted in Fiona Reid, Medicine in First World War Europe: Soldiers, Medics & Pacificists, (London: 

Bloomsbury Publishing), 114. 
337 Carden Coyne, The Politics of Wounds, 19. 
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silence, instead of stories’ and for this reason pain is more usually described by an observer than a 

sufferer”.338 339 340 

 

In the most literal sense, PIN 26 is that paper trail for disabled veterans as patients in pain. The dataset 

in this project allows the long-term, in some cases lifelong, follow-up of 100 veterans using written 

sources from all sides of the rehabilitation process: the medical professionals assessing disability, the 

institutions in which they worked, and the patients themselves. The importance of the disabled person’s 

narrative, particularly in terms of understanding lived experience and in the valuation and assessment 

of disabilities, has been highlighted by McGuire who has noted: 

 

Non-disabled people are extraordinarily bad at predicting the effects of disability on perceived 

well-being. Non-disabled people tend to assume that disability will have a substantial negative 

effect on perceived well-being and that the perceived well-being of the disabled will be 

substantially lower than their own… a substantial amount of research suggests that this is 

simply not the case.341 

 

The testimonies and narrative statements within PIN 26 allow the pensioners to narrate their 

experiences and the impact of injury and chronic pain on their post-war lives in their own words. This 

has enabled the exploration and comparison of perspectives from the medical professionals assessing 

and providing treatment, the Civil Servants placing a financial value on disability and administering 

aid, and the disabled veterans themselves: ‘facilitating ongoing resolution between lived experience 

and the clinical view’.342 

 
338 Ibid, 3. 
339 Bourke, The Story of Pain, 22. 
340 Bourke quoted in Reid, Medicine in First World War Europe, 114. 
341 Coreen McGuire, Measuring Difference, Numbering Normal: Setting the Standards for Disability in the Interwar 

Period, (Oxford: Oxford University Press), 54. 
342 Ibid, 208. 
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Far from the cohesive memoirs or autobiographies of First World War veterans, the statements in PIN 

26 act as snapshots into small moments of the injured veterans’ lives: they capture men confined to 

bed with pain, travelling the world in the hope of successful treatment, and those balancing careers, 

families and recovery.343 344 These files have the advantage over the memoir narratives in that they are 

not based on the rhetorics of ‘Triumph’ or ‘Nostalgia’ in which the protagonist overcomes 

hopelessness, despair and the challenges of their disability, ‘fondly remember[ing] the lost limb’ and 

recalling their previous life.345 At the moment of writing in PIN 26, the veterans may have been very 

far from triumph; although surviving their war wound, many initially struggled to adapt to everyday 

life with a disability. 

 

This chapter will explore the patient experience and the results of the PIN 26 dataset in four sections: 

Patients, Pain, Physical Impact and Pensions. The section ‘Patients’ provides basic demographics of 

the pensioners and discusses the significance of date of injury, cause of injury and type of amputation. 

Mechanisms of injury, rates and types of chronic pain, societal and medical expectations of patients in 

pain will be explored in the second section, ‘Pain’. The third section of this chapter, ‘Physical Impact’, 

will connect to the later chapters on ageing and deterioration in amputee veterans, evaluating evidence 

of potential physical comorbidities in the First World War ex-servicemen, the most commonly reported 

conditions and impact on social or domestic life, mortality rates of the PIN 26 pensioners and the 

widows’ appeals recorded in the files. Chapter 6 of this thesis outlines the development of the pensions 

rating system for disabled veterans in greater detail. This chapter, however, reviews this system from 

the perspective of the pensioner and the records of PIN 26 with the appeals accepted or refused, the 

 
343 Ministry of Pensions Award File: Pte Ivor Davies, PIN 26/19959, The National Archives, Kew (UK) (hereafter TNA 

PIN 26/19959) 
344 Ministry of Pensions Award File: Lt Sydney John Gowland, PIN 26/21678, The National Archives, Kew (UK) 

(hereafter TNA PIN 26/21678). 
345 GT Courser quoted in Meaghan Melissa Marie Kowalsky, Enabling the Great War: Ex-Servicemen, the Mixed 

Economy of Welfare and the Social Construction of Disability, 1899-1930, (PhD thesis, University of Leeds, 2007), 213. 
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potential for pensioners to become ‘Minister’s cases’, pensions awarded specifically for chronic pain, 

and the impact that ‘likeability’ or Civil Service discretion could have on a pensioner’s rating.  

 

Patients 

The basic patient demographic data extracted from the files included the pensioner’s rank, service, 

nationality and age at wounding. The statistics for each rank and service can be seen in Tables 4 and 

5. The total is greater than the number of files in the dataset as some veterans were awarded a 

promotion and subsequent rise in rank after injury and some transferred services after injury: for 

example, Captain Thomas Marson who lost a leg at Gallipoli and ‘by influence or somehow or other 

got back into the Army as a Flying Man, quite undeterred by the loss of a limb’.346 Previous work into 

PIN 26 has shown that Officers are vastly overrepresented in these files in comparison to their 

proportion of the British Army and the results of this study are in line with this.347 Despite making up 

just 4% of the British Army in this period, 55% of the PIN 26 files referred to a pensioner holding an 

officer rank. The files include all three British military services, one Canadian, one Australian and one 

civilian injured during an enlistment fitness test (Table 4, 5). 

 

 

 

 

 

 

 

 
346 Letter from Dr Tuke to Professor Sir John Fraser, 21 January 1938, Ministry of Pensions Award File: Wing 

Commander Capt. Thomas Bertram Marson, PIN 26/19948, The National Archives, Kew (UK) (hereafter TNA PIN 

26/19948) 
347 Robinson, Shell-Shocked British Army Veterans in Ireland, 1918-39. 
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Rank Total 

2nd Lieutenant 12 

Able Seaman 3 

Bombardier 1 

Captain 8 

Corporal 1 

Driver 1 

Flying Officer 3 

Gunner 7 

Lieutenant 30 

Major 2 

Private 29 

Rifleman 2 

Sapper 2 

Trooper 1 

Table 4. Rank of pensioners in the PIN 26 dataset 

 

Service Total 

Australian Infantry Force 1 

British Army 79 

Canadian Expeditionary Force 1 

Civilian 1 

Royal Air Force 14 

Royal Flying Corps 2 

Royal Navy 8 

Table 5. Service of the pensioners in the PIN 26 dataset. 
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Injury 

Date of Injury 

Learning to transport and treat the severe injuries of the First World War was a continual process; ‘the 

men wounded in the later years gained enormously on those wounded in the early years’.348 In 1914, 

the medical facilities of the Western Front were unprepared and overwhelmed. An article from early 

November of that year noted that the ‘undermanning’ of these facilities caused a ‘great deal of 

unnecessary suffering and probable loss of life’.349 In the early days of the war, if it was believed the 

patient would survive the journey, they were passed along the line to a base hospital and away from 

the front as soon as possible, with minimal treatment, and ‘it was not until 1918 that patients arrived 

with wounds drained, fractures reduced, and bone and shrapnel removed’.350 Chief Surgeon to the 

British Army, Sir Anthony Bowlby (Fig. 32) believed the innovations in practice between 1914 and 

1918 made the situations incomparable: 

 

The mortality at the front in the early days of the war cannot be directly compared with the 

mortality at the front in the year 1918, because the conditions were totally different. In the latter 

year and in 1917 all the worst cases were retained in the casualty clearing stations, and many 

died there, while in 1914 and 1915, whenever there was heavy fighting, practically all patients, 

however bad their condition, were at once sent to the base hospitals by ambulance trains, 

because the casualty clearing stations were far too few and too small to accommodate them.351 

 

The Official Histories of the Great War outlined four distinct phases of treatment.352 In the first phase 

of the war, those first few months criticised by Bowlby, the focus was on drainage of wounds, almost 

 
348 Berkely and Bonny quoted in The Politics of Wounds, 26. 
349 Dr Victor Horsley, British Medical Journal, 7 Nov 1914, quoted in The Politics of Wounds, 26. 
350 Anthony Bowlby, “An Address on Gunshot Fracture of the Femur Delivered at a Meeting of the American College of 

Surgeons in New York, October 8th 1919”, British Medical Journal 1, no. 3079 (1920): 1-4. 
351 Ibid. 
352 Macpherson et al, Medical Services of the War, 297. 
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all of which became infected. Treatment intended to fight this infection, the irrigation of joints, broke 

down the body’s protective adhesions and caused the sepsis to spread. As a result, the mortality and 

amputation rates were the highest of the war: 60% of knee injuries without fracture and 80% with 

resulted in amputation and patients with salvaged, rather than amputated limbs, reporting poor 

functional outcomes in later years.353  

 

 

Figure 32. Sir Anthony Bowlby. 

 

From 1915, focus moved to cutting away rather than washing away the infection, with immobilisation 

and excision key procedures, although the importance of excising infection was not yet fully 

understood. This process continued throughout the summer of 1916 with the first use of the Carrel-

Dakin method, as discussed in Chapter 3, and the widespread adoption of the Thomas splint for both 

transport and postoperative care. By the final phase of treatment, introduced by spring 1917, early and 

free excision had become standard and 70% of wounds left to heal by first intention were successful: 

 
353 Ibid. 
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advice shared by Berkeley Moynihan at the Clinical Congress of Surgeons in 1917 as ‘one certain 

thing… if you get your patient early, if you operate ruthlessly, taking away all dead and contaminated 

tissues, you will find that you can get an early and perfect healing of that wound by first intention’.354 

355 

 

Despite the rates of amputation throughout the war, the Official Histories noted that limb salvage was 

the recommended practice for severe trauma as ‘conservative treatment… should be carried out 

whenever possible’.356 Amputation should be performed only when ‘conservative methods have failed 

and the patient’s general condition is deteriorating’.357 Despite the improvements made to amputation 

procedures during the war, it still carried a high mortality rate. In his 1918 study of base hospitals in 

France, Bowlby recorded 513 amputations in the patient set of 5,025, 10.2% of the total, with a 

mortality rate of 33%.358 He noted that ‘a very large number of the deaths followed amputation’, 

although ‘the final results obtained in the limbs that were saved show a very great improvement on 

those of the early part of the war’.359 360 

 

In contrast to Bowlby’s study, the PIN 26 dataset does not show such a sharp divide in amputation 

results between the early and later days of the war. The first veteran with an amputation recorded in 

these files, Captain Thomas Bullock, underwent a lower limb amputation within three weeks of the 

war’s commencement, yet reported no pain until 1950 and, despite likely receiving minimal 

rehabilitation or instruction in using his prosthetic limb, was recorded as being able to ‘walk well, ride 

 
354 Ibid, 298. 
355 Selcer, “Standardizing Wounds”, 90-91. 
356 Macpherson et al, Medical Services of the War, 302-3. 
357 Ibid, 306. 
358 Ibid, 355. 
359 Ibid, 356. 
360 Ibid. 
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bicycle, drive car, play tennis, ride a horse and motorcycle’.361 As seen in Table 6, cases requiring 

reamputation appear to be relatively evenly split between the early and later years of the war, as are 

reports of postamputation pain. Reviewing the files reveals that for every case such as 2nd Lieutenant 

Edward Dean who underwent two amputations and a period of almost weekly operations to remove 

sequela and neuroma, there is a case like Lieutenant Henry Blaauw, with no reports of pain and whose 

amputation ‘has not given trouble since it was performed nearly four years ago’.362 363 

 

Injury Name Amp 1 Amp 2 Amp 3 

11/03/15 John Lumsden 28/03/15 

 

Below-knee 

24/04/15 

 

Above-knee 

- 

15/06/15 Edward Dean 07/15 

 

Below-elbow 

09/15 

 

Below-elbow 

- 

04/09/15 Christopher Owen 02/10/15 05/04/16 

 

- 

26/01/16 

(resulted in 

traumatic 

Chopart 

amputation) 

Stephen Darmody 09/03/20 

 

Ankle (Symes) 

01/06/67 

 

[?] 

- 

17/05/16 Albert Crowther 20/05/16 14/10/16 - 

13/07/16 Cecil Emden 14/07/16 20/07/16 - 

14/07/16 Richard Kelly 25/07/16 

 

Thigh 

02/09/16 

 

Thigh 

- 

20/10/16 Harry Key 20/10/16 (L leg) 19/02/17 (L leg) - 

 
361 Ministry of Pensions, Proceedings of a Medical Board, 25 June 1915, Ministry of Pensions Award File: Capt. Thomas 

Montague Bullock, PIN 26/21313, The National Archives, Kew (UK). 
362 Ministry of Pensions Award File: 2nd Lt Edward Dean, PIN 26/21488, The National Archives, Kew (UK). 
363 Letter from Henry Blaauw to the Ministry of Pensions’ Director General of Awards, 16 June 1920, Ministry of 

Pensions Award File: Lt Henry Blaauw, PIN 26/21214, The National Archives, Kew (UK). 
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21/10/16 (R 

leg) 

 

Below-knee 

29/05/17 (R leg) 

 

Above-knee 

26/11/16 Wilbert Thomson 27/11/16 18/03/17 - 

11/04/17 Charles Steward 24/09/18 20/06/19 06/02/20 

12/05/17 Bertie Keates 12/05/17 05/09/17 - 

20/05/17 James Maguire Date not 

recorded 

 

Below-knee 

Date not 

recorded 

 

Above-knee 

- 

12/08/17 Francis Hopkinson 23/08/17 

 

Foot 

24/08/17 

 

Mid-thigh 

25/02/26 

 

Though-hip 

29/08/17 Jobey Parker 01/07/17 

 

Wrist 

1921 

 

Forearm 

18/01/24 

 

Through-

shoulder 

12/10/17 James Atkinson 26/11/24 

 

Though-ankle 

(Symes) 

07/12/56 

 

Through-knee 

- 

21/09/18 Douglas Bancroft-

Wilson 

09/10/18 

Ankle 

04/12/18 

Leg 

- 

03/04/21 Alwyn Smith 18/02/21 

 

Through-knee 

08/03/21 

 

Mid-thigh 

- 

Unknown John Wormwell 06/05/22 08/09/25 - 

Table 6. Cases within PIN 26 dataset requiring reamputation. 
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Site of Amputation Side of Amputation 

Left Right Bilateral 

Above elbow 3 3 - 

Above knee 2 1 - 

Ankle 4 - 1 

Below elbow 6 1 - 

Below knee 9 11 1 

Finger 2 4 - 

Foot - 2 - 

Hand 1 - - 

Thigh: lower third 3 4 - 

Thigh: mid 6 10 - 

Thigh upper third 1 - - 

Through shoulder 2 1 - 

Toe 2 2 1 

Total 41 39 3 

Table 7. Site and side of amputations in the PIN 26 dataset. 

 

 Toe Ankle Femur Leg Lower 

Thigh 

Mid-

Thigh 

Upper 

Thigh 

Hip Finger Forearm Above 

Elbow 

Shoulder 

Toe 5 - - - - - - - - - - - 

Foot 1 3 3 - - - - - - - - - 

Ankle - - 3 - 1 1 - 1 - - - - 

Femur - - 6 - - 6 - - - - - - 

Knee - - - - 2 2 - - - - - - 

Leg - - 9 11 4 3 2 - - - - - 

Thigh - - 1 - 1 6 - - - - - - 

Hip - - - - - 1 - - - - - - 

Finger - - - - - - - - 3 - - - 

Hand - - - - - - - - 2 - - 1 

Forearm - - - - - - - - - 1 2 - 

Arm - - - - - - - - - 4 2 - 

Elbow - - - - - - - - - - 1 - 

Shoulder - - - - - - - - - - - 2 

Table 8. Location of wounding (X) and site of final amputation (Y). 
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Mechanism of Injury 

Volume Two of the British Official Histories of the War outlined the most common mechanisms of 

injury seen in the war.364 It noted that accidental and work-related injuries differed little from civilian 

life, bayonet wounds from combat were rare and accidental bayonet wounds were more common.365 

Bullet wounds from rifles or machine guns rarely led to sepsis, with nerves often perforated or only 

partially cut. If severed entirely, the ends were likely close together, which was beneficial for healing. 

More common and more destructive, however, were artillery shell wounds. These often led to a higher 

rate and greater severity of sepsis and gangrene. Nerves could be crushed, torn apart or blown away 

completely, either by fragments of the shell or bone. The Official Histories estimated that around 4% 

of wounds involved the joints and around 20% some degree of nerve injury and yet, despite the scale 

of nerve injuries, ‘no great addition has been made to previous knowledge, except in relation to minute 

points of anatomy’.366 

 

This estimate from the Official Histories almost exactly matches the prevalence of nerve injury found 

in the PIN 26 dataset, in which 20 pensioners were recorded as sustaining nerve damage at the time of 

injury. Most commonly injured were the ulnar and median nerves, surprising perhaps, given that across 

the entire dataset, there were more lower limb injuries than upper, and although the type of injury was 

recorded in less than half of cases, in 63% of those that were, the nerve was entirely divided and had 

to be excised or sutured. This dataset corroborates the findings of the Official Histories: shell wounds 

were the most destructive (Fig. 33). Although the most common mechanism of injury was a gunshot 

wound of an unspecified type (defined in this case as bullets, most commonly from rifles or machine 

guns) which accounted for 42% of nerve injuries, shell and shrapnel injuries also caused a further 42% 

and the majority of cases in which the nerve was found to be completely severed. 

 
364 Macpherson et al, Medical Services of the War, 145. 
365 Ibid, 146. 
366 Ibid, 151. 
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Figure 33. Fragments of a single artillery shell casing, fired in 1915. 

 

According to the literature of the time, the leading cause of amputation was not injury, but infection. 

In his 1918 study, Bowlby recorded 71 amputations in a single hospital, 79% of which were 

necessitated by gangrene or sepsis.367 The surprise of medical professionals at the rates of infection 

seen early in the war is given in more detail in Chapter 5 of this thesis. High velocity weaponry carried 

infection-causing bacteria deep into the soldiers’ wounds, along with scraps of filthy uniforms, 

fragments of tissue and bone of any solider unlucky enough to be too close to the blast, and most 

commonly, surrounding soil disturbed by the fighting. As Berkeley Moynihan commented: ‘it is 

impossible to exaggerate the intimacy of the contact between the soldier and the soil on which he is 

fighting’.368 

 

 
367 Ibid, 354. 
368 Selcer, “Standardizing Wounds”, 73. 
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The medical records within PIN 26 do not show as high a rate of infection as that found by Bowlby, 

with 21 amputations recorded as due to infection, most commonly described as gangrene, gas gangrene 

or sepsis, terms that appear to be used in the records interchangeably, and a further six cases of 

infection that did not result in amputation. Rather than showing a decrease over the war as conservative 

treatment was refined, the rates of amputation remain relatively consistent between 1916 and 1918. 

There are no records of infection in PIN 26 from 1914, although this is unsurprising as there is only 

one case from 1914 within the dataset. In 50% of cases, it appears that the amputation was effective 

treatment in preventing the infection from spreading further into the limb. Only one case was 

specifically reported as requiring further re-amputation to beat the spread of the infection, although 

two others required further surgeries for the removal of sequestrum or oedema. 

 

Amputation Technique 

In his 1919 study of in-patients at Shepherd’s Bush Orthopaedic Hospital, Lt David McCrae Aitken, a 

specialist in orthopaedics and assistant to Major-General Sir Robert Jones, the army’s Director of 

Military Orthopaedics, highlighted that just 10% were injured in the final year of the war: the vast 

majority had been wounded in the years 1915 to 1917 but left with long-term medical issues such as 

inadequate stumps that had required multiple re-amputations.369 Captain Eric Payten Dark, an RAMC 

surgeon and one of the first one hundred Australian doctors to join the RAMC served in Macedonia 

towards the end of the war and wrote of his experiences at a 1000-bed General Hospital in 1918: he 

noted most of his work was ‘doing amputations or re-amputations where the previous operator had left 

a badly designed stump… most of the re-operations had to be done because the end of the bone was 

pressing directly into the skin’.370 It is likely that many of these re-amputations were due to the use of 

 
369 Macpherson et al, Medical Services of the War, 393. 
370 Captain Eric Payten Dark, The WWI Military Memoirs of Captain Dark, MC. Australian Doctor, Great War, WW1: 

The Medical Front, http://www.vlib.us/medical/dark/dark.htm. 
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the guillotine technique, ‘a swift circular amputation with little or no attempt to form flaps’.371 This 

technique was advocated against from 1916 when it became clear that, in comparison to the two-stage 

technique, it led to greater rates of postoperative issues including poor prosthesis fit, nerve pain and 

protruding bone (Fig. 34).372  

 

 

Figure 34. Final results of guillotine amputation with adherent scars. 373 

 

Although the disadvantages of the guillotine amputation had become clear long before the end of the 

First World War, they did not disappear from practice: an article from The Lancet during the Second 

World War noted with ‘regret that this lesson must be re-learned, that in our base hospitals today are 

wounded men suffering from the results of this discredited procedure, and that the surgeons who 

performed it can point to contemporary writings recommending it or at any rate condoning the 

guillotine amputation’.374 By 1940, The Lancet had called for an end to the procedure: ‘the 

disadvantages of the guillotine are so immense and so irreparable, and its advantages compared to a 

 
371 Edwards, Mayhew & Rice, “Doomed to go in Company in Miserable Pain”, 1716. 
372 Ibid. 
373 Macpherson et al, History of the Great War Based on Official Documents, Vol II, 465-466. 
374 “Guillotine Amputations”, The Lancet 235, no. 6106, (1940), 139. 
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flap or cuff operation rapidly performed and left unsutured so illusory, that it should, once and for all, 

be abandoned’.375 

 

Guillotine amputations are rarely specifically referred to in PIN 26, with just two references across the 

dataset, neither of which were particularly successful. In the first case, that of Lt Douglas Bancroft-

Wilson who was wounded by a hand grenade, receiving multiple fragments wounds across both legs, 

the guillotine amputation of the leg was performed after an ankle amputation failed to stop the spread 

of infection.376 However, the procedure caused Bancroft-Wilson further issues, including a secondary 

haemorrhage from the tibial artery which could not be ligatured and only stopped with pressure 

forceps, and subsequent contraction of the hamstring which required treatment by extension (Fig. 

35).377 

  

 

Figure 35. Extension on open amputation stump using part of Thomas splint. 

 
375 Ibid. 
376 Ministry of Pensions Award File: Lt Douglas Bancroft-Wilson, PIN 26/21145, The National Archives, Kew (UK). 
377 Ibid. 
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The second example, Pte Ivor Davies, was injured by a German mine and underwent three surgeries 

and a guillotine amputation through his right calf. Like Lt Bancroft-Wilson, the limb did not heal 

straight, although for Pte Davies, it was not possible to use extension to improve the shape of the stump 

or assist its healing. In 1916, Davies’ doctors noted the damage caused by the inadequate amputation 

technique, commenting that they ‘could not use any strapping or pull down soft tissues and skin, [the 

wound was] not closed, not closing well’.378 Three years later, when the stump had healed, his Medical 

Board noted that his ‘earning capacity would be improved if the stump were better covered’, and that 

it would be less likely to break down and ulcerate.379 Despite multiple in-patient treatments to improve 

the condition of his stump, it would appear that the Medical Board was correct in its statement: 

Although ‘willing to do any kind of light work in any part of the country that could be found for him’, 

the Labour Exchange was unable to find him work, noting ‘he has no prospects of employment’ and 

Davies remained unemployed for the next 17 years, “mostly in bed, in misery”.380 381 

 

In current military practice, guillotine amputations are rarely performed and advised against in official 

guidelines. However, they did hold a place in emergency conflict surgery until relatively recently. In 

their retrospective review of two cohorts of British military casualties (2003-2008 and 2008-2010) 

across the Iraq and Afghanistan conflicts, Brown & Clasper found that in the earlier cohort, 26% of all 

amputations were performed using the guillotine method.382 There were no instances of the guillotine 

amputation in the later cohort (2008-2010) after the publication in 2007 of the Guidelines for 

Amputation in the Field Hospital Setting by the Lower Limb Trauma Working Group, a 

 
378 Medical History of Ivor Davies, 19-23 June 1916, TNA PIN 26/19959. 
379 Ministry of Pensions, Alternative Pensions Report of Medical Referee on Present Condition and Earning Capacity of a 

Discharged Sailor or Solider, 16 May 1919, TNA PIN 26/19959. 
380 Letter from J Davis, Inquiry Officer to the CAO of the South East Metropolitan Area, 1 July 1933, TNA PIN 

26/19959. 
381 Letter from J Davis, Inquiry Officer to the CAO of the South East Metropolitan Area, 10 September 1930, TNA PIN 

26/19959. 
382 Kate V Brown, J C Clasper, ‘The Changing Pattern of Amputations’, Journal of the Royal Army Medical Corps 159 

(2013), 300. 
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multidisciplinary group of surgeons in the Academic Department of Military Surgery & Trauma at the 

Royal Centre for Defence Medicine.383 In agreement with publications from the International 

Committee of the Red Cross, the guidelines recommended that the guillotine amputation should not 

be performed under almost any circumstances as ‘the panel believed that it would be very unlikely that 

all tissues will have been injured at the same level, and therefore either viable tissue has been 

unnecessarily excised (particularly skin), or deeper tissue has been inadequately debrided (particularly 

muscle, and following mine injury)’.384 385 They concluded that, without the creation of flaps, a 

guillotine procedure was no quicker to perform than excision of non-viable tissue and foreign bodies, 

and so could not be justified on the grounds of speed, and that the resulting stump was unlikely to 

comfortably fit a prosthesis: conclusions remarkably similar to those of 1916 and 1940. 

 

Ideally, the PIN 26 dataset would have been used to further investigate the long-term outcomes of 

types of amputations. However, the dataset is too small for a thorough investigation of the direct effects 

connected to specific techniques of amputations to be carried out: the type of amputation is recorded 

for just 18% of pensioners and, as in the case of guillotine amputations, there are very few examples 

for each. As can be seen in Table 9 the greatest number of patients for an amputation type was just 

four. 

 

 

 

 

 

 
383 J Clasper, on Behalf of the Lower Limb Trauma Working Group, Academic Department of Military Surgery & 

Trauma, Royal Centre for Defence Medicine, Birmingham, “Amputations of the Lower Limb: A Multidisciplinary 

Consensus”, Journal of the Royal Army Medical Corps 153, no. 3 (2007): 172-174 
384 Robin M Coupland, Amputation for War Wounds, (Geneva: International Committee of the Red Cross, 1992). 
385 Clasper, ‘Amputations of the Lower Limb’, 172-174. 
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Amputation Type Total Dates Performed 

Chopart 1 1916 

Gritti Stokes 1 1917 

Guillotine 2 1916 

1918 

Syme’s 4 1915 

1916 

1922 

1924 

Two-stage 4 1915 

1916 

1918 

1921 

Traumatic 4 1915 

1918 

1918 

1918 

Unknown 70 - 

Table 9. Type and date of amputations in PIN 26 dataset. 

 

The literature quoted above regarding guillotine amputations appears to suggest that there was a sharp 

divide in amputation techniques in 1916. However, the cases within PIN 26 disprove this theory with 

incidence of guillotine, Syme’s (an amputation at the ankle joint in which the heel is preserved for 

weight-bearing) and two-stage amputations (the only elective amputation techniques within PIN 26 to 

include more than one patient) split equally before and after 1916. The date of the amputation also 

appears to have little impact on the functional outcome for the patient, despite literature emphasising 

the improvements in technique over the war.  
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Pain 

Rates and Types of Pain 

Files within the final dataset were searched for all references to chronic postamputation or post-

traumatic neuropathic pain. These types of pain were defined in line with the International Association 

for the Study of Pain’s definitions as seen in Table 10. Neuropathic pain in these cases was recorded 

as all pain described in the original records using terms typical of neuropathic pain such as ‘shooting’, 

‘burning’, or which was caused, or believed to have been caused, by traumatic nerve damage and 

regeneration. Each reference to postamputation and neuropathic pain was coded in NVivo 12 with the 

terms used by patients to describe their pain coded within a separate node for further analysis. 

 

Phantom limb pain Painful sensations referred to the absent limb 

Residual limb (stump) pain Pain localized in the stump 

Phantom sensation Any sensation in the absent limb, except pain 

Table 10. Definitions of chronic postamputation pain. 386 

 

In their survey of postamputation pain in serving military personnel undergoing rehabilitation at the 

UK’s Defence Medical Rehabilitation Centre, Aldington et al reported that, at some point since 

amputation, 80% of participants experienced residual limb pain and 76% phantom limb pain, with 56% 

and 63% respectively reported pain significant enough to be regarded as analgesic failure.387 Analgesic 

or treatment failure was defined as ‘greater than ‘mild’ pain’.388 

 

A significant finding from the dataset was the prevalence of chronic postamputation pain reports within 

PIN 26 supported estimates made by current studies. Seventy-six per cent of pensioners included in 

the dataset reported residual limb pain, phantom limb pain, phantom limb sensation or neuropathic 

 
386 Nikolajsen L, Jensen TS. ‘Phantom Limb Pain’, in British Journal of Anaesthesia. 2001;87(1):107-16. 

https://doi.org/10.1093/bja/87.1.107. Medline:11460799</jrn> 
387 Aldington et al, “A Survey of Postamputation Pains in Serving Military Personnel”, 38. 
388 Ibid. 
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pain resulting from traumatic peripheral nerve injury. As anticipated from previous literature, the most 

commonly reported form of chronic postamputation pain was residual limb pain and this was reported 

by 47% of pensioners included in the dataset. Reports of phantom limb pain and sensation were present 

within the dataset, however, at far lower levels than seen in current research. Phantom limb pain 

accounted for 10% of all pain reports and phantom sensation 7%. 

 

The possibility that this lower prevalence rate could have been due to the speed of amputation and lack 

of limb salvage in the First World War in comparison to current practice was considered. However, 

after reviewing the patient files and other testimonies from First World War veterans, it was concluded 

this was unlikely and was more likely due to a reticence from both patient and clinicians to discuss a 

condition that could not be easily explained or surgically resolved. This has been discussed in greater 

detail in Chapter 5 of this thesis. Correspondence from the British Medical Journal concluded phantom 

limb pain was likely more common than published medical literature suggested, but it was a condition 

patients learned to live with and clinicians ‘called upon to deal with only that minority of patients in 

whom spontaneous remission does not occur and who are accordingly driven to seek advice’.389 This 

may be a partial explanation for why reports of phantom limb pain in PIN 26 peak in the early 1920s 

and throughout the 1950s, reflecting both the first appearance of the condition or of chronic 

postamputation pain in general, and then three decades later, as the cohort aged and the lifelong impact 

of these injuries, especially when combined with general age-related deterioration, began to take their 

toll. 

 

This can be seen in testimony from James Gower, a First World War veteran and lower limb amputee 

who suffered from phantom limb pain for decades before the condition was explained to him: 

 

 
389 J Donaldson Craig, ‘Pain in Phantom Limbs’, The British Medical Journal, Vol. 1, No. 4557 (May 8 1948), 904. 
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After I’d come round after my operation I didn’t know they’d taken my leg off because it felt 

as though it was still there. I had to reach down in the bed and touch the empty space before I 

could believe they’d done it. It wasn’t until years later when I met some chaps from BLESMA 

that they explained the problem of phantom pains to me. At the time I kept telling the doctors 

that I had pains in my leg, but all he said was that I hadn’t because the leg was gone. I thought 

I should know whether I could feel pain or not but I didn’t think it was worth arguing. You 

could’ve easily started to think it was all in your mind… I knew a chap in hospital with me like 

that who went mad from the phantom pains he was getting… they had to put him away in the 

end.390 

 

Phantom limb pain and sensation in this cohort has previously been explored by historians, in particular 

Joanna Bourke in her work, Phantom Suffering: Amputees, Stump Pain and Phantom Sensations in 

Modern Britain.391 However, this work, as many others, relies on clinicians’ reports and thus probably 

underestimates the prevalence of this condition. In this article Bourke states that ‘most surgeons’ of 

this period estimated that under 16% of amputees suffered phantom limb pain, ‘with the vast majority 

placing the percentage at closer to one per cent’.392 Even in comparison to the lower rates of PIN 26, 

this would appear to be under-estimating the scale of the problem, once again highlighting the 

importance of patient-centred research and using statements of lived experience from patients where 

possible. 

 

Despite the number of references to phantom limb pain that appeared in the professional medical 

literature of the time, this condition does not appear to have been prioritised or even investigated 

thoroughly within the PIN 26 patient cohort. Only one of the pensioners who reported phantom limb 

 
390 Ena Elsey, ‘Disabled Ex-Servicemen’s Experience of Rehabilitation and Employment After the First World War’, 

Oral History 25, no. 2 (1997), 54-55. 
391 Bourke, Phantom Suffering. 
392 Ibid, 70. 
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pain received a successful course of treatment for the condition (a course of interspinal lignocaine 

injections), and this occurred twenty-five years after the first reference to phantom limb pain in his 

file.393 Outside of this case, no other PIN 26 pensioner appears to receive treatment for phantom limb 

pain or sensation. This reticence to administer treatment appears to be a combination of a lack of 

understanding as to its aetiology, and thus its treatment, and a refusal to consider the condition as a 

legitimate form of pain. 

 

This can be seen in the case of Pte William Boyd whose phantom pain (a phantom great toe) was first 

recorded in 1928 and continued until at least 1955.394 However, he received no treatment for the 

condition (“what treatment should be given is difficult to say”395) and the same note that first 

mentioned his phantom pain ends with the sentence ‘the only pain now is the operation scar being 

tender on pressure’ and the implication that only his postoperative pain is of any importance.396 The 

fact that there are multiple other reports of phantom limb pain with no reference to treatment within 

PIN 26 would suggest that in day-to-day practice, there was an expectation of phantom limb pain as 

an inevitable and untreatable consequence of amputation and not a condition worth exploring in its 

own right. These references include Lt Samuel Cooper whose ‘amputation sits A/K [and] gives no 

trouble except for phantom pain once a month’, Lt Bertie Keates with ‘occasional phantom 

contractions at night’ but was not questioned about whether these caused pain, and Pte Matthew Kerr, 

‘a staid, pleasant man of high colour who grimaces with pain due to severe phantom pains including 

sensation on the missing hand & fingers’, but who was also not offered treatment as ‘gradual 

deterioration [is] expected’: all of which imply the treatments and practices extensively reported in the 

professional literature of this period were simply the result of a professional curiosity into a little-

 
393 Ministry of Health, Report of Painful Stump Panel, 16 November 1956, TNA PIN 26/21799. 
394 UVF Hospital Belfast, Medical Report, 27 March 1929, Ministry of Pensions Award File: Pte William Hugh Boyd, 

PIN 26/16717, The National Archives, Kew (UK) (hereafter TNA PIN 26/16717). 
395 Ministry of Pensions, Medical Case Sheet, 20 September 1951, TNA PIN 26/16717. 
396 UVF Hospital Belfast, Medical Report, 27 March 1929, TNA PIN 26/16717 
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understood condition, rather than a genuine attempt to improve treatments or impact everyday practice 

for these patients.397 398 399 

 

Although there is not enough information within this dataset to thoroughly investigate the length of 

time patients suffered chronic phantom limb pain, the case files do suggest that this was a chronic 

condition with a delayed onset: on average the first report was 35.5 years after injury and amputation. 

Just one pensioner reported phantom pain and sensation within five years of injury.400 This finding is 

in sharp contrast with current literature on phantom limb pain in which it is referred as a condition 

likely to abate over time. The 2021 Clinical Update on Phantom Limb Pain reported that ‘generally, 

pain diminishes in both frequency and duration during the first 6 months after amputation’, and that 

although 25%-50% of patients will report ‘severe pain-related impairment’, only 10% of amputees 

‘will retain pain with severe intensity after six months’.401 The duration of this reduction in pain 

intensity is unknown as ‘prospective follow-up data are only available for some years and not for long-

term outcomes’.402 The differences in onset and duration of pain in current findings and the results of 

the PIN 26 study are difficult to conclusively explain. It is possible that onset was far earlier than 

recorded in the notes and that veterans only sought medical attention when the phantom pain combined 

with general ageing and deterioration to become more severe. However, there is also the possibility 

the onset of phantom pain several decades after injury is more common than current literature would 

suggest, but that it has not been reported due to the lack of long-term studies. 

 

 
397 Department of Health and Social Security, Report of Medical Examination, 15 August 1975, Ministry of Pensions 

Award File: Lt Samuel Douglas Cooper, 15/08/75, PIN 26/21417, The National Archives, Kew (UK). 
398 Ministry of Pensions, Pensioner’s Medical Board Report, 12 March 1953, Ministry of Pensions Award File: Lt Bertie 

Keates, 02/03/53, PIN 26/21889, The National Archives, Kew (UK). 
399 Department of Health and Social Security, Constant Attendance Allowance application, 30 September 1981, Ministry 

of Pensions Award File: Pte Matthew Kerr, 30/09/81, PIN 26/22764, The National Archives, Kew (UK). 
400 Ministry of Pensions Award File: Pte Jobey Parker, PIN 26/11016, The National Archives, Kew (UK). 
401 Joachim Erlenwein, Martin Diers, Jennifer Ernst, Friederike Schulz, and Frank Petzkea, “Clinical Updates on 

Phantom Limb Pain”, Pain Reports 6, no. 1 (2021): e888. Published online 2021 Jan 15. 
402 Ibid. 
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Neuropathic Pain 

Today, chronic neuropathic pain is estimated to affect 6.9-10% of the general population in the global 

burden of disease, ‘frequently causes major suffering and disability… [and] commonly persists beyond 

the natural healing process of the underlying disease’.403 The prevalence of chronic post-traumatic 

neuropathic pain resulting from a blast injury in today’s cohort of veterans with amputations or 

peripheral nerve injury is unknown. One study conducted during the Afghanistan conflict estimated 

30% of combat injuries led to reports of neuropathic pain.404 However, this study was not limited to 

blast injury, including all wounds sustained by personnel on active service, and only recorded the first 

week after injury.405 Until the publication of findings from the ADVANCE cohort, there has been little 

research or long-term follow-up of neuropathic pain in veterans with amputations or traumatic 

peripheral nerve injury.406 

 

An attempt was made to explore the prevalence of neuropathic pain resulting from amputation or 

peripheral nerve injury in the PIN 26 dataset. However, this was complicated by the lack of consistent 

terminology and agreed definitions across the time period under review. In this study, neuropathic pain 

has been defined as that resulting from traumatic nerve injury or described by the patients or their 

clinicians using terms typical of nerve pain, such as ‘shooting’, ‘stabbing’ or ‘burning’. Where the 

original files included specific terms such as ‘causalgia’, ‘neuralgia’ or ‘neuritis’, these were recorded 

in data extraction. Across the dataset, use of these terms was relatively rare with only one use of 

‘causalgia’, two of ‘neuralgia’, and three of ‘neuritis’. However, reviewing the files it appears that 

these terms were used interchangeably to refer to stump pain believed to be caused by nerve endings 

or neuroma, pain caused by traumatic nerve injury and pain caused by the involvement of nerves in 

 
403 Joachim Sholz, et al, “The IASP Classification of Chronic Pain for ICD-11: Chronic Neuropathic Pain”, Pain 160, no. 

1 (2019): 9. 
404 SJ Mercer, S Chavan, JL Tong, DJ Connor, WF de Mello, “The Early Detection and Management of Neuropathic Pain 

Following Combat Injury”, Journal of the Royal Army Medical Corps 155, no. 2 (2009): 94. 

405 Ibid. 
406 Bennett et al, “Study protocol for… The ADVANCE Study 2020”. 
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scar tissue. Neuropathic pain, most commonly referred to in the dataset as ‘nerve pain’, was reported 

in the cases of 26 patients. 

 

Results of the systematic review into the professional medical conversation around treatments for post-

traumatic neuropathic and postamputation pain imply that partially or completely divided nerves as a 

result of projectile or blast injury were common within this cohort of patients. However, within the 

PIN 26 dataset, these types of injuries accounted for just 13% of cases with neuropathic pain. The most 

commonly recorded cause of post-traumatic neuropathic or ‘nerve pain’ was the formation of neuroma 

(46%), followed by the involvement of nerves and nerve regeneration into postsurgical scar tissue 

(15%); potentially reflecting the prevalence of surgical methods in veterans’ rehabilitation and the 

ongoing revisions in surgical and amputation technique of this period.  

 

Information on treatment of post-traumatic neuropathic pain resulting from both peripheral nerve 

injury and amputation was extracted from the dataset and analysed in a similar method as the cases of 

residual and phantom limb pain. However, it proved difficult to untangle which treatments were 

recommended specifically for pain caused by nerve injury, rather than those for general ‘stump pain’. 

Where dates have been recorded, they refer to direct references to treatments prescribed specifically 

for ‘nerve pain’. In line with the findings of the systematic review of the medical conversation, ‘topical’ 

treatments such as electrical, heat and splinting were not unusual and accounted for 19% of references, 

whilst pharmacological treatments for neuropathic pain were rare, with just two recorded occasions: 

one for aspirin and one for sedatives to aid disturbed sleep. The most commonly recorded treatment 

was excision of neuroma (25%), perhaps unsurprisingly, given that neuroma were reported by one in 

ten veterans within this cohort. However, the efficacy of this treatment is questionable as four of these 

veterans underwent multiple excision procedures over a period of several years: for example, 2nd Lt 

Herbert Hirst, who underwent four excision procedures over eight years and Pte William Boyd whose 



187 

  

notes record 14 examinations specifically for neuroma, two surgeries for excision and six reports of 

palpable neuroma but with no treatment recommended.407 408 

 

The first record of post-traumatic neuropathic pain or ‘nerve pain’ believed by the veterans’ clinicians 

to be directly linked to injury or amputation was recorded within the dataset. Across all cases of 

neuropathic pain, this was an average of 8.72 years after injury. However, this average is affected by 

two veterans who did not report pain of this type until at least 40 years after injury. In 60% of cases, 

the first report of neuropathic pain was within three years of injury. The first reports of neuroma took 

a similar timeline: although there were three cases who reported neuroma in the same year as 

amputation, on average, the first report was made 5.3 years after injury. This has potential implications 

for current studies, many of which take a short view of postamputation pain as referenced in Erlenwein 

et al’s study, and reinforces the point made by surgeon Percy Sargent as early as 1920, in his proposal 

to use the term “late results” rather than “end results” in nerve injury, as ‘in the majority it cannot 

definitely be said that a stationary condition has been arrived at, even three or four years after the 

operation’.409 410 

 

Weather 

Reports of chronic postamputation pain within PIN 26 also depended on external factors such as the 

weather. Seventeen of the amputee veterans within the dataset reported that their pain was worse during 

specific weather patterns, mostly commonly (65% of cases) when the weather was cold, damp, or 

changeable. This is a frequent complaint of chronic pain patients with one recent review stating 62-

 
407 Ministry of Pensions Award File: 2nd Lt Herbert Hirst, PIN 26/21780, The National Archives, Kew (UK). 
408 TNA PIN 26/16717. 
409 Erlenwein et al, “Clinical Updates on Phantom Limb Pain”. 
410 William Thorburn & Percy Sargent, “Eighty-Eighth Annual Meeting of the British Medical Association, held at 

Cambridge, June 30th to July 2nd: Proceedings of Sections: Section of Surgery: Discussion on the End-Results of Injuries 

to the Peripheral Nerves treated by Operation: Peripheral Nerve Injuries”, The British Medical Journal 2, no. 3117 

(1920): 465. 
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97% of patients with musculoskeletal issues believe that the weather can impact their pain levels.411 

Theories into the mechanism by which weather can increase pain levels include cold and damp 

contracting scar tissue, changes in atmospheric pressure affecting intracapsular fluid and destabilising 

joints, nociceptive nerve fibres affected by changes in pressure, or simply due to confirmation bias: 

‘many participants strongly believe in a weather-pain relationship, and they may perceive higher pain 

levels under certain weather conditions because of their suspicions’.412 However, despite the anecdotal 

evidence, there has been no definite proof of a relationship, with studies either showing no association 

between weather patterns and pain levels or an association too small to be statistically significant, ‘if 

an association exists, it is not likely to be strong’.413 

 

Although this may seem a relatively trivial issue, in six cases the pain was severe enough to prevent 

the pensioner from working. For example: one case, Lt James Atkinson, who had taken a government 

retraining course after injury and started a smallholding, found that cold weather caused his injured 

leg to cramp if he knelt and ‘the scar of GSW in my thigh often pains me badly in cold weather and 

causes a lot of discomfort, as even when sitting I cannot put my weight on it for long… the whole leg 

often gets so chilled that I have to leave work, come in, take off my artificial leg & get the leg warmed 

up again’.414 It was not just manual work that was affected by pain and weather patterns: Major Jacob 

Ruttle, a former Grenadier Guard injured by a sniper bullet through the hand resulting in the 

amputation of a finger, found that his hand would cramp in cold weather, leaving him unable to hold 

a pen, and Bombardier William Foreman of the Royal Field Artillery and a soldier since the age of 14, 

complained of cold weather provoking pain and numbness in his injured feet, three years after injury 

 
411 Anna L Beukenhorst, David M Scultz, John McBeth, Jamie C Sergeant & William G Dixon, “Are Weather 

Conditions Associated with Musculoskeletal Pain? Review of Results and Methodologies”, Pain 161, no. 4 (2020): 668. 
412 Ibid, 681. 
413 Ibid. 
414 Letter from James Atkinson to the Secretary of the Ministry of Pensions, 1 November 1926, Ministry of Pensions 

Award File: Lt James Atkinson, PIN 26/22121, The National Archives, Kew (UK) (hereafter TNA PIN 26/22121). 
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and amputation of his toes. He had found work as a variety artist, but unable to move and dance, was 

forced to find alternative employment.415 416 

 

Although references to hot weather causing an increase in pain were rarer than that of cold or damp, 

the dataset does contain two. One, Pte Ivor Davies, was reported to be confined to bed periodically 

and especially during hot weather, due to severe stump pain.417 The other case demonstrates that 

weather can have a more indirect and diffuse impact on levels of postamputation pain. Pte John 

Wormwell, an above knee amputee, submitted a request for more stump socks to the Ministry of 

Pensions in 1934: Wormwell had undergone multiple operations on his stump (one scar alone was 30” 

long) and reported that he had to wear multiple stump socks ‘on amount of having a very bad stump 

which is covered in wounds and scars through operations’, and in hot weather had to change these 

socks two to three times a day, but washing caused them to shrink, making them too small to fit 

properly over the socket of a prosthesis.418 They would slip down inside the socket, irritate the stump 

and cause further pain. Wormwell is one of only two pensioners granted an additional pension for 

chronic pain. His poor stump, which frequently ulcerated and broke down leaving him unable to wear 

his prosthetic limb, made him “an exceptional case” and he was granted an extra 20% in 1951.419 

 

 
415 Proceedings of a Medical Board, 8 November 1917, Ministry of Pensions Award File: Major Jacob Ruttle, PIN 

26/22446, The National Archives, Kew (UK). 
416 Ministry of Pensions, Disability or Disabilities in Respect of Which Pension was Granted Report, 18 January 1922, 

Ministry of Pensions Award File: Bombardier William Foreman, PIN 26/5165, The National Archives, Kew (UK). 
417 Letter from J Davis, Inquiry Officer to the CAO of the South East Metropolitan Area Medical Boards, 1 July 1933, 

TNA PIN 26/19959. 
418 Ministry of Pensions Award File: Pte John Wormwell, PIN 26/19923, The National Archives, Kew (UK) (hereafter 

TNA PIN 26/19923). 
419 Ministry of Pensions, Minute 106, TNA PIN 26/19923. 
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Date of Onset 

Previous literature on this topic has indicated that there was often a gap of several years between the 

injury and the first record of postamputation pain, referred to as ‘the interval of comfort’.420 This 

phenomenon was first reported by EM Corner, consultant surgeon to Queen Mary’s, Roehampton in 

an article from 1921 on lessons learned in amputation surgery from the First World War.421 In this 

article, Corner relayed the story of a patient with such severe chronic residual limb pain, he travelled 

to the UK from Barbados for investigation and further surgery, theorising that this delay in pain was 

caused by the regeneration of nerve fibres: 

 

The nerves grew, reinfecting the scar tissue by carrying organisms into it, or they reinnervate 

tissue which has remained infective and irritant so that pain returns after an interval of comfort. 

Sleeplessness, drawing, and aching return and the phantom limb reasserts itself. Patients thus 

affected are in great danger of being regarded as malingerers; indeed, such patients have been 

submitted to me, and I have learnt again and again that regeneration of nerves still irritant and 

infective scar tissue may be responsible for the return of a patient’s pain.422 

 

An analysis of the PIN 26 cases found that on average there was ‘an interval of comfort’ of seven years 

between the initial injury and the first recorded report of postamputation pain in the medical pension 

files. Eighty-five per cent of cases occurred within ten years of injury and 42% within one to two years. 

A further 10% were recorded as appearing ten or more years since injury and are likely associated with 

ageing and age-related deterioration, rather than amputation or injury alone. 

 

 
420 EM Corner, “Amputations: The Effect of War Knowledge on Teaching, Practice and After-Care”, The Lancet 197, no. 

5081 (1921), 114-115. 
421 Ibid. 
422 Ibid. 



191 

  

The possibility that this gap was caused by the nature of the pensions system, the time needed to refer 

a pensioner for further investigation, or difficulties in getting treatments was considered. However, 

this idea was rejected, taking into consideration the Ministry of Pensions medical system: the system 

was not set up in the same way as today’s NHS: veterans could be referred through their routine 

Medical Boards or on appeal through their Local Committees, they did not need to be referred through 

a general practitioner. Although veterans did have to apply to the Ministry for treatment and this 

process could take time, it is extremely unlikely that it would have taken the years needed to account 

for this gap. 

 

Performing Pain, Personality & Stiff Upper Lip 

Both the patients and the medical staff of the First World War had inherited traditional, in some cases 

pre-anaesthesia, ideals of experiencing and expressing pain and it appears that little had changed by 

the First World War: Royal Army Medical Corps doctor Henry Gervis referred to the expression of 

pain as an ‘unpatriotic, partially treacherous act… regarded as breaching the rules of good etiquette’.423 

In his article on the work of casualty clearing stations just four months after the beginning of the war, 

Bowlby wrote of his admiration for the injured men in the British Medical Journal: 

 

Nothing could be more admirable than the sang-froid and cheeriness of men and officers alike. 

Many of them are cold, wet and hungry. All of them had more or less pain. Some of them had 

suffered exceedingly during their transit from the front, some of them were faint from loss of 

blood. A few very obviously dying. Yet no one really grumbled or made querulous complaints. 

At the most they asked for something to drink or for someone to move them to a more 

comfortable position. Many of them were so tired that, in spite of pain, they went to sleep on 

their stretchers, but, unless they were too tired, they were cheerful and grateful to those who 

 
423 Bourke, The Story of Pain, 44. 
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helped them. Their spirit was not broken by their misfortune, and they were still as steady and 

self-reliant as when they endured the shell fire in the trench or advanced to a counter attack.424 

 

This attitude towards the expression of pain and the expectation of masculine stoicism appears to begin 

even before injury. Upper limb amputee JB Middlebrook wrote of the belief that cheerfulness and 

optimism was seen as a protection from harm in the trenches- “the man who gets melancholy usually 

finds a bullet”- and this continued throughout the patient’s journey through the casualty evacuation 

and rehabilitation system.425 As Gagen has noted, ‘however pain manifested itself, it was supposed to 

be experienced stoically by British soldiers… to be stoical was the model masculine response and 

denoted the perfect patient’.426  

 

This expectation was present in both sides of the medical encounter: in his memoir, 2nd Lt CE Healey 

wrote of finding not the pain itself, but the ‘strain to try and be normal and not show I was in pain’, so 

‘terrible’ he considered suicide.427 An account from an RAMC Captain recalls a preference and greater 

sympathy for a ‘quiet and calm’ patient, in contrast to a 16 year old fellow soldier who expressed pain 

as his amputation stump was dressed, referring to him as ‘a poor wizened red-head[ed] little coward 

at the best of times’.428 Even a ‘normally kind-hearted nurse’, Sarah Richmond, ‘was stunned to find 

how much she loathed wounded soldiers rendered insane with their pain’, soldiers who screamed with 

pain ‘irritated’ her and ‘one wounded soldier who had to be held down as his dressings were changed 

made her feel profoundly ‘ashamed’ because ‘even pity would not overcome the dreadful repulsion I 

felt towards him’.429 

 
424 Anthony Bowlby, “The Work of the “Clearing Hospitals” During the Past Six Weeks”, British Medical Journal 2, no. 

2816, (1914), 1053-1054. 
425 Wendy Gagen, “Remastering the Body, Renegotiating Gender: Physical Disability and Masculinity During the First 

World War, the Case of JB Middlebrook”, European Review of History 14, no. 4 (2007): 531 
426 Ibid, 530. 
427 Ibid. 
428 Ibid, 530-531. 
429 Bourke, The Story of Pain, 44. 
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The behaviour of the patients when in pain, their stoicism, acceptance, and the extent to which they 

were seen to be ‘performing’ their pain in the ‘correct’ way, could have very real consequences for 

their treatment. As seen elsewhere in this thesis, the civil servants administering pensions had a certain 

amount of discretionary power to grant extra funding to cases they believed to be particularly 

deserving. How personally likeable the pensioner was and how genuine their case appeared could 

make a huge difference in terms of pension and treatment they received: after all, “no one wanted to 

support a malcontent, a depressive, or an amputee who mourned his lost limb” and “overcoming pain’ 

was a military and medial expectation, reinforced by common social values’.430 431 Amputee patients 

living in the Star & Garter homes could be evicted for openly expressing discontent or depression, and 

a 1933 self-help book, written by a First World War veteran with neurasthenia advised others that ‘to 

talk of troubles in a voluble, despairing way, merely piles on the agony and “plays up” the mentions… 

never display a wound, except to a physician”.432 433 As Carden Coyne has noted, ‘soldiers were often 

perceived as failing the test of manhood when they expressed pain, griped about pensions, or did not 

appear to heroically overcome their wounds’.434 

 

Reviewing comments made by medical professionals and civil servants regarding pensioners’ 

personalities within the PIN 26 files show that stoicism and cheerfulness were valued qualities by those 

who provided treatment. Lt Samuel Rumney, a veteran with a mid-thigh amputation, ankylosed 

shoulder and stiffness in knee caused by shrapnel wounds to the extent he regularly stubbed his toe 

and lost his nails, and whose condition had deteriorated by the age of 70 to the point he needed his 

wife’s assistance to dress, walk, eat and put on his prostheses, was nevertheless recorded in his medical 

 
430 Cohen, The War Come Home, 130. 
431 Carden Coyne, The Politics of Wounds, 16. 
432 Cohen, The War Come Home, 135. 
433 Robinson, Shell-Shocked British Army Veterans in Ireland, 1918-39, 6. 
434 Carden Coyne, Gender and Conflict Since 1917, 83. 
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notes as ‘cheerful, alert, as active as he can be, and tries hard’.435 Throughout his file, his amputation 

is often mentioned last in the list of complaints with less detail, and apparently valued less, than his 

shoulder or knee injuries.436 Corporal John Liddell, possibly benefitting from the fact that his injuries 

were visible as an inguinal hernia and extensive scarring of his mid-thigh stump, was referred to as a 

‘stable, intelligent, co-operative man [with]… a cheerful outlook’ with no complaints of pain. 

However, his notes reveal reports of blistering and discharge from his scar, the fact he could not walk 

with his prosthesis unless he swung it from the hip, limiting in both speed and distance, was unable to 

participate in hobbies he enjoyed (bowls and gardening) due to the restriction in movement, and 

worked at a machine ‘rolling and boring metal’ from three months after his amputation, ‘standing all 

day… 52 hours a week”, an occupation extremely likely to put pressure on his stump and on an above-

knee prosthesis.437 

 

Self-sufficiency also appears as a repeated theme throughout, with notes made about pensioners who 

were seen as not willing to take responsibility for their rehabilitation or medical treatment: for example, 

the case of Pte William Boyd. Despite undergoing nine surgeries for stump pain and breakdown and 

92 reports of pain and interactions with medical staff, the Ministry of Pensions’ doctors still expressed 

some scepticism over his condition and questioned the extent to which he was personally 

responsible.438 Examinations in 1927 and 1930 concluded that inadequate stump care by the pensioner 

had likely contributed to the stump pain and breakdown and that he ‘only requires to look after the 

stump more carefully. No special treatment advised’.439 When this failed to resolve the stump and 

neuropathic pain (unsurprisingly as the pain was later found to be caused by neuroma), notes from his 

 
435 Department of Health and Social Security, Constant Attendance Allowance application, 6 June 1973, Ministry of 

Pensions Award File: Lt Samuel Rumney, PIN 26/22442, The National Archives, Kew (UK). 
436 Ibid. 
437 Ministry of Pensions, Medical Report on an Amputee Pensioner, 1 July 19153, Ministry of Pensions Award File: Cpl 

John Liddell, PIN 26/22771, The National Archives, Kew (UK). 
438 Ministry of Pensions, Pensioner’s Record Card: Medical Report, 1 March 1927, TNA PIN 26/16717. 
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medical examiners became more sceptical, highlighting inconsistencies in Boyd’s reports of pain, and 

implying that he was being deliberately dishonest: 

 

I am not satisfied that pensioner is unable to wear his limb… I have informed pensioner that 

he has been seen to walk down the street with apparently a considerable degree of comfort… 

He states that the treatment at the Clinic is not benefitting him so I have discharged him… In 

1930, it was noted that full extension of the knee caused him pain, but in 1931, whilst he was 

in hospital, this symptom was not observed." Differences in passive, resistance & voluntary 

flexion tests: "I pointed out the inconsistency of this phenomenon to him, and he at once ceased 

to exhibit it.440 441 

 

This scepticism is particularly obvious in cases of chronic phantom limb pain, for which treatment was 

often ineffective. In his study of 200 male phantom limb patients, the noted neurologist, former RAMC 

doctor, and head of the national limb service at Queen Mary’s Hospital, RD Langdale Kelham 

described the ‘typical phantom limb pain patients’ as: 

 

More often than not a person with an unsatisfactory personality. It maybe he is an anxious, 

introspective, dissatisfied, ineffective[sic] who, becoming obsessed by his symptoms, and 

brooding upon them and his disability, tends to dramatize their degree, using undoubted 

exaggerations in his descriptions of his sufferings.442 

 

When his new method of percussion therapy, in which the stump was tapped with a small mallet in an 

attempt to concuss and neutralise pain from nerve endings, was found to be unsuccessful in 70% of 

 
440 Ministry of Pensions, Report on Present Condition of Accepted Disabilities, 8 September 1932, TNA PIN 26/16717. 
441 Letter from DCMS to DGMS, 17 September 1932, TNA PIN 26/16717. 
442 Bourke, Phantom Suffering, 49. 
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patients once they returned home, rather than review his methods or hypothesis, Kelham blamed the 

patients themselves: their perceived innate weakness and negativity, lack of stoicism and self-control, 

and their lack of faith in modern medicine: 

 

Such cases often have unstable personalities, are often paranoid in type, their experience in the 

past have been discouraging and have only served to strengthen the conviction that they have 

something seriously wrong in their stumps and that nothing and be done to help them. They do 

not view new methods of treatment with any optimism and their whole attitude becomes 

negative and defeatist… As soon as they are removed from the influence of in-patient 

conditions with its constant encouragement, they were foredoomed to relapse, because, like 

some of the initial failures, they were unsuitable material in the first place.443 

 

In her work on the history of stump and phantom pain, Bourke asserted Kelham’s theories dominated 

the field from the 1950s and that for pain to be considered ‘real’ and be taken seriously by doctors, it 

had to have a physiological origin’: ‘only rarely did physicians suggest… that chronic pain might lead 

to psychological distress rather than being caused by it’.444 However, the results from this investigation 

suggest that this was not as rare as Bourke suggested, with multiple references to untreated chronic 

pain affecting a patient’s mental health across PIN 26, PIN 15 and professional medical journals. The 

PIN 26 files include one case of a veteran awarded an increase in pension specifically for the 

psychological impact of chronic pain: Gunner Philip Warrington, who suffered neuropathic pain and 

hyperaesthesia in his right hand, described as ‘continuous’ and ‘like a toothache… burning… heavy 

and dull’.445 Warrington appealed to his Medical Board on the grounds his neurasthenia was directly 

 
443 Ibid, 77. 
444 Ibid, 49. 
445 Ministry of Pensions, Report of Medical Board on Officer or Nurse Concerning Disability in Respect of Service in the 

Great War, 23 February 1925, Ministry of Pensions Award File: Gunner Philip John Warrington, PIN 26/22665, The 
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connected to his injury, ‘having suffered pain continuously for over six years, the worry of its 

persistence has gradually undermined my constitution’.446 This was accepted with the Board noting 

the development of neurasthenia was ‘readily understood’ and concluding ‘that this Officer is suffering 

from mild neurasthenia which has lately arisen and is definitely connected with the pain which he 

suffers following amputation of the Rt thumb & as a consequence should be attributable to service’.447 

 

This reticence to express pain persisted well into the 20th century. The 1998 study of Machin & 

Williams into attitudes towards pain expression and war narratives from Second World War amputees 

with phantom limb pain, show this expectation of “disabled but cheerful”, “happy though wounded” 

or “smiling while in pain”, persisted long into the 20th century.448 Amongst its participants, the study 

found a ‘silent acceptance of high levels of pain’, and as seen in the testimony of William Towers, a 

reluctance to seek treatment of medical advice because of ‘an expectation of having one’s experiences 

dismissed’.449 

 

Compassion Fatigue 

In her work on veterans institutionalised with neurasthenia, Alice Brumby commented that: 

 

The chronic nature of their illness, teamed with their institutionalization, meant that by 1924, 

these men were no longer considered by the medical profession to be hopeful cases who were 

casualties of war, but instead were now considered to be chronic cases of mental illness, who 

just happened to have once served their country.450 

 
446 Letter from Philip Warrington to Director General of Awards, TNA PIN 26/22665. 
447 Ministry of Pensions, Report of Medical Board on Officer or Nurse Concerning Disability in Respect of Service in the 

Great War, 23 February 1925, Ministry of Pensions Award File: Gunner Philip John Warrington, PIN 26/22665, 
448 Machin & Williams (1998), quoted in Andrea Capstick & David Clegg, “Behind the Stiff Upper Lip: War Narratives 

of Older Men with Dementia”, Journal of War and Culture Studies 6, no. 3 (2013): 242. 
449 Ibid. 
450 Alice Brumby, “A Painful and Disagreeable Position’: Rediscovering Patient Narratives and Evaluating the 

Difference Between Policy and Experience for Institutionalised Veterans with Mental Disabilities 1924-1931”, 
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By the late 1920s, a similar process had happened to the physically injured veterans as the public’s 

interest began to wane and the social value of war wounds began to decline until it was considered ‘no 

longer a live question’.451 In a letter home during the war, one soldier, an ‘enteric case’, wrote of the 

hierarchy of medical conditions, ‘a sick soldier isn’t nearly such an interesting proposition as a 

wounded soldier’.452 Despite their visible wounds, in post-war society a veteran with a chronic 

condition was lower in this hierarchy of public interest than either the sick or acutely wounded. 

Although injured soldiers, particularly those with amputations, were frequently used in government 

propaganda during the war, when the conflict ended ‘and memories of it begin to fade in the general 

desire to return to a normal peacetime existence, the warrior hero gradually loses his lustre… reduced 

in stature to a beleaguered disabled man, whose needs may be perceived as an inconvenience’.453 This 

issue is explored further in Appendix 3: a social history paper on the history of the Blighty Tweed 

Company, a handweaving scheme established in Edinburgh to train and employee amputee veterans 

from 1916. Despite its initial success, winning prestigious contracts with departments stores worldwide 

and supplying both clothing and home furnishings to the Royal Family, as the public’s interest in 

injured veterans waned, the business failed and eventually collapsed. 

 

This loss of status can be seen most clearly in the PIN 26 file of Lt Charles Blackwell.454 Whilst on 

active service in France, an egg bomb (a precursor to the hand grenade) exploded in his left hand, 

blowing his hand off at the wrist and inflicting multiple small fragment wounds across his body (Fig. 

36). Over fifty pieces of bomb casing were removed from his right foot alone and a piece of shell in 
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his head would eventually cause a fatal stroke. Blackwell underwent multiple operations to remove 

the foreign bodies over the next ten years and went on to develop chronic pain in the damaged nerves 

of his arm, the phantom at his wrist, and in the scarring across his chest and abdomen. 

 

 

Figure 36. Egg bomb grenade manufactured by W E Blake Ltd, Fulham, 1917. © IWM MUN 

1936. 

 

This injury earned him a military pension of £3 per week for life, a sum he more than doubled with a 

job as a technical assistant in the Civil Service. However, this income was insufficient to ‘adequately 

support’ his family and, ‘in financial embarrassment’, Blackwell took sick leave from his job and 

began to busk in central London, playing a barrel organ, wearing a black mask and officer’s uniform 

and carrying a sign reading “Disabled Officer. Physically and financially broken”.455 Unluckily for 

Blackwell, he was recognised by an official from the Ministry of Pensions accepting a ten-shilling note 

from a woman (a sum equivalent to almost a day’s pay) and ‘three silver coins’ from a man.456 

 

 
455 Daily Mail article, TNA PIN 26/21216). 
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Authorities initially attempted to prosecute Blackwell for fraud, but this failed when he could prove 

he was a former Lieutenant, in debt, and an amputee with ongoing health conditions caused by his 

injures, and instead he was charged under the Vagrancy Act. He was imprisoned for three months. 

Headlines on the case included “BLACK MASK FRAUD: A WHITEHALL JOB AND A BARREL 

ORGAN” and a description of Blackwell as a “contemptible, miserable and sickening fraud” (Fig. 

37).457 458 The tone of the newspaper coverage shows that, while public gratitude and support for 

veterans was still present by 1921, it was already beginning to run low and it is unlikely that, had this 

case happened three or four years’ earlier, the public reaction would have been the same. 

 

 

Figure 37. Daily Mail headline, 1921, on Lt Blackwell’s conviction. 459 

 

In today’s society, the public are encouraged to identify with “our boys” in the military and, through 

public events such as the Invictus and Warrior Games ‘brought face to face with the fleshy and 

embodied impacts of state violence’.460 These events offer the opportunity for emotional investment 

into the veterans’ recovery stories, and ‘through the careful scripting of these stories, we are called to 
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cry, empathize, marvel at the indomitable human spirit. But we are not meant to despair- these stories 

all have a happy ending. The violence of war is redeemed, and the heroes have triumphed over 

adversity’.461 Veterans with chronic conditions do not, or cannot, offer this opportunity for healing. 

They do not offer a redemption from violence or a triumph over adversity, but potentially prevent the 

public healing, acting as a constant reminder of the State’s violence and, ‘to the able-bodied of the 

negative body- of what the able-bodied are trying to avoid, forget and ignore’.462 

 

Physical Impact 

Concomitant Conditions 

One of the most important research aims of this thesis was to use the PIN 26 files to identify whether 

blast injury-related amputations led to any physical health conditions for the veterans later in life. The 

possibility that severe conflict wounding had some potential association with the premature 

development of age-related conditions, an increase in mortality rates and cardiovascular conditions 

has been discussed within the veteran community since the 1930s. One of the first reports appears in 

1937 as the result of a Royal British Legion ‘Special Committee established for the purpose of 

investigating the problem of Prematurely Aged Ex-Servicemen’, defined as ‘premature degenerative 

changes in the heart and arteries’, and this question continues to be raised in veterans’ healthcare 

without a satisfactory answer today.463 464 The findings of this and subsequent research committees are 

outlined in greater detail in Chapter 7. 

 

The PIN 26 files were searched for any physical co-morbidities specifically related to amputation or 

post-traumatic nerve injury and any health condition believed by the pensioner, their family, or their 
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medical assessor to be connected to their war injury was recorded. Fifty-two separate conditions were 

recorded across the cohort and can be seen in full in Table 9. In one third of cases, the disability caused 

by the secondary condition was considered by medical assessors to be severe enough to warrant an 

increase in pension. 

 

The dataset shows that the majority of the pensioners in the cohort subsequently developed a related 

physical health condition after injury, with almost two-thirds (63%) reporting more than one. Many of 

these conditions, such as carpal tunnel syndrome or sciatica, were potentially causes of chronic pain 

in their own right. Osteoarthritis was the most commonly recorded condition, with 22% of pensioners 

undergoing at least one course of treatment. Reports and prescribed treatments for osteoarthritis peaked 

in the 1960s as the cohort reached an advanced age and became more susceptible to general age-related 

conditions. 

 

Although it would not be unexpected for patients in their 60s and 70s to report osteoarthritis, there is 

evidence within the PIN 26 files that the amputations and conflict wounds contributed to its 

development. Sixty-two per cent of cases were contralateral to the amputation, and this was 

particularly common in single lower limb amputees, suggesting long-term musculoskeletal damage 

resulting from an altered centre of gravity and joint alignment. Lower limb amputees were also more 

likely than upper limb amputees to develop potentially painful hand and wrist conditions such as carpal 

tunnel syndrome, due to the long-term use of crutches, hernias from the leather strapping of the 

prosthetic limbs of the time, and osteoarthritis of the spine due to the uneven redistribution of weight. 

 

Cardiovascular conditions were far less common than expected from anecdotal evidence and this will 

be discussed in greater detail in Chapter 7. Across the cohort, 7% of pensioners were recorded as being 

affected by cardiovascular conditions and they were reported as a contributing factor in five deaths. 
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However, cardiovascular conditions were the most common cause of death within the cohort and were 

recorded as the main or contributory cause in 33% of cases. The term ‘cardiovascular conditions’ was 

used to include thrombosis, arteriosclerosis, myocardial infarction and degeneration, hypertension, 

coronary artery disease, chronic obstructive pulmonary disease and stroke. 

 

Chronic postamputation pain, in addition to these physical co-morbidities, also put the patients in this 

cohort at risk of other health conditions such obesity and insomnia. Twenty per cent of the pensioners 

in the dataset reported that their pain regularly prevented sleep; their descriptions of the pain varied 

from persistent tickling in the phantom foot to a sensation of ‘hot needles… which I experience when 

I go to bed at night and which lasts until I go to sleep’.465 One case, Pte William Boyd, a through-thigh 

amputee, reported pain-related insomnia for over 30 years, although medical examiners appear to have 

been sceptical of his claims, at one point noting ‘there is little evidence of any stress or strain due to 

wearing an artificial limb- he does not look like a man who lacks sleep’.466 It appears that just one of 

these pensioners with pain-related insomnia was offered medication to improve their sleep.467 

 

Obesity was seven times higher in this cohort than in the general population, with references peaking 

in the 1950s as the pensioners aged and pain and disability prevented regular exercise. The dataset 

contained one case in which obesity was believed by the pensioners’ widow and his doctor to be 

directly related to his death, contending ‘the lack of exercise due to the A/D was in part responsible 

for the obesity and that ‘the disease which caused his death might well not have taken the severe form 

it did if he had been able to control his obesity during the years following his amputation’: in other 
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words the obesity caused him to die sooner than would otherwise have been the case’.468 However, 

this claim was rejected by the Ministry of Pensions on the grounds that ‘a properly-fitted artificial leg 

does not prevent a man from taking exercise & even if the A/L or the amputation stump did 

occasionally break down & cause temporary interruptions of exercise, such breaks would not account 

for the overweight which, in our opinion, was of constitutional & dietetic origin’.469 

 

The cyclical link between amputation, inability to exercise and subsequent health conditions, can be 

seen within the PIN 26 files in the case of Captain (later Wing Commander) Thomas Marson, a single 

lower limb amputee, who developed chronic pain in his left wrist nineteen years after his amputation. 

Although this was initially rejected by the Ministry of Pensions as related to the amputation, two 

independent doctors testified that the pain was a result of ‘repeated minor trauma associated with the 

use of his crutch’, with resulting porosis of the scaphoid and lunate bones (noted to be similar as that 

seen in Kienböch’s disease).470 His doctors appear to have been at a loss as to how to treat the 

condition: one handwritten note in his files records some discussion between them with the comment 

that: 

 

The treatment proposed by Mercer… is sound in as much as it would probably stop the pain… 

on the other hand, a definite and permanent improvement could not be guaranteed and in fact 

might result in a worsening. It is one of these cases that one says, “we had better have a go at 

it and hope for the best’.471 

 

 
468 Ministry of Pensions, Minute 14, 14 April 1951, Ministry of Pensions Award File: Capt. Philip Douglas Collett, 
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Marson spent several months with his arm in plaster and, although the pain subsided when he could 

not use his crutches, this could not have been a long-term treatment as an amputation of his right leg 

made him dependent on his left arm and wrist for support. Although Marson’s medical notes 

commented that he remained ‘as active as he possibly can be’, he gained several stone in weight, which 

again prevented him from exercising, put greater pressure on his wrists and stump and led to more 

pain.472 

 

Pensioners whose injuries led to weight gain and obesity appear to have received little sympathy from 

the Ministry of Pensions’ officials. In 1963, the widow of 2nd Lt Arthur Janaway applied for a 

dependent’s pension after his death from myocardial infarction and acute bronchitis, arguing that his 

injuries led to immobility and made him more vulnerable to respiratory infection.473 Officially, this 

appeal was rejected on the grounds that ‘an acute respiratory infection… added strain to his heart 

already severely embarrassed by constitutional degenerative and ageing factors and precipitated a fatal 

myocardial infraction. None of these factors can be related in any way to his A/D’.474 Unofficially, 

however, the blame was placed on Lt Janaway, with a private minute in Ministry papers noting ‘the 

cause of gross obesity, as most people must be aware from a recent “Panorama” programme, is 

overeating. It is thus within the control of the individual’.475 

 

A similar story can be seen in the file of Captain Philip Collett whose family’s appeal that death due 

to myocardial degeneration and cerebral thrombosis was connected to his war injury was also rejected 

by the Ministry on the grounds that “the disease which caused his death might well not have taken the 

severe form it did if he had been able to control his obesity during the years following his 
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amputation’.476 The testimony of Collett’s widow in this appeal demonstrates the vicious cycle of 

disability, weight gain and chronic pain: she stated that before his amputation, her husband was ‘tall 

and slim, and active sportsman, fit as a fiddle and played football for Huddersfield’.477 However, after 

his amputation, ‘any normal exercise’ would cause his stump to break down and require rest and 

crutches, and for almost three decades, he required in-patient treatment ‘about every two years for 

treatment to his leg which kept on breaking down at the knee and ankle due to the extra work put upon 

it’.478  

 

Although the Ministry did appear to grudgingly accept that obesity may contribute to health conditions 

and premature death in some cases, they outright rejected that this was the case for Collett, stating once 

again that the responsibility was the pensioner’s alone: ‘a properly-fitted artificial leg does not prevent 

a man from taking exercise and even if the A/L or the amputation stump did occasionally break down 

and cause temporary interruptions of exercise, such breaks would not account for the overweight 

which, in our opinion, was of constitutional and dietetic origin’.479  

 

Domestic Life 

The value of a personal or a domestic support network and the role spouses and families could play in 

a veterans’ recovery was known and shared amongst the veterans and medical community from early 

on in the war. In 1956, the politicians and Parliamentary Secretary to the Ministry of Pensions Charles 

James Simmons, commented ‘the biggest help is an understanding wife… and I would like to bet that 

99 put of 100 disabled men would say that it was the understanding attitude of their wives that helped 

 
476 Ministry of Pensions, Minute 14, 6 April 1951, TNA PIN 26/21401. 
477 Florence Rosina Collett, Particulars of Officer’s Medical History During Service: Grounds of Appeal, 16 September 

1950, TNA PIN 26/21401. 
478 Ibid. 
479 Ministry of Pensions, Minute 14, 6 April 1951, TNA PIN 26/21401. 
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them win through”.480 The MP Brunel-Cohen made a similar recommendation also in 1956 that 

marriage would provide amputee veterans with emotional support and strength: 

 

I am quite sure that a disabled man … should be married. If his wife is the right type of person- 

and so many women are- she can make life infinitely easier without his ever knowing it … so 

long as she is in the background, just there, jogging him along slightly, slowly and surely, at 

the same time letting him think he is the leader and the boss, she can in a quiet and retiring way 

make him achieve miracles.481 

 

Six of the pensioners in the PIN 26 dataset refer to the role of their wives in their care and their 

dependence upon that: a role which often required physical and emotional strength, ingenuity and 

determination. For example, the wife of Lt Cyril Edwards, after falling and injuring herself, was no 

longer able to lift him, and so ‘invented various contraptions and fittings to counteract this’.482 The 

Ministry of Pensions’ inspector commented ‘she is a remarkable woman and they are a very happy 

couple’.483 In another PIN 26 case, Mrs Partridge, who cared for her husband for almost sixty years 

and was apparently displeased when her pension was cut in 1973, as a letter written by her husband to 

the Ministry of Pensions, noted that ‘your reply, however welcome, has failed to placate my wife, who 

refuses to admit that she is now worth somewhat less than 50% of the Ministry’s 1955 valuation’.484 

It is easy to imagine that very few of these women would welcome Brunel-Cohen’s evaluation of them 

as ‘the right type… quiet and retiring’.485 

 
480 Kowalsky, Enabling the Great War, 225-226. 
481 Ibid, 225. 
482 Department of Health and Social Security, Report on Welfare Officer’s Visit to Severely Disabled Pensioner, 22 

January 1974, Ministry of Pensions Award File: Lt Cyril Edwards, PIN 26/21564, The National Archives, Kew (UK) 

(hereafter TNA PIN 26/21564). 
483 Ibid. 
484 Letter from Arthur Partridge to The Controller of the Department of Health and Social Security, 13 February 1973, 

Ministry of Pensions Award File: Lt Arthur Partridge, PIN 26/22270, The National Archives, Kew (UK) (hereafter TNA 

PIN 26/22270). 
485 Kowalsky, Enabling the Great War, 225. 
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The majority of these references appear in the 1970s and 1980s when both the veteran and his wife 

were likely to be in their 70s and 80s. One of the most detailed accounts appears in the file of Lt Arthur 

Partridge, as above, who was cared for by his wife for 57 years until her death aged 81 in 1984.486 

Partridge was a single lower limp amputee and suffered from pain in his stump and uninjured knee, 

hip and groin, a fractured coccyx, ankle and skull and carpal tunnel, and was reliant on his wife’s care 

for much of his day-to-day life: 

 

Dressing… getting me into my artificial limb… she now also has to help me when negotiating 

steps within and outside our home and of course in getting me in and out of the bath (the 

frequency of which I have had to curtail). We have done everything possible to save 

overloading my wife, now 81, by fixing handgrips around doors, outer and inner, also in 

bathroom too, but in the last year I have found it necessary to call for her help much more, in 

the ways mentioned and in assisting me rising from chairs… I suppose at 83+, I am fortunate 

to have had a wife who has helped me for some 57 years and now at 81, is called on more than 

ever for assistance.487 

 

The case of the Partridges demonstrates the toll that a chronic condition can take, not just on the patient, 

but on those around them and those responsible for their care. In March of 1984, the Ministry of 

Pensions noted that Mrs Partridge was in ‘very poor health’, suffering from anaemia, curvature of the 

spine, arthritis and rheumatism and had been advised by her doctor to take a two-week break in a 

nursing home. However, ‘she will not take his advice as she says she would not enjoy giving up her 

 
486 Note from Paymaster General’s Office to DHSS Section N5H, 30 August 1984, TNA PIN 26/22270. 
487 Letter from Arthur Partridge to Head of War Pensions, 21 May 1983, TNA PIN 26/22270. 
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independence and she could not leave her husband’.488 By the time of the next minute in the file, dated 

six months later, Mrs Partridge had died and her husband’s health was severely declining. 

 

In her work post-war pensions, Cohen has written of women such as Mrs Partridge who married 

veterans and found themselves, not just wives and mothers, but also full-time workers and carers. She 

gives the example of Mrs Ripley who ‘held down a job, cared for the couple’s young daughter, and 

carried her wheelchair-bound spouse up two flights of stairs every day- on her back’.489 An 

investigation by the War Seal Foundation found that over one third of the veterans’ wives predeceased 

their husbands and the Foundation’s nurse, reflecting in an interview conducted in 1995, believed they 

were ‘literally worked to death’.490 

 

However, not all marriages survived the impact of injury, chronic pain and post-war life. In 1958, more 

than a decade after their separation, Lt Charles Blackwell wrote to the Ministry requesting an increased 

allowance for his wife due the impact his injury had on their domestic life: 

 

I ought to state that she was NOT the guilty party in what brought about our marriage 

breakdown… She has suffered quite a lot as the result of me and I feel that an allowance, now 

awarded her as a more or less direct result of my disabilities, would compensate in some small 

measure for much she endured between the wars bringing up three small girls practically on 

her own. I was often ill and invariably very poor because long periods of sickness prevented 

me getting anything but poorly paid jobs: and of course there were no family or other 

 
488 AI Dale, Report from Welfare Officer, 7 March 1984, TNA PIN 26/22270. 
489 Cohen, The War Come Home, 107. 
490 Ibid. 
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allowances for the kin of officers who had married AFTER becoming disabled in those days. 

She certainly experienced some very anxious times.491 

 

Although Blackwell was reminded that ‘a wife’s allowance is intended to meet the circumstances of a 

husband and wife residing together in the same household’, his appeal was accepted at the Minister’s 

discretion, on the condition that he continued to make ‘regular and substantial’ payments to his wife. 

 

Professional Lives 

It was not just the pensioners’ domestic situations that were affected by their injury and amputations, 

but their professional lives and opportunities for employment. Within the PIN 26 dataset, the 

pensioner’s pre-war occupation was recorded in 34 cases and post-war in 66. Just eleven [17%] were 

recorded as returning to their pre-war employment. As demonstrated in Chapter 6, the extent to which 

the injury or amputation hindered the pensioners’ ability to work was the key factor in calculating the 

amount of pension, although this was standardised across the system, with individuals’ salaries not 

taken into consideration. 

 

Of the 66 pensioners with a recorded post-war occupation, nineteen reported to their Medical Board 

that their chronic pain or subsequent health issues had significantly impacted their ability to work. 

Within this group, three retired early, finding they were physically unable to continue with their 

employment, one was sacked due to extended absences attributed to chronic pain and alcoholism, five 

were unable to find employment and ten voluntarily left their posts, owned a private company that 

failed, or found they were less successful in their career than they would otherwise be and believed 

their amputation to be the reason for their lack of promotion. 

 
491 Letter from Charles Blackwell to the Controller of Ministry of Pensions & National Insurance, 4 August 1958, TNA 

PIN 26/21216. 
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This group of nineteen pensioners included those who occupation involved physical activity or manual 

work, such as Lt James Atkinson who ran a smallholding growing fruit for jam companies or 2nd Lt 

Stephen Darmody, a former professional footballer, and those with desk-based employment, such as 

school master Major Sydney Gowland who lost half his teaching work because of his amputation, and 

former civil servant Able Seaman Edward Mosley (Fig. 38).492 493 494 495 

 

 

Figure 38. 2nd Lt Stephen Darmody, c. 1914. 

 

Mosley’s case demonstrates that even civil servants were not immune to issues with the ratings system: 

after his voluntary retirement in 1961 at the age of 60, he registered with his local Employment 

Exchange, but ‘no suitable work has been made available to him… it is suggested that a combination 

of pensioned disabilities and age are factors preventing him from being suitably employed’.496 Despite 

 
492 TNA PIN 26/22121. 
493 Ministry of Pensions Award File: 2nd Lt Stephen Darmody, PIN 26/21466, The National Archives, Kew (UK). 
494 TNA PIN 26/21668. 
495 Ministry of Pensions Award File: Able Seaman Edward Mosley, PIN 26/16998, The National Archives, Kew (UK). 
496 Letter from BLESMA Welfare Officer to DE Thomas at Ministry of Pensions, 8 March 1961, TNA PIN 26/16998. 
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receiving a rating of 100% due to a mid-thigh amputation, rheumatoid arthritis, an ankylosed finger, 

multiple coronary thromboses and five decades of reported pain, his application for unemployment 

benefit was rejected as ‘his retirement was voluntary and not due to his disability’.497 Mosely died in 

his late sixties of coronary artery disease, believed by his family to be directly related to his injury. In 

her 1967 appeal, his wife stated, ‘my husband’s war disabilities contributed substantially to the ill-

health he suffered in later years, leading to his death’.498 Her appeal was rejected by the Ministry of 

Pensions. 

 

Mortality Rates 

The cause and date of death are recorded in 80% of the PIN 26 files. Cardiovascular conditions were 

the most commonly reported cause of death and accounted for 33% of deaths recorded. Within this, 

‘cardiovascular conditions’ was a term used to include thrombosis, arteriosclerosis, myocardial 

infarction and degeneration, hypertension, coronary artery disease, chronic obstructive pulmonary 

disease [COPD] and stroke, as in Tables 11 & 12. In contrast to more recent studies and those carried 

out by the British government such as the Rock Carling Investigation which is discussed in greater 

detail in Chapter 7 of this thesis, sepsis appeared to have no impact on mortality rates. Of the five 

pensioners who were recorded to have had ‘severe sepsis’ at the time of injury, 80% of these men died 

at an above average age. 

 

Cause of Death No. of Pensioners 

Accident 1 

Anaemia 2 

Appendicitis 1 

Arteriosclerosis 6 

Atrophic ulcers 1 

 
497 Ibid. 
498 Mary Elizabeth Moseley, War Widow’s Pension Application, 29 December 1967, TNA PIN 26/16998. 
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Bronchitis 4 

Cancer 9 

Cardiac 5 

Cerebral haemorrhage 1 

COPD 1 

Coronary artery disease 1 

Diabetes 1 

Emphysema 2 

Haemorrhage 1 

Hypertension 2 

Myocardial degeneration 4 

Myocardial infarction 5 

Nephritis 2 

Parkinson’s 1 

Perforated ulcer 1 

Peritonitis 1 

Pneumonia 6 

Pulmonary embolism 1 

Pulmonary infarction 1 

Pyopericardium 1 

Respiratory failure 2 

Senility 2 

Stroke 1 

Suicide 1 

Thrombosis 9 

Tuberculosis 2 

Uraemia 2 

Table 11. Causes of death recorded across the PIN 26 dataset. 

 

 

Decade of Death No. of Pensioners 

1910s 1 
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1920s 2 

1930s 4 

1940s 7 

1950s 15 

1960s 17 

1970s 11 

1980s 5 

Table 12. Decade of death, where recorded in the PIN 26 files. 

 

In four cases the cause of death was directly connected to the pensioned disability, and in several other 

cases to injuries sustained during the First World War, although not always specifically for amputation 

or nerve injury. For example, 2nd Lt John Wallett was pensioned for a gunshot wound to the right arm 

and a shrapnel wound to his right knee. However, after his death in 1957 of lung cancer, his wife 

appealed on the grounds that his death was caused by a mustard gas attack in the war: "The constant 

pain and irritation in my opinion eventually brought on the trouble from which he eventually died. My 

husband was never free from phlegm- from gas trouble."499 

 

PIN 26 contains ten examples of cases in which the pensioner’s family believed the war injury to be 

directly connected to the cause of death; all but one of these appeals were rejected by the Ministry of 

Pensions, even when supported by independent medical opinion. The only successful widow’s appeal 

to be found in this dataset was Mrs Atkinson, the wife of Lt James Atkinson, as previously 

mentioned.500 Lt Atkinson’s cause of death was a perforated peptic ulcer, pulmonary embolism and 

deep vein thrombosis, and his widow’s appeal was taken on by BLESMA, likely a deciding factor in 

the Ministry’s acceptance: 

 

 
499 Regina Wallett, Application for Widow’s Pension (1914 War), 1 August 1958, Ministry of Pensions Award File: 2nd 

Lt John Wallett, PIN 26/22651, The National Archives, Kew (UK). 
500 TNA PIN 26/22121. 
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The medical evidence is quite clear, Mr Atkinson, a healthy man for his age, developed a 

chronic gastric ulcer which perorated posteriorly. Surgical treatment was prompt and effective 

but he unfortunately died as a result of a common postoperative complication… Mrs Atkinson 

has expressed the opinion that if her husband had not been so badly disabled as a result of his 

Great War service he could have been alive today. It is certain that he did not die as a result of 

old age because this kind of abdominal emergency and the consequent thrombo-embolic 

complication are diseases which are common in adults of any age. A man of 75 has today an 

average life-expectancy of some 7 years and Mr Atkinson appears to have been an unusually 

tough and active old gentleman. The question of age is therefore irrelevant.501 

 

Her appeal was initially dismissed, with the Ministry’s doctors concluding ‘death was unconnected 

with service and that death was not substantially hastened by his accepted condition or service’.502 

However, after the intervention of noted physician Prof Melville Arnott and his conclusions that ‘when 

a person has a disability the addition of any other disagreeable burden makes the pains of the disability 

harder to bear without any causal relationship… for instance, nobody suggests that farming, as such, 

causes or hastens death from gunshot wounds although farming may make the disability of a wound 

more apparent’, the Ministry concluded that ‘we are prepared to advise the Secretary of State that the 

late Mr Atkinson's death was substantially hastened by a wound which was attributable to service’.503 

Mrs Atkinson was awarded an annual pension of £519, around two-thirds of the total her husband had 

been awarded. 

 

 
501 Letter from Dr HES Pearson to F Tattershall, BLESMA National Welfare Officer, 9 August 1971, TNA PIN 

26/22121. 
502 Ministry of Pensions, Minute 8A, 18 December 1970, TNA PIN 26/22121.  
503 RJ Tierney, internal memo Atkinson O/AIR/54759, 23 February 1972, TNA PIN 26/22121. 
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Pensions 

Ministry Appeals 

As outlined elsewhere in this thesis, pensions were awarded to medically discharged ex-servicemen 

through a ratings system based on physical metrics and measurable limb loss. Chronic pain was not 

included on this scale, even if it was severe enough to impede or entirely prevent a return to 

employment, unless it caused a re-amputation to the extent that a pensioner could move up the scale. 

In addition to the basic pension, veterans could also be entitled to additional allowances such as an 

‘Age Allowance’ which was awarded to veterans aged 65 or older as of February 1957 if they were 

assessed at 40% or more, ‘Comfort’ and ‘Constant Attendance’ allowances, often awarded together, 

and which were intended for veterans with severe disabilities requiring full-time care, a ‘Special 

Hardship’ allowance for those with temporary financial or employment problems, and 

‘Unemployability Supplement’ for pensioners unable to find work because of their disability. Fourteen 

per cent of pensioners were awarded one of these additional allowances and 7% received a combination 

of multiple allowances. 

 

On average these pensions were awarded for 27 years (1917 to 1944), although this figure may have 

been skewed by the number of veterans awarded one-off gratuities for injuries perceived to be 

relatively minor with little long-term impact, rather than lifelong pensions: a one-off award or ‘a certain 

sum for a certain number of weeks, instead of about 2d a week for the rest of the man’s life’.504 

Gratuities awarded before the end of the war and in 1919 were significantly higher than those given 

from 1920 onwards, decreasing from £250 or £500 depending on the wound, to £40-£60. One in three 

pensions was ended in 1929 after a government review intended to reduce expenditure. 

 
504 Note from J Wallace to Director General Medical Services: Less than 20% Cases, Minute 107, 3 August 1921, 

Ministry of Pensions Registered Files: Awards Under Art. 1 (3) R.W. 1919, Scale of Final Weekly Allowances, Less 

than 20% Assessments, MPI No. 194 of 1921, PIN 15/1757, The National Archives, Kew (UK) (hereafter cited as TNA 

PIN 15/1757). 
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Previous literature and even the Ministry of Pension’s own Official Histories have noted that in the 

early post-war period, the Ministry had a reputation for rejecting pension appeals, ‘at times with the 

most extraordinary brutality’: ‘the administration was generally considered to be rather hard, the 

benefit of the doubt being given apparently in most cases to the State and not to the man’.505 506 

However, as brutal and inflexible as the system could be, there was also room within it for compassion, 

as Carden Coyne noted: ‘relationships were often stronger than the red tape designed to contain them… 

when the system seemed unjust, faulty or inhumane, the civilian staff did not blindly follow orders’.507 

This can be seen within the PIN 26 dataset as pensioners are moved between the Standard and Special 

Rates systems by the Ministry’s civil servants, depending on which was most advantageous and 

awarded the greatest pension at the time. Although this could be a substantial difference (one case was 

moved from Standard to Special Rates and gained an extra £70 per annum 508), in over 80% of these 

cases, the higher rate awarded less than an additional £10 per year. The fact that the Ministry’s staff 

were willing to carry out these calculations and transfer pensioners between ratings systems on a case-

by-case basis, would suggest that there was more room for compassion and personal discretion than 

previous literature has suggested. 

 

However, viewed as a whole, it appears that the Ministry were more likely to reject appeals made by 

pensioners than accept them. The dataset contains examples of 44 appeals by pensioners to include 

additional health conditions to their pensions, have their rating or pension increased, in application of 

 
505 Carden Coyne, The Politics of Wounds, 9. 
506 Sir AG Boscawen, Report on The Activities of Government Departments During the Great War: History of the 

Ministry of Pensions, 28 October 1917, Ministry of Pensions Registered File: Activities of Government Departments 

During the Great War: History of the Ministry of Pensions Compiled by Sir A G Boscawen 28.10.17, PIN 15/1396, The 

National Archives, Kew (UK) (hereafter TNA PIN 15/1396). 
507 Carden Coyne, The Politics of Wounds, 20. 
508 TNA PIN 26/21216. 
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additional allowances, such as dependents’ or constant attendance, or to request funds for medical 

treatment. Of these 44 appeals, 77% were rejected by the Ministry, with just ten successful appeals. 

 

Ministers’ Cases 

One method of increasing the chances of a successful appeal was for the pensioners to contact their 

Member of Parliament directly, with details of their case and the hope that the MP would intervene in 

the Ministry’s appeals process on their behalf. The dataset contains seven examples of pensioners 

either contacting their MP directly or with a veterans’ association such as the Royal British Legion 

acting as an intermediary. Contrary to anecdotal evidence, there does not appear to be any evidence 

within the PIN 26 dataset for former senior officers or commanders being asked to advocate on their 

men’s behalf. It is more likely that these instances would appear in personal records or correspondence 

than in medical pension notes. 

 

There does not appear to have been any specific requirements for a pensioner to become a ‘Minister’s 

case’, other than a willingness to act independently of the Ministry’s systems: The grievances raised 

in the Ministers’ cases by pensioners vary from enquiries after a general pension raise, request for 

consequential health condition or treatment allowances to be added to the pension, to assistance in a 

dispute between a Local Committee and a Medical Board. The language used by the pensioners varied 

from deferential (‘I am taking the liberty of appealing to you to adjust the question of my artificial 

pension’) to almost threatening (‘Unless my case is given further consideration soon… I intend to 

report the matter through other channels to a higher authority’).509 510 However, regardless of the 

language used by the pensioners in their appeal, the results were largely the same: five of the seven 

 
509 Letter from Ivor Davies to the Right Hon J Hodge MP, 16 August 1918, TNA PIN 26/19959. 
510 Letter from Francis Hopkinson to the Ministry of Pensions, 21 July 1949, TNA PIN 26/21799. 
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appeals were unsuccessful and it is unclear whether their requests were acted upon or were simply 

ignored. 

 

The success of two appeals was likely due to the inclusion of influential figures: in one case, the Prime 

Minister and the Heads of the British Legion, and the other, support from Winston Churchill, then 

Secretary for War, who was given the case by the pensioner’s MP and ‘within a matter of hours’ 

resolved the issue, resulting in the pensioner’s awarding of a £250 gratuity and additional £50 

pension.511 512 513 Private minutes within the PIN 26 files suggest that the pensioners were overly 

optimistic in their assumption that their MPs would be both able and willing to intervene in the 

Ministry of Pensions’ processes on their behalf, and that these politicians were subject to the same 

compassion fatigue as the general public; having served their political purpose, the veterans of the First 

World War were ‘no longer a live question’.514 A note from 1954 in response to a pensioner’s letter 

enquiring why he had not received an increase to his pension after 36 years, reveals less concern for 

the injured veteran than for press attention and public opinion, a concern repeated throughout the 

Ministry of Pensions’ PIN 15 files and which is discussed in greater detail in Chapter 6: 

 

Sorry to inflict this correspondence upon you but Worsfold tells me you are the expert on the 

special wound pensions which I always thought came under the War Office. The letter … seems 

clear enough to me and I am not much concerned about the pensioner. All I want is a simple 

explanation regarding these wound pensions to satisfy the Daily Express- they are quite 

friendly and I do not anticipate bother.515 

 
511 Letter from William Berry, Chairman of the Ministry of Pensions North & East Scotland Area and the Fife War 

Pensions Committee, to the Secretary to the Ministry of Pensions, 22 April 1938, TNA PIN 26/19948. 
512 Letter from Charles Blackwell to the Secretary, Ministry of Pensions, 28 August 1954, TNA PIN 26/21216. 
513 Ibid. 
514 Carden Coyne, The Politics of Wounds, 220. 
515 Letter from Ministry of Pensions and National Insurance to FC Smith, Thames House South, 12 November 1854, 

TNA PIN 26/21216. 



220 

  

 

The final reference within the dataset to pensioners appealing directly to politicians comes from 1960 

in a letter written by a veteran who was part of a BLESMA deputation to Parliament, emphasising the 

necessity of the wound pensions to the cohort of First World War veterans, by this period many of 

whom were retired or unemployed, particularly in comparison to those of the Second World War, and 

the widescale societal changes this cohort of veterans had lived through, and yet often not benefited 

from: 

 

While- quite rightly- the totally disabled receive fairly generous allowances I would suggest 

that a very good case for increase can be made for the 1914 pensioner. Most of them are now 

in their 70s and are unable to augment their incomes like the younger men of the last war- many 

of whom earn quite big wages... 1914 officers [are] by-passed on each occasion of an increase 

in pension given to the 1939 officers. No account appears to have been taken of the fact that 

between the two wars there was no free education as we know it today, to family allowances, 

medical services etc.516 

 

There was no provision for chronic postamputation pain in the official ratings scale for the assessment 

of disability resulting from a war wound, as outlined in Chapter 6. In theory, the only means chronic 

postamputation pain could cause a rise in pension was if it led to a reamputation which reduced the 

length of the stump to a degree that allowed the pensioner to move up a category: e.g., an amputation 

four or more inches below the knee was rated at 50% and 20s per week, whilst less than four inches 

below the knee was rated at 60% and 24s per week.517 However, in practice, the dataset contains two 

 
516 Letter from Laurence Williams to the Ministry of Pensions, 1 October 1960, Ministry of Pensions Award File: Lt 

Laurence Williams, PIN 26/22707, The National Archives, Kew (UK). 
517 Cohen, The War Come Home, 195. 
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cases in which pensioners were awarded an increase in pension specifically because of chronic pain 

caused by their injuries.  

 

In the first Pte Reginald Kerley, a through-shoulder amputee, was awarded a 5% gratuity in 1920 

because of painful gluteal scars.518 The second, Pte John Wormwell received a gunshot wound to his 

right leg, severely damaging his sciatic nerve and underwent an amputation in 1922 after several years 

of muscle wasting and ulceration.519 As the nerve lesion continued to cause trophic ulcers and his 

stump broke down so regularly he was unable to wear his prosthetic limb, Wormwell had a second 

amputation, this time above the knee, although this did not resolve the wasting or breakdowns. In his 

file, Wormwell wrote of the pain of his stump which was ‘covered in wounds and scars through 

operations’ and of his Ministry-issued stump socks which shrunk after washing and, too small to 

properly fit into the limb’s socket, fell inside it, and ‘make the stump very sore’.520 Wormwell was 

another pensioner who benefitted from a Civil Servant stepping in and advocating his ‘exceptional 

case’. As a result, he was moved up a category with resulting increase in pension. 

 

Conclusion 

This chapter has built on the existing body of work surrounding the PIN 26 files by incorporating the 

first widescale analysis of lifelong data around physical health and recovery after wounding. The 

stories contained within this analysis demonstrate that, in some cases, conflict injury and traumatic 

amputations caused physical trauma lasting decades into veterans’ post-war lives with effects that 

impacted every aspect of their social, domestic and professional lives; problems that were not ‘easily 

solved through the supply of more appropriate or extra limbs, or treatment for infected stumps’.521 The 

 
518 Ministry of Pensions Award File: Pte Reginald Kerley, PIN 26/8334, The National Archives, Kew (UK). 
519 Ministry of Pensions, Notification of Amputation in the Case of a Pensioner In-Patient, 1 June 1922, TNA PIN 

26/19923. 
520 Ministry of Pensions, Minute MS2, 26 June 1934, TNA PIN 26/19923.  
521 Meyer, Men of War, 109. 
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letters and patient statements in PIN 26 also show this was not limited to the veterans themselves, but 

also had a physical impact on their families, shown particularly in the increased mortality rates and 

health issues of some wives. This has particular implications for caring responsibilities for those the 

Ministry of Pensions refused to provide for, leaving them dependent on social and domestic networks. 

 

Whether blast injury and traumatic amputation had any subsequent impact on physical health is 

perhaps the most important research question of this project for today’s veterans. The results of this 

study would suggest that they do, with single and bilateral lower limb amputees particularly at risk. 

Across the cohort, 52 separate medical or musculoskeletal conditions, believed by the veteran or their 

medical team to be directly relating to their injury, were recorded, with 63% of veterans reporting at 

least one of these conditions, several of which were likely to cause or aggravate existing chronic pain 

conditions. 

 

One of the most interesting results of this study is that there were several areas which definitively 

contradicted findings of other academic research or professional publications. For instance, the PIN 

26 dataset showed little difference in amputation rates, the type of amputation performed or in the rate 

of infection across the war, whereas Official Histories and publications in professional medical 

journals suggest there was a relatively clean divide in treatments after 1916. 

 

Although the prevalence of chronic postamputation pain as a whole in PIN 26 was relatively similar 

to that of today’s studies, the results of this study disagree with contemporary research into period of 

onset which often implies chronic pain of this type is likely to begin almost immediately after 

amputation and to decrease over time. The patient files of PIN 26 show that in the majority of cases, 

postamputation pain was not reported by patients for some time after amputation and that they could 
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expect an ‘Interval of Comfort’ for an average of seven years. This was particularly true for phantom 

limb pain which was not reported for an average of 35.5 years after injury, with just one pensioner 

recorded as receiving treatment for this condition, despite dozens of articles appearing on the 

presentation and recommendations for treatment of this condition in the professional medical journals 

of the period. However, perhaps reassuringly, given the results of the physical comorbidities for 

amputee veterans, the results of this analysis did not show any increased risk of cardiovascular 

disorders in the veteran cohort or any connection between sepsis and increased mortality rates, as 

suggested by both anecdotal evidence from the veteran community and academic studies. 

 

Although amputation rates of recent conflicts have not reached the same scale as those of the First 

World War, the long-term physical health impacts on both the veterans and their families, and the 

likelihood of this cohort developing related conditions that could increase or trigger their chronic pain 

are still relevant questions, with implications for strategic healthcare planning and funding. This model 

of work, in which historical sources are combined and valued equally to current clinical records, with 

the patient voice at the centre, has the potential for future use in other projects exploring the long-term 

impacts of conflict wounding and subsequent policy development, particularly as the long-term impact 

of injuries sustained by British personnel in Operation HERRICK are becoming increasingly evident. 
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Chapter 5: Interventions & Mechanistic Descriptors 

 

Introduction 

Previous research into chronic pain amongst veterans injured on active service in the First World War 

has raised the possibility that reports of pain were often absent in published medical accounts due to a 

professional reluctance to discuss a condition that could not be effectively treated: ‘because there was 

not potential for surgical resolution and it did not affect tissue viability for prosthetics, it was 

marginalised in medical discussion of amputation during World War One and in the period of 

reflection afterwards’.522 The key objective of this chapter is to establish the extent of this 

marginalisation using a systematic search of the two major professional medical journals of the period, 

as outlined in greater detail in Chapter 2. In particular, it aims to explore the post-First World War 

professional medical conversation on the mechanistic descriptors, contemporary treatment, clinical 

presentation and assessment of chronic postamputation pain in this cohort of veterans, and the extent 

to which these developed over their lifetimes. This chapter will present the results thematically and 

chronologically. An alternate presentation of the results is included in Appendix 2, with results 

formatted for publication in a scientific journal in a standardised manner, with a revised and narrowed 

search strategy. 

 

Although articles from medical journals of this period are often cited by historians, these are usually 

selected without a systematic approach and potentially overlooking useful texts and overarching 

themes. Formalising the search strategy in advance and presenting these results as a narrative based 

upon a systematic search facilitated a combination of historical and clinical approaches to research. It 

can have the benefit of reducing biases in source selection and was an effective means to provide a 

strategic overview across almost a century, demonstrating both the ‘what’ and ‘how’ of the 

 
522 Edwards, Mayhew & Rice, “Doomed to go in Company in Miserable Pain”: 1717. 
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professional medical conversation over this period. 

 

Searching The Lancet and the British Medical Journal for articles relating to theories on the 

mechanistic descriptors of postamputation and post-traumatic neuropathic pain revealed a total of 259 

articles across the years 1914 to 1982. Within these 259 texts were 32 separate theories into the causes 

of pain which have been collated into five wider categories: Nociceptive (also referred to as 

Physiological), Neuropathic, Pain Pathways, Psychogenic and Unknown, as defined in Table 13. 

 

Nociceptive  Relating to the original injury, the 

amputation technique or fitting of an 

artificial limb, or secondary physical 

consequences: for example, foreign bodies, 

sequestrum or abscesses. 

Neuropathic  Includes damage and lesions to the nerve 

trunks, neuromata and pain caused by the 

involvement of nerve in scar tissue. 

Pain Pathways  Theories into Pain Pathways and the 

underlying neurological mechanisms in 

chronic pain often concerned phantom limb 

pain and varied from the central origin 

hypothesis, which appears in the retrieved 

texts in every decade from 1914 until the 

1970s, to the Gate Control Theory of 1965. 

Psychogenic  Has been used to refer to all theories that 

involve a psychological or emotional 

component, in addition to malingering, 

neurasthenia and personality types. 

Unknown The final category includes all texts in which 

the underlying cause of chronic 

postamputation or neuropathic pain is 

considered by the text’s authors to be 

unknown or unimportant. 

Table 13. Categories of pain in texts retrieved by the systematic search. 

 

Pre-WW1 

In the years immediately prior to the First World War, surgical amputations were a relatively rare 



227 

  

procedure within both military and civilian practice. A comparatively low level of traumatic incidents, 

aside from workplace accidents, advances in orthopaedic surgery that ‘could restore… powers to 

useless limbs’, (procedures that today would be referred to as ‘limb salvage’), along with the 

development of antiseptics, radiotherapy and chemotherapy had reduced the need for this surgery to 

the extent that even in a large London teaching hospital, amputations accounted for only 0.6% of all 

operations performed.523 524 When amputation was necessary, surgeons were advised to be as 

conservative as possible as the longer the residual limb, ‘the more useful it would be’, with the two 

aims of amputation reported as ‘not to endanger life and to leave the patient with a useful painless 

stump’.525 Reports published in both The Lancet and the British Medical Journal in the months before 

the outbreak of war show that clinicians of the time were aware of the possibility of chronic 

postamputation pain, although much of the existing knowledge was based on the work of Weir 

Mitchell in the American Civil War, almost fifty years earlier. This was particularly true of phantom 

limb pain and peripheral nerve injury as surgeon (and later, neurologist) William Thorburn noted in 

1920: civil life offered few opportunities to study post-traumatic nerve injury and since Weir 

Mitchell’s time, ‘research has been conducted mainly either on experimental or pathological lines or 

on the limited clinical opportunities of a few observers’.526 

 

Speakers at the International Surgical Association’s 1914 Congress recommended that chronic 

postamputation pain could be prevented by sectioning the nerves cleanly and high up at the time of 

amputation and that neuritis, believed to be caused by ‘the fixation of small nervous filaments to the 

surface of the bone’ could be avoided by sectioning through the epiphyses.527 Chronic pain could be 

further reduced by the early use of massage, physical exercises and the fitting of a suitable artificial 

 
523 “International Surgery Association”, The Lancet 183, no. 4731, (1914): 1270 
524 Macpherson at al, Medical Services of the War, 486-492. 
525 “International Surgery Association”, 1270. 
526 William Thorburn, “Discussion on the End Results of Injuries to the Peripheral Nerves Treated by Operation”, The 

British Medical Journal 2, no. 3117, (1920): 462. 
527 “International Surgery Association”, 1270. 
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limb. The importance of the shape of the stump and its ability to bear weight was emphasised to 

surgeons, with a reminder that muscles and tendons would not retract equally and that this must be 

kept in mind when performing the amputation and carefully creating the shape of the stump: 

Fortunately, ‘the aseptic treatment of open wounds, contusions, and fractures allowed the 

postponement of amputation in a time of war as well as in ordinary practice’.528 Whilst no doubt useful 

information for the civilian world of accidents and disease, this advice and its assumption all 

amputations would be elective and non-traumatic, with a choice of site of amputation and the speed at 

which it was performed, would prove to be wildly optimistic for surgeons treating soldiers on the 

Western Front, just five months after this conference was held. 

 

It is possible that this preference for conservative treatment was a legacy from the medical profession’s 

experience of the most recent Boer War. The new rifles used by both sides in this conflict produced 

high velocity bullets that were more likely to travel through the body than become lodged inside it, 

often creating small and clean entry wounds, and ‘almost no amputations were performed for small-

calibre gunshot wounds of an extremity’ in this conflict.529 The environmental conditions led to few 

instances of infection and many wounds could be successfully treated with an antiseptic dressing and 

healing by secondary intention. The high rate of successful treatment of soldiers from this conflict lead 

to the ‘over-optimism’ of surgeons in the efficacy of their methods when applied to the very different 

conditions of the First World War.530 

 

 
528 Ibid. 
529 Edward H Benton, “British Surgery in the South African War: The Work of Major Frederick Porter”, Medical History 

21, no. 3 (1977): 283. 
530 Ibid. 
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1914-1919 

“Nerve + Inflammation Focus = Pain” 

Almost immediately after the start of the war, it was evident that the numbers of casualties and rates 

of infection the First World War would be unlike anything seen in prior conflicts, particularly the Boer 

War, as Sir Anthony Bowlby emphasised in his 1915 Bradshaw lecture: 

 

Similar injuries with similar treatment in the present war would almost certainly have resulted 

in the death of patients from gangrene, or at least in a prolonged suppuration and probable loss 

of the limb, and many surgeons who are familiar with the South African conditions seem unable 

to realise the completely altered picture of the present war.531 

 

The lessons of amputation were learned at a great cost: by the end of the war, it was estimated that 

70% of the amputee soldiers that remained in hospital had been injured in the years prior to 1917 and 

that the majority had undergone multiple procedures in unsuccessful attempts to create a painless and 

weightbearing stump.532 

 

The primary amputation technique was recognised as a potential contributor to chronic postamputation 

pain from 1917, with articles appearing in both journals criticising the Syme’s, Pirogoff’s and 

guillotine techniques (Fig. 39). Although no specific statistics were given, it was noted that these 

methods often led to poorly placed scars, infection, unhealed stumps and ununited bone, all of which 

had the potential to cause long-term pain. One of these articles proposed the two-stage technique in 

which primary amputations would be revised with a secondary procedure to improve stump health and 

 
531 Anthony Bowlby, “The Bradshaw Lecture on Wounds in War”, British Journal of Surgery 3, no. 11 (1915): 913. 
532 Macpherson et al, Medical Services of the War, 393. 
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prevent long-term pain, and which was introduced from 1917.533 

 

 

Figure 39. Technique for Pirogoff’s amputation. 

 

One of the theories into chronic pain that appears most often in the two journals during the First World 

War is ‘infective inflammation’, perhaps as a means of explaining post-traumatic neuropathic pain, or 

potentially as a response to the wider interest into microbiology at this time. In a 1918 conference on 

treatment of neuritis, Médicin-Major Sicard summarised this current state of knowledge as: 

 

We are still ignorant of the precise pathogenesis… there seems to be a consensus of opinion, 

perhaps based on insufficient pathological evidence, that it is the expression of a localised or 

circumscribed infective inflammatory process of the nerve itself.534 

 

This theory was based on the idea that pain could be spread in the same way as an infection from 

inflammation in the scar tissues and ascending through the lymph nodes, or as a combination of 

 
533 GM Huggins, “The Surgery of Amputation Stumps, Based on the experience of 200 Consecutive Cases”, The Lancet 

189, no. 4887, (1917): 646-648. 
534 JA Sicard, ‘Conference on Treatment of Painful Neuritis Resulting from Wounds of War’, The Lancet 191, no. 4948 

(1918): 224. 
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reinnervation and inflammation (‘nerve + inflammation focus = pain’535). In his 1918 presentation to 

the Royal College of Medicine, consulting surgeon to Queen Mary’s Hospital at Roehampton, EM 

Corner outlined the five types of pain he had seen in post-traumatic neuropathic injury and the role of 

inflammation: immediate post-operative pain, compression of the nerve fibres, ‘the inflammatory 

type’, and persistent pain caused by nerves stripped of their trunks and irritated by a foreign object.536 

Amputation could cause all these types of pain, the surgical trauma ‘sent up each connective tissue a 

tongue of irritation, like smoke from a fire’.537 In the same talk, Corner described what he believed 

were the three stages of healing in nerve endings: ‘the stage of repair in inflammation’, ‘the stage of 

compression, and the stage of regeneration of the nerves’.538 Before the war, compression was believed 

to be the key factor in chronic post-traumatic neuropathic pain, liable to appear in damaged or inflamed 

nerve fibres. However, experiences of war surgery and processing several thousand cases of 

amputation and painful stumps at the country’s leading limb fitting centre led him to believe that it 

was in fact inflammation that was the most vital and painful stage and that ‘inflammation ascended the 

nerve trunk- an ascending neuritis’.539 

 

Nerve Shortening 

This belief that chronic neuropathic and postamputation pain could be caused by an ascending neuritis 

and infective inflammation led to one of the most controversial treatments in the period covered by the 

review and one that remerged at regular intervals over the period, despite evidence that it could harm 

the patient and actively cause a greater degree of chronic pain in the long-term. As Corner noted in 

1918: ‘the irritative process travels up more freely and further along the [intraneural] vessels than along 

 
535 EM Corner, “War Scars and Their Pains: With Special Reference to Painful Amputation Stumps”, The British 

Medical Journal 1, no. 2998 (1918): 666. 
536 EM Corner, “Reports of Societies: Painful Nerve Stumps”, The British Medical Journal 2, no. 3013 (1918): 345. 
537 Ibid. 
538 Ibid. 
539 Ibid. 
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the nerves… therefore should the vessels be cut short at every amputation’.540 Perhaps as a result of 

this theory, or as a result of the limited interventions available to surgeons, excision and nerve 

shortening were the two most referenced treatments for stump pain in the years 1914 to 1918. Based 

on pre-war teaching, surgeons were advised that nerves should be identified and cut short during the 

primary amputation, ideally removing one to two inches of nerve. 

 

Although the origins of the practice are difficult to uncover, professional publications from the late 

19th century presented recommendations that ‘the nerves should be looked up and cut short, that they 

may not have their ends become involved in the cicatrix or be pressed against the rough end of the 

bone’.541 One Lancet article from 1888 illustrated this point with detailed sketches of dissected stumps 

and the author directly imploring the reader: ‘I would strongly recommend you, when performing an 

amputation, to bear in mind this brief axiom- shorten the nerves.542 By 1903, this practice was 

apparently so well-established in amputation surgery, it was referred to in a British Medical Journal 

paper as a ‘usual’ practice and a ‘necessity’ to aid in recovery and prevent postamputation pain.543 

 

By the First World War, it was believed that shortening all nerves at the time of amputation was ‘a 

matter of the first importance if we wish to avoid painful “neuralgic” stumps’ as ‘should nerves be left 

in the tissues covering the end of the stump… they are liable to become incorporated in the scar and 

to form neuromata, which render the stump extremely sensitive’ and ‘the patient will suffer’.544 545 546 

 
540 Ibid. 
541 U C Lynde, “Amputation of the Leg”, Buffalo Med Surg J 23, no. 9 (1884): 404. 
542 J Bland Sutton, “Clinical Lecture on Amputation Stumps, Delivered at the Middlesex Hospital, October 1888”, The 

Lancet 1132, no. 3406, (1888): 1114. 
543 Walter G Spencer, “The Necessity of Shortening Large Nerves When Amputating”, The British Medical Journal 2, 

no. 2219 (1903): 71 
544 Marmaduke Sheild, “Treatment of the Main Nerves in Amputations”, The British Medical Journal 2, no. 2903 (1916): 

273. 
545 Arthur M Barford, “Treatment of the Main Nerves in Amputations”, The British Medical Journal 2, no. 2904, (1916): 

309. 
546 Russell Coombe, “Treatment of the Main Nerves in Amputations”, The British Medical Journal, 2, no. 2904, (1916): 

309. 
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The theory stated that when a nerve was severed during amputation its axis cylinders would grow ‘in 

search, as it were’ of the severed end, but ‘when the quest fails in one direction and uncongenial tissue 

is met, the axis cylinder turns to another direction searching there fruitlessly again, and so twists itself 

in ceaseless contortion until a tumour, a terminal neuroma, is formed’.547 In the paper previously 

mentioned, EM Corner compared the regeneration of nerves and formation of neuroma to ‘the flow of 

a river, it could be directed and controlled, but not stopped. If a river met an obstruction it formed a 

lake until it flowed over, under or round that obstruction’ and when a regenerating nerve met an 

obstruction ‘it pooled up, forming a mass, a regeneration neuroma’.548 

 

Although the literature acknowledged that neuromata or ‘nerve bulbs’ did not cause pain in every 

patient, they were ‘so frequent and troublesome as to cause a very protracted convalescence in a large 

number of cases’ and surgeons were advised to ‘freely excise’ any neuroma found during surgery.549 

550 This was particularly applicable to patients who were to be fitted with a prosthesis as ‘it is said that 

localised pain on pressure is nearly always due to a bulbous nerve-end near the end of the stump’ and 

that ‘painful nerve-ends are not always evident to the patient until pain, which may be intolerable, is 

elected by the pressure of the bucket’.551 

 

A similar surgical process of excision, suture and grafting was recommended for patients with 

neuropathic pain from severe nerve damage and ‘considerable loss of nerve’.552 It is possible that this 

 
547 Berkeley Moynihan, “An Address on Injuries to the Peripheral Nerves and Their Treatment”, The British Medical 

Journal 2, no. 2966 (1917): 571. 
548 Corner, “Reports of Societies: Painful Nerve Stumps”, 345. 
549 WA Chapple, “Prevention of Nerve Bulbs in Stumps”, The British Medical Journal 1, no. 2988 (1918): 399. 
550 “Reports of Societies: Discussions on Gunshot Wound of Peripheral Nerves Conference Report”, The British Medical 

Journal 2, no. 2861 (1915): 644. 
551 “Amputations and Amputation Stumps”, The British Medical Journal 1, no. 2884 (1916): 534-535. 
552 “An Epitome of Current Medical Literature: Paralysis of Peripheral Nerves in War Wounds”, The British Medical 

Journal 2, no. 2961 (1917): 10-11. 
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technique was developed in field hospitals near the Western Front as the three articles retrieved by the 

search were all reports from surgeons working in France or Belgium.553 554 555 Souttar, the Surgeon-

in- Chief to the Belgian Field Hospital at Antwerp noted that the radial nerve was particularly useful 

for grafting as it had a narrow diameter, could be doubled over, and its removal would not cause any 

additional disability.556 The French surgeon E Duroux warned that this method of treatment required 

patience and that ‘satisfactory’ recovery could take a year or two, echoing Wilfred Trotter’s sentiments 

in his 1915 talk, The General Surgery of Gunshot Wounds of the Nerves: ‘it will be only after the lapse 

of a considerable time that we can be in a position to definitely pronounce upon the success of these 

methods’.557 558 Trotter also noted the difficult of surgical interventions for nerve injury, stating: 

 

These peculiarities, which have their roots in the very nature of the nervous system, render the 

task of the surgeon exceptionally difficult; they make it urgent, they make it precarious, and 

they expose him to some risk of increasing rather than diminishing the sufferings of his 

patient.559 

 

Trotter’s statement highlights an awareness from surgeons that by attempting to treat their patient’s 

pain, they could inadvertently increase or even cause it. As previously noted, postoperative scarring 

and possible involvement of nerve endings in cicatricial (or scar) tissue was known to be a potential 

cause of chronic pain. The possibility that foreign bodies in nerve lesions or amputation stumps could 

cause long-term pain, dense cicatricial tissue and delay healing first appeared in the journals in 1915, 

 
553 “The Treatment of Gunshot Wounds of the Nerves”, The British Medical Journal 1, no. 2837 (1915): 853. 
554 “Paralysis of Peripheral Nerves in War Wounds”: 10-11. 
555 Henry S Souttar, “An Address on Some Points Arising in Nerve Injuries”, The British Medical Journal 2, no. 2973 

(1917): 817-820. 
556 Ibid, 819. 
557 “Paralysis of Peripheral Nerves in War Wounds”, 10-11. 
558 Wilfred Trotter, “The General Surgery of Gunshot Wounds of the Nerves”, The Lancet 189, no. 4810, (1915): 1023-

1026. 
559 Ibid. 



235 

  

in a report on the ‘German Experiences of War Surgery’.560 Although it was acknowledged that the 

presence of foreign bodies did not necessarily lead to pain and so surgery was not always necessary, it 

was not until 1918 that the notion was raised that these foreign bodies were not always projectiles or 

fragments from the time of injury, they were sometimes as a result of surgical attempts to mitigate the 

condition: EM Corner noted in 1918 that ‘the great pathological characteristics of painful stumps was 

the presence in them of foreign bodies, usually multiple, some put there by the enemy, and others, 

perhaps most, by ourselves, such as the silk’ and that silk sutures or ‘unabsorbable ligatures’ were as 

likely to cause irritation the nerves as shrapnel, bullets or osteomyelitis.561 562 

 

Non-Surgical Responses 

As anticipated, the systematic search revealed that surgery was the most frequently reported treatment 

for postamputation and conflict-related neuropathic pain during the First World War. However, in 

contrast to these invasive and potentially harmful surgical procedures, literature published during this 

period also shows the development of treatments that could be applied to the surface of the skin and 

will be referred to in this chapter as ‘non-invasive’. These include electro- and hydrotherapy, heat 

treatments and irradiation. Some, such as compression, wax baths and vibration therapy would 

continue during the twentieth century, whilst others, including counterirritation and diathermy, would 

disappear from the literature after 1918. 

 

Second to surgical intervention, the most commonly reported treatment for postamputation and 

neuropathic pain was electrical treatment, Most commonly used for nerve and muscle wounds, neuritis 

and paralysis, some military hospitals had the capacity to run up to 800 treatments per day, with the 

primary aim of relieving pain, but also to prevent further degeneration of muscle fibre and aid nerve 

 
560 “German Experience of War Surgery”, The British Medical Journal 2, no. 2857 (1915): 517-518. 
561 Corner, “War Scars and Their Pains”, 666. 
562 Corner, “Reports of Societies: Painful Nerve Stumps”, 345. 
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recovery.563 The literature reports the use of several variations in current and technique during the war 

with reports of faradism for nerve contusions, interrupted currents for tendon and muscle damage, and 

diathermy, sinusoidal current and galvanism all used for pain relief and nerve damage. Literature in 

both The Lancet and the British Medical Journal shows that this was a novel means of pain relief, with 

no shared best practice and each clinician developing their own technique, often duplicating others’: 

for example, in 1917, surgeon, HS Souttar reported a method of galvanic and sinusoidal currents that 

allowed patients to self-treat, whilst a similar method was reported by surgeon Berkeley Moynihan the 

same year to assess nerve damage and the need for early surgical intervention.564 565 

 

 

Figure 40. An injured serviceman receiving electrical treatment with a Faradic battery and 

button electrode. 

 

 
563 R Fortescue Fox & J Campbell McClure, “A New Combined Physical Treatment for Wounded and Disabled Soldiers 

(Heat, Massage, Electricity, Movements)”, The Lancet 187, no. 4818, (1916): 312. 
564 Souttar, “An Address on Some Points Arising in Nerve Injuries”, 819. 
565 Moynihan, “An Address on Injuries to the Peripheral Nerves and Their Treatment”, 571-574. 
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Literature for electrical treatment during the First World War included the largest number of patients 

reported for any treatment in the years covered by the review, at 1588 patients across the eight studies 

that recorded patient numbers. However, despite the number of reports on electrical treatment during 

the war (18% of all 1914-1918 articles retrieved), there appears to have been little agreement as to its 

underlying mechanism. The Electrotherapy Department of the Radcliffe Infirmary in Oxford reported 

that diathermy caused the ‘oscillation of electrons in tissues’, encouraging drainage and creating 

‘frictional heat’ which aided healing, whilst the British Medical Journal theorised that ‘as traumatic 

degenerations do not differ anatomically from ordinary neuritis… the traumatised nerve recovers more 

quickly and thoroughly if it is submitted to methodical electrisation’ (Fig. 40).566 567 

 

 

Figure 41. Photograph of setup for a machine delivering interrupted galvanic current to 

muscles in case of injury to the external popliteal nerve, with footdrop. 

 

Similar theories into inflammation and circulation appear to underly the use of air, wax and whirlpool 

 
566 WJ Turrell, ‘The Electrical Treatment of the Wounded’, The Lancet 188, no. 4866, (1916), 1005-1008.  
567 “An Epitome of Current Medical Literature: Therapeutics: Electrical Treatment of Nerve Injuries”, The British 

Medical Journal 2, no. 2860 (1915): 35-36. 
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baths; a short-lived phase of treatment that appears during a single year of publications: all but one 

report dates from 1916 (Fig. 41, 42, 43). Used to relieve pain in gunshot wounds, scars and stumps, 

the heat and massaging action of the baths was believed to have a ‘marked sedative effect in relieving 

pain’ and by reducing any infective inflammation of the nerves and improving the lymph circulation, 

‘diminished the effusions and swelling of the soft parts’.568 Outcomes from this treatment seem more 

positive than those of the electrical treatment with reports that twenty minutes of treatment could boost 

circulation which ‘remained enhanced for hours’ with a ‘definite sense of relief’ for the patients.569 

The same period of time in a whirlpool bath followed by ten minutes of massage was recorded as more 

effective in relieving pain and increasing blood flow than thirty minutes of any other treatment.570 

However, the fact that all but one of the articles on baths as a form of pain relief date from the same 

year and from military hospitals in Europe suggests that either the positive effects were not long-term, 

or that the treatment required too much equipment and expense for more widespread use. 

 

 
568 Fox & McClure, “A New Combined Physical Treatment”, 311. 
569 Robert Tait McKenzie, “Medical Societies: Royal Society of Medicine: Section of Surgery: Treatment of 

Convalescent Soldiers by Physical Means”, The Lancet 188, no. 4849, (1916): 232. 
570 Ibid. 
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Figure 42. Hot air treatment in the Red Cross Hospital in Villach. 

 

Figure 43. Medicinal baths in the Red Cross Hospital in Villach. 
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A common approach reported in multiple articles across both journals was the combination of these 

non-invasive methods. A total of seven articles record patients with postamputation pain or poorly 

healed stumps treated by a combination of heat, electricity and physical therapy for the years 1915 to 

1921. The use of massage was particularly extolled by seven different authors during 1915 and 1916, 

especially for neuropathic pain after gunshot wounds, with the surgeon Jocelyn Swan noting the 

importance of postoperative care as ‘the treatment of these cases does not cease with the operation’.571 

Massage and physical therapy also offered the additional benefit of an employment and potential 

mentoring opportunity to other wounded veterans: in 1916 the first graduates of St Dunstan’s Hostel 

for Blind Soldiers and Sailors completed their training and joined the Massage Corps, able to treat 

twenty cases daily (Fig. 44, 45).572 

 

 

Figure 44. Anatomy lessons at St Dunstan's. Oil painting by J.H. Lobley, 1919. 

 

 
571 Jocelyn Swan, ‘Gunshot Injuries to the Peripheral Nerves’, The Lancet 186, no. 4811, (1915): 1084 
572 The Inter-Allied Conference on the After-Care of Disabled Men: Reports Presented to the Conference, (London: His 

Majesty’s Stationery Office, 1918), 280. 
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Figure 45. Blind solider from St Dunstan’s as masseur. 

 

This use of multidisciplinary treatments- a concept that would come to define pain management later 

in the century- so early in the literature was an unexpected finding of this review. It marks a shift in 

the conversation around chronic postamputation pain and the opportunity for new voices- those outside 

of surgery- to contribute and question techniques and ideas. A British Medical Journal article on ‘War 

Injuries of the Peripheral Nerves’ from 1918 noted the influence of military frontline medicine in 

civilian practice, recognised the value of specialised expertise, and the importance of interaction 

between these specialties: 

 

Teamwork at the front means work by associated individuals whose exact functions are so 

practised and defined as to accomplish a maximum of efficient work in a minimum time… in 

this matter, as elsewhere, there is urgent need for the closest co-operation between the 

physiologist, the neurologist, the psychologist, the pathologist, the surgeon, the directors of the 

physical, electrical, and massage departments, and for nursing at its most intelligent level.573 

 

 
573 “War Injuries of the Peripheral Nerves”, The British Medical Journal 2, no. 3020 (1918): 552. 
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Recognition that an organised combination of treatments could have a beneficial impact on patients 

can be seen in the 1916 article on ‘A New Combined Physical Treatment for Wounded and Disabled 

Soldiers’, which reported that the use of ‘heat, moisture, massage, electricity and movement’ in their 

amputee orthopaedic service led to a ‘more lasting effect… than can be obtained, either by the same 

agencies singly or by any other form of treatment’ with 51% of patients believed to be ‘completely 

cured’.574 This article also contains one of the few references to the possibility of veterans’ injuries 

causing long-term disabilities and subsequent reliance on a disability pension, noting that ‘for many 

cases a complete restoration of function has been obtained, and where this is impossible the figure of 

incapacity has been considerably reduced, indicating a partial cure of disablement and a substantial 

economy to the State’.575 In October 1915 alone, 452 patients returned to active service, saving £80,000 

in pensions and reducing disability ratings by an average of 20%.576 

 

A similar process and combination of treatments was described in 1916 by Royal Army Medical Corps 

surgeon Lt Robert Tait McKenzie whose work would later revolutionise the rehabilitation of wounded 

soldiers and whose methods are still used in physiotherapy today. McKenzie reported almost 50% of 

men were able to re-join their units on active service after three months of treatment, and a further 

30% were reassigned to more suitable roles: ‘even though a man is not sent back in category “A”, his 

opportunities for a useful career in civil life after the war have been enormously increased and the 

burden on the nation in future pensions correspondingly lightened’.577 

 

 
574 Fox & McClure, “A New Combined Physical Treatment”, 312. 
575 Ibid. 
576 Ibid. 
577 McKenzie, “Treatment of Convalescent Soldiers”, 232. 
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1920-1929 

Pharmacological Interventions 

Perhaps due to the preference for surgical and non-invasive interventions, or to the limited options 

available, there are very few references to pharmaceutical treatments for veterans’ postamputation and 

neuropathic pain during the First World War. One case study from 1917 reported using morphine and 

Novocain to treat ‘unbearable neuralgic attacks’ following a gunshot wound to the cervical vertebrae, 

but with no success.578 More positive outcomes for neuropathic pain were reported in 1915 and 1918 

with combinations of bromides, phenacetin and pyramidion (a combination of codeine and dimethyl-

amido-antipyrine) and caffeine, although clinicians were warned that ‘pain is often extremely obstinate 

to treatment in these cases’.579 

 

This trend was continued in the medical literature of the 1920s with no references to pharmacological 

treatment for chronic postamputation or neuropathic pain relevant to the review across the entire 

decade. Once again, the most prominent method of treatment was surgical intervention, although the 

total number of reports in the literature dropped significantly after the end of the First World War. The 

lack of proposed pharmacological treatments may be due to the focus on nerve damage as a cause for 

chronic pain in the 1920s: 40% of all the retrieved texts referring to pain aetiologies in this decade 

focused on neuropathic causes, which were noted to be ‘distressingly difficult’ to treat with 

medication.580 Several years having passed since the end of the war, a return to a period with few 

traumatic amputations in civilian practice, and the long-term effects of nerve injury becoming more 

evident, much of the discussion focused on nerve regeneration and continued to develop the theory of 

infective inflammation first raised during the war. 
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“End Results” of Surgical Responses 

Much of the literature on this theory was again published by Roehampton surgeon EM Corner who 

appeared to view chronic residual limb and neuropathic pain as an almost inevitable consequence of 

amputation, regardless of the surgeon’s actions, and infective inflammation as the reason why patients 

were beginning to report pain several years after injury: 

 

In an amputation, nerves must be divided, and being divided they must regenerate… in 

regenerating it has been shown that they carry down with them the ineffective inflammation in 

them, reinfecting and making painful a perhaps merely uneasy stump and producing the late 

onset of pain.581 

 

Corner illustrated his theory with an account of a patient who travelled from Barbados to the UK in 

order to seek treatment for his chronic and unbearable stump pain, believed by Corner to be caused by 

regenerating nerves growing into the scar tissues, ‘so that pain returned after an interval of comfort’.582 

 

Whilst the medical literature of the First World War prioritised discussion of nerve excision and 

shortening at the time of amputation as the best means of preventing or reducing postamputation pain, 

this appears to have been accepted as best practice by 1920 with just three articles debating the 

treatment across the decade. As seen in Corner’s Barbados case, the length of time required for true 

recovery after nerve injury was becoming evident by the early 1920s. At the 1923 International 

Congress of Surgery, Chiasserini reported that in his study of 82 nerve injuries, ‘perfect recovery after 

nerve suture as very rare’ and 48.6% of cases had not recovered within one year of the surgery. 583 The 
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delay in outcomes from surgical procedures on peripheral nerves was so striking that in 1920, surgeon 

and neurologist Sir Percy Sargent, a former lieutenant-colonel in the RAMC who had established a 

specialist neurological unit on the front line, proposed using the term “late results” rather than “end 

results” as ‘in the majority it cannot definitely be said that a stationary condition has been arrived at, 

even three or four years after the operation’.584 As it became clear that many amputee veterans were 

still suffering from stump or phantom limb pain, the discussion moved from nerve excision and 

shortening on to more invasive and permanent interventions. 

  

The year 1921 contains all the references throughout the review to the use of rhizotomy for chronic 

stump and phantom pain: a procedure in which nerve roots are destroyed within the spinal cord, 

preventing the transmission of pain signals to the brain. In a series of articles in The Lancet and the 

British Medical Journal the procedure was espoused by two surgeons in particular: William Thorburn, 

Professor of Clinical Surgery and Percy Sargent, the President of the Royal Society of Medicine’s 

Section of Surgery. The procedure appears recommended as a last resort after other interventions have 

proved unsuccessful. Thorburn recommended the procedure if pain persisted after the removal of 

neuromata or ‘some inches of nerve’, whilst Sargent reported a case in which he had carried out a 

rhizotomy after dissection of nerve and alcohol injections had been unsuccessful in treating phantom 

limb pain.585 

 

The efficacy of this treatment for chronic pain appears to be negligible. In Thorburn’s 1921 study of 

twelve patients, the procedure failed to relieve any pain in one third of cases with a wider mortality 

rate of 6%.586 Rather than finding fault with the operative technique or reviewing the practice, 
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Thorburn attributed the blame for these deaths on the patients themselves, again demonstrating the 

superior confidence of some surgeons in their own abilities. Thorburn believed that deaths caused by 

this procedure were ‘early cases with injury or malignant disease’ and that ‘failed’ cases were ‘much 

confused by the highly neurotic condition of the patient… many of these are accustomed to large doses 

of morphine, of alcohol and of drugs, and when in hospital they feel acutely the absence of such 

drugs’.587 There are very few references to injured veterans self-medicating with drugs or alcohol in 

both the texts retrieved by the systematic search and within the medical pension records, suggesting 

that this was not in fact as widespread an issue as Thorburn implied. 

 

Chronic Pain & Patients’ Mental Health 

However, the importance of the patient’s state of mind during their treatment and the role this could 

play in their recovery was noted by multiple authors across both journals. An unexpected finding of 

this review was that the psychological toll of untreated chronic pain on a patient’s health and the 

combination of physiological and emotional factors in pain was acknowledged from the beginning of 

the period. In 1918 the surgeon Farquhar Buzzard warned against ‘too readily ascribing to hysteria the 

terrible sufferings of many cases of nerve injury’, adding to Wilfred Trotter’s comments of 1915 that 

neuropathic pain was ‘of a particularly intolerable kind and is apt to undermine the mental stability of 

the patient in a remarkable way’.588 589 In his experience as Consulting Surgeon at Roehampton with 

patients who had prolonged hospital stays and multiple courses of treatment, Corner theorised that 

long-term pain was caused by three factors: infective inflammation, the presence of foreign bodies and 

these psychological factors: ‘the patient will have stored up memories of past operations, pains and 

phantoms. With such a combination any hope of immediate cure is futile’.590 From 1920 the role of 
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the patient in their recovery was emphasised in professional lectures with the then radical idea that ‘the 

surgeon is not all important, the patient must assist’ and that ‘whether pain recurred depended on the 

patient’s power to combat this infection. The degree of mental deterioration had a good deal with do 

with the amount of success attained’.591 592 

 

In 1921 Corner demonstrated the importance of the patient’s state of mind with three case reports of 

amputees whose stumps had repeatedly broken down whilst wearing wooden prostheses. The wooden 

limbs were replaced with a lighter aluminium model and all three patients were reported to have made 

a significant recovery. With higher energy levels, less pain and the knowledge that a permanent 

recovery was likely, they were then both interested in and able to participate in hobbies again, thus 

aiding both their physical and psychological recovery.593 

 

1930-1939 

Queen Mary’s Hospital, Roehampton 

The experience of the Queen Mary’s Hospital surgeons and their role in leading the professional 

conversation around chronic postamputation and neuropathic pain in First World War veterans can be 

seen most clearly in the journal articles of the 1930s, the point at which others began to forget the war 

and the impetus for pushing this conversation forwards was left to Roehampton. By 1918 over 26,000 

patients had been treated at Queen Mary’s (two-thirds of all amputee veterans) and the hospital had a 

waiting list of over 4,000 men.594 The hospital remained responsible for the majority of these patients, 

with almost 11,000 veterans still receiving treatment or prosthetic limbs in the years 1938 to 1939.595 

The results of the review show that several of the hospital’s limb fitting surgeons, in particular Paul 
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Jenner Verrall, were lecturing on lessons learned from this war experience at meetings of professional 

organisations such as the Royal Society of Medicine and the British Medical Association throughout 

the 1930s as the long-term issues associated with amputation were becoming more evident and the 

Roehampton staff became recognised as the specialists in this field (Fig. 46). 

 

 

Figure 46. Staff from Queen Mary’s Hospital at the opening of their new limb fitting centre, 

1932. 

 

Reamputation & Amputation Technique 

This professional conversation and reviewing the medical experience of the First World War in the 

1930s was not unique to Britain, particularly as it became clear another major conflict was on the 

horizon. In 1939 the British Medical Journal published a study of 80,000 French First World War 

amputees by Professor Leriche of Strasbourg. The study reported that reamputation had been a 

relatively common procedure over the previous two decades with 16% of amputees undergoing a full 

re- amputation, 31% “retouching” and 50% some form of surgery before the fitting of a prosthesis.596 
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597 Once again, chronic pain for these veterans was only discussed in terms of the fitting of artificial 

limbs: whilst Leriche noted ‘a few’ of these operations were due to painful conditions such as osteitis 

or painful scarring, in his opinion ‘the chief trouble’ was the lack of interdisciplinary co-operation and 

‘the inability of the operating surgeon to think in terms of modern prosthetics’.598 

 

In his 1919 British Medical Journal article, Royal Army Medical Corps surgeon AE Chisholm advised 

that in cases with painful adherent scars (particularly those affected by the fitting of an artificial limb), 

‘mild sepsis in the sinuses’ or terminal sequestra, ‘it is usually wiser to re-amputate’ than wait for the 

limb to heal.599 However, in the 1930s when the articles on reamputation as a means of treating chronic 

stump pain began to appear in the journals, the consensus was that this procedure was more harmful 

than beneficial and with no positive outcomes reported, it was concluded that reamputation should be 

avoided altogether. After years’ of experience at Queen Mary’s working with the First World War 

veterans, Jenner Verrall advised colleagues in a 1930 talk to the Royal Society of Medicine’s Section 

of Orthopaedics that ‘he was more and more convinced that successful re- amputations which one saw 

in so many of these cases were harmful, and he refused to do them’, and, echoing his sentiments from 

the previous decade, concluded ‘time and occupation were the only cure’ for painful stumps.600 

 

The techniques for primary amputations were also revaluated in this period. The surgeons of Queen 

Mary’s and the Royal Army Medical Corps spoke out against the Syme’s amputation, even when 

performed by surgeons ‘whose skill was beyond question’, as they ‘did not bear the test of time’, 

lasting an average of seven years, with ‘no functional value’ and causing chronic pain in some 

amputees to the extent they were forced to undergo re-amputation (Fig. 47, 48).601 602  
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Figure 47. Technique for Syme’s amputation and disarticulation through the ankle joint. 

Figure 48. Results of a Syme’s amputations. 

 

Whilst the British surgeons focused on the Syme’s amputation, Leriche’s research in La Presse 

Médicale condemned the Chopart’s amputation as ‘worthless in 95 per cent of cases’ and that this was 

procedure was not unique: ‘experience of the last war… have robbed many a classic operation of its 

prestige’.603 A similar melancholy sentiment was expressed in article against Syme’s amputations, 

although with a reminder to the reader that: 

 

If regret is felt that certain time-honoured amputations have failed to maintain their traditional 

place in surgery, it must be remembered that this failure is only in response to technical 
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requirements far more exacting than those formerly made.604 

 

The acknowledgment in articles of this period raises an interesting point regarding the role of the 

surgeon in rehabilitation and care for amputee veterans. Up to the 1930s, surgeons had unarguably 

been the authority in leading treatment for the amputee veterans. However, from this point, the 

importance of the expert prosthetist becomes more evident in the medical literature.: The article quoted 

above stated that ‘there can be no doubt that for the successful reconditioning for a man with an 

amputated limb there must be complete cooperation between patient, surgeon, and limb-maker’, with 

an emphasis on ‘team spirit’ and a reminder that “a stump might be surgically good but prosthetically 

bad; but if it was prosthetically good it could not be surgically bad”.605 This levelling of expertise 

between the patient, prosthetist and surgeon would have been almost unthinkable two decades earlier: 

even the articles from 1914 to 1918 that called for greater interdisciplinary work restricted their call to 

medical professionals. 

 

That lessons were learnt from war experiences at Roehampton and shared amongst the medical 

professionals can be seen most clearly in the discussion around nerve shortening. At the end of the war 

the literature advised that nerves should be cut short at the primary amputation, with one to two inches 

pulled down and removed, preferably with scissors. In 1930, Royal Army Medical Corps surgeon Max 

Page condemned the pulling on nerves during primary amputation, ‘because of the danger of post-

operative pain’ and believed it best to ‘crush and cut them about an inch above the level of the bone 

section and inject absolute alcohol into the nerve-ending’.606 His methods were also advocated by 

surgeon JR Learmonth who reported that pain could be prevented by interrupting a peripheral nerve 

through ‘sectioning, crushing or injection of alcohol or formalin’, despite finding that this procedure 
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was rarely successful ‘and the pain recurs above the old level of interruption’.607 From 1930 until 1939, 

surgeons were advised by the professional literature that nerves should instead be crushed, either as a 

treatment for painful stumps or to prevent the formation of neuroma. 

 

From 1938, the Roehampton surgeons were actively advocating against these procedures, with reports 

of Jenner Verrall’s lecture in both The Lancet and the British Medical Journal, and his warnings that 

nerves should not be cut short as possible ‘as we once did’, as they may then be subject to pressure 

from the artificial limb’s socket, whereas they would have been ‘unhurt’ if left long in the stump.608 It 

appears that despite the influence of the surgeons and the circulation of the two journals, their warnings 

would go unheeded as this idea would be repeated throughout the next decade. 

 

An alternative procedure for treating stump and particularly phantom limb pain that emerged in the 

literature around the same time as the discussion on nerve shortening, is that of lateral or bilateral 

chordotomy. A similar procedure to the rhizotomy in which nerves within the spinal cord are 

destroyed, it was advocated by three surgeons across 1935 and 1936 for cases of neuralgia caused by 

neuroma, phantom limb pain and unspecified postamputation pain. All three reported positive 

outcomes, particularly in cases of chronic postamputation pain in the lower limb. Riddoch in particular 

noted that lateral chordotomy of the spinothalamic tract could be used to specially target and remove 

pain from a phantom limb, ‘while leaving the phantom still in apparent connexion with the stump’.609 

 

As an invasive and irreversible technique with the potential for life-changing side effects, in today’s 

practice spinal chordotomy is performed by specialist neurosurgeons, very rarely performed and 
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reserved for cases of severe intractable pain which do not respond to pharmaceutical treatment, such 

as some terminal cancers. In the 1930s, two decades after it was first performed, one of the surgeons 

advocating its use, JR Learmonth, proposed it should be a procedure available to all those with 

‘incurable disease’ or chronic pain and, far from being reserved for specialist neurosurgeons, ‘a 

surgeon has the responsibility of suggesting chordotomy to the patient and to the friends… I do not 

think that cordotomy should remain a specialists’ operation but it should be included in the 

armamentarium of all surgeons who are likely to deal with such cases’.610 

 

Articles in these journals from the late 1920s and early 1930s show a schism developing between two 

camps of surgeons: those who advocated for the more invasive and irreversible procedures and those 

who promoted minimal disturbance and surgical interference. This was particularly the case for those 

dealing with peripheral nerve injures as their potential to cause long-term pain and resistance to 

treatment was already clear, with the first reference advocating minimal disturbance appearing in 1923. 

One study of 300 cases was presented to the International Congress of Surgery: 

 

Nerves should be disturbed as little as possible… there was a fundamental error in thinking of 

the mechanism of nerve repair as differed from that of other tissues. It was really the same… 

hence minimal operative trauma in order to avoid muscular interference and perfect asepsis 

must be the surgeon’s aim.611 

 

This was particularly applicable to the nerve roots and plexuses of the upper limbs which were believed 

to be more susceptible to chronic postamputation pain, particularly pain of central origin, as ‘the upper 
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limb was to some extent a sense organ’ and ‘should not be interfered with’.612 At the Annual Meeting 

of the British Medical Association in 1936, this was expanded upon with new theories into neurology 

and that postamputation pain, in particular phantom limb pain, was more prevalent in the upper limbs 

because ‘those parts most endowed with sensation, such as the hand, wrist and elbow, persisted in 

consciousness, because they were more heavily represented in the cortex’ and that ‘the parietal sensory 

cortex was the part of the brain concerned with spatial relationships and was the only one affected in 

these cases’.613 

 

The 1930s, and this meeting in particular, also marked the first acknowledgments of the interaction 

between physical and mental health, and the medicalisation of the emotional toll of untreated chronic 

pain. In the 1936 BMA discussion, neurologist and noted surgeon G Riddoch proposed that phantom 

limb sensation was the result of the patient’s inability to recognise the altered shape of their body 

postamputation, and phantom pain caused by the proximal nerve endings regenerating. Chronic pain 

occurred in cases where ‘physiological as well as psychological inhibition diminished and the patient 

could not learn to adjust himself to a new body shape’.614 The acknowledgement of the psychological 

impact of untreated chronic pain and the role of the patient’s state of mind, first seen in this review in 

1918, would be explored in greater detail after the Second World War. 

 

If, as Young believed, ‘the era of peripheral nerve surgery [was] still to come’, the surgeons from 

Queen Mary’s Hospital at Roehampton were playing their part in ensuring it arrived as soon as 

possible, particularly as it became clear that another major conflict was imminent.615 As the medical 

professionals working most closely with the First World War veterans, the staff of Roehampton had 
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the greatest experience of the long-term conditions resulting from amputation and the impact poor 

operative technique could have on a patient several decades on. 

 

1939-1945: The Second World War 

Lessons from Queen Mary’s Hospital continued to be shared by its surgeons throughout the Second 

World War and discussion in the two journals was dominated by the surgeons of this hospital: one in 

three authors of the texts retrieved by this review across both journals in this period held a role as 

consultant or limb- fitting surgeon at Queen Mary’s. With Roehampton surgeons continuing to lead 

the debate, the advocation of minimal inference continued. Far from the invasive rhizotomies and 

cordotomies of the 1920s, articles published in the Second World War promoted physical therapies, 

such as well- fitting prostheses and compression of the stump with bandaging, in combination with 

distraction and electrotherapy, similar to the approaches seen two decades earlier. In 1940, Jenner 

Verrall ended his presentation to the British Orthopaedic Society’s Annual Meeting with ‘a plea… for 

conservatism in the treatment of painful stumps, which are most efficiently dealt with by expert limb 

fitting, by anodal galvanism, and by the development of an occupational interest’ (Fig. 49).616 
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Figure 49. Occupational training at Queen Mary’s Hospital, Roehampton, December 1915. 

 

Although the journals show that the surgeons of Queen Mary’s were very active in the 1930s and 1940s 

(their lectures featured in 80% of all conference reports retrieved by the search), there are questions as 

to the extent to which their experiences were understood by others within the profession and how far 

the lessons of the First World War were absorbed into practice. That the opportunity was not taken to 

incorporate the experiences of the First World War into medical education was highlighted by The 

Lancet in 1944, in an article that noted the ‘strange and depressing parallel between them appears on 

the signs and symptoms of peripheral nerve injuries written during the last war and those appearing 

today’, with the new generations of physicians and surgeons, ‘fostered on the teaching of anatomy in 

our standard textbooks’, lacking practical skills and failing to ‘correct [their] teaching by reading the 

publications of the immediate post-1918 period’.617 

 

This was particularly true for the treatment of traumatic injury and peripheral nerve damage, with new 
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recruits forced to relearn how to diagnose and treat nerve lesions, which in reality tended not to behave 

exactly as they did in textbooks: 

 

He unlearns all of this slowly and meanwhile, when the symptoms do not agree with his 

preconceived notions of the necessary motor and sensory loss, he passes through a phase of 

postulating abnormal cutaneous supply, abnormal innervation of muscles, or aberrant 

dispositions of nerves or attachments of muscles. We passed though that phase during the last 

war and anatomists began to wonder where these supposed discoveries would end. We have 

seen the same phase during this war but its duration seems to have been mercifully shorter.618 

 

It is possible, however, that this phase of re-learning old lessons would have been significantly shorter 

still if greater attention had been paid to the advice of the Roehampton surgeons. Retrieved articles by 

EM Corner, AWJ Craft and Jenner Verrall from this period all advised for minimal interference with 

nerve injuries, for nerves to be cut ‘very delicately’ and ‘cleanly’ if entirely unavoidable and, contrary 

to advice given a decade earlier, ‘the nerve should never be crushed, ligatured or stretched’.619 In an 

interesting contrast to the literature of the First World War, all of these articles and an additional text 

by Gordon-Taylor advised against the use of massage at any point after amputation, believing it caused 

chronic pain by irritating the nerves and was useless in reducing oedema. Gordon-Taylor was 

particularly and bluntly against this treatment, stating it should be avoided ‘like the devil’.620 Excision 

of neuroma, the most commonly referenced technique for treating chronic postamputation pain during 

the First World War, was also referenced in this series of articles and advised against: ‘this nearly 
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always makes matters worse… removal of nerve bulbs is worse than useless as the pain is central in 

origin and the removal only adds extra trauma’.621 

 

The cyclical nature of medical education and recommendations for best practice is also evident in the 

‘period of signs’: the ‘innumerable signs, many of them eponymously named, by which one could 

infallibly diagnose any nerve injury… was dead and buried by 1919, only to come to life again in 

1944’.622 This cycle of treatment in which theories, techniques and practices are reworked every two 

decades will be discussed later in this chapter and elsewhere in this thesis. 

 

Physiotherapy 

As may have been expected, few references were retrieved for the years 1939 to 1945 and this period 

accounted for just 7.5% of all texts returned by the systematic search. However, this period is notable 

for a shift in the conversation between medical professional and the inclusion of the first text on this 

subject within the review to be written on the subject of postamputation or conflict-related neuropathic 

pain by an allied health professional. 

 

In response to the 1941 correspondence between the British Medical Journal and the British 

Orthopaedic Association, Dr EJ Crisp, a physiotherapist, wrote to ‘take up arms in defence’ of his 

profession, highlighting the role of the ‘mere physiotherapist’ who were increasingly being called upon 

to ‘treat every type of case, both surgical and medical’, and challenging the President of the British 

Orthopaedic Association in his assertion that “the orthopaedic surgeon prescribes [physical treatment 

in detail]… and controls such treatment throughout… there will be no withdrawal from this 
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position”.623 Far from mindlessly carrying out the orders of the orthopaedic surgeon, Crisp referred to 

the position of the physiotherapist as a protective buffer between the outdated knowledge of the 

surgeons and the vulnerable patients, referring to the ‘numbers of patients that are still referred to our 

departments with no further instructions than the two words “Please treat”’, and that others are referred 

with instructions from ‘eminent surgeons… which, if carried out, would be definitely harmful to the 

patient’.624 

 

Crisp concluded with the observation that whilst ‘undoubtedly in the past various methods of physical 

medicine have been employed which were quite unworthy even of the adjective “empirical” … 

physical medicine is now past the experimental stage and on sure foundations’.625 Echoing the calls 

for greater interdisciplinary co-operation seen a decade earlier, he encouraged recognition of the 

common ground between orthopaedic surgeons and physiotherapists, although with a sly dig at the 

outdated knowledge of the British Orthopaedic Association’s Committee and the note that ‘the 

physiotherapist of to-day has (or should have) a complete orthopaedic training and keep abreast of 

modern medicine and surgery… and in amicable collaboration with his colleagues, can give invaluable 

services’.626 

 

It is possible that Dr Crisp’s opinions were included in the journal as he was also a physician and thus 

elevated above the ‘mere physiotherapist’ and not representative of the majority of the profession.627 

However, physiotherapists and other allied health professionals had been working as consistently over 

the past twenty years with the veteran cohort as the surgeons and were likely responsible for providing 

some of the non-surgical or non-invasive treatments for chronic postamputation and post-traumatic 
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neuropathic pain. In rejecting the authority of the orthopaedic surgeons and affirming the expertise of 

physical therapists and their position within multidisciplinary rehabilitation, this text marks a turning 

point in the treatment of chronic postamputation and neuropathic pain across this review, and is 

indicative of a change that would occur across medical practice in the post-war period: the beginnings 

of multidisciplinary pain management. 

 

1946-1959 

The Rise of the Anaesthetist 

Analysing treatment patterns in articles retrieved by this systematic search reveals that the post-war 

1940s and early 1950s marks a sharp change in practice, with less reliance on the general surgeon and 

greater emphasis on the role of the specialist practitioner. With the introduction of the National Health 

Service in 1948, anaesthesia became recognised as a medical specialty in its own right and specialist 

anaesthetists were awarded the status of consultant in line with other medical fields. It is perhaps for 

this reason, in combination with the regional anaesthetic techniques developed in the Second World 

War, that anaesthetists began to feature in the professional conversation. Although local anaesthesia 

had been suggested as a potential treatment for chronic neuropathic pain from the 1930s, references to 

pharmaceutical analgesic treatment for postamputation and neuropathic pain reached their peak in 

1955/56. By 1954, John J Bonica, now considered to be one of the founders of pain medicine, was 

advocating the opportunity for anaesthetists to take a leading role within this emerging field, if 

‘prepared to assume the responsibilities of a physician and also to devote sufficient time to a study of 

this subject’, emphasising ‘the importance of a nerve-block clinic, run by an anaesthetist as part of the 

activities of a pain clinic’ (Fig. 50).628 
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Figure 50. John J Bonica. 

 

As previously stated, in earlier decades drugs were rarely prescribed for chronic postamputation or 

neuropathic pain. Two articles from the First World War noted analgesics to be unsuccessful in treating 

chronic neuropathic pain and were beneficial to the patient purely for aiding sleep.629 630 Prior to 1950, 

one study in which a First World War veteran received pharmaceutical analgesia for chronic pain was 

retrieved by the search terms: this gunshot wound patient complained of regular attacks of stump pain 

and jactitation lasting several hours, and was treated with hypodermic morphine, omnopon, allonal, 

luminal and sedobrol.631 Although hypodermic morphine and omnopon did relieve pain, the side 

effects were considered to be too severe for the patient and allonal, luminal and sedobrol were reported 

to have no effect. Opium and morphine were considered as alternatives but were rejected as to extreme 

and the possibility of addiction too great. 

 
629 Tubby, “Remarks on Cases of Nerve Concussion Due to Bullet and Shell Wounds”, 58.  
630 “Reports of Societies: Nerve Injuries”, 288. 
631 “Conference on Amputation”, The British Medical Journal 1, no. 5427 (1965): 120. 
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Although this may be considered to be a concern of today’s medical practice due to the current 

prevalence of chronic pain and the global opioid epidemic, the review reveals that concerns over 

addiction and the suitability of opioids for treating intractable or long-term pain is far from a new issue 

and has been discussed in the medical press from the late 1940s. In 1946 The Lancet reported that that 

each means of analgesia had specific advantages and disadvantages whilst general and local 

anaesthetics ‘dispel all non-specifically by abolishing all forms of sensation’, the newer drugs such as 

pethidine could be more targeted, although ‘carry the grave risk of addiction’.632 The increasing 

interest in finding a pharmaceutical solution for the treatment of chronic pain can be seen by the fact 

that the second plenary session of the British Medical Association’s Annual Meeting in 1952 was 

dedicated to ‘the relief of pain’ and was attended by ‘some 500 members’.633 In a speech that could 

equally have been written 60 years later, the plenary highlighted that: 

 

The ideal means of relieving chronic pain has not yet been achieved. A drug that will supress 

pain without affecting consciousness or muscular power and without producing the euphoria 

that leads to addiction awaits discovery.634 635 

 

With no successful analgesic for the relief of chronic postamputation pain, this review reveals that 

specialists turned to infiltration of local anaesthesia and nerve blocks were in use from 1947, 

particularly in cases of phantom limb pain. Four articles from 1947/48, with a combination of First 

and Second World War veterans and civilian participants, and another in 1955 (based upon a First 

World War veteran) report the use of sympathetic nerve blocks using procaine or novocaine. No exact 

 
632 ‘Surgical Treatment of Pain’, The Lancet 284, no. 6410 (1946), 16. 
633 “Second Plenary Session: The Relief of Pain”, The British Medical Journal 2, no. 4776 (1952): 146-148. 
634 Ibid. 
635 “British Medical Association: Plenary Sessions: The Relief of Pain”, The Lancet 260, no. 6725 (1952): 129. 
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figures for patients or outcomes were given in these studies, but it would appear that results were 

mixed: in his 1948 paper, JAW Bingham noted that sympathetic procaine blocks produced ‘immediate 

relief in some and not in others’.636 The 1948 studies concluded that ‘persistent severe pain’ could be 

treated with repeated nerve blocks and that duration of relief increased with each application.637 The 

possibility of success was further investigated in Vitali and Kohn’s 1950 study on benzocaine 

infiltration for residual limb pain in veterans treated at Queen Mary’s, which concluded that the results 

were positive, but were dependent on the mechanistic descriptor of the pain: 

 

In most of our cases, other forms of treatment have been tried and failed to bring about an 

improvement… the relief from pain is sometimes quite dramatic… the pain has to be due to 

local causes if the treatment is to be successful. No improvement can be expected if the pain is 

of psychoneurotic origin.638 

 

The Vitali and Kohn study raises an important point which has been referenced elsewhere in this thesis: 

by the 1950s, medical professionals were seeing veterans of the First World War who had been living 

with pain for up to four decades and any health issues present in this cohort were likely exacerbated 

by ageing and the stress of living with an untreated chronic condition. 

 

Psychological Factors 

The theory that chronic postamputation pain and particularly phantom limb pain was caused by 

psychological rather than physiological factors was often repeated in the post-war period and 

accounted for 22% of all texts on the mechanistic descriptors of pain retrieved by the search. The ‘body 

image’ theory first proposed by Riddoch in 1936 was expanded upon by Craig in 1948 using the 

 
636 “Pain in Phantom Limbs”, The British Medical Journal 2, no. 4571 (1948): 353-354. 
637 “The Phantom Limb”, The British Medical Journal 2, no. 4569 (1948): 262. 
638 M Vitali & J Kohn, “Treatment of Painful Amputation Stumps”, The British Medical Journal 2, no. 4675 (1950): 415. 
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language of neurology, the dominant specialty for treating chronic postamputation pain in this period, 

who noted: postamputation pain should not be unexpected, given the significant damage to nerves and 

that ‘pain so caused is registered in the sensorium in terms of the established “body image” and so is 

interpreted as being felt in the phantom’.639 This phase within the professional conversation also 

highlighted the importance of a good doctor/patient relationship, discussed in greater detail elsewhere 

in this thesis, in which patients were not afraid to share their symptoms and would not be stigmatised 

for doing so. In a series of correspondence in 1948, JAW Bingham and Craig refer to the possibility 

that phantom limb pain was likely far more common than the medical literature would suggest, but 

that: 

 

‘Patients are often so afraid of their sanity being doubted if they talk of their phantom pain that 

they frequently only complain of a tender stump… it is not very uncommon for a patient with 

a tender stump to mention that he also feels pain in the absent hand or foot only after he has 

been under one’s care for a considerable time and after he has learnt that his complaints will 

not be scoffed at.640 

 

Or as Craig noted, phantom limb pain, although distressing, appeared to them to be so ‘unreal and 

fantastic’ as to suggest that they were the product of a disordered imagination.641 One very intelligent 

subject remarked, “I did not report sick because I did not expect the doctor to treat a ghost’.642 

 

Although brief, this text by Craig demonstrates the relationship between doctor and patient, the 

potential stigma for chronic pain patients, particularly those with phantom limb, and the observation 

 
639 Donaldson Craig, “Pain in Phantom Limbs”, 904. 
640 JAW Bingham, “Pain in Phantom Limbs”, The British Medical Journal 2, no. 4565 (1948): 52. 
641 Donaldson Craig, “Pain in Phantom Limbs”, 904. 
642 Ibid. 
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that chronic pain may be a psychological phenomenon with no apparent physical cause, and yet this 

does not mean that it is any less ‘real’ or distressing to the patient, as Craig noted: 

 

The persistent symptoms experienced by such patients are very real indeed, despite the frequent 

paucity of demonstrable abnormality in the stump, and they may lead to complete breakdown 

of physical and emotional stability, as in one unfortunate case in my experience.643 

 

The potential psychological impact of untreated, or perhaps worse- not believed- chronic pain can be 

seen in Lt Hopkinson’s case in Chapter 3 of this thesis. It’s possible that Gillis had this case, or similar 

cases, in mind when he advised his colleagues to believe their patients when they reported pain: 

 

Fear of accusation of insanity makes him reticent to talk about his symptoms and he prefers to 

hide them until he can no longer bear them. This may result in gross mental disturbance and 

the sufferer of a phantom limb if often regarded as psychotic.644 

 

Surgical Responses 

As seen in the 1920s, when patients failed respond to treatments for their chronic pain, surgeons turned 

again to more invasive procedures, although in this period neurosurgeons took the lead with the re-

emergence in professional discussion of chordotomies for severe phantom limb and stump pain and 

the introduction of sympathectomies and leucotomies. Despite the intervening decades since its first 

use for chronic postamputation and its use in combination with new electrical techniques, chordotomy 

appears to be no more successful in the 1950s than in the 1920s; although it does appear to have 

become the responsibility of the neurosurgeon, rather than the general surgeon. Both reports from this 

 
643 Ibid. 
644 “Pain in Phantom Limbs”, The British Medical Journal 1, no. 4561 (1948): 1108. 
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period noted that while the procedure removed the ‘more agonising element of pain… some still 

persisted’, and that phantom limb pain in particular was likely to return after three months.645 Despite 

the lack of positive outcomes and potential harm to patients, this technique continued to appear in the 

literature for the next two decades, with the last reference in 1975 and no changes in outcomes over 

this period. 

 

A similar cycle to that of chordotomies can be seen in the use of sympathectomies for neuropathic 

pain. First used for causalgia, a form of pain thought to occur in 2-5% of nerve injuries and ‘notorious 

both for its severity and its resistance to most forms of medical and surgical treatment’, by Leriche in 

1916, this treatment reoccurred in the literature in twenty-year cycles until 1975.646 647 

Sympathectomies, however, report more successful outcomes than chordotomies with JAW Bingham 

reporting ‘very satisfactory relief’ in 56% of his patients in his 1948 study of Second World War 

soldiers, up to 1972 when The Lancet concluded sympathectomy ‘not infrequently leads to lasting 

relief’.648 649 

 

These results, however, were purely for neuropathic and particular causalgic pain, with consultant 

neurologist JD Parkes noting the procedures was less effective for phantom limb pain.650 Whether this 

lack of success was due to less positive post-operative outcomes or to a small number of patients had 

been raised two decades earlier by Bingham, who noted that sympathectomy was rarely performed for 

phantom limb pain in comparison to causalgia as ‘the phantom sensation was seldom unpleasant 

enough to make [patients] anxious to undergo a major operation for its relief’.651 Sympathectomy 

 
645 “British Medical Association, Plenary Sessions: The Relief of Pain”, 130. 
646 ‘Causalgia’, The Lancet 299, no. 7761 (1972), 1172. 
647 “The Origin and Treatment of Causalgia”, The Lancet 191, no. 4935 (1918): 474. 
648 Bingham, “Pain in Phantom Limbs”, 51. 
649 “Causalgia”, 1172. 
650 JD Parkes, “Today’s Treatment: Disease of the Central Nervous System: Relief of Pain: Headache, Facial Neuralgia, 

Migraine, and Phantom Limb”, The British Medical Journal 4, no. 5988 (1974): 90-92. 
651 JAW Bingham, “Pain in Phantom Limbs”, The British Medical Journal 2, no. 4571 (1948): 353-354. 
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appears to be the only form of surgery specially recommended for the relief of neuropathic pain in 

injured veterans after 1950, although the literature is unclear as to whether this was due entirely to the 

mixed outcomes or the fact that this cohort was ageing, likely with high comorbidities, and thus 

unsuitable for more invasive or intensive surgical procedures. 

 

As it had twenty years earlier, the professional medical conversation once again split into those 

advocating surgical procedures and those supporting non-invasive or physical treatments for chronic 

postamputation pain. From 1949 to 1959, possibly due to the advocacy of the Roehampton surgeons 

or to the increasing influence of neurologists in pain management, the most popular physical treatment 

for chronic postamputation and neuropathic pain was percussion and vibration therapy, which 

accounted for 32% of all treatments referred to across this decade. This ‘refreshingly simple method’ 

was prescribed for painful stumps, phantoms and neuroma, with the advantages of being cheap and 

quick to demonstrate, and could then be self-administered as ‘the patient soon learns to knock away 

his phantom pain whenever it become troublesome’.652 

 

The theory behind this treatment was that repeated local trauma would cause nerve endings to 

degenerate and render neuromata insensitive, gradually replacing them with fibrous tissue and ‘convert 

them into painless scars’.653 Percussion and vibration appear to be the only kinds of treatment to have 

been officially endorsed by the Ministry of Pensions for First World War veterans as the Ministry 

loaned mechanical vibrators to pensioners at home (Fig. 51). These therapies were also one of the few 

treatments with published studies and case histories, most notably a series of seven cases (a cohort of 

civilian, First and Second World War veterans) treated by the neurologist W Ritchie Russell at the 

 
652 William Ritchie Russell, “Painful Amputation Stumps and Phantom Limbs: Treatment by Repeated Percussion to the 

Stump Neuromata”, The British Medical Journal 1, no. 4614, (1949): 126. 
653 “Any Questions?: Percussion for a Painful Stump”, The British Medical Journal 1, no. 4813 (1953): 794.  
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Radcliffe Infirmary, Oxford.654 In his original paper, published in 1949, Ritchie Russell openly stated 

that his research into percussion was a direct result of the unsuccessful surgical attempts to treat severe 

postamputation pain, noting ‘the medical treatment of these cases has been disappointing, and the 

difficulties encountered in getting relief by surgical measures is evident from the current neurosurgical 

practice of treating some of these cases by excising areas of the brain’.655 

 

 

Figure 51. Mechanical vibrator (“Pifco massager”) used for pain relief. 

 

The increasing desperation to find a permanent surgical solution to the problem of chronic pain can 

been seen in the brief phase for frontal leucotomies (also referred to as lobotomies) in the mid-twentieth 

century (Fig. 52). This treatment appeared in four texts retrieved by the systematic search, all of which 

appear in the period 1949 to 1965 and advocated when all other treatments had been tried and failed. 

This small number of reports appears to be not due to a reluctance to carry out such a destructive 

procedure, but ‘as it is generally regarded as a last resort… the number of cases treated by the 

neurosurgeon must naturally be small; hence the scarcity of reports on representative series’.656 This 

 
654 Ritchie Russell, “Painful Amputation Stumps and Phantom Limbs”, 1024-1026. 
655 Ibid. 
656 “Leucotomy for Pain”, The Lancet 255, no. 6596 (1950): 168. 
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treatment for intractable stump and causalgic pain was based on the theory that pain was both a 

physical and psychological experience and these could be separated and selectively eliminated. One 

article from 1946 noted that surgery was often ineffective as it affected only the physical aspect of 

pain: 

 

Like other sensations, [pain] has a threshold and can be localised and referred to a stimulus; 

but it is interpreted much closer to the centre of personality than other sensations, such as touch 

and hearing, and it has much in common with emotions like fear and disgust.657 

 

As a procedure for pain relief, leucotomies offered the exact opposite of previous surgical techniques: 

they left the pain pathways and normal physical response to pain intact, but removed the patient’s 

ability to feel or express that pain, so without the ‘emotional component and distressing significance… 

pain is no longer of greater significance than the appreciation of any other sensory stimulus’.658  

 

 
657 “Surgical Treatment of Pain”, 16. 
658 “The Management of Intractable Pain”, The British Medical Journal 2, no. 4624 (1949): 430. 
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Figure 52. Sketch demonstrating transorbital leucotomy. 

 

In an attempt to avoid the ‘profound temperamental changes’ seen in many leucotomy patients, in his 

study of 33 civilian patients (including phantom limb patients) Scarff performed the procedure on one 

hemisphere of the brain, reporting ‘less favourable’ results than the bilateral procedures.659 In their 

write-up of his study, The Lancet concluded that despite the severity of the procedure, it often only 

resulted in temporary pain relief as ‘in several patients immediate relief has been followed by a return 

of symptoms’.660 

 

1960-1982 

Duality of the Pain Experience 

What is evident from the texts of the post-war period and the 1950s is a greater honesty around the 

lack of knowledge of the true causes of chronic stump, phantom and neuropathic pain and an 

 
659 “Leucotomy for Pain”, 168. 
660 Ibid. 
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acceptance that without a clear knowledge of the mechanistic descriptor, treatment was unlikely to be 

effective. By 1948, neuritis and infective inflammation, once the most common theory for chronic 

neuropathic pain in the peripheral nerves, was ‘rapidly losing ground as an accurate diagnosis’, the 

term having become ‘a dumping ground for too many things’.661 This lack of knowledge was also 

present in nerve lesions and the understanding of which particular types of peripheral nerve injuries 

were likely to spontaneously recover without surgical interferences: ‘in spite of much study, the 

surgeon still lacks a satisfactory means to make the early decisions about nerve lesions which are 

essential if he is to give the patient the best chance of recovery’.662 However, the acknowledgement 

that pain was both a psychical and emotional experience marked a positive development for patients 

and one which led to the development of more psychological and less invasive treatments for chronic 

postamputation in this cohort from the 1960s. 

 

The belief in the duality of the pain experience underpinned psychological treatments in the 1960s 

such as distraction and hypnosis. Distraction had briefly been used in the 1920s and recommended by 

the surgeons of Queen Mary’s specifically for the First World War amputees as ‘an occupational 

interest’ and ‘active occupation of mind and body’ believed to reduce chronic pain by ‘diverting 

nervous impulses into new channels and reliving the tension of the now useless [pain] mechanism’.663 

664 Both The Lancet and the British Medical Journal reported a study with a combination of veterans 

and civilian patients with persistent phantom limb pain, carried out over several weeks at the Maudsley 

Hospital in 1964.665 This was one of the first case reports to appear in a standard format, recognisable 

to today’s publications, describing the hypothesis, methods and limitations. Patients were given 

sensory motor tasks to complete for two hours per day whilst attempting to ignore other sensory 

 
661 “Reports of Societies: Neuritis”, The British Medical Journal 1, no. 4552 (1948): 656. 
662 “Tinel’s Sign of Nerve Regeneration”, The Lancet 247, no. 6400 (1946): 619. 
663 “British Orthopaedic Society Annual Meeting: Amputations”, 106. 
664 P Jenner Verrall, “Minor Traumatic Disabilities of the Upper Limb”, The British Medical Journal 1, no. 3238 (1923): 

97. 
665 GW Theobald, “Cortical Pain Image or Pain-Sensitivity Panel”, The British Medical Journal 2, no. 5457, (1965): 331. 
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distractions such as noises and flashing lights, theoretically abolishing the psychological aspect of their 

phantom limb and the experimenters hypothesising that ‘mental concentration may prevent a man from 

feeling either hunger or pain’.666 Although the study reported positive results, it acknowledged that it 

was impossible to know if these were entirely due to the distraction therapy or a placebo effect (often 

seen in the early shell shock treatments) created by a combination of the concern from medical staff, 

expensive and modern equipment, a hospital environment and occupational therapy. 

 

Distraction therapy in combination with hypnosis was recorded as a treatment for chronic phantom 

limb pain and after neurectomy in texts retrieved by the systematic search across the 1960s until 1978. 

However, although the 1978 study reported various methods ‘claimed to have been successful’, results 

were mixed, particularly for phantom limb pain.667 The first report of hypnosis appeared in the 

retrieved texts in 1949, earlier than expected, as treatment that could be combined with psychotherapy. 

However, interestingly, it was only considered suitable for ‘organic’ pain and not that considered to 

be of a psychogenic origin, as one may have expected of a psychological treatment.668 Agreement on 

the purpose of this treatment still eludes clinicians today: a method for patients to self-administer as 

necessary so that ‘any sensory perception, including that of pain, would be abolished at will’ and the 

‘true conquest of pain’: ‘the relief of suffering without the disadvantages of mutilating surgery or 

disintegration of the personality’.669 

 

Surgical Responses & The Gate Control Theory 

Perhaps due to the age of the First World War veteran cohort in this period, the increasing prominence 

of the anaesthetist within the field of pain management, or to the lack of the positive outcomes across 

the previous decade, but recommendations for surgical procedures to treat chronic postamputation pain 

 
666 Ibid.  
667 “Phantom Limb Pain”, The British Medical Journal 1, no. 6152, (1978): 1589. 
668 “Intractable Pain”, The British Medical Journal 2, no. 4624 (1949): 413. 
669 “The Management of Intractable Pain”, 430. 



273 

  

were rare in the retrieved texts across the 1960s: Just four articles (two studies published in both 

journals) reported the use of surgical techniques and neither appear to have had a significant impact 

on recommendations for practice. One text advocated for Dederich’s technique for re-amputation, a 

method that had been out of favour for some thirty years due to the lack of positive outcomes and 

potential for greater harm to the patient.670 The second was a study of 187 civilian patients across three 

years with various forms of neuropathic pain, including post-traumatic neuritis, treated with 

chordotomy. By this point, resurrected for the third time and no more successful than it had been in 

previous attempts, it was concluded that chordotomy was not useful for neuropathic pain in the arm 

and ‘useless’ for pain in the head and neck.  

 

The lack of surgical procedures at this time is perhaps surprising, given the emphasis in the scientific 

texts on the anatomy of pain pathways and the introduction of the Gate Control Theory in 1965.671 

Texts in previous decades focused on what is now referred to as the Specificity Theory which proposed 

that pain sensations travelled via specific neural pathways in the peripheral nerves and that other 

sensations required similar specialised nerve endings. However, from the mid-1960s prevalent 

thinking was that the same nerve fibres transmitted all sensations and that the difference occurred in 

the brain’s translation of these signals: 

 

There is therefore no such thing as a pain-nerve ending, a pain nerve ending, a pain nerve, or a 

pain impulse, for the impulses which result from a kiss, a thrashing, or the smell of a rose are 

in most respects identical and are but measurable electrical currents. The determining factor is 

the destination.672 

 

 
670 “Amputation Techniques”, The Lancet 285, no. 7376 (1965): 104. 
671 Ronald Melzack & Patrick D Wall, “Pain Mechanisms: A New Theory”, Science 150, no. 3699 (1965): 971-979. 
672 Theobald, “Cortical Pain Image or Pain-Sensitivity Panel”, 331. 
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In terms of chronic postamputation pain, this knowledge was used to pioneer local anaesthetic and 

neurolytic nerve blocks for diagnoses and locating the specific affected nerves, therapeutics, and 

prognoses investigating the likely efficacy for any future surgical procedures. This technique was 

headed by John J Bonica in the early 1950s, as mentioned previously in this chapter.673 The retrieved 

texts show that Bonica’s techniques and use of lignocaine hydrochloride and benzyl alcohol were 

furthered by Swerdlow, the most prominent anaesthetist in this review and one of the founders of pain 

medicine in the UK.674 Swerdlow’s technique appears to have been relatively successful in treating 

chronic neuropathic pain: his 1968 study included peripheral nerves blocked with absolute alcohol or 

6% phenol, or, more commonly, nerve roots blocked intrathecally with 5% phenol and glycerine.675 

For patients with causalgia, absolute alcohol and 6% phenol in water were used to block sympathetic 

nerves. Although it was not possible to follow-up 55 patients within the study, of the remaining, 75% 

reported ‘substantial relief’ and few complications beyond temporary discomfort from the injection.676 

 

Despite its influence on pain medicine as a speciality, Melzack and Wall’s Gate Control Theory is only 

referenced in the retrieved texts once.677 In a 1972 study, the theory is referenced as a progression to 

the Pattern Theory first raised in the early 1940s. Rather than proposing new or pet theories into the 

mechanisms of pain, the texts in both The Lancet and the British Medical Journal from the 1970s and 

1980s instead focus on the lack of agreement and understanding and the question of how important the 

underlying cause of the pain was: 

 

 
673 JJ Bonica, “The Management of Pain of Malignant Disease with Nerve Blocks”, Anesthesiology 15, no. 3 (1954): 

280-301. 
674 “Intractable Pain”, The British Medical Journal 3, no. 5617 (1968): 513-514. 
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As far as clinicians were concerned, the patterns of pain association with the clinical condition 

were fairly constant, and a detailed knowledge of the basic neurophysiological explanation was 

not necessary.678 

 

In addition to the debate over the importance of diagnoses over physiology, there was also the question 

of how well these concepts were explained to the profession at large and whether medical education 

around chronic residual limb, phantom limb and post-traumatic neuropathic pain had advanced since 

The Lancet’s first complaints in 1944. According to anatomy professor DC Sinclair at the British 

Medical Association’s 1974 Annual Meeting, the situation was worse than it had been in the 1940s 

with textbooks on the anatomical and physiological aspects of pain ‘about fifty years out- of-date… 

the information obtained in recent years… not known to the profession at large’.679 Sinclair believed 

this lack of a cohesive education across medical specialties would directly impact patients as ‘the 

experience of pain was a compound of a sensation and an affective response, and workers in differing 

specialties, such as anatomists and psychologists, were apt to obtain misleading pictures’.680 In a call 

probably recognisable to today’s pain clinicians and those in preclinical research, Sinclair concluded 

by calling for greater co-operation between specialties in pain research for the benefit of chronic pain 

patients: 

 

The idea of secure pathways for any somatic sensation were mistaken. The mechanisms or the 

areas through which pain was perceived were unknown. There was a clear need to standardise 

sensory testing methods in the testing of patients because work in animals could not be relied 

on to solve any of the problems.681 

 
678 “British Medical Association: Annual Scientific Meeting 15-18 July”, The British Medical Journal 3, no. 5925 
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The lack of agreement and understanding of pain mechanisms and the mechanistic descriptors of 

chronic postamputation pains is reflected in the treatments featuring in the retrieved texts. At no other 

point in the period covered by the review were analgesics and pharmacological methods the most 

common techniques for treating chronic postamputation and neuropathic pain. Rather than tailoring 

treatments depending on the underlying cause of the pain, analgesics and sedatives offered the 

opportunity to blanket the symptoms and were particularly apparent in the early 1970s as pain 

management became established as an independent speciality. Pharmacological analgesia was used 

particularly in this period to prevent acute pre- and post- operative pain, thought in some cases to lead 

to phantom limb pain. One study from 1979 on civilian patients reported that since administering 

analgesia for at least 24 hours before the amputation, ‘I have not met a single case of a painful 

phantom’.682 

 

Once again, the treatment for chronic postamputation pain and recommendations for best practice 

appears to follow a twenty-year cycle. The inefficacy of analgesics, including opioids, for chronic 

post-traumatic neuropathic and postamputation pain was first referenced in the 1950s, appears in the 

literature again in the 1970s. In one of the first studies into patients at a specialist pain clinic, published 

in 1979, 14% of patients had tried analgesics but felt no benefit and discontinued them, a further 14% 

continued to use them but with no effect and 15% of the 717 surveyed patients regularly took opiates: 

one in three of these patients suffered from chronic residual or phantom limb pain. By the beginning 

of the 1980s and the end of the period under this review, it was clear that whilst knowledge regarding 

the treatments and aetiologies for chronic postamputation and post-traumatic neuropathic pain had 

developed in certain directions, this was not always circulated to the wider profession or applied to 

clinical practice. .  

 
682 “Phantom Limb Pain”, The British Medical Journal 1, no. 6156 (1979): 131. 
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Once again in the mid-1970s, in a pattern similar to chordotomies twenty years earlier, 

sympathectomies were recommended for causalgia and to a lesser extent phantom limb pain as the 

most effective treatment.683 684 685 Despite the professional conversation in the medical journals, 

including question and answer articles specifically referencing First World War veterans with long-

term residual limb pain, by this period the cohort was small and those who had survived were reaching 

an advanced age and were thus unsuitable for such procedures such as sympathectomies or 

leucotomies. As it had at multiple points across the period, the literature split again into those 

advocating for surgical techniques and those promoting non-invasive therapies. From the late 1970s 

various combinations of hypnosis, psychotherapy, percussion and local anaesthesia injections to the 

stump ‘claimed to be successful’.686 Exactly what the criteria for success were was unrecorded. 

 

This situation, and the entire period under review, was perhaps neatly summed up by the last article to 

have been retrieved by the search. In 1982 in an article on the work of a pain clinic, it was noted that: 

 

Most chronic pain has an organic basis in the first instance, but though lack of understanding, 

lack of treatment, and even perhaps the wrong treatment, the picture is often obscured by an 

almost impenetrable functional overlay… the most satisfying part of the pain scene is that our 

ignorance has come into the open… many pain syndromes are virtually untreatable and 

represent a challenge which is being taken up.687 

 

 
683 “Causalgia”, The British Medical Journal 1, no. 5740 (1971): 64. 
684 “Causalgia”, 1170-1171. 
685 Parkes, “Diseases of the Central Nervous System”, 90-92. 
686 “Phantom Limb Pain”, The British Medical Journal 2, no. 6152 (1978): 1588. 
687 “The Work of a Pain Clinic”, The Lancet 319, no. 8270 (1982): 486-487. 
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Conclusion 

The aim of this review was to systematically investigate the professional medical conversation around 

chronic postamputation and post-traumatic neuropathic pain in First World War veterans injured on 

active service. The search strategy retrieved 259 relevant texts for the period 1914 to 1982, which 

covered twenty-two separate types of treatment and thirty-two theories into the mechanisms of these 

types of chronic pain. This review has demonstrated that not only were clinicians aware of the 

possibility of long-term pain as a result of conflict injury from the beginning the century, but that active 

discussions around these concepts continued to develop over the next 40 years, within the UK and 

internationally. 

 

As anticipated from previous studies, surgery was the most commonly reported treatment for 

postamputation and post-traumatic neuropathic pain across the majority of the period under review, 

until the 1960s when it was replaced by pharmaceuticals. This was likely to have resulted from a 

combination of factors, including a lack of pain specialists, the authority of the surgeon over 

rehabilitation and recovery, and limited interventions available. The review shows multiple points at 

which a schism appears in the literature between those that favour non-invasive or pharmaceutical 

treatment, possibly less effective but also likely less harmful to the patient, and those advocating 

invasive or permanent neurosurgical procedures such as chordotomy or leucotomies. These procedures 

often appeared as ‘pet’ theories of specific individuals, rather than the recommendations of 

professional associations or the journals, and none of which reported successful or even replicable 

outcomes, with the reasons for failure varying from the perceived incompetence of other surgeons to 

the patient’s state of mind. 

 

 The advocacy for multidisciplinary treatment as early as 1916 was an unexpected finding as previous 

literature had suggested this was not standard practice until the ‘Painful Stump Panels’ at Queen 
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Mary’s 1950s (as outlined in Chapter 3 of this thesis). However, despite the reported success of these 

treatment systems, they rarely appear in the literature even in the mid-twentieth century when smaller 

specialities such as neurology and anaesthesia began to take the lead on treatment for chronic 

postamputation and neuropathic pain away from the general surgeon. 

 

Another unexpected finding was that the impact of untreated chronic pain on a patient’s mental health, 

possibly now thought to be a very current concern, was in fact recognised and discussed from the very 

beginning of the period. Neuropathic pain was noted to be ‘particularly intolerable and apt to 

undermine the mental stability in a remarkable way’, and, far from contemporary narratives of First 

World War doctors’ suspicions of malingers and neurasthenics, surgeons were advised to believe their 

patients when they complained of pain and warned against ‘too readily ascribing to hysteria the terrible 

sufferings of many cases of nerve injury… [as] prolonged pain from any cause can lead to the 

development of psychic changes and increased susceptibility to all painful stimuli: resistance is 

diminished by suffering’.688 689 

 

Perhaps the most important lesson to take from this review is the need to learn from past conflicts and 

consolidate experiences in clinical policy as institutional memory is short, opportunities to learn from 

experience are lost, and fashions for treatments and aetiologies re- occur in twenty-year cycles: for 

example, chordotomy, recommended for severe neuropathic pain in the 1930s, 1950s and 1970s, but 

with no increase in successful outcome or even survival rates. Although multiple texts discussed the 

importance of learning from war experience and the surgeons of Queen Mary’s Hospital who had 

worked closely with the amputee veterans for decades had great opportunity to share their knowledge 

and advice, it appears that this was not taken on or adapted in to practice by the wider medical 

 
688 “Reports of Societies: Discussion on Gunshot Wounds of Peripheral Nerves”, The British Medical Journal 2, no. 2861 

(1915): 644.  
689 “The Management of Intractable Pain”, 430. 
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profession. Although references to all types of pain aetiologies dropped sharply after 1920, all but one 

showed a slight rise at the end of the Second World War, as the Queen Mary surgeons returned to 

lectures and began once again to lead the discussion around post-conflict care for amputee veterans. 

Reports from 1944 in The Lancet complained that the curriculum of medical schools contained almost 

no mention of chronic pain and textbooks’ information on traumatic nerve injuries was decades out of 

date, forcing military doctors to relearn practical skills and potentially harming the patient.690 

 

The results of the review show the importance of skill sharing and retention amongst both military and 

civilian medical professionals in the post and inter-war period; particularly useful lessons for this 

particular point in time, almost a decade after the end of Operation HERRICK in the UK and the point 

at which both interest in and funding for this work has begun to decrease. They also demonstrate the 

physical, mental and financial cost to both the patient and the State of poor postoperative treatment 

and lack of integrated rehabilitation for amputees, all of which is now preventable with specialist pain 

management, good patient-clinician relationship and well-planned multidisciplinary care. 

 

 

 

 

  

 
690 “Quick Diagnosis of Peripheral Nerve Injuries”, 83. 
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PIN 15: The Civil Service Perspective of Military Pensions 

 

Introduction 

Histories of First World War medical treatment often begin by describing the ‘unprecedented’ and 

overwhelming numbers of the wounded, and yet these numbers were not altogether unexpected. By 

mid-1915, still a year before the heavy casualties of the Battle of the Somme, the scale and the long-

term impact of the injuries received by British soldiers on the Western Front was already becoming 

clear: in an article on ‘The Care of Disabled Soldiers’, the British Medical Journal estimated that 40% 

of the wounded would become permanently disabled.691 Although the final figures were not quite as 

pessimistic as the journal predicted, with 82% of the wounded able to return to the front line, by 1919 

there were over 750,000 permanently disabled veterans in Britain.692 693 

 

Wounded men who ‘often felt they were cogs in the machinery of war’ would return home to find they 

had become cogs in the machinery of bureaucracy.694 Far from the “land fit for heroes” they had been 

promised, disabled ex-servicemen returned home to find their bodies had been politicised, valued only 

as an economic unit and series of interchangeable parts. In an approach similar to that of the frontline 

surgeons, the Ministry of Pensions saw its soldiers, not as a holistic individual, but as an acute isolated 

injury: there was little room within this system for chronic conditions or those more complicated issues 

that did not fit neatly into the Civil Service ideas of disability. Personal medical and pension records 

show that chronic pain was present in First World War veterans and at a scale comparable to today’s 

cohort of injured servicemen, and yet this condition is barely noted in the official records of the 

 
691 “The Care of Disabled Soldiers”, British Medical Journal 2, no. 2849, (1915): 227-228. 
692 Carden Coyne, The Politics of Wounds, 2. 
693 Cohen, The War Come Home, 4. 
694 Carden Coyne, The Politics of Wounds, 2. 
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Ministry of Pensions. As Carden Coyne has noted, ‘wounds were palpably present in society, and yet 

pain was invisible in the disabled pension system’.695 

 

The aim of this chapter is to examine how this pensions system was established, explore the provisions 

within it specifically for veterans with amputated limbs and those with chronic pain, and seek answers 

to the following questions:  

 

- What were the government’s priorities in pensions and the treatment of First World War 

veterans? 

- How were amputees included within this system? 

- Was chronic postamputation pain considered in the disability ratings? 

- Were systems in place that could have been adapted for the inclusion of chronic pain? 

 

This chapter will examine these sources with the hypothesis that chronic pain was not a priority for 

the Civil Service ratings system as the condition was too subjective for a system based on uniformity 

and physical metrics. It will explore why this was the case, and, if chronic conditions were not seen to 

be significant for the Ministry or its ratings system, which conditions were considered to be a greater 

priority. 

 

Assessment Methods/Awards/Systems 

Development of the Ratings System 

Much of the established work on the Ministry of Pensions and disabled First World War veterans has 

been highly critical of the government and its provision for ex-servicemen. In her influential study of 

the British and German post-war pension systems, Deborah Cohen has been particularly critical, noting 

 
695 Ibid, 342. 
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that ‘despite high expectations raised during the war and promises of a “land fit for heroes”, the British 

state offered only modest compensation to disabled veterans’ and that ‘pleading fiscal stringency and 

adherence to the principles of sound governance, civil servants in the Ministry of Pensions… sought 

to restrict the state’s liability for wounded soldiers’, with the deficit of care taken up by voluntarism 

and philanthropy.696 New designs in high velocity weaponry, paralleled with improvements in medical 

treatments and casualty evacuation meant that soldiers received and survived injuries unimaginable in 

previous conflicts, wounds “from which the most hardened might well turn away in horror”, and which 

in many cases left veterans unable to work and dependent on the State for the rest of their lives.697 698 

Disabled veterans were no longer anonymous figures of wars fought thousands of miles away whose 

poverty and empty sleeves could be safely ignored; the public now had a personal concern in the 

welfare of veterans, as one journalist from 1915 noted: 

 

“Today things are quite different… We have an altogether new interest in and new view of the 

Army; our lads, our girls’ boys, our neighbours’ lads, our lad’s friends have gone either to the 

Front or prepare for going, and never again will we be parties to the old brutal treatment of 

men who cheerfully volunteered to do and die for those of us who have to remain behind.”699 

 

Recognition that the current welfare system was inadequate and the knowledge that ‘a public 

conscience, very much alive, an alert press, and thousands of the nation who are directly concerned in 

seeing that the maimed soldier gets a fair do… will not permit the war-shattered soldier to be harshly 

treated’, led to the passing of the War Pensions Act of 1916, in a move supported by all parties and 

passed without division.700 The Act led to the creation of the first national Ministry of Pensions, a body 

 
696 Cohen, The War Come Home, 4. 
697 Ibid, I. 
698 Henry S Souttar, A Surgeon in Belgium, (London: Edward Arnold, 1915), 22. 
699 Cohen, The War Come Home, 15. 
700 Ibid. 
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that would exist in Whitehall until 1953, with its foundations in the findings of the 1915 Statutory War 

Pensions &c Committee. 

 

Conscious of public opinion, the first aims of the new Ministry were to be ‘a general all round 

improvement in the scales and condition of pensions, a codification of existing warrants and orders in 

Council, the inclusion of many cases previously omitted’, with the first Minister of Pensions 

proclaiming the new Royal Warrant to be a ‘veritable discharged disabled soldiers’ Charter’.701 The 

Ministry was also assigned the novel responsibility of “after-care” for the disabled ex-servicemen, 

including their treatment, rehabilitation and employment training; a concept ‘new to a large extent, the 

State having been lamentably negligent of the men broken in war after discharge and apparently 

regarding its duty fulfilled when it had awarded a small pension’.702 

 

Prior to the establishment of the Ministry, pensions for medically discharged and retired ex-servicemen 

had been administered by the War Office, the Admiralty, the Royal Patriotic Fund Corporation and 

the Chelsea Commissioners, with an entirely separate system of procedures and medical boards for 

London. Pensions were administered by a small staff and paid quarterly, and until 1919, servicemen 

had no legal or statutory right to a pension; payments were granted as a ‘royal favour’ under the 

Pensions and Yeomanry Act of 1884. From 1917, the duties of these separate institutions were 

consolidated within the Ministry of Pensions, giving it responsibility for all officers, men, widows and 

dependents of those who had served in the British military during the First World War and all former 

wars. 

 

 
701 Sir AG Boscawen, Report on The Activities of Government Departments During the Great War: History of the 

Ministry of Pensions, 28 October 1917, Ministry of Pensions Registered File: Activities of Government Departments 

During the Great War: History of the Ministry of Pensions Compiled by Sir A G Boscawen 28.18.17, PIN 15/1393, The 

National Archives, Kew (UK) (hereafter TNA PIN 15/1393). 
702 Ibid. 
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As the culmination of five separate institutions, each with their own procedures and eligibility criteria, 

the Ministry inherited a confused and complicated system that it attempted to turn into a national 

network of administrative and medical services. By 1919 the Ministry had become responsible for over 

300 local war pensions committees reporting to eleven Regional Centres, their duties to act as 

‘representative bodies constantly in touch with the community as a whole… to discuss the Ex-

Serviceman’s affairs with him in person, or the affairs of his family, and generally to put forward his 

point of view as against the official point of view’.703 From 1919, in addition to the local committees 

and regional centres, the Ministry also began to create a national network of medical and rehabilitation 

facilities, with fifty two retraining centres, all exclusively for disabled veterans.704 

 

At the start of the war, the War Office Pensions Section had a total of 21 men to deal with around 

6,000 grants and 31,408 enquiries per year.705 Once demobilisation and casualty evacuation had been 

completed and the scale of the pensions problem had become clear, the Ministry employed over 3,200 

members of staff (403 men and 2,809 women) to process 934,000 grants and 777,500 written enquiries 

annually (Fig. 53).706 By 1924, the Statistical Branch calculated that the Ministry was responsible for 

the administration of over 522,000 pensions.707 In this situation, it is hardly surprisingly that, even as 

early as 1917, the department’s private secretary described the Ministry in private correspondence, as 

‘in a somewhat chaotic condition’, and the second Minister for Pensions noted ‘very quickly I made 

 
703 Robinson, Shell-Shocked British Army Veterans in Ireland, 1918-39, 34. 
704 Cohen, The War Come Home, 28. 
705 WT Shannon, Pension Issue Office Report on the History of the Department, 28 May 1919, TNA PIN 15/1396. 
706 Ibid. 
707 Statistical Branch, Classification of Disabilities and Percentage of Disablement: Estimated Pensions in Payment at 31st 

December 1924, Ministry of Pensions Registered File: Cases Unsuitable for Final Awards, Extended Conditional Awards 

for Certain Disabilities M. Bcn Instan 58/25, Extended Awards in Refusal of Treatment Cases, M Bch Inston 4/26, PIN 

15/1630, The National Archives, Kew. 
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the discovery that the administration of pensions was in a terrible mess’, referring to the ‘Lost Files 

Room’ which housed tens of thousands of incomplete claims.708 709 

 

 

Figure 53. Employees at the Ministry of Pensions. 

 

Complexity of the System 

As previously discussed, the disability ratings system was introduced intending to standardise injuries 

and, with each injury assigned a standard value, aid in the efficiency of pensions administration and 

decentralisation of examinations (Table 14). In theory, standardised guidelines would lead to 

consistent and fair examinations across the central, regional and local offices, without the need to refer 

cases to the Ministry’s Medical Branch for expert assessment. In reality, the system was overly 

complex and difficult to understand, even for the civil servants who developed it. Even as late as 1926, 

nine years after the introduction of the Ministry, officials wrote that the ratings system, and particularly 

 
708 Sir AG Boscawen, Report on The Activities of Government Departments During the Great War: History of the 

Ministry of Pensions, 28 October 1917, TNA PIN 15/1393. 
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the terminology specifically introduced for the injuries of the First World War, ‘like most new phases 

of doctrine, it has taken a “deal of getting used to”’:710 

 

I am not sure we have quite got used to it in the sense that we have reached really sound 

conclusions in regard to the implications and limitations of the doctrine. Our ideas have been 

undergoing a process of evolution- a rather dignified term perhaps, to apply to the actual 

history- and in these latter days an endeavour is being made to delimit the frontiers of State 

liability with a precision which some people deem impracticable and impossible, if not, 

inequitable. There is not, however, anything inequitable in what we are endeavouring to do.711 

 

It is easy to believe one civil servant spoke for many of his colleagues’ frustration with creating and 

administering this ratings system, when, in an internal, confidential minute, he stated ‘for myself I was 

mainly concerned to find a reasonable agreement between medical men as to the value of these injuries, 

but sooner than hold another conference [departmental meeting] I am prepared to accept the further 

alterations made’.712 

 

 

 

 

 

 

 
710 Letter from the Ministry of Pensions to Hope Crisp at Craigleith, 15/07/26, Ministry of Pensions Registered File: 

Assessment of Disablement, Persistent Effects of War Service or Post War Conditions, (Natural Progress of Disease, 

Age, Occupation, Etc.), PIN 15/770, The National Archives, Kew (UK) (hereafter TNA PIN 15/770). 
711 Ibid. 
712 Note from William Sanger to Sir Arthur Boscawen, Minute 10, 30 September 1918, Ministry of Pensions Registered 

File: Scale for Minor Injuries, Ar. (13) Royal Warrant 1918, Revision & Amendment of Scales 1918, Additions for Rank 

& Service M. Bch of No. 75/1919, Loss of Terminal Phalanx Left Thumb MB of 97/21, PIN 15/1762, The National 

Archives, Kew (UK) (hereafter TNA PIN 15/1762). 
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Proportion of 

Disablement (%) 

Pension 

(Shillings) 

Site of Amputation 

100 40 Two or more limbs 

Arm/leg & eye 

Both hands or feet 

All fingers & thumbs 

90 36 Dominant arm through shoulder 

80 32 Leg at hip with stump under five inches 

Dominant arm below shoulder with stump under six 

inches 

Nondominant arm through shoulder 

Loss of both feet 

70 28 Leg between hip and mid-thigh 

Nondominant arm less than six inches below 

shoulder 

Dominant arm more than six inches below shoulder 

or less than five inches below elbow 

60 24 Leg below mid-thigh, through or less than four 

inches below knee 

Nondominant arm more than five inches below 

shoulder or less than five inches below elbow 

50 20 Leg more than four inches below knee 

Nondominant arm more than five inches below 

elbow 

40 16 Thumb or four fingers of dominant hand 

Loss of two toes of both feet 

30 12 Thumb or four fingers of nondominant hand 

Three fingers on dominant hand 

Table 14. Disability Rating in % and pension entitlement for injured servicemen 

 

The system was particularly complicated for injuries rated as ‘less than 20%’ which had no fixed 

definition and could vary from a missing finger to neurasthenia, and which was described by the 

Director General of the Medical Services in 1921 as ‘most unsatisfactory… I am quite sure that the 

Boards do not understand the position even now’.713 Despite the desire for a uniform system across 

 
713 Note from J Wallace to Director General Medical Services: Less than 20% Cases, Minute 107, 3 August 1921, 

Ministry of Pensions Registered File: Awards Under Art. 1 (3) R.W. 1919, Scales of Final Weekly Allowances, Less 

than 20% Assessments, M.P.I. No. 194 of 1921, PIN 15/1757, The National Archives, Kew (UK) (hereafter TNA PIN 
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the country, much was left to the judgment of individual panel doctors. By this point, experienced 

Medical Officers had been warning the Ministry for at least two years that the ‘scale as it exists is 

dangerous in the hands of any but an experienced awarder, and even then, it is liable to confuse if not 

mislead him’ and advocated its ‘total elimination’.714 

 

The complexity and incomprehensibility of the system is one potential reason for the lack of inclusion 

of chronic pain within the ratings system: if it was ‘nearly impossible to ascertain even in the simplest 

of cases what a disabled man was entitled to’, if civil servants and medical assessors had trouble 

navigating this system with an injury like a missing finger, how were they supposed to evaluate injuries 

caused by complex polytrauma or unpredictable and chronic conditions?715 In much of the secondary 

literature on post-war medical care for these veterans, it is often assumed that physical injuries remain 

constant. The Civil Service made the same assumption. This possibility that injuries may lead to 

subsequent health conditions and ones whose impact could fluctuate over time was not even considered 

by the Ministry until the numbers of pensioners reporting long-term conditions such as post-

amputation pain or illnesses such as malaria meant the Civil Service could no longer ignore the 

situation, as the PIN 15 records show: 

 

The likelihood of men possessing disabilities which varied from time to time and sometimes 

were above 20% and sometimes below did not in the early days occur to us. It was only when 

we got into the administrative difficulties that the fact that no final settlement was secured 

began to make itself apparent. Again and again we had cases where men were granted lump 

 
714 Note from FD Bird, Minute 3, 10 July 1918, TNA PIN 15/1762. 
715 Sir AG Boscawen, Report on The Activities of Government Departments During the Great War: History of the 

Ministry of Pensions, 28 October 1917, TNA PIN 15/1393. 
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sums for temporary disabilities under 20% and who were able to come forward after a short 

while and show that their degree of incapacity was over 20%.716 

 

Major Masters, the Assistant Director of Medical Services for London and the man who began the first 

Medical Boards in England, was particularly critical of the system, writing to the Minister of Pensions 

in 1917 that: 

 

I have proved by daily practical experience that the present procedure is mainly old-fashioned, 

obsolete, and quite unsuited to meet the existing emergency. It is needlessly complicated, and 

cumbersome, resulting in confusion, overlapping, and most regrettable delays, that 

occasionally rise to almost public scandals.717 

 

In an attempt to stabilise the pensions problem, the Royal Warrant of 1919 ruled that ‘allowances are 

to be final’; men with minor injuries were to be given a one-off award or ‘gratuity’, equating to ‘a 

certain sum for a certain number of weeks, instead of about 2d a week for the rest of the man’s life’.718 

This left the Ministry of Pensions’ civil servants with an almost impossible challenge: developing 

provisions for a range of chronic conditions and ‘some method by which we could meet the medical 

difficulty that it is not possible to make a correct final assessment’.719 One such attempt was the 

introduction of Article 1 (3), which revised scales for Final Awards disabilities under 20% and covered 

a plethora of conditions from amputated digits to malaria. However, despite being specifically created 

for these types of injuries, Art. 1 (3) proved ‘an absolute impossibility’ to administer almost 

 
716 Note from W Sanger to the Secretary of the Ministry of Pensions, Minute 35, 3 July 1920, TNA PIN 15/1756. 
717 Report on Major Masters in Medical Boards, 15 October 1917, Ministry of Pensions Registered File: Transfer of 

London District Medical Boards to Ministry of Pensions, Correspondence with the Minister, PIN 15/4, The National 

Archives, Kew (UK). 
718 Note from J Wallace to Director General Medical Services: Less than 20% Cases, Minute 107, 3 August 1921, TNA 

PIN 15/1757. 
719 Note from W Sanger to DGF, Minute 11, 31 December 1919, TNA PIN 15/1756. 
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immediately and ‘quite unfitted for chronic complaints which may grow worse, or for disabilities 

which vary from time to time’.720 Once a pensioner had received a Final Award or one-off payment, 

his case was considered to be closed with no eligibility for Art. 1 (3), and no opportunity for the regular 

Medical Board examination needed to monitor the progress of their condition, unless he appealed or 

reapplied and began the pathway through the system from the beginning. 

 

In an attempt to simplify this process and stem the complaints received from both the Medical Boards 

and the Regional assessors, the Ministry briefly attempted to adapt Art. 1 (3) by instructing assessors 

to estimate the ‘probable duration’ of disabilities ‘to the best of their ability’, however with no further 

guidance or expertise, other than the scale: 

 

(a) Temporary and not likely to last more than 1 year. 

(b) Temporary and likely to last more than one year but not more than two years. 

(c) Permanent, i.e. likely to last more than two years. 

And to assess the disablement at the following degrees: (1) 1% to 5%, (2) 6% to 14%, (3) 15% 

to 19%.721 

 

Art. 1 (3) demonstrates that some effort was being made by the Ministry to improve the system and 

incorporate provisions for new conditions as (or on occasion, sometime after) it became clear they 

were necessary. The Royal Warrants governing the available allowances had been ‘altered and the 

scales of pensions reviewed and improved from time to time during the war’, but with no time to 

entirely stop and audit the system, this had to be a rolling process with no overall evaluation and ‘no 

 
720 Note from W Sanger to the Secretary of the Ministry of Pensions, Minute 35, 3 July 1920, TNA PIN 15/1756. 
721 Note from W Plummer, Minute 27, 28 April 1920, TNA PI 15/1756. 
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sort of codification had taken place’.722 Each iteration of the Royal Warrant for disability ratings did 

incorporate some improvement, although this was occasionally in favour of the administrators rather 

than the pensioners. For example, the 1919 Royal Warrant was published with specific requirements 

for the measurement of each type of amputation, as the 1917/1918 editions ‘merely made provision 

for amputations above, through or below the elbow or knee, no precise measurements being given’ 

and made no inclusion for stumps too short to be suitable for an artificial limb; as seen in the case of 

Lt Francis Hopkinson whose through-hip amputation was short for almost all of the prosthetic limbs 

of the time.723 

 

Precedent for Treatment of Injuries 

One of the key problems with the Ministry’s rating system was that it was paradoxically both specially 

created for and yet utterly unsuitable for the injuries of the First World War. Developments in surgery 

and casualty evacuation meant there was no precedent for the soldiers’ injuries: men were surviving 

more complicated and devastating injuries than those inflicted in any previous conflict, and yet the 

pensions system was not set up with this in mind, or with the thought that soldiers may have multiple 

interacting conditions or injuries with chronic and varying consequences. 

 

This lack of precedent was particularly evident in amputation cases as the majority of doctors on 

Medical Boards had little experience with this type of injury, with Ministry of Pension staff noting that 

‘the ordinary Surgeon or Physician has no practice whatsoever in measuring stumps. They never come 

his way in civil life’, and as a result preferred instead to send all cases to the specialist limb fitting 

centres for treatment.724 Despite the acknowledged lack of experience and expertise amongst Medical 

 
722 Sir AG Boscawen, Report on The Activities of Government Departments During the Great War: History of the 

Ministry of Pensions, 28 October 1917, TNA PIN 15/1393. 
723 Ministry of Pensions, Minute 83A, 30 June 1927, Ministry of Pensions Registered File: Amputation Cases, 

Assessments etc. Permanent Pensions for Amputation and Instructions 2435 of Minister Manual 22.3.22-18.4.29, PIN 

15/3377, The National Archives, Kew (UK) (hereafter TNA PIN 15/3377) 
724 Ibid. 
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Board staff in dealing with amputation cases, the ratings system still required expert measurement of 

stumps to an exact degree using a basic shoemakers’ tool- a ‘size stick’, in the belief that ‘an accurate 

measurement cannot be obtained with a tape measure or with a foot rule’ (Fig. 54).725 Measurements 

within half an inch were required to account for differences in past measurements and the stump 

‘settling’ as ‘it is agreed that small variations in the length of the stump may occur from natural causes 

where a substantial interval has elapsed between the original amputation and the date of 

remeasurement’.726 

 

 

Figure 54. Shoemaker’s ‘size stick’, c. 1925. 

 

Standardising Stump Shrinkage 

The question of the precise measurement and ‘settling’ of amputation stumps continued until the 1950s 

and reappeared in the policy conversation after a request from BLESMA that all amputee pensioners 

 
725 Ministry of Pensions Memo to Regions, 6 December 1922, Ministry of Pensions Registered File: Amputation Cases- 

Assessment Etc. Resolution of Advisory Council on Art. Limbs 13/1/21 Relative to Length of Stumps of Upper Arm 

Necessary for Fitment of Art. Limb. Measurements of Stumps & Use of Size Sticks, PIN 15/3376, The National 

Archives, Kew (UK). 
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were to be informed of their ‘official measurement’.727 Although this request was rejected by the 

Ministry on the grounds that as they could not inform all pensioners of the exact details of their medical 

assessments, it would be unfair to single out one group, it raised the potential difficulties inherent in 

what would initially seem like a relatively straightforward procedure. Despite several decades of 

experience in both the government and the national limb fitting centres with a considerable cohort of 

patients, the Ministry’s opinion by 1958 was that ‘there is no body of authoritative medical opinion on 

the possibility of stump shrinkage’.728 The general rule for the classification of stump shrinkage in this 

period was that ‘if on re-measurement the stump is found to be more than ½” shorter than the official 

measurement, the latter is regarded as having been erroneous and arrears of pensions… are paid’.729 

The Director of Medical Services at Queen Mary’s Hospital in Roehampton, Dr Kelham, stated that 

‘even fully experienced surgeons cannot be sure of agreeing in their measurement to within ¼”; there 

is an inescapable margin called “observer’s error” or “manipulative error”’.730 As the potential arrears 

were ‘often very considerable’ with the potential to increase a pension by 10%, the Ministry had a 

significant financial interest in standardising these measurements and processes and minimising their 

potential liability.731 

 

In an effort to regulate the guidelines for the measurement of stump shrinkage and test the extent of 

the Ministry’s potential liability, in May 1956 a small sample study was organised using the Rock 

Carling investigation records (Chapter 7) for First and Second World War amputees. The results of 

this study appear to have been inconclusive, merely reinforcing the guideline that any change greater 

than half an inch was likely due to a mistake in measurement rather than evidence there could be 

 
727 Ministry of Pensions Registered File: Service & Civilian Amputation Cases: Variation in Stump Measurements with 

Consequent Consideration of Re-Assessment Procedure to Establish Whether Man is Left-Handed or Not, 5.11.41-
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significant physical changes in the stump over a long period of time. This study was followed by the 

suggestion that stumps could be: 

 

Subjected to x-ray measurement of the bony component… and comparison made with the 

recorded stump measurements taken at the time the assessment was made. A study of the results 

would give information on any diversity of stump length as determined by the newer method 

of measurement and would enable us to consider our policy both for the future and for past 

assessments.732 

 

It is important to note here that this was not for the benefit of the pensioners, but to pre-emptively 

ensure against any attacks from the public or veterans’ associations. Although an objective, 

technological solution would have appealed to the Ministry of Pensions, it was never put into practice 

as to adopt this policy would be ‘tantamount to an admission on our part that the method of 

measurement that we have been following for the last 30 or 40 years was not in accordance with the 

Warrant… we should be pressed to review all amputation cases and pay arrears right back to the date 

of the original assessment wherever the length of bone alone justified a higher rate of pension’.733 

Although these studies did not amount to any change in policy or demonstratable benefit to the 

veterans, they do emphasise that even with specialist knowledge and experience, the measurement of 

stumps was not, and potentially never could be, an exact science. 

 

Lack of Physical Examination 

Although a fixed system of inflexible metrics was potentially the most efficient way of dealing with 

such a large number of cases, the nature of the system meant that many assessments, particularly those 

 
732 Ministry of Pensions, internal memo, 21 June 1956, TNA PIN 15/3379. 
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with a ‘doubtful diagnosis’ or unclear aetiology such as debility, were completed with no physical 

examination by the assessors.734 Although this would have been comparatively less of a concern for 

amputees whose pension was entirely dependent on the length of their stump, this system left no 

provision for those with chronic pain as a result of their injury. The system was reliant on pre-printed 

medical reports with little room for the patient voice or the inclusion of anything beyond the 

standardised examination questions of which pain did not become a part until the 1950s. 

 

Any discussion of where chronic pain would fit into this system must be entirely retrospective and 

hypothetical as neither PIN 26 nor PIN 15 include any cases of a pension assessment purely for chronic 

pain so early in the period covered by the study. However, it is likely that had such a case emerged it 

would have been referred to these medical assessors as a ‘doubtful diagnosis’, a term used for 

disabilities considered difficult to definitely measure and developing secondary to the original 

injury.735 By the early 1920s even the Ministry of Pensions had advised the Cabinet against this dual 

system of ‘properly constituted Boards’ whose decisions could be ‘revised and altered by medical 

assessors who never see the men whose disabilities they review’ and against the removal of the 

individual patient from the process: 

 

The Ministry cannot but regard this procedure with concern as being wrong in principle, as 

leaving entirely out of count the individual value of the pensioner as compared with the average 

healthy man of his age; as considering him instead a mere statement on paper of certain 

disabilities, many of which are impossible to proper assessment without personal examination 

 
734 Note from G Watts to Mr Potts, Minute 9, 19 October 1921, Ministry of Pensions Registered File: Recurrence of 

Disability Once Cured; Question of Acceptance as Attributable for Re-Issue of Pension Procedure PIN 15/147, The 

National Archives, Kew (UK) (hereafter TNA PIN 15/147). 
735 Ibid. 
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and as likely to lead to the very fault this system was set up to correct- unequal or unjust 

assessment.736 

 

Although intended to reduce Ministry expenditure by finding alternative causes of disability than war 

service for which they would not be liable, the Ministry’s statement inadvertently gave the patient their 

place back in the system as an entire holistic individual, rather than as a series of parts or injuries. For 

cases in which the contribution of war service to the overall disability, and thus the total pension 

awarded, was in doubt, Special Boards were instructed to review all aspects of the pensioner’s medical 

history, ‘with especial reference to the probable effect of extraneous factors: and no case is put forward 

for correction unless it is certified that the known facts of the man’s civil life, environment and 

occupation can be excluded as causative factors in the condition of disabled as existing’.737 

 

Pension Neurosis 

The contribution of social factors in disability and chronic conditions and the extent to which the 

Ministry had the power to intervene in a pensioner’s personal life can be seen within the PIN 15 

discussion on ‘anxiety’ or ‘pension neurosis’. The exacerbation of chronic pain conditions by social 

factors such as financial insecurity, unemployment or social isolation has been well-documented in 

contemporary published discourse. Although this may be considered a modern problem, the archive 

files show that this was recognised as far back as the First World War itself. In 1920, one civil servant 

within the Ministry of Pensions wrote of his conclusion that rather than stemming from traumatic war 

experience or physical injuries, as may be expected: ‘The great majority of mild neurasthenia cases at 

the present time are due to “anxiety neuroses”, due to post war conditions’, i.e. the intwined fears of a 

 
736 Ministry of Pensions, internal memo, nd, Ministry of Pensions Registered File: Medical Boards: Control of Medical 

Boards for the Award of Pensions, Decisions of Cabinet on Points of Difference Between Min. of Pension, Treasury & 

Min. of Nat. Service, PIN 15/5, The National Archives, Kew (UK) (hereafter TNA PIN 15/5). 
737 Ministry of Pensions, Minute 16, November 1926, TNA PIN 15/770. 
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reduction in pension due to employment, but simultaneously the fear of not finding employment at all 

and ‘to profit from any treatment there has to be the volition to get well; any volition to get well is 

neutralised by fear of loss of pension in the event of recovery’.738 739 

 

This civil servant, J Wallace, went on to summarise the pathway followed by many disabled veterans 

of the time as: 

 

The… workshops get an employer for him who can take advantage of his capabilities, he is 

discharged from Hospital or clinic on the Sat & takes up his new work on Monday. We then 

hear no more of him and all is well… What actually happens is that we treat the man, get him 

fit for a job, he goes to the Ministry of Labour, they say right we will put you on our list (there 

are hundreds on it already). Man waits three months, nothing happens, “Anxiety neuroses” well 

marked, back to hospital he goes again, a vicious circle.740 

 

By the early 1920s it was becoming clear that the Ministry had created a “Catch-22” situation for itself 

in the cases of veterans with chronic but hidden disabilities: ‘if we stabilise pensions (i.e. grant a final 

award) we know that the disability will clear up, by treatment or otherwise, in the majority of cases 

and then we shall consequently be paying for a non-existent disability’.741 Civil servants administering 

these cases faced the choice of issuing a Final Award, knowing that this would likely lead to 

 
738 J Wallace, Minute 5, 6 October 1920, Ministry of Pensions Registered File: Assessment of Disablement of Further & 

Different Disability Following Gratuity, 06/10/20, PIN 15/776, The National Archives, Kew (UK) (hereafter TNA PIN 

15/776). 
739 M Simes to Mr Hore, Minute 72, 5 April 1922, Ministry of Pensions Registered File: Impairment Due to Man’s 

Conduct or Personal Habits (i.e. Intemperance in Alcohol-Tobacco-Drugs Etc. MS Instruction No. 24 III 4, PIN 15/1659, 

The National Archives, Kew (UK) (hereafter TNA PIN 15/1659). 
740 J Wallace, Minute 5, 6 October 1920, TNA PIN 15/776. 
741 M Simes to Mr Hore, Minute 72, 5 April 1922, TNA PIN 15/1659. 



300 

  

unnecessary over-expenditure in the long-term or, by refusing these appeals, they would ‘deprive the 

men of the very security which would lead to his cure.742 

 

Evident even within their own internal documents, the Ministry of Pensions in this period had a 

reputation for rejecting appeals and the department’s own Official Histories noted ‘the administration 

was generally considered to be rather hard, the benefit of the doubt being given apparently in most 

cases to the State and not to the man, but it is probably true that the inelastic character of the regulations 

rather than the bias of those who had to administer them was the chief cause of this’.743 In her work on 

rehabilitation and wounding, Carden Coyne has supported this view, noting that ‘the Ministry of 

Pensions rejected thousands of claims, at times with the most extraordinary brutality… the refusals 

were so harsh, however, that the government was forced to retrospective appeals’.744 However, as 

brutal and inflexible as the system could be, there was also room within it for compassion, as 

‘relationships were often stronger than the red tape designed to contain them… when the system 

seemed unjust, faulty or inhumane, the civilian staff did not blindly follow orders’.745 

 

This opportunity for compassion can be seen within PIN 15 in the case of Pt John Henry Denford of 

the Gloucester Regiment.746 Invalided in February 1918 after gunshot wounds to both legs, bilateral 

amputations and re-amputation through the thigh, in 1921 he was diagnosed with terminal tuberculosis 

of the spine, believed by the Ministry of Pensions civil servants to result from the pelvic band of his 

artificial limbs. The internal minutes of his file show the disagreement between two civil servants in 

 
742 M Simes to Mr Hore, Minute 4, 15 January 1923, Ministry of Pensions Registered File: Final Awards- Neurasthenia, 

Procedure for Dealing with Suitable & Unsuitable Cases, Period of Conditional Award Before Constitution of Final 

Award, Suggestion that Conditional Pension be Given for 2 Years in Certain Cases & Then Considered for Final Award, 

Notes of Conference Held 21/2/23, PIN 15/1632, The National Archives, Kew (UK) (hereafter TNA PIN 15/1632). 
743 Sir AG Boscawen, Activities of Government Departments During the Great War, 28 October 1917, TNA PIN 15/1393 
744 Carden Coyne, The Politics of Wounds, 9. 
745 Ibid, 20. 
746 Ministry of Pensions Registered File: Consequential Diseases: Tuberculosis, Insanity etc, as in Consequence of GSWs 

on Amputations Etc, PIN 15/1202, The National Archives, Kew (UK) (hereafter cited as TNA PIN 15/1202). 
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particular: one who advocated accepting responsibility and classifying the disease as consequential of 

war service, allowing Denford to receive palliative treatment at the Ministry’s expense, stating ‘I feel 

that as long as the man lives we ought give him every possible treatment’, ‘in my opinion the State 

cannot do too much for a man who has lost two legs, had multiple & serious operations and as a sequel 

develops another condition’.747 His view was countered by another official, concerned with setting a 

precedent and incurring greater expenditure for the Department as ‘this is only one case but as time 

goes on there will be lots of others and I do not think we can do anything’.748 In this case, 

compassionate treatment won out, the Ministry accepted Denford as a special case with full treatment 

and allowances until his death, and the civil servant advocating against treatment does not appear in 

the minutes again. How this precedent applies to chronic pain patients will be discussed later in this 

chapter as the ratings and appeals systems (and thus the ways they could be manipulated to benefit the 

veterans) became more established.  

 

In theory, the ratings system should have been the most effective means for assessing chronic 

conditions in this cohort, particularly in cases referred to the Ministry’s Medical Boards for further 

review. Assessors were reminded that this was not simply a snapshot of the man’s condition on a 

particular day but that their assessments should take into account the ‘averaging [of] the man’s 

condition over the period for which the recommendation is made, and to the date when the man’s re-

examination is to take place… in cases, therefore, of chronic diseases, what must be estimated is the 

man’s average condition over the period recommended’, for example, cases affected by weather should 

be assessed throughout the year so as to cover the effects of all seasons.749 This would have been 

 
747 Ministry of Pensions, Minute 9, 7 July 1922, TNA PIN 15/1202. 
748 JD Steward, Minute 7, 20 June 1922, TNA PIN 15/1202. 
749 Ministry of Pensions, General Directions for the Guidance of Chairmen and Members of Medical Boards leaflet, 1 

May 1920, TNA PIN 15/2436. 
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particularly helpful for those with chronic pain by mitigating the pressure of ‘performing’, as discussed 

in Chapter 3. 

 

The Medical Model & the Ratings System 

The Ministry’s reliance on what is now known as the medical model of disability was ultimately the 

reason that this adaptation of the ratings system failed and the process of Medical Board examinations 

reintroduced. British studies of disability have often relied upon the binary social versus medical 

models. Although created decades before these models would be defined in sociological studies, files 

of the Ministry of Pensions civil servants responsible for defining and valuing disabilities demonstrate 

that the system relied heavily, indeed was entirely founded upon, the medical model, even if it had not 

yet been named as such. 

 

Within the medical model, there is little to no consideration of the social impact of disability: 

conditions are viewed as physical impairments requiring medical intervention and defined on a 

normative model in which ‘people are considered disabled on the basis that they are unable to function 

as a so-called normal person does’.750 The medical model often takes a top-down approach assigning 

authority to professionals and institutions as the ‘gatekeepers’ of resources and benefits and has often 

been criticised for relegating disabled people from their own narratives into exiting only in ‘the sphere 

of the doctor’s examination room, in records of institutions or in the propaganda of charities’, Instead, 

prioritising the ‘omnipotent professional’ who have ‘the power or authority to establish definitions in 

society and are in command over the knowledge within a particular field’.751 752 753 

 

 
750 Carden Coyne, The Politics of Wounds, 195. 
751 Julie Anderson & Ana Carden Coyne, “Enabling the Past: New Perspective in the History of Disability”, European 

Review of History 14, no. 4 (2007): 447. 
752 Ibid. 
753 Justin Anthony Haegele & Samuel Hodge, “Disability Discourse: Overview and Critiques of the Medical and Social 

Models”, Quest 68, no. 2: 193. 
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A further criticism of the medical model, although one which in this case may have worked in these 

pensioners’ favour, has been outlined by McGuire in her work on valuing disability: 

 

Non-disabled people are extraordinarily bad at predicting the effects of disability on perceived 

well-being. Non-disabled people tend to assume that disability will have a substantial negative 

effect on perceived well-being and that the perceived well-being of the disabled will be 

substantially lower than their own. But a substantial amount of research suggests that this is 

simply not the case.754 

 

The question of whether a disability pension should be based entirely on a medical assessment or 

should incorporate individual or social factors was raised as early in 1917 as the first standardised 

pensions system was developed and simmered until the early 1920s. In a private minute between 

Ministry of Pensions’ civil servants, it was acknowledged that social or individual factors would not 

be included in any assessment as ‘their business [was] to assess his disability on his actual physical 

condition and on that alone… on purely medical grounds’, even taken to the extent that if a pensioner 

was unable to return to his pre-war occupation or to find employment in his local area, ‘the obvious 

answer that the man should change his residence’, i.e. an agricultural worker would be expected to 

move to an urban area.755 A practical example of this principle can be seen in PIN 26, in the case of 

Pte Ivor Davies, a lower limb amputee and former miner, as discussed in Chapter 4.756 

 

In addition to occupation, other factors raised as possible assessment methods were age of the 

pensioner and an alternative to the length of stumps as the Wood Green Local Committee for War 

 
754 McGuire, Measuring Difference, Numbering Normal, 54. 
755 Internal letter from W Sanger to W Hore, 5 July 1917, Ministry of Pensions Registered File: Assessment of Disability 

Pensions, PIN 15/201, The National Archives, Kew (UK). 
756 TNA PIN 26/19959. 
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Pensions wrote to the Ministry, ‘strongly condemning’ the ratings systems and urging the Ministry ‘to 

take steps to standardise all Pensions relating to limbless men without regard to the length of stump’.757 

However they offered no practical solution as to how this could be done. 

 

The Ministry itself privately acknowledged that their ratings system was too prescriptive with no 

allowance for what would now be referred to as the social model of disability including the impact of 

age, occupation, chronic conditions or even height of the pensioner as ‘a six inch stump for a man of 

five feet three inches is quite different in power to a six inch stump for a six feet man’, but to assess 

the individual impact of injuries or conditions on each applicant would be impossible for the scale they 

were faced with: as ‘to the student whose chief recreation is an armchair and a book the loss of a leg 

is nothing as compared to the athlete, and yet the compensation is the same. If we are to begin to 

differentiate on the personal side as well as on the savings side there is no knowing where we shall 

end’.758 759 

 

Assessment by Loss of Function 

The emphasis on the loss of physical function as the basis for assessment would reappear once again 

in the mid-1960s. By this period, the First World War pensioners were reaching an advanced age and 

on average reaching their 70’s. BLESMA had once again been advocating for an increase in veterans’ 

pensions and a review of the system based solely on stump length, stating whilst they ‘did not wish to 

see the relationship between the length of stump and assessment disappear completely… the 

assessment in any particular case should also take account of the usefulness of the stump in that 

 
757 Letter from Wood Green Local Committee for War Pensions to the Ministry of Pensions, July 1920 Ministry of 

Pensions Registered File: Amputation Cases: Assessments etc. Revised Scale of Rate… Amputation through middle of 

thigh and arm. Measurements of Sound Limb to be Given, 26/09/18-22/06/20, PIN 15/3375, The National Archives, Kew 

(UK). 
758 Ibid. 
759 Ministry of Pensions, Minute 45, 4 October 1917, Ministry of Pensions Registered File: Scale for Minor Injuries, Art 

7(1) of RW & O in C 1917, Assessment in Respect of Loss of Testicles, PIN 15/1761, The National Archives, Kew 

(UK). 
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individual case, what type of limb could be worn, and the degree of mobility which it provided’.760 To 

some extent, this concept was accepted by the Ministry, in principle at least: In 1964, notes from the 

Committee of Assessment highlighted how much their society had changed since the First World War 

and the first days of the Ministry: ‘we live now in a completely different world to that in being, or 

expected, when the original Tables of Assessments for Specific Injuries were devised. Ours is a mobile, 

do-it-yourself age, in which the physical fact of amputation creates burdens beyond those reflected in 

the pure medical assessment of the degree of loss of bodily function’.761 When invited to comment on 

the Committee’s Terms of Reference, the Royal Air Force Association commented that: 

 

The effect of a given disablement cannot be the same on every pensioner. Due to age, 

occupation, domestic circumstances, housing and so on, the reaction of each person must, to 

some extent, be different and whereas one may face up to disablement well and tend to 

minimise its effects, another may well take the opposite attitude. Thus, it seems unrealistic not 

to take into account personal and social factors when determining these assessments.762 

 

There was some attempt by the government to incorporate these factors into the clinical examination 

of pensioners, if not the resulting payments. Appeal assessment forms developed for war pensioners 

by the Department of Health and Social Security included space for a ‘Pensioner’s Statement’, for 

‘symptoms and history’ of their disability and for examiners to record specific details of the ways in 

which ‘the disablement due to the accepted condition(s) interferes with the exercise of function and 

 
760 Oral testimony from BLESMA given to Medical Sub-Committee, 25 February 1965, Ministry of Pensions Registered 

File: Committee on Assessment 1964-65, 25/02/65, PIN 15/4110, The National Archives, Kew (UK) (hereafter TNA PIN 

15/4110). 
761 Appendix B to Medical Sub-Committee Minutes, 25 February 1965, TNA PIN 15/4110. 
762 Royal Air Force Association comments on Medical Sub-Committee’s Terms of Reference, 14 December 1964, TNA 

PIN 15/4110. 
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mode of life as compared with a normal man (e.g. “should not drive a car or work near machinery”, 

etc)’.763 

 

Despite inviting pensioners to share precise details in which their amputation affected their everyday 

life and giving the individual pensioner a place and voice within the pensions system, there is no 

evidence the Ministry ever utilised this information in any meaningful way, and they continued to 

refuse to consider any other means of assessment for amputees than length of the stump. The question 

of assessment by functional outcome was considered during a Medical Sub-Committee meeting in 

1965 as ‘it was possible for two men with the same length of stump to have very different degrees of 

mobility according to how well each other was able to walk with his artificial limb’, and that in men 

with shorter stumps, their physical build and volume of stump was as important as their height.764 

However, it was concluded that: 

 

In general, the degree of functional handicap is related to length of the stump. Broadly the 

longer the stump the greater the effectiveness of the prosthesis, not only because of the greater 

leverage but also because of the use which can be made of natural movement of the joint 

above… [As] no alternative practicable criteria designed to ensure consistent and equitable 

assessment of amputation has been put to us or have suggested themselves in the course of 

close study… we must fully endorse the fundamental soundness of standards of assessment for 

amputation determined according to the site of amputation.765 

 

 
763 Department of Health and Social Security, Assessment Review of a War Pensioner application form, Ministry of 

Pensions Registered File: Treasury Letter 255 151/80/01B of 4th August 1972, Review of Procedures in 1914 War 

Disablement Claims in the Light of 1939 War Procedures, 04/09/72-03/10/84, DHSS Assessment Review of a War 

Pension Application Form, Form MPB 230 (AR), PIN 15/4387, The National Archives, Kew (UK) (hereafter TNA PIN 

15/4387). 
764 Medical Sub-Committee Meeting Minutes, 16 March 1965, TNA PIN 15/4110. 
765 Committee on the Assessment of Disablement, draft of Final Report, 1964, Ministry of Pensions Registered File: 

Committee on Assessments 1964, PIN 15/4111, The National Archives, Kew (UK) (hereafter TNA PIN 15/4111). 
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The ultimate conclusion of the Committee was that there was no perfect system for assessing disability 

for amputees and that ‘on balance it would be undesirable and impracticable to abandon a schedule in 

favour of individual assessments’.766 

 

Subjectivity, A/D and Consequential 

Although the use of the medical model was intended to simplify the process of assessing injuries and 

eliminate social factors as far as possible, basing the system around clearly if arbitrarily defined 

physical parameters forced the examiners to assess smaller and smaller conditions. Examiners were 

instructed that ‘pensioning must be awarded on fundamental diseases, not upon variable symptoms’ 

and ‘causes were to be located in the body, in disease and infection, not just pains or ‘disordered action 

of the heart” (a post-combat condition noted after the Boer War, with difficulties in diagnoses and 

general understanding similar to the First World War’s ‘shell shock’).767 768 

 

Official guidance noted that: 

 

Scientific accuracy would not be expected… there was no desire to split hairs: - all that was 

desired was that, where quite clearly factors other than war service had played a part in 

producing a condition of disablement, the medical men dealing with the case should endeavour 

to apportion liability reasonably between the two sets of factors.769 

 

However, this proposal was not well-received: minutes within the Ministry of Pensions’ file record 

multiple objections and discussion around issues this procedure was liable to introduce. One minute 

 
766 Committee on the Assessment of Disablement minutes, 9 February 1965, TNA PIN 15/4110. 
767 Robert Morrison Wilson & William Mitchell Turner Wilson, War Diseases and Pensions (London: Joint Committee 

of Henry Frowde and Hodder & Stoughton, 1919). 
768 Carden Coyne, The Politics of Wounds, 300. 
769 Internal memo, Minute 23C, March 1927, TNA PIN 15/770. 
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from 1927 noted that ‘there would be grave difficulty in getting doctors to attempt to evaluate the 

effects of war service… as this would certainly not be done scientifically and could be little better than 

a guess’, and that if ‘X% of a man’s total condition was due to the persistent effects of war service, 

and Y% to other causes was only an expression of individual opinion and that another Medical Officer 

might, with equal force, say that the whole condition was due to the persistent effects of war 

aggravation and that it would be very difficult to refute convincingly this latter opinion’, potentially 

resulting in a situation where ‘the particular name ascribed to [the] man’s complaint depends on the 

whim of the Medical Officer attending him at any particular moment’.770 771 An internal memo from 

1926 specifically noted that Medical Boards and the DCMS were making specific complaints that the 

new system had achieved exactly the opposite of its original intentions as: 

 

From the medical point of view, it has been found in practice a matter of extreme difficulty to 

differentiate, in terms of assessment, between the amount of disablement due to war service 

and the amount due to civil life conditions, and, in the absence of specific instruction, the 

attempt to deal with a number of cases on this basis must of necessity result in unequal 

treatment between case and case.772 

 

Although, theoretically perhaps, amputation was among the easiest injuries to quantify and assess 

based on predefined measurements, in reality the full effects of this type of injury were far more wide-

ranging and difficult to contain within the Ministry’s narrow system. By the 1960s, this had become 

 
770 Deputy Director General Medical Services note on conference, 23 October 1926, Ministry of Pensions Registered 

File: Assessment of Disablement, Persistent Effects of War Service or Post War Conditions, (Natural Progress of 

Disease, Age, Occupation, Etc), PIN 15/769, The National Archives, Kew (UK). 
771 JA Simes to Secretary II, Ministry of Pensions, Minute 23, 8 March 1923, Ministry of Pensions Registered File: Rev’d 

Disabilities: Cases Where New Symptoms Although Arising from the Same Cause as the Old Symptoms Constitute a 

Fresh Disability, Disabilities with a Vague Nomenclature, PIN 15/716, The National Archives, Kew (UK). 
772 Ministry of Pensions, Memo on Deterioration in Cases which are still on the Conditional List, or which are Brought to 

Notice Under the Procedure for the Correction of Errors of Final Award, 6 December 1926, TNA PIN 15/770. 
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more evident, as had the evidence that ‘some of the existing assessments for amputation were quite 

irrational and arbitrary’.773 

 

For many years, BLESMA had campaigned for higher pensioners on behalf of the amputee veterans 

and been rejected by the Ministry on the grounds that any changes to the pension system would have 

to apply to all classes of pensioner: ‘the limbless cannot be dealt with in isolation’.774 By the mid-

1960s, persuasive arguments were being put forward to the Ministry that amputees had in fact been 

treated in isolation and at a disadvantage in comparison to other injuries, and had been since the 

introduction of the 1919 Royal Warrant: 

 

In every other category of disablement, the loss of use of limbs, the hemiplegic, the epileptics, 

etc. the examining Medical Officers have, and always have had, complete discretion to award 

the assessment and supplementary allowances which they consider appropriate to the 

individual. They have no such discretion for the amputee. No account can be taken of the 

overall effect of amputation, or the varying physical structure of amputees; the Medical 

Officers are bound wholly by the Tables of Assessment. It is this fact of isolation and lack of 

discretion which causes a real sense of injustice.775 

 

Composite Assessment 

From the mid-1920s as it became clear that many veterans were developing multiple conditions and 

disabilities subsequent to their original injury, and in the midst of their attempts to cut costs by 

instituting Final Awards, the Ministry of Pensions introduced a system of ‘composite assessments’. 

 
773 Ministry of Pensions, Committee on the Assessment of Disablement, Minutes on a Meeting of the Medical Sub-

Committee, 13 April 1965, TNA PIN 15/4110. 
774 Ministry of Pensions, Committee on the Assessment of Disablement, Appendix B to Medical Sub-Committee 

Minutes, 25 February 1965, TNA PIN 15/4110. 
775 Ibid. 
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These assessments provided for cases in which either a combination of two or more disabilities were 

considered for a Final Award at the same time as ‘a composite assessment must be made representing 

the combined net degree of disablement from all the disabilities as due to War Service’, or if a 

subsequent disability was recognised once a Final Award had been administered and ‘made in respect 

of a condition of disablement which is certified to be of indeterminate duration, i.e. where the disability 

will not disappear within a calculable period, if at all’.776 777 Had chronic postamputation pain been 

adapted into this system, it could have been applicable to the composite assessment process, 

particularly as the patient files of PIN 26 show that many pensioners with chronic postamputation pain 

did not report it until several years after injury. 

 

The Ministry’s files show that from 1926 there was an awareness of the need to prepare for ‘the next 

Great War’ and that their remit would likely expand to include civilians.778 A process of learning from 

the First World War had begun as early as 1918 with the War Cabinet’s request that all departments 

involved in the war ‘compile a record of their organisation and experiences with a view to the 

organisation necessary for a future war and the undoing of difficulties which had arisen in the present 

one, more particularly on the civil side of departmental organisation’.779 In a quite spectacular feat of 

procrastination, this task appears to have taken the Ministry fifteen years, with a complete draft not 

submitted until 1932 (‘at the time we were asked for this, we… were unable to find time to do it’780). 

 

 
776 Draft letter from Ministry of Pensions to the Treasury, Minute 96A, July 1924, Ministry of Pensions Registered File: 

Final Awards, Multiple Disabilities- Mode of Assessment, Assessment in Multiples of 5% ETC, M. BCH O. Is 90/23; 

6/24; /25 and 10/25, Revision of O.I. 5/23, PIN 15/1564, The National Archives, Kew (UK). 
777 Ibid. 
778 CFA Hore to Mr Cunnison, Minute 6, 18 December 1930, Ministry of Pensions Registered File: Dependents and 

Disability Pensions in a Future Great War: Report of the Inter-Departmental Committee, PIN 15/1910, The National 

Archives, Kew (UK). 

779 Note to the Minister for Pensions, Minute 31, 10 May 1932, TNA PIN 15/1396. 
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Public Awareness and Veterans’ Organisations 

By the late 1930s records show there was a growing awareness amongst the veterans’ organisations 

and the general public around the deficiencies at the Ministry, particularly for the ‘gaps… in the present 

system’, the subjectivity of assessments and both the number and ambiguity of the regulations.781 

Despite this growing awareness, it appears that the amputees were still expected to perform, or at least 

publicly acknowledge, their gratitude for their pensions, however insufficient they may have been, if 

they wished to interact with the government. This can be seen clearly in correspondence between the 

Ministry and BLESMA, in which the Association acknowledged that, while ‘we are not unappreciated 

of the comprehensive provisions made by the State for the rehabilitation of the badly disabled men in 

normal civil life… we cannot escape the fact that so many of our members and other badly disabled 

men find themselves in very unfortunate circumstances wholly or mainly as a result of their 

disabilities’.782 BLESMA blamed this situation on the complexity of the pensions ratings system and 

the fact that it had been developed over several years, through multiple Acts in response to the 

Ministry’s and pensioners’ needs, and that ‘three Ministries have defined and limited obligations to 

the men’.783 

 

Although pensions for medically discharged ex-servicemen had been a statutory right since 1919, 

many men still fell through the gaps of this overly complex system- although how many would be 

impossible to know now. Whilst this is likely due to a combination of factors, including the complexity 

of the Ministry’s bureaucracy and the culture of stoicism and reticence to seek help as previously 

 
781 Letter from BLESMA to Sir Walter Wormsley at the Ministry of Pensions, Minute 23A, 22 August 1939, Ministry of 

Pensions Registered File: British Limbless Ex-Service Men’s Association & United Council of Disabled Ex-Service 

Men, Correspondence and Resolutions Relating to Unemployment Treatment Allowances, Injuries from Falls, Insurance, 

Widow Claims Etc 1939-1941, PIN 15/2605, The National Archives, Kew (UK). 
782 Note from BLESMA Executive Council, 16 June 1941, TNA PIN 15/2605. 
783 Letter from BLESMA to Sir Walter Wormsley at the Ministry of Pensions, Minute 23A, 22 August 1939, TNA PIN 
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discussed, the veterans’ associations appear to have blamed the Ministry, the Ministry appears to have 

placed the blame for this on the individual pensioners themselves, noting: 

 

You cannot condemn the whole administration because, out of a million or half a million cases, 

somebody is able to find isolated cases here and there in which they do not think justice has 

been done; but nevertheless, it is fundamentally the duty of the Minister and of the Department 

to put the individual case right when it comes to his notice.784 

 

Presumably implying that the Ministry held no reasonability for any pensioner who did fail to notify 

them of any inaccuracies in their case. This can be seen in PIN 26 in which a pensioner living in India 

received a lesser total than he was entitled to but did not realise for over a decade.785 

 

Alternative Systems 

Existing Systems Suitable for Adaptation 

Had the Ministry of Pensions concluded chronic pain was a potentially disabling condition suitable to 

be included in the ratings system, they would not have had to design a new assessment procedure from 

scratch: specialist panels for similar chronic and hidden conditions had been established as early as 

1918, allowing pensioners to be assessed by experts in that field and not just ‘general practitioners… 

obliged to handle difficult cases with only general book knowledge to guide them’.786 By the end of 

1918 twenty-two Specialist Medical Boards had been established for neurasthenia, heart disease and 

 
784 Ministry of Pensions, Policy and Administration of Pensions Report, Ministry of Pensions Registered File: Resumé 

Concerning Constitution etc Organisation and Administration Since its Establishment in 1917- 1917-1930, 1925-1934, 

PIN 15/2601, The National Archives, Kew (UK) (hereafter TNA PIN 15/2601). 
785 Ministry of Pensions Award File: Lt Arthur Odling, PIN 26/22224, The National Archives, Kew (UK). 
786 Letter from Lord Eustace Percy to Major GC Tryon at the Ministry of Pensions, 5 February 1923, TNA PIN 15/1632. 
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orthopaedics across the country.787 Within this system, the two specialist panels that offered a 

potentially useful template for chronic pain cases are those of the neurasthenia and cardiac panels. 

 

Medical literature shows a growing awareness as early as 1915 that many injured and disabled veterans 

would also present with post-traumatic psychological conditions such as neurasthenia, and that this 

would be particularly seen in severely injured ex-servicemen such as the amputee cohort.788 In an 

attempt to mitigate this issue, in October 1918 the War Cabinet agreed to panels for neurasthenia 

patients to be staffed by specialists, believed to be warranted due to the ‘difficult nature and the serious 

possibilities of injuring both the individual and the State by faulty diagnosis and prognosis, or narrow 

views; and the experience and training in such work’.789 At this point it was recognised by the Ministry 

of Pensions that many neurasthenia claims related to a physical injury, most commonly gunshot 

wounds, and that the psychological condition would be the more impactful and damaging, as ‘in many 

cases the disability of the GSW is trifling if not entirely negligible’.790 

 

It is not the intention of this thesis to conflate “psychological” and “physical” pain as many other 

studies in this field have done. However, the processes behind these neurasthenia assessment panels 

and acknowledgement that some conditions required more than a single examination at a single point 

in time are equally applicable to chronic post-traumatic pain conditions, had the British government 

chosen to prioritise or even acknowledge them, as one letter from 1923 noted: 

 

It is almost impossible to form a true estimate of a mental disability at a single examination, as 

in order to form satisfactory conclusions, the patient should have been under personal 

 
787 Ministry of Pensions Registered File: Medical Boards: Establishment, Constitution & Reports on Working 1917-1918, 

Suggestions for Training Medical Officers for Board & Assessing Worl. Notes of Conference with Min of Nat. Service 

13/8/18, PIN 15/6, The National Archives, Kew (UK). 
788 “The Care of Disabled Soldiers”, 227-228. 
789 War Cabinet Minutes, October 1918, TNA PIN 15/5. 
790 Letter from the Deputy CMS to the Commissioner of Medical Services, 13 September 1920, TNA PIN 15/776. 
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observation and examined at frequent intervals, even then a precise estimate is difficult, as it 

must be borne in mind that the examiner is dealing with subjective and psychotic phenomena 

rather than with purely objective and physical conditions.791 

 

Assessing a patient on a single examination for a chronic condition likely to fluctuate in severity and 

impact can potentially lead to patients feeling pressure to ‘perform’ their condition and act out the 

symptoms they believe the clinician is looking for. An alternative to the ratings system for chronic and 

hidden disabilities which may have been applicable to chronic postamputation pain and which would 

be similar to modern assessments of chronic pain in assessing functional outcome and impact on 

quality of life was proposed in 1927, although not adapted into practice: 

 

I imagine that while it would be quite impossible to lay down specific rates and to some extent 

also to lay down maximum rates for particular phases of neurasthenia, it should be quite 

practicable to lay down general principles governing the assessment by reference to the 

practical effect on the man’s daily life and work.792 

 

Even by the late 1920s, with over a decade’s experience for guidance, it was clear that further guidance 

for the assessment of neurasthenia was required by the Medical Officers. The 1928 memorandum on 

‘neurasthenia and allied disabilities’ highlighted the difficulties in dealing with such a medical 

condition that was relatively new to clinical practice and the symptoms of which could vary from 

person to person. It applies equally well to the examination of chronic pain cases, had the Ministry of 

Pensions chosen to apply it as such: 

 
791 DDGMS case study in letter from CW Hunter, Minute 9, September 1923, Ministry of Pensions Registered File: 

Entitlement to Treatment & Treatment Allowances for Aggravated Disabilities, PIN 15/1348, The National Archives, 

Kew (UK) (hereafter TNA PIN 15/1348). 
792 Note to Mr Cunnison from L Sottar, Minute 5, 27 July 1927, Ministry of Pensions Registered File: Final Awards: 

Neurasthenia & Cognate Disabilities: Precautions to be Taken Before a Final Award is Declared, PIN 15/1633, The 

National Archives, Kew (UK). 
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The inherent differences in the individual case make it impossible to standardise any rules for 

assessment purpose, and it is not feasible or advisable to attempt any fixed scale for assessment 

proportional to clinical findings. Each case is a separate problem and it may be summed up as 

a whole and dealt with on its merits.793 

 

A similar process to the neurasthenia panels was also instituted for suspected cardiac cases. In 1920 a 

pilot scheme had been launched in London in which all cardiovascular cases to be seen by Resurvey 

Boards were reviewed by cardiac specialists, along with any cases assessed at 50% or above and those 

‘which the Board has any doubt’.794 The specialists’ duties also included instructing assessors on the 

Medical Boards on suitable cases for treatment and giving short lectures on the topic, and ‘by this 

means the members of ordinary Resurvey Boards acquire experience in diagnosis and assessment and 

the Consultant appointed to advise the Ministry in matters relating to cardiovascular affections is 

enabled to keep close touch with the work and promote uniformity’; always the ultimate aim of the 

Ministry.795 However, the Ministry of Pension’s Disability Committee convened in March 1920 to 

discuss the results of the London pilot scheme concluded that the scheme had been too successful 

finding cardiovascular issues in one in ten pensioners, totalling almost 10,000 cases in the four weeks 

it had run, and thus, whilst potentially beneficial to the pensioners, was too expensive and unsuitable 

for extending nationwide.796 It is likely that any similar scheme for amputees would have been 

similarly inundated with cases: contemporary estimates place chronic postamputation pain at around 

 
793 Ministry of Pensions, Neurasthenia and Allied Disabilities: Memorandum for the Guidance of Medical Officers, 

Minute 1A, 7 August 1928, Ministry of Pensions Registered File: Neurasthenia & Allied Disabilities, Memo- For 

Guidance of Medical Officers- MS Instn No. 50, Awards Instn No. 50/28- Form M.P.A. 36 N, Instns to CADS- 17/9/288; 

10/8/28; 28/12/28 & 2/5/28, Forms MPLC42 & MPAO 41, Particulars of Unemployment Benefit- MS Instn 52 (6), PIN 

15/2947, The National Archives, Kew (UK) (hereafter TNA PIN 15/2947). 
794 Ministry of Pensions, Disability Committee Minutes, 22 March 1920, Ministry of Pensions Registered File: Disability 

Committee, Ministry of Pensions, Formation, Meetings & Procedures etc, 1919-1923, PIN 15/2436, The National 

Archives, Kew (UK) (hereafter TNA PIN 15/2436). 
795 Ibid. 
796 Ibid. 
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85% of military amputees and applying this figure to the 41,000 pensioned amputees of the First World 

War creates a potential total of over 34,000 cases of a condition that had no effective treatment and 

the potential for an infinitely escalating budget.797 

 

Inherent Congenital Factors in Psychological Conditions 

Although pensions and specialist review panels had been provided for cases of neurasthenia 

immediately after the war, it appears that by the 1950s, the government were beginning to lose patience 

with these veterans and put forward the belief that ‘the perpetrator of the neuroses at this date’ was not 

the war itself, but ‘in the main due to the inter-action of constitution and post-war factors’.798 In 1957 

the War Office Committee ‘Enquiry into Shell Shock’ published their finding that neurasthenia caused 

by the physical shock of a blast, termed ‘concussion shock’, only accounted for ‘a relatively small 

proportion’, around 5-10%, of all shell shock cases.799 The remainder was believed to be caused by 

‘the constitutional factor’, defined as ‘the original mental ‘make up’ or personality of the pensioner at 

the time of enlistment which constitutes the pre-disposition to a neurosis’: ‘authorities are agreed that 

in the majority of cases of war neurosis there already existed a congenital or acquired pre-disposition 

to pathological reaction in the individual concerned… this constitutional characteristic was of vast 

importance’.800 This inherent weakness was calculated by a detailed examination of the veteran’s case 

history and investigation into their ‘reactions and adaptions to previous environmental impressions, 

including questions regarding their family history and school achievements.801 In 1928, Medical 

Officers were reminded via government memo that: 

 

 
797 Aldington et al, “A Survey of Postamputation Pains in Serving Military Personnel”, 
798 Ministry of Pensions, Neurasthenia and Allied Disabilities: Memorandum for the Guidance of Medical Officers, 

Minute 1A, 7 August 1928, TNA PIN 15/2947. 

799 Ibid. 
800 Ibid. 

801 Ibid. 
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It should be borne in mind that persons who are constitutionally predisposed to neuroses are 

peculiarly susceptible to economic pressure, domestic discord and dissatisfactions of all kinds, 

and that under the post-War conditions of civil life, with an increased cost of living and general 

unemployment, when anxiety has been widespread and economic pressure universal, such 

persons would have felt the effects of such stress, and would have had considerable difficulty 

in re-adaptation even if they had had no War service.802 

 

A parallel to this change in thinking and preference for the belief a long-term and invisible condition 

was the ‘fault’ of the patient, not the clinician or government, can be seen in the treatment of chronic 

pain and is clearly seen in the case of Francis Hopkinson. The mid and late 1950s marks a change in 

used by clinicians to describe the cause of his chronic postamputation pain from the physical to the 

psychological, and the first appearances of terms such as ‘psychosomatic’ and ‘psychoneurosis’.803 

 

The Performance of Pain 

A similar parallel with chronic pain can be seen in the advice issued to Medical Officers on the 

diagnoses of neurasthenia and the potential exaggeration of symptoms by the pensioner during 

examination. Although true ‘malingering’ was believed to be rare, ‘the intentional exaggeration of 

symptoms, or the unnecessary prolongation of a disablement has been found to be far from 

uncommon’.804 This guide appeared to be more sympathetic to the pensioners than those of earlier 

decades and reminded examiners that ‘when a pension is liable to reduction if improvement should 

occur… it is only human nature that the pensioner should make out as good a case for himself as 

possible’ and that ‘an unsympathetic or frankly hostile manner on the part of the examiner not only 

 
802 Ibid. 

803 TNA PIN 26/21799. 
804 Ministry of Pensions, Neurasthenia and Allied Disability: Memorandum for the Guidance of Medical Officers, Minute 

1A, 7 August 1928, TNA PIN 15/2947. 
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put the malingerer on his guard but forces the neurotic, who feels that he has a cause for grievance and 

that his disability is not being understood to exaggerate his symptoms in self-defence’.805 Although it 

was believed that of any condition, malingerers were most likely to claim some form of neuroses as 

the symptoms were commonly known and diagnosis was based on subjective symptoms alone, 

examiners were reminded reliable evidence was required before any accusations of malingering and 

that the recognition and diagnoses of neuroses was a skill that would come with experience. Once 

again, another reminder of the importance of specialists in the assessment of subjective conditions. 

 

Terminology 

High vs. Chronic Conditions 

In their attempt to catalogue injuries suffered by the ex-servicemen, the Ministry created the categories 

of ‘high disability’ (severe physical injuries) and the ‘chronic’ cases (conditions including 

neurasthenia, bronchitis, rheumatism etc), thus dividing amputees from those with long-term 

conditions even further and making it even less likely that the chronic consequences of severe physical 

injury such as chronic postamputation pain would be recognised. In the same way that soldiers with 

severe physical injuries had received more sympathy and interest from the public during the war, cases 

of ‘high disability’ were referred to with more sympathy and less personal responsibility by the 

Ministry of Pensions than those of chronic cases. For example in 1921, the Inter-Departmental 

Committee on Unemployables noted that whilst men with ‘high disabilities’ may ‘block the disabled 

men’s registers at the Employment Exchanges for many months or even years… the mere fact of their 

physical handicap often secures them sympathetic consideration from the point of view of 

employment’.806 On the other hand, ‘chronic cases’, believed to be more common than ‘high 

 
805 Ibid. 
806 Report of the Committee Appointed to Consider the Employment of Severely Disabled Ex-Servicemen (with special 

reference to Lord Roberts Memorial Workshops), 23 April 1921, Ministry of Pensions Registered File: Inter-

Departmental Committee on Unemployables, Feb 1921-July 1921, PIN 15/2923, The National Archives, Kew (UK). 
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disabilities’ and account for 20-30% of all pensions, ‘may be a serious danger to other workmen, 

especially where machinery is involved’ and ‘even if they do succeed in securing employment, such 

employment must, owing to their impaired health and the nature of their illness, be irregular and 

uncertain and from the employer’s point of view, unsatisfactory’.807 

 

The implied hierarchy between those with a visible physical injury and those with a chronic or 

psychological condition and subsequent treatment is highlighted even further by the Committee’s 

conclusions that current provisions for ‘chronic cases’, or those with an innate weakness, were 

perfectly sufficient as: 

 

It must be born in mind that many of such men were probably before the war of somewhat low 

mental or physical type, and even had they not served, their health would probably never have 

been good, and their prospects of employment would have been uncertain.808 

 

It may be that this was a self-fulfilling policy as men with chronic pain and other long-term conditions 

may have been less likely to come forward knowing that this was the government’s attitude to chronic 

cases- as seen in Chapter 3. 

 

Terminology of Sequela 

From the mid-1920s as it become clear that not only were the First World War pensioners not fully 

recovering from their injuries, but were in fact developing subsequent conditions potentially related to 

their original disability, discussion arose in the Ministry of Pensions intending to define the extent of 

their obligation to these pensioners and classifying any secondary conditions as directly linked or 

 
807 Ibid. 
808 Ibid. 
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coincidental. From the end of 1924 secondary conditions reviewed in pensioners were divided into 

‘classical sequela’ and ‘consequential disease’, the difference between the two defined by the Director 

General of Medical Services as: 

 

Classical sequela… has always been regarded as clearly distinct from consequential disease, in 

that it is a further and universally reorganised development of the pensionable disability or… 

‘a terminal phase, a fresh development of another state of the pensioned disability’, where as 

“consequential disease” is the result of weakened resistance brought about by the lower vitality 

consequent upon the pensionable disability, and thus the causal connection between the fatal 

disability, and the pensionable disability is not direct, but indirect.809 810 

 

In order for the Ministry of Pensions to be liable in cases of secondary disease, ‘the pensionable 

disability has to be the direct and sole cause of the classical sequela’.811 Before this point, the 

assessment of individual cases had been left to the discretion of medical officers, with no central 

guidance as to accepted or widely recognised conditions. Although the civil servants within the 

Ministry suggested creating a directory of this sort, they were overruled by the DGMS as ‘it would be 

impossible to give a list of classical sequalae without writing a book on medicine and taking a year or 

two to compile it’.812 The entire debate highlighted the often conflicting priorities of the department’s 

lay civil servants and the clinical medical staff, and the desires to balance medical and financial 

concerns and limit responsibility for potential future payments as far as possible. 

 

 
809 Note to Sec I from J Potts, Minute 7, 27 September 1924, Ministry of Pensions Registered File: Consequential 

Diseases: Definition of “Classical Sequalae”, 1924-1966, PIN 15/3254, The National Archives, Kew (UK). 
810 Ibid. 
811 Note to Sec I from FB Tombleson, Minute 9, 5 November 1924, TNA PIN 15/3254. 
812 Note from DGMS to the Ministry of Pensions, Minute 9, 12 November 1924, TNA PIN 15/3254. 
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It also highlighted the lack of understanding between the two fields in assessing both injury and long-

term disability, as seen in the proposed assessment measures for classical or consequential sequala: 

the DGMS’s proposal is that ‘the only practical way of dealing with the matter is to offer a medical 

opinion… on each individual case with those there is any doubt can appeal to Headquarters’, whilst 

the lay approach was more vague: 

 

As I understand the matter, it is extremely difficult for medical practitioners to state very much 

more than probabilities. In certain cases, the probability will amount almost to a certainty, but 

in other cases the probability will be merely a possibility. As this will affect the decision come 

to by Awards, I think the Medical Officer of the Ministry should therefore be asked to state 

whether the conclusion they reach as to the causation of a disability is based on a certainty, a 

probability or merely a possibility.813 

 

Perhaps unsurprisingly, this suggestion was rejected almost immediately as too complicated, 

subjective and time-consuming. 

 

Deterioration and Sequela 

“No Longer a Live Question” 

By the mid-1920s it was becoming clear that the physical condition of many disabled pensioners was 

deteriorating and that this was likely a combination of the original injury and the impact of post-war 

civilian life. This left the Ministry questioning both the extent of their liability for a pensioner’s civilian 

post-war life and also how it could be possible to categorise ‘the effects of time and stress generally’ 

within their attempts to create a uniform, nationwide system, as Ministry of Pensions civil servant MR 

Hurst noted: 

 
813 Note from PF Atkin to Mr Simes, Minute 27, 19 March 1925, TNA PIN 15/3254. 
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While our enquiries probably brought under consideration the major factors of post-discharge 

life, they did not take into account the imponderabilia, the effects of wear and tear from day to 

day such as the ordinary concomitants of life, and… in order to discount adequately the effect 

of these intangible but, none the less, real factors, some rule of thumb arrangement should be 

come to.814 815 

 

Once again, the conflicting priorities of the medical and the lay staff were revealed in the internal 

minutes: in 1926 Medical Boards were officially instructed to restrict their appeals to cases directly 

connected to active service in order to limit the potential liability and cost to the Ministry in future 

cases: 

 

The function of the Ministry was to deal with the disablement as caused by War service only. 

The element of time, with all its concomitants, necessarily operates to dilute the liability of the 

Ministry, more particularly in those cases where the ailment is one which is common to the 

whole civil population and is in common experience liable to be affected by the ordinary 

conditions of civil life… since every year that passes necessarily renders the pensioner 

increasingly liable to impairment from adverse conditions generally affecting the civilian 

population, the Ministry holds the view that liability cannot be accepted for degree of 

disablement not clearly traceable of war service, whether the award that is made is on a 

permanent or temporary basis.816 

 

 
814 MR Hurst, Minute 16, November 1926, TNA PIN 15/770. 
815 Ibid. 
816 Letter from the Ministry of Pensions to the Pensions Appeal Tribunal regarding a widow’s appeal case, 4 March 1931, 

TNA PIN 15/770. 
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By 1929 it was clear that the Ministry of Pensions wished to draw a line under their responsibility to 

the disabled veterans and limit their liability for long-term payments as far as possible, potentially 

taking advantage of a nationwide compassion fatigue. As Carden Coyne and Bourke have noted, by 

the late 1920s concern and interest in the wounded veterans were waning and their care was ‘no longer 

a live question’: ‘as time progressed, the status of wounded war veterans deteriorated as the general 

population began to feel ‘increased callousness and neglect towards the weak in general- even the 

heralded heroes back from the battlefield”.817 818 

 

As an attempt to stem the financial and administrative cost of pensions, the gratuity and Final Awards 

system, first brought in in 1917, was revived under Article 7(2) of the New Warrant for cases in which 

disability was assessed at less than 20%. This system was intended to reduce the administrative burden 

of regular re-examinations and assessments for low rated cases, by ‘giving a certain sum for a certain 

number of weeks instead of about 2d a week for the rest of the man’s life’.819 Notes made during an 

interdepartmental conference in 1928 show that the Ministry of Pensions was not expecting to receive 

many fresh claims going forwards and that the 900 to 1,000 new claims received each week ‘come 

from people of whom the Ministry has no previous knowledge whatever, and for the first time it is 

faced with the demand for compensation on the ground that what is wrong with the man, or the cause 

of this death, is something connected with his war-time employment of 5 ½ years before’.820 

 

It is clear from the Ministry of Pensions’ records, that by 1929, the department was expecting the 

primary effects of conflict wounds to be complete, particularly in cases of minor wounds or injuries, 

and it was their intention to wind down their services and provisions for pensioned veterans. In 1922, 

 
817 Carden Coyne, The Politics of Wounds, 220. 
818 Bourke, Dismembering the Male, 56. 
819 Note from DGMS, Minute 107, 3 August 1921, TNA PIN 15/1757. 
820 Ministry of Pensions, Report on Policy of the Department: External Organisation of Pensions Administration, TNA 

PIN 15/2601. 
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the Ministry ran 67 hospitals and 115 clinics with 13,970 inpatient beds. Within ten years, this had 

reduced to 16 hospitals, 24 clinics and 2,349 beds, all of which were expected to close within three 

years.821 Although the Ministry acknowledged that some pensioners would need care ‘for some years 

to come’, particularly ‘a number of wound and injury cases, of severe neurasthenic and quasi-mental 

cases and some other special classes whose condition will periodically require treatment’, it was 

believed that government-run hospitals would not be appropriate for these patients and that they would 

be best dealt with ‘in institutions where their cases are known’.822 

 

The attempts by the Ministry of Pensions to distance themselves from and reduce their responsibility 

for the long-term care of pensioners with chronic conditions can be seen even more clearly after the 

introduction of the National Insurance Act in 1946. Under the Royal Warrant, the Ministry’s purpose 

was to provide treatment for conflict-related injury and disability ‘only so far as treatment is not 

“otherwise provided”.823 The introduction of the National Insurance Scheme provided the Ministry an 

opportunity to reduce their liability to the veterans as: 

 

The National Health Insurance Scheme provides such treatment as can be appropriately given 

by General Practitioners for all ailments and illnesses, whatever their origin, for ex-servicemen 

in common with other members of the population, it would be plainly unjustifiable for this 

Ministry to provide hospital treatment where only General Practitioner treatment is required, 

or to set up a duplicate service for General Practitioner treatment.824 

 

 
821 Ministry of Pensions, Expenditure Report: Memorandum for Committee on National Expenditure, May 1931, TNA 

PIN 15/2601. 
822 Ibid. 
823 Ministry of Pensions letter to The Royal British Legion, Scotland, Minute 23A, 20 January 1938, Ministry of Pensions 

Registered File: Awards Under Art. 1. (3) RW, (1) Adjustment in Order That £200 Limit is Not Exceeded, (2) Ministers 

Proposal that Notification of Award to Man be Made in More Concise Terms, PIN 15/1759, The National Archives, Kew 

(UK). 
824 Ibid. 
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Increasing Liability 

In internal files, as a warning against uncontrolled expenditure, the Ministry of Pensions often referred 

to the examples of the pensions system for veterans of the American Civil War. Within this system, 

the government introduced new legislation each time the value of the pensions decreased, introducing 

new classes of claims and increasing the pension rates. As a result, the government reached their 

maximum cost, at £35 million per annum, not within a five or so years after the end of the war as may 

have been expected, but fifty years after the conflict’s end.825 In an effort to avoid the exponential 

liability for the disabled pensioners, in 1931 the Ministry of Pensions established the Committee for 

National Expenditure, which estimated a cost of £50,039,000 for the financial year 1931-32, noting 

that expenditure had peaked in 1920-21 and then steadily declined by around £2 million each year, ‘as 

indeed was the experience of all countries which took part in the late war’.826 

 

The government actuaries were relatively accurate in their predictions of patterns of expenditure, as 

the total cost to the Ministry for 1930-31 was just under their estimate at £47,024,500.827 However, 

their estimates came with the proviso that they were accurate only in terms of the current ratings 

system, with a warning that ‘the creation of any new class of pensioner or relaxation of the existing 

standards of title to pension would at once throw out these estimates’ and as had happened in the 

United States, ‘might indeed convert a slowly diminishing expenditure into an increasing one’.828 

These actuaries estimated that the reduction in pensions would reach its peak in 1936-37 at the latest, 

but that by this point ‘the possibilities of any large-scale savings will have been exhausted, and 

thereafter staff requirements will diminish only with the slow reduction of the pension list’.829 

 

 
825 Ministry of Pensions, Expenditure Report: Memorandum for Committee on National Expenditure, May 1931, TNA 

PIN 15/2601. 
826 Ibid. 
827 Ibid. 
828 Ibid. 
829 Ibid. 
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Although based on the government’s actuaries, the Ministry of Pensions appears to have been 

preparing for an eventual reduction in pension costs, there was some degree of awareness that the 

condition of pensioners’ was likely to deteriorate in time and that, eventually, the Ministry could be 

facing an increase in cost per pensioners: ‘there are in all four million men demobilised in 1919 and 

1920 who, in the national course of things will become ill some time or other and from some cause or 

other and if all their claims are also to be admitted, members will understand what the cost might 

be’.830 

 

Ageing and Deterioration 

By the early 1950s, the focus of the Ministry of Pensions had moved from the evaluation of acute 

injuries to long-term disabilities, with the first deterioration panels and the beginning of recognition 

that the secondary effects of conflict wounds could be lifelong. It was at this point that pain became 

more central and was no longer absent from the Ministry’s narratives. By 1953 it was calculated that 

there were 284,484 First World War pensioners claiming a pension from the government, with 150,000 

remaining by 1965, and with changes in public attitudes to those veterans (historiography of the time 

shows a move to the ‘lions led by donkeys’ approach) and renewed sympathy for those seen to be let 

down by their country (Table 15). The Ministry had also become responsible for the injured veterans 

and civilians of the Second World War. Any decisions to award pensions for long-term health 

conditions or deterioration would have had a severe financial impact.  

 

 

 

 

 

 
830 Ministry of Pensions, Notes for Meeting of Pensions Committee, TNA PIN 15/2601. 
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Disability Rating Total no. of pensioners 

100% 18,473 31,098 

90% 2,460 

80% 10,165 

70% 14,319 36,414 

60% 22,095 

50% 35,132 70,159 

40% 35,027 

30% 55,863 146,813 

20% 84,216 

Less than 20% 6,734 

Table 15. Total number of pensions and their rating awarded in 1953. 831 

 

Public Opinion 

By the 1960s public opinion towards the amputee veterans of the First World War appears to have 

shifted away from the compassion fatigue of the 1920s and 30s to a more emotional and sympathetic 

response. This appears to have been reflected in the Ministry’s attitude to pensioners and their appeals. 

Department minutes show an improved, less antagonistic relationship between the Ministry of 

Pensions and the veterans’ associations from the mid-1950s onwards and the Ministry ‘now enjoys a 

good reputation in the ex-service world as a whole for doing all it reasonably can to look after the 

pensioner who does not come forward and ask for his due’.832 Their notes also contain references to 

co-operation between the department and the British Legion in identifying ‘distressing’ cases who 

would benefit from unemployed supplements or those with severe disabilities who could be raised to 

 
831 Letter from GM Jones, Government Actuaries’ Department to Mr Stewart at the Ministry of Pensions, 16 January 

1962, Ministry of Pensions Registered File: Ministry of Pensions, Analysis by Disability of 1914 and Former War 

Disablement Pensioners, Sept 1916 – Oct 1966, PIN 15/4287, The National Archives, Kew (UK) 

832 Ministry of Pensions, Guidelines for Assessment Reviews Under Ferret Plus I, Minute 60A, 1965, Ministry of 

Pensions Registered File: Ferret- Plus 1: Assessment, 1964-67, PIN 15/4156, The National Archives, Kew (UK). 
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100% and thus become eligible for a constant attendance allowance.833 A similar age allowance, 

available to all pensioners aged 65 and above, was instituted in 1956 ‘based on humanitarian and not 

medical considerations’.834 

 

A 1965 Ministry of Pensions’ paper investigated whether amputees could be awarded further 

allowances in addition to their pensions, not based on potential medical conditions such as chronic 

pain or mobility issues, but on the emotional argument that ‘apart from his loss of faculty due to the 

loss of a limb… [the amputee] has lost a part of himself, which can never be replaced’.835 The public 

sympathy for amputees was reinforced by the visibility of their injury and the idea that ‘war pensioner 

amputees as a class are almost wholly casualties from those who did the real fighting… the remaining 

pensioners, although they include many casualties, include a far higher proportion of people who 

service involved few, if any, of the risks of actual battle’.836 The suggestion of additional allowances 

was eventually rejected on the basis that it could lead to a raise in pensions across the board and that 

amputation could not be considered a uniquely distressing disability, it was thus ‘not in the interests 

of the morale of amputees to provide a benefit… on the basis that it is accepted that they have reason 

for a sense of loss of inferiority’.837 In their summing up of the emotional argument, the Ministry’s 

paper highlighted an underlying principle that had run through their every decision and priority for 

regarding the amputee pensioners since 1917: ‘the strength of the argument… may perhaps lie, 

paradoxically, not so much in what amputees feel about themselves, but rather in what other people, 

particularly those suffering from no particular disablement, feel about amputees’.838 

 
833 Ministry of Pensions, letter from TW Casey to Mr Dennys, 19 July 1956, Ministry of Pensions Registered File: 

Ministry of Pensions, Constant Attendance Allowance Pension Rate- Less Than 100%, 19/07/56, PIN 15/3858, The 

National Archives, Kew (UK) 
834 Minutes of First Committee on Assessment Meeting, 27 October 1964, TNA PIN 15/4110. 
835 Ministry of Pensions, Report on the Special Provision by way of Supplementary Compensation Confined to 

Disablement due to Amputation, Generally, 1965, TNA PIN 15/4110. 

836 Ibid. 
837 Ibid. 

838 Ibid. 
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Secondary Effects 

Despite the advancing age of the First World War pensioners, the many years of experience in dealing 

with the medical complaints of two major cohorts of amputee veterans, the Ministry of Pensions appear 

to have learnt very little about the physical consequences of amputation. In 1955, it was noted that 

‘thirteen weeks is the normal average period which it takes for a pensioner to become accustomed to 

the wearing of an artificial limb after a primary amputation’, and that once those thirteen weeks had 

elapsed, the pensioner was expected to have returned to his employment and would no longer be 

eligible for the initial treatment allowance payments.839 

 

Even into the 1960s, there appeared to be little recognition of the potential for amputations to cause 

long-term physical health conditions or chronic pain. After a visit to Queen Mary’s Hospital, the 

Assessment Committee’s Chairman noted that his visit had ‘left him with the impression that by and 

large amputation was probably less of a burden than other conditions, in particular chronic ailments’, 

reinforcing his view that there should be no special allowances for amputees, and that ‘developments 

in artificial limbs would seem to suggest that amputation was becoming less of a handicap’.840 841 His 

remark that ‘to the lay mind, it seemed that if the stump was soundly healed and long enough for an 

artificial limb to be fitted, there ought to be no difficulty’ with the amputation, once again reflects the 

need for medical specialists in the assessment and treatment of amputees, with experience of the 

subsequent long-term conditions that may not be obvious to the ‘lay mind’, such as chronic pain or 

musculoskeletal damage.842 

 

 
839 Ministry of Pensions, internal letter, Minute 215A, 9 March 1955, Ministry of Pensions Registered File: Disability 

Pensioners of 1914-18 War with Service Awards, Review of Provisions for in Light of Revised Regulations for Service 

Disability Cases of War of 1939, PIN 15/3384, The National Archives, Kew (UK). 
840 Minutes from the Committee on the Assessment of Disablement, 17 June 1965, TNA PIN 15/4111. 
841 Minutes from the Committee on the Assessment of Disablement, 13 April 1965, TNA PIN 15/4110. 
842 Ibid. 
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Deterioration Appeal Procedures 

The appeal procedures for pensioners reporting deterioration in their condition changed little between 

the 1920s and the 1950s, particularly for those with neurasthenia or psychosis cases. By 1957 Medical 

Officers were still advised to assess whether deterioration was due to ‘constitutional elements and pre-

war illnesses; effects of war services, and causes operating since the War’.843 This advice included a 

reminder that they would be required to provide evidence of the association between a deterioration in 

health and war service: 

When a disability has remained stationary for some years, or has shown a gradual tendency 

towards improvement in the years immediately following the War and then begins to show 

signs of deterioration, some cogent reasons are necessary for basing such deterioration to the 

continuing effects of War service’.844 

 

The process for evaluating deterioration in neurasthenia cases appear to have been relatively 

complicated and resource-heavy. Medical Officers were asked to estimate the deterioration that would 

have occurred without war service, then: 

 

Estimate, as far as possible, the actual amount of stress imposed on the man as the result of 

service to fix the date of onset of the disablement, and to review the whole history of the case. 

For this purpose it is essential to verify by cross reference in the documents the entries as to 

wounds, shell-shock, burials, and so forth.845 

 

This is one more example in which the procedures for psychological conditions could have been 

equally applied, and likely as beneficial, in cases of other invisible disabilities such as chronic pain. 

 
843 Ministry of Pensions, Neurasthenia and Allied Disabilities: Memorandum for the Guidance of Medical Officers, 

Minute 1A, 7 August 1928, TNA PIN 15/2947. 
844 Ibid. 
845 Ibid. 
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The Ministry of Pensions appear to have gone the extra mile in proving for cases of psychological 

injury in a way that was not done for physical injuries, although whether this is in response to public 

sympathy or an attempt to verify and classify a psychological disability is unclear. 

 

It is clear, however, that had the Ministry included such a process for evaluating and valuing reports 

of chronic pain, their subsequent expenditure would have been considerable. By 1965, just 4% of all 

pensions were reported to be ‘uncomplicated’ and paid where the schedule disability was the only 

condition present.846 A further 11% ‘contain an element of scheduled disablement, for example an 

amputation with something extra for severe pain or discomfort, or a combination of a disease and a 

scheduled disability’.847 It was estimated that around 4,000 claims of deterioration were submitted to 

the Ministry each year by 1965, 20-25% of which came from amputees. The veterans’ associations 

and BLESMA in particular appear to have played an integral role in this process; BLESMA alone were 

responsible for submitting 400-450 deterioration appeal requests each year. They were also 

instrumental in ensuring that veterans were aware of potential consequential disabilities they could 

claim for, published a list supplied by the Ministry in their 1954 edition of Blesmag (Table 16). 

 

 

 

 

 

 

 

 
846 TS Ferguson, Ministry of Pensions and National Insurance, Comments on Committee on Assessments Draft Report, 

1964, TNA PIN 15/4109. 
847 Ibid. 
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Injury where the wearing of an artificial limb prevented the man from avoiding accident, e.g. 

by being knocked down owing to inability to retain balance or unable to move quickly out 

of harm way 

Injuries when both artificial limbs are not available, e.g. both under repair 

Injuries when limb is properly not being worn, e.g. at bedtime or because stump is sore 

Osteo-arthritis of limb where other limb has been amputated (but not if there is a general 

condition of osteo-arthritis throughout the body 

Thrombosis of stump 

A condition of the stump which prevents a man from being a normal limb wearer, such as 

wearing a limb appropriate to the length of stump 

A condition of the stump which prevents regular limb wearing, such as painful scars, 

deformity of stump, undue flexion, extension, abduction of adduction, or unhealthy stump 

skin conditions due to excessive perspiration 

Hernia caused by strain 

Severe stump pains due to phantom limbs, or painful neuroma 

Obesity where immobility is impost by loss of limbs 

All SMOs operate to this list 

Table 16. Additional (Consequential) Disabilities as set out in the January 1954 Edition of 

Blesmag’. 848 

 

 

 
848 Ministry of Pensions, List supplied to BLESMA of additional (consequential) disabilities, 2 February 1965, Ministry 

of Pensions Registered File: Ministry of Pensions, Committee on Assessment 1964-65, PIN 15/4110, The National 

Archives, Kew (UK). 
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Conclusion 

The PIN 15 records of the Ministry of Pensions are a valuable account of the creation and 

administration of a pensions system for hundreds of thousands of medically discharged veterans, and 

an insightful complement to the more personal patient records in PIN 26. They do, however, show that 

chronic pain was once again institutionally absent, even as the PIN 26 files show it was not personally 

absent. There are very few references to the possibility of chronic pain as a likely subsequent disability 

after amputation or as a potentially disabling condition in its own right. As a subjective experience as 

much as a medical condition, with no means of formal or objective measurement, chronic pain appears 

to have been of little consideration to the civil servants designing the pension ratings system, even 

though, as Chapter 5 demonstrates, it was a common topic in the professional medical conversation. 

 

Had the Ministry of Pensions decided to include chronic pain as a condition of interest, everything 

needed for this inclusion already existed in the provisions and attitudes for neurasthenia cases. As a 

condition that could vary in severity and symptom from case to case, and over time within one patient, 

the provisions for neurasthenia panels included examination by a specialist, examination over several 

intervals and an awareness that ‘the examiner is dealing with subjective and psychotic phenomena 

rather than with purely objective and physical conditions’, the process would have been equally 

applicable to chronic pain patients.849  

 

Current research into welfare provisions for veterans of the First World War is often extremely critical 

of the Ministry of Pensions, citing the numbers of rejected appeals and the strict adherence to 

assessment guidelines and disability ratings system. This wider review of all PIN 15 files relating to 

amputation, however, demonstrates that this could be true to a certain extent, it was not always the 

case and that there was room within this system for flexibility and compassion, as in the case of Pte 

 
849 Case study provided by DDGMS, Minute 9, 26 September 1923, TNA PIN 15/1348. 
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Denford or the two cases within the PIN 26 awarded a greater rate of pension for their postamputation 

pain.850 851 852 Although the ratings system could be harsh and impersonal, it was the most effective 

means for the administration of over 750,000 pensions; working tolerably well for most and retaining 

flexibility to allow increased payments at discretion for others. In tracing the PIN 15 files back to the 

Ministry’s formation in 1916, there are multiple examples of civil servants attempting to learn from 

previous experiences and adopt the pensions system for the benefit of both the Ministry and the 

veterans, from the specialist committees such as Hancock and McCorquodale, to the reviews of 

learning prior to the Second World War. However, with no opportunity to entirely pause and redesign 

the pensions system, any alterations or improvements had to be made incrementally and were unlikely 

to result in dramatic change. 

 

  

 
850 TNA PIN 15/1202. 
851 TNA PIN 26/8334. 
852 TNA PIN 26/19923. 
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The Rock Carling Committee 

 

Introduction 

When the full effects of amputations are taken into consideration including the following: 

operations, anaesthetics, sepsis, strain of wearing artificial equipment (especially where stumps 

are very short), body out of alignment, and strain on paired remining limbs- Amputation leads 

to premature degeneration of the cardio-vascular tissues. As a result of this, and without the 

intervention of any non-service disability, there has occurred: - strokes (hemiplegic), coronary 

thrombosis, renal disease, enlargement of the heart.853 

 

The possibility that severe conflict injury can lead to premature ageing, an increase in mortality rates 

and particularly an increase in the prevalence of cardiovascular issues has been discussed within the 

veteran community since the 1930s. Anecdotally at least, these issues appear to be particularly 

prevalent in amputee veterans, with single and bilateral lower limb amputees the most vulnerable to 

these conditions. As the quote above shows, this was of particular concern to the veterans’ associations 

and those lobbying the government on behalf on ex-servicemen. Archived files of the Ministry of 

Pensions show multiple attempts from BLESMA and the British Legion to raise this issue with the 

Ministry from the 1930s onwards, but with little success. 

 

However, the ‘problem of prematurely aged ex-servicemen’ began to receive more attention from the 

Ministry as European governments began to publish their own investigations, indicating that there may 

have been some association between the amputations of the First World War and cardiovascular 

 
853 Ministry of Pensions, Advisory Committee on Cardiovascular Disorders and Mortality Rates in Amputees, Interim 

Report: Appendix 1: Statement by British Limbless Ex-Service Men’s Association Comments and Views on Effects of 

Amputations, April 1951, Ministry of Pensions Registered File: Advisory Committee on Cardio-Vascular and Mortality 

Rates in Amputees, Copy of Interim and Final Reports; Master Copy of Minutes of Committees and all Material 

Collected and Considered, PIN 15/3617, The National Archives, Kew (UK) (hereafter Interim Report: Appendix 1: 

Statement by BLESMA, TNA PIN 15/3617). 
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disease in later life, particularly in those with unresolved chronic pain, and thus some foundation to 

the veterans’ concerns. If it could be proved there was likely some association between cardiovascular 

disease and amputation, there would have been a significant financial impact for the Ministry of 

Pensions as the body responsible for the treatment and rehabilitation of injured and ill veterans. In 

order to investigate this issue in the British veteran cohort, the Ministry established the Rock Carling 

Committee in 1950 (Fig. 55). 

 

 

Figure 55. Sir Ernest Rock Carling. Portrait by Walter Stoneman, July 1949. 

 

The Committee was intended to investigate whether there could be any association between 

amputation and subsequent cardiovascular disorders, and whether mortality rates for this cohort of 

veterans showed an increase in comparison to a control group. This study was the first widescale and 

evidence-based comparative control study to explore mortality rates and cardiovascular disease in 
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amputee pensioners of the First World War and produced three reports presenting their conclusions 

over four years. The findings of the Committee were internationally influential with studies based on 

the Rock Carling model carried out worldwide over the subsequent decade, and the study is still quoted 

as the most thorough and rigorous study investigating cardiovascular disease in amputee veterans. The 

findings of the study even inadvertently revealed a concept now fundamental to science and health, 

but which was unknown, and thus unrecognised, at the time. 

 

The question of any association between conflict injury, amputation and subsequent cardiovascular 

disease has continued to be raised over the decades since the Rock Carling report without any 

satisfactory conclusion; most recently in a systematic review exploring the relationship between 

combat wounding and cardiovascular risk in veterans from the First World War to US veterans of the 

most recent Iraq and Afghanistan conflicts, published in 2019.854 The large number of blast-injured 

amputee veterans from the UK’s Operation HERRICK means this issue remains a pressing question 

within strategic planning for today’s veteran cohort, with the potential of significant healthcare costs 

for the NHS and Ministry of Defence in the near future. As a result, the potential for subsequent 

cardiovascular disease after combat injury has a prominent question within the ADVANCE protocol, 

outlining the study’s research priorities for the next twenty years.855 

 

This chapter will explore the issues of premature ageing, mortality, amputation and associated 

cardiovascular disease through the work of the Rock Carling Committee, its published conclusions 

and its relationship to contemporary international investigations. It will also present findings of 

relevance to contemporary work in this area. Although the Rock Carling study is regularly cited in 

published literature, the same few statistics are often repeated, and there has been no detailed analysis 

 
854 Christopher J Boos, Norman de Villiers, Danial Dyball, Alison McConnell, Alexander N Bennett, “The Relationship 

between Military Combat and Cardiovascular Risk: A Systematic Review and Meta-Analysis”, International Journal of 

Vascular Medicine, vol. 2019, 2019: 1-14. 
855 Bennett et al, “Study protocol for… The ADVANCE Study 2020”. 
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or attempt to find relevance in the Committee’s work for current issues within veterans’ healthcare and 

rehabilitation.  

 

‘The Problem of Prematurely Aged Ex-Service Men’ 

The first published report in the UK and the first attempt to formally quantify the anecdotal evidence 

of this phenomenon appeared in December 1937; the report of a Special Committee formed by 

executive members of the British Legion ‘for the purpose of investigating the problem of Prematurely 

Aged Ex-Service Men’, and what the Committee termed ‘premature senility’.856 Local branches of the 

Legion were invited to submit evidence and details of individual cases, with expert testimony sought 

from medical professionals, representatives from BLESMA, Social Welfare Committees and Local 

Authorities, among others. “Premature senility” was defined after consultation with medical 

professionals in physiological terms as the ‘premature changes in the heart and arteries… [with] 

prolonged strain, particularly emotional strain… an important factor in the aetiology of this disease’.857 

The original aim of this study had been to compare ex-service men with a group of civilian men of the 

same age, fitness and ‘in all respects of medical detail’.858 However, due to scale of the First World 

War, it proved impossible to find a large number of men of the required age who had not served in the 

war for a control group, and the study could not be carried out. Nevertheless, the Committee remained 

‘convinced, from a survey of individual cases, that there are a number of ex-Service men whose health 

has broken down as a result of the rigours of war service, although it is not possible to substantiate, by 

medical sequence, a direct connection with such service.’859 

 

 
856 British Legion Report of the Special Committee established for the purpose of investigating the problem of 

Prematurely Aged Ex-Service Men, Dec 1937, (London: The Royal British Legion), 3. 
857 Ibid, 4. 
858 Ibid, 5. 
859 Ibid. 
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Unable to carry out the widescale cohort study they had originally planned, the Committee instead 

decided to focus their attention on ‘the position of Permanently Incapacitated ex-Service Men’, 

including those ‘permanently broken down in health’, those aged 65 and over, and those receiving a 

disability pension. Using data from the Public Assistance Committee, it was estimated that over 17,972 

First World War veterans aged 40-60 reported some form of chronic sickness, leaving them unable to 

work and dependent on their Local Authority to supplement their government pension.860 In total, 

using enquiries made to the Public Assistance Committee and local branches of the British Legion, the 

Committee estimated at least 95,139 veterans were unable to work due to injury or illness and that 

two-thirds of pensioners were not eligible to receive any allowance for their families.861 Allocating 

£30,000 of their own funds, the Committee concluded that whilst: 

 

No evidence, based on concrete facts, can be produced to show the relative incidence of 

premature senility amongst ex-Service men… the Committee is convinced that in a large 

number of cases, the men are suffering from latent results of service. Many men were, for years, 

subjected to a degree of mental and nervous strain, living under insanitary and unfavourable 

conditions never experienced before, and their loss of earning capacity and industrial value, is 

due in no small measure to these war experiences, combined with difficulties of rehabilitation 

in civil life, directly consequent upon service during the War years.862 

 

After the failure of this study to thoroughly investigate premature ageing in First World War veterans, 

the subject was raised periodically by veterans’ associations over the next decade with little effect until 

the intervention of BLESMA in 1948. By this point, the association had over 12,000 members across 

103 branches, allowing ‘an intimate knowledge of their lives and conditions’ and a closer perspective 

 
860 Ibid. 
861 Ibid. 
862 Ibid, 13-14. 
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of the day-to-day lives and the long-term impact of conflict injury in veterans than the Ministry of 

Pensions or even the clinical staff at Queen Mary’s.863  

 

BLESMA’s 1948 letter to the Ministry of Pensions expanded upon British Legion’s hypothesis that 

war service alone led to premature ageing with the belief that amputations specifically played a 

contributory role as ‘when the full effects of amputations are taken into consideration, amputation 

leads to a premature degeneration of the cardiovascular tissue’.864 Their letter claimed their view was 

supported by clinicians at Roehampton who had noted ‘physical fatigue came on rather earlier in life 

than can normally be expected in major amputees… especially in those with a high thigh amputation’, 

and specifically identified factors they believed contributed to this deterioration.865 866 

 

By 1948, there were around 26,000 veterans on the pensions list, at an average age of 60.867 The 

possibility that BLESMA were correct in their belief that amputation led to increased disability and 

premature ageing held a severe potential funding implication for the Ministry of Pensions and the 

concept of a comparative cohort study was revived. An initial investigation carried out by the Ministry 

of Pensions’ Committee on the Effects of Amputation on the Cardiovascular System in 1949 found 

that cardiovascular disease was widespread: one in four civilian men died before the age of 65 and that 

one in eight died with some evidence of cardiovascular degeneration.868 This was particularly seen in 

 
863 Interim Report: Appendix 1: Statement by BLESMA, TNA PIN 15/3617. 
864 Ibid. 
865 Ministry of Pensions, Advisory Committee on Cardiovascular Disorders and Mortality Rates in Amputees, Final 

Report: Minority Report of A Hope Gosse, 22 January 1953, Ministry of Pensions Registered File: Advisory Committee 

on Cardio-Vascular and Mortality Rates in Amputees, Copy of Interim and Final Reports; Master Copy of Minutes of 

Committees and all Material Collected and Considered, PIN 15/3617, The National Archives, Kew (UK) (hereafter Final 

Report: Minority Report of A Hope Gosse, TNA PIN 15/3617). 
866 Ministry of Pensions, Advisory Committee on Cardiovascular Disorders and Mortality Rates in Amputees, Interim 

Report: April 1951, Ministry of Pensions Registered File: Advisory Committee on Cardio-Vascular and Mortality Rates 

in Amputees, Copy of Interim and Final Reports; Master Copy of Minutes of Committees and all Material Collected and 

Considered, PIN 15/3617, The National Archives, Kew (UK) (hereafter cited as Interim Report, TNA PIN 15/3617). 
867 Interim Report: Appendix 1: Statement by BLESMA, TNA PIN 15/3617. 
868 Ministry of Pensions, Committee on the Effects of Amputations on the Cardio-Vascular System Minutes, 12 October 

1949, Ministry of Pensions Registered File: Committee on the Effects of Amputations on the Cardio-Vascular System, 
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men aged 50-59: one in four of whose deaths were caused by cardiovascular disorders. This study 

became the baseline for future investigations into amputees’ cardiovascular health: to demonstrate that 

amputations had an impact on mortality rates, any future studies would have to conclusively prove that 

amputees died of cardiovascular issues at a higher rate than one in four. Although medical and military 

historians have noted that public and governmental attention for the wounded veterans had waned 

within a decade of the war’s end and that veterans were ‘no longer a live question’ by the 1920s, these 

Ministry investigations show that by raising the possibility of premature ageing in connection with war 

wounds and a potential cost to the public purse, once again, the veterans reappeared in public discourse 

and ‘appear[ed] to present a special and pressing problem.’869 870 

 

International Work 

The concern over premature ageing and cardiovascular health in amputee veterans was not unique to 

the UK at this period with publications appearing across the European medical press: archived papers 

from BLESMA and the Ministry of Pensions show an awareness of this pan-European discussion as it 

developed, particularly research published in the French and German professional literature.871 France 

in particular was several years ahead of the UK in this regard with work by clinicians such as Drs 

Lassance and Sliosberg (whose publications relating to chronic pain appear in Chapter 5 of this thesis) 

and the creation of the ‘Consultative Medical Commission of the French Ministry of Ex-Service Men 

 
Minutes of Committee, PIN 15/3616, The National Archives, Kew (UK) (hereafter Minutes of the Committee on the 

Effects of Amputation, TNA PIN 15/3616). 
869 Carden Coyne, The Politics of Wounds, 220. 
870 Interim Report: Appendix 1: Statement by BLESMA, TNA PIN 15/3617. 
871 Ministry of Pensions, Advisory Committee on Cardiovascular Disorders and Mortality Rates in Amputees, Interim 

Report: Appendix 2, ‘Ministry of Ex-Servicemen and War Victims: Consultative Medical Commission: Cardiovascular 

Disorders of Amputees’, Exposition by Dr Lassance, Examining Cardiologist to the Consultative Medical Commission, 

Nov 1949, April 1953, Ministry of Pensions Registered File: Advisory Committee on Cardio-Vascular and Mortality 

Rates in Amputees, Copy of Interim and Final Reports; Master Copy of Minutes of Committees and all Material 

Collected and Considered, PIN 15/3617, The National Archives, Kew (UK) (hereafter Interim Report, Appendix 2: 

Exposition by Dr Lassance, TNA PIN 15/3617). 
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and War Victims’, which employed specialist cardiologists to investigate the prevalence of 

cardiovascular disorders in First World War amputees. 

 

The work of Dr Sliosberg, who had ‘devoted himself to the care and study of French amputees’, is of 

particular interest to this thesis as in addition to the incidence of cardiovascular disease, Sliosberg also 

investigated the incidence of these conditions specifically in veterans with chronic pain.872 Sliosberg 

preferred the term ‘algique’ (a term translating as ‘pain without lesion’) for this type of pain over more 

specific descriptors such as ‘neuritis’ or ‘phantom pain’, believing it ‘in no way prejudges their 

pathogenesis’.873  

 

Sliosberg noted veterans with chronic pain reported a higher proportion of hypertension than non-

amputee cases ‘irrespective of the age’, although this was particularly seen in men aged 40 to 50.874 875 

He believed these facts although ‘little known… have a great importance for evaluating the damages 

sustained by the fact of amputation’ with important implications for the treatment and rehabilitation 

of this cohort of veterans, deserving greater attention from medical professionals: ‘these troubles, often 

neglected can end in grave cardiac weaknesses and should be treated in anticipation, prematurely. We 

have often noted their regression when an appropriate treatment brought about an appeasement of the 

pains of amputees’.876 

 

Sliosberg’s conclusion that chronic postamputation pain could impact the prevalence of hypertension 

and subsequent cardiovascular disease was supported by a review conducted by Dr Lassance, an 

examining cardiologist for the Ministry of Ex-Servicemen and War Victims, on the relationship 

 
872 Interim Report: Appendix 1: Statement by BLESMA, TNA PIN 15/3617. 
873 MP Padovani, “Quelques Considérations sur les Algies des Amputés par M. Sliosberg”, Mémoires de L'Académie de 

Chirurgie, M. Kacques LeVeuf & Mm. Marcel Boppe & Pierre Oudard, Vol. 73, (Paris, Masson et Cie, 1947). 
874 Interim Report: Appendix 1: Statement by BLESMA, TNA PIN 15/3617. 
875 Padovani, “Mémoires de l'académie de chirurgie”. 
876 Interim Report: Appendix 1: Statement by BLESMA, TNA PIN 15/3617. 



344 

  

between amputations and cardiac disease. Evaluating previous work on hypertension, Lassance 

concluded that hypertension appeared in an average of 22% of amputees in comparison to 16% of non-

amputees after the age of 40.877 This was particularly the case in veterans with pain: one 1938 study 

into the relationship between hypertension and chronic pain, reported in Lassance’s exposition 

concluded that ‘out of one hundred amputees suffering from hypertension, 49.5 per cent have pain… 

such pain which is manifest either in the form of neuritis, with or without neuralgia, or is the symptom 

or meningo-radicular type, may terminate in hypertension through badly elucidated mechanisms’.878 

Discussion in the French medical press appears to have followed similar patterns to that of the British 

literature with potential mechanisms connecting chronic postamputation pain to hypertension 

appearing as individual researchers’ preferred theories and which included possible physiological, 

neurological or psychosocial factors: 

 

Such neuromas and pains might foster at intervals and aggravate the neurovegetative 

hyperexcitability (Laubry), or act as a vasoconstrictive reflex of the kidney, as was brought to 

light by the research of Trueta of Oxford… Perhaps a form of psycho-somatic pathology can 

be seen if account is taken of the part which is played in the origin of such disorders (on which 

Laubry insists) but the poor adaptation of certain persons to their mutilation, which varies with, 

at times, the very great difficulty in getting about, with age, physical resistance, social 

conditions, profession, etc… the nature of the disease, which is the cause of the amputation, 

long-standing suppuration of the limb, serious trophic remains, extensive scars and repeated 

interventions, the persistence of prolonged infectious complications of the stump, etc. are all 

factors which must be taken in to account.879 

 

 
877 Interim Report: Appendix 2: Exposition by Dr Lassance, TNA PIN 15/3617. 
878 Ibid. 
879 Ibid. 
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In addition to the difficulty in establishing the underlying aetiology of pain-related hypertension and 

of studying cardiac disease in general (‘there is still very little known medically about functional 

cardiac syndromes: we are indifferently informed of their mechanisms and pathogeny and in many 

cases it is very difficult to arrive at a decision,’880) Lassance’s review realised the point that research 

in this area was unlikely to progress unless clinicians could be more receptive to the possibility of this 

connection and to multidisciplinary work in future, noting: 

 

Certain cardiologists refuse to accept, with rare exceptions, any direct casual connection 

between cardiac disorders and amputations, whilst others tend to regard the solution of the 

problem rather in the manner of a simple equation, accepting the casual connection a priori and 

speaking of cardiac troubles of amputees and classical hypertension of amputees, as though 

they were actual and well-defined clinical entities, clear and undisputed syndromes.881 

 

This divide between those who saw cardiovascular issues as an inevitable consequence of amputations 

and those more sceptical of any connection between the two would continue in medical publications 

until the 1990s, as demonstrated later in this chapter. 

 

Although the Rock Carling report was the first major cohort study to investigate any connection 

between amputation, cardiovascular issues and mortality rates in the UK, similar smaller-scale studies 

had been recently conducted in Canada. The archived files of the Committee show an awareness of 

this international work amongst its members from the first meetings with the discussion of Lassance’s 

 
880 Ibid. 
881 Ibid. 
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and Sliosberg’s papers and with interactions with the Ministry’s counterparts in the Canadian 

government.882 

 

In 1934 the Canadian Department of Pensions had carried out an investigation into mortality rates of 

First World War amputee veterans and were able to survey 72% of their planned respondents (2,475 

from the intended 3,400 First World War veterans with one or more major limb amputations).883 In 

contrast to the work carried out in France and the early conclusions of the British studies, the Canadian 

investigation found that amputees appeared to have significantly lower mortality rates in comparison 

to civilians of a similar age and that ‘the survey did not substantiate the view… that in people with 

major limb amputations there was a greater proneness to illness, particular in the incidence of cardio-

vascular disease’.884 

 

A letter from the Canadian Department of Pensions and National Health to the Ministry of Pensions’ 

representative in Canada in 1942 emphasised that their investigation found no evidence for higher rates 

of cardiovascular disease in amputee veterans and that ‘it can be said safely that the general health of 

the amputee cases is good and there does not appear to be more than a normal incidence of 

constitutional disease or absence from work due to illness among this group’.885 The reason behind 

these results was unclear, although the department theorised that the socioeconomic benefits of 

receiving a regular pension and health checks were enough to counteract any physiological or medical 

impact of the amputation. Similar theories had been raised by the British Ministry of Pensions in their 

discussions on ‘pension neurosis’ and finding the balance between paying a small amount of 

 
882 Ministry of Pensions, Advisory Committee on Cardiovascular Disorders and Mortality Rates in Amputees, Interim 

Report: Appendix 3, Statement from the Canadian Department of Pensions and National Health, April 1951, Ministry of 

Pensions Registered File: Advisory Committee on Cardio-Vascular and Mortality Rates in Amputees, Copy of Interim 

and Final Reports; Master Copy of Minutes of Committees and all Material Collected and Considered, PIN 15/3617, The 

National Archives, Kew (UK). 
883 Ibid. 
884 Ibid. 
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potentially medically unnecessary pension if it maintained a veteran’s mental health and ensured he 

remained in employment, or stopping the pension payment in exchange for higher costs in medical 

treatment and unemployment supplements. 

 

The Rock Carling Committee 

The result of this international discussion, pressure from the veterans’ associations and concern within 

the Ministry of Pensions regarding potential future costs for an ageing cohort of veterans, and 

potentially the advent of the National Health Service and post-war Welfare State led to the formation 

of the Rock Carling Committee in 1950. The Committee was chaired by surgeon Sir Ernest Rock 

Carling and was almost entirely comprised of London-based clinicians, with the exception of Dr Percy 

Stocks, the Chief Medical Statistician for the General Register Office (Table 17). 

 

Role Name Speciality Affiliation 

Chair Sir Ernest Rock 

Carling 

Consulting Surgeon Westminster 

Hospital 

Member TF Cotton Physician National Heart 

Hospital 

Member KJ Franklin Professor of 

Physiology 

St Bartholomew’s 

Hospital 

Member A Hope Gosse Consulting Physician St Mary’s Hospital 

Member WE Lloyd Physician Westminster & 

Brompton Hospitals 

Member 

 

(resigned 1951) 

P Stocks Medical Statistician General Register 

Office 

Member 

 

(from May 1951, 

replacement for Dr 

Stocks) 

WPD Logan Chief Medical 

Statistician 

General Register 

Office 

Member 

 

(July 1951- October 

1952) 

PH Mitchener Consulting Surgeon St Thomas’s 

Hospital 
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Member 

 

(from June 1951) 

 A Greig Anderson Consulting Physician Aberdeen Royal 

Infirmary 

Member 

 

(Aug 1951-Aug 

1952, deputy for Prof 

Franklin) 

JL D’Silva Professor of 

Physiology 

London Hospital 

Medical College 

Member 

 

(from Oct 1951) 

GR Cameron Prof of Morbid 

Anatomy 

University College 

Hospital Medical 

School 

Secretary E Livingstone  Medical Research 

Unit, Ministry of 

Pensions 

Working Party and Medical Research Unit 

Chair A Sandison Director of Medical 

Services 

Ministry of Pensions 

Member R Langdale Kelham Director of Medical 

Services, Limb 

Fitting Service 

Ministry of Pensions 

Member HBF Dixon Principal Medial 

Officer & Medical 

Consultant 

Ministry of Pensions 

Member DE Vaughan Jones Principal Medical 

Officer 

Ministry of Pensions 

Table 17. Membership of the first Rock Carling Committee and the Ministry of Pensions’ 

Working Party. 886 

 

The Committee’s terms of reference were: 

 

1. To consider and advise on whether limb amputations and the subsequent wearing of a 

prothesis, can in time, produce effects on the body as a whole which may initiate or aggravate 

cardiovascular disorders.  

 
886 Ministry of Pensions, Advisory Committee on Cardiovascular Disorders and Mortality Rates in Amputees, Interim 

Report on Cardiovascular Disorders and Mortality Rates in Amputees, April 1951, Ministry of Pensions Registered File: 

Ministry of Pensions, Advisory Committee on Cardio-Vascular and Mortality Rates in Amputees, Copy of Interim and 

Final Reports; Master Copy of Minutes of Committees and all Material Collected and Considered, PIN 15/3617, The 

National Archives, Kew (UK) (Hereafter Interim Report, TNA PIN 15/3617). 
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2. To consider and advise on whether, and, if so, in what way and to what extent, the mortality 

rates of amputees differ, by reason of amputation, from the normal for equivalent age and sex 

groups. 887 

 

Amputees injured on active service in the First World War and who had died in the period 1945-1949 

were selected as the included population for the study, with the control group decided to be 1,000 

veterans with lower limb wounds not resulting in amputation and assessed at 30% or less, who had 

died in the same period: ‘This criterion of assessment was used to tenure that, as far as possible, the 

control group would not include those whose limb-wounds produced disablements likely to enhance 

mortality from particular causes’.888 As the British Legion had found thirteen years earlier, it proved 

impossible to find a large cohort of men in this generation who had not been involved in the First 

World War and as ‘both the amputees and the limb-wounded of the 1914 War, with very few 

exceptions, would have been fit, front-line soldiers of a similar age group’, it was felt that they would 

be suitable comparators.889 

 

Early on in the investigation, there was some discussion of using physical examinations of surviving 

pensioners in the study, rather than relying on the pension files. However, it was concluded that ‘no 

useful purpose could be served thereby’ as clinical examinations would have been carried out by 

experienced Ministry officials and likely would have replicated those already recorded in the pension 

files. It was also concluded that it would be more useful to analyse large datasets, rather than individual 

cases. However, in order to include direct experience and knowledge of the available prostheses and 

 
887 Ministry of Pensions, Advisory Committee on Cardiovascular Disorders and Mortality Rates in Amputees, Final 

Report, 22 January 1953, Ministry of Pensions Registered File: Advisory Committee on Cardio-Vascular and Mortality 

Rates in Amputees, Copy of Interim and Final Reports; Master Copy of Minutes of Committees and all Material 

Collected and Considered, PIN 15/3617, The National Archives, Kew (UK) (hereafter cited as Final Report, TNA PIN 

15/3617). 
888 Ibid. 
889 Ibid. 
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rehabilitation practice, the Committee made several visits to Queen Mary’s Hospital, ‘where they saw 

a large number of amputees, of different ages and physical characteristics, using their prostheses at 

various stages between early training and long usage’.890 

 

The period under review was selected as information from these years was being used for another 

(unrelated) study by the Ministry and was readily available to access. Data for the pensioners were 

taken from the ‘Hollerith’ cards (an early version of the punch card, used for national censuses) of 

First World War pensioners which had been classified by disability, year of birth, and ‘certain other 

details’ from case record and death certificates.891 The use and validity of information from death 

certificates can be questioned due to the inconsistency in recording, potential for inaccurate 

information and the fact that ‘at very advanced ages, the causes of death become increasingly difficult 

to diagnose and record’.892 However, the custom in England and Wales to record both the ‘immediate 

cause of death together with such antecedent conditions as may have led up to death… [and] other 

conditions that contributed in some measure to the death but were not closely associated with the main 

causes’, goes some way to ensure that the information needed for statistical analysis was recorded in 

some form on the certificate.893 This possibility of inaccurate information was discussed by the 

Committee in 1950, but it was concluded that previous studies had utilised information from death 

certificates without issue and that the age proportion of each group under investigation was similar as 

they were all veterans of the same war, with ‘confidence in the validity of the technique… enhanced 

by the evidence presented in the report that the proportionate death rates from various causes among 

 
890 Ibid. 
891 Ibid. 
892 Ministry of Pensions, Advisory Committee on Cardiovascular Disorders and Mortality Rates in Amputees, Final 

Report: Appendix B, Commentary by Dr Logan, 22 January 1953, Ministry of Pensions Registered File: PIN 15/3617, 

Advisory Committee on Cardio-Vascular and Mortality Rates in Amputees, Copy of Interim and Final Reports; Master 

Copy of Minutes of Committees and all Material Collected and Considered, The National Archives, Kew (UK) (hereafter 

Final Report, Appendix B, Commentary by Dr Logan, TNA PIN 15/3617). 
893 Ibid. 
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the control series without serious sepsis was closely similar to those of the general male population 

dying at similar ages’.894 

 

‘Cardiovascular disease’ in terms of medical diagnoses and cause of death was defined in accordance 

with the Registrar General’s use of the International Classification (an early equivalent to ICD-11).895 

‘Infection’ proved more difficult to adequately define with multiple discussions within the early 

committee meetings dedicated to outlining which types of infection could be relevant to the 

investigation. Ultimately, it was agreed that ‘chronic ulceration’ was not of interest as although it was 

a condition that affected many amputees, it was concluded that the absorption of infection into the 

bloodstream was ‘slight’ and although ‘extremely inconvenient… appears extremely little damaging 

to the constitution as a whole’.896 Gangrene was also removed as a condition of interest as it was 

extremely unlikely to be a long-term condition, as one member of the committee stated: ‘if they get 

gangrene, they get the limb amputated. You do not live with gangrene’.897 

 

Sepsis was of particularly interest to the committee given its prevalence in the veteran cohort, with 

‘prolonged sepsis’ and sinuses caused by foreign bodies were selected as an area of interest, as ‘the 

full effect of sepsis is proved when there is pent up infection…. Where you have retained foreign 

bodies, it is extremely common to have chronic sepsis surrounding foreign bodies whether clothing, 

bits of shell or other materials’.898 ‘Prolonged sepsis’ was defined as lasting over 12 months and was 

calculated cumulatively since the initial injury: for example, if a pensioner had two episodes, one of 

six months and another of twelve months five years later, the total was calculated as eighteen months. 

 

 
894 Final Report, TNA PIN 15/3617. 
895 Interim Report, TNA PIN 15/3617. 
896 Minutes of Committee on the Effects of Amputations, 7th Meeting, 20 July 1951, TNA PIN 15/3616. 
897 Ibid. 
898 Minutes of Committee on the Effects of Amputations, 2nd Meeting, 27 October 1950, TNA PIN 15/3616. 
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‘Prolonged pain’ was also of interest to the Committee and was defined as lasting over ten years with 

insomnia and requiring prescriptions for sedatives.899 Any further attempt to provide a more detailed 

definition was rejected as it was considered ‘impracticable to give an accurate estimate of pain as it 

varied so much’.900 There also appears to have been issues in recording the prevalence of pain. 

Comments from Dr Kelham in the Committee’s second meeting suggest that reports of postamputation 

pain in the veterans were so routine they were not thought worth recording as ‘he did not know any 

amputee to whom you could not suggest pain… [the examiners] were only recording pain as such in 

those cases where it interfered with sleep’.901 

 

Interim Report Results 

The findings of the Committee were published in part as an Interim Report in April 1951. With the 

research incomplete and the Committee recommending new directions of study, the publication 

appears to have been purely for political reasons at the request of the Minister for Pensions. The records 

of the Committee show a request for a further six months to complete the preliminary research and 

expand the premise of the investigation into bilateral amputees, fractured femurs, ‘the influence of 

prolonged sepsis, sedentary life and overweight’.902 A comment from a Committee member in 

response to this request highlights one of the key issues with the information in this study (and applies 

equally to this thesis’ investigation into the PIN 26 and PIN 15 records): 

 

Once a man has had an amputation and has had his limb fitted, the Ministry do not want to see 

any more of him. We hope that he will carry on well and get back to normal life. The result is 

instead of having them up for boarding as the normal pensioner is boarded, they are given a 

 
899 Ibid. 
900 Ibid. 
901 Ibid. 
902 Interim Report, TNA PIN 15/3617. 
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standard assessment, and as I say, we hope they will now revert to a normal life, thus our 

clinical records are lamentable from a purely investigatory point of view, as they are very 

deficient, so we need to make the most of them.903 

 

Amputations 

Based on the 1945-1949 death records of First World War veterans, the Committee reported there was 

a ‘somewhat higher mortality rate and lower age at death’ in lower limb amputees in comparison to 

those with wounds that did not result in amputation.904 The calculations based on the Registrar 

General’s Life Tables concluded that in comparison to the controls, ‘about 2.5% of the men who had 

suffered amputation of one lower extremity and were alive in 1930 died in one or other of the two-

year periods following that year, whereas if they had suffered nothing more than flesh wounds, they 

would have survived to a later period’: an equivalent to an excess of 1 in 1,000 per annum.905 This rate 

appeared to be higher for bilateral amputees at 5.5 per 1,000 (the highest for all types of wounding 

under review). However, bilateral amputees accounted for just 2.2% of all amputees in the period under 

investigation and the sample under review was too small to draw any reliable statistical analysis.906 

Although the Committee concluded that further work was needed into the impact of bilateral lower 

limb amputations before any ‘valid conclusions’ could be drawn, their remarks on single lower limb 

amputations were more definite:907 

 

 
903 Minutes of Committee on the Effects of Amputations, 2nd Meeting, 27 October 1950, TNA PIN 15/3616. 
904 Interim Report, TNA PIN 15/3617. 
905 Ministry of Pensions, Advisory Committee on Cardiovascular Disorders and Mortality Rates in Amputees, Interim 

Report: Appendix 4, Commentary by Dr Stocks, April 1953, Ministry of Pensions Registered File: Advisory Committee 

on Cardio-Vascular and Mortality Rates in Amputees, Copy of Interim and Final Reports; Master Copy of Minutes of 

Committees and all Material Collected and Considered, PIN 15/3617, The National Archives, Kew (UK) (hereafter 

Interim Report, Appendix 4, Commentary by Dr Stocks, TNA PIN 15/3617). 
906 Interim Report, TNA PIN 15/3617. 
907 Minutes of Committee on the Effects of Amputations, 10th Meeting, 27 October 1950, TNA PIN 15/3616. 
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In our opinion there is evidence that in their later years leg amputees die earlier, on the average, 

than those whose leg wounds did not result in amputation, and also that if certain types of sepsis 

have been present, they may die somewhat still earlier, and be more prone to fatal 

cardiovascular disease than normal civilian expectation.908 

 

This increase in mortality rates appeared to be unique to lower limb amputations. The same study into 

upper limb amputations found minimal difference into mortality rates compared to controls and an 

excess of 0.1% to 0.3% over the years under review. As a result, the Committee concluded ‘that the 

men with one upper extremity amputation did not experience after 1930 any long-term impairment of 

survival rates’.909 

 

Sepsis 

The reason underlying this apparent increase in mortality rates was unclear and the Committee 

theorised it may be due to ‘the cumulative effect of various factors, insignificant in themselves’ and 

acknowledged that ‘further research is needed in this direction’.910 The most important of these factors 

was considered by the Committee to be ‘serious sepsis’- defined as ‘sepsis associated with bloodstream 

absorption’.911 As noted in Chapter 4, infection was a significant issue in medical care of the First 

World War: it has been estimated that up to 70% of wounds on the Western Front became infected and 

21% of the pensioners in the PIN 26 dataset underwent an amputation as a result of some form of 

infection.912 Although most evident in the lower limb amputees, some relationship between serious 

sepsis, increased mortality rates and prevalence of cardiovascular disease could also be seen in other 

 
908 Ibid. 
909 Interim Report, Appendix 4, Commentary by Dr Stocks, TNA PIN 15/3617. 
910 Interim Report, TNA PIN 15/3617. 
911 Final Report, TNA PIN 15/3617. 
912 Macpherson et al. Medical Services of the War. Vol. 2. 
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categories of patients. Having reviewed the Committee’s analysis, their statistician, Dr Logan was 

adamant in his conclusions: 

 

The evidence so far is quite definite. People who suffered from severe sepsis died younger. 

There is also a very clear indication that they died rather from cardio-vascular disease if they 

had not had sepsis. All that is straight-forward and clear... To my mind, these people are picked 

out to die younger and to die of cardio-vascular disease one way or another.913 

 

Pain 

In addition to serious sepsis, a further potentially cumulative issue identified by the Committee was 

chronic pain, referred to in the Interim Report as ‘prolonged and severe pain’.914 The Committee’s 

Professor of Physiology, Prof Franklin, theorised that in cases of untreated chronic pain ‘the circulatory 

system might eventually react by a heightening of the blood pressure’, questioned whether blood 

volume estimations had been made and ‘whether it would be possible to apply painful stimuli in certain 

cases to note the effect in blood pressure… if the pain was definite and frequent, the circulatory system 

might react by heightening of the blood pressure’.915 

 

At the request of the Chair, limb fitting expert and representative for Queen Mary’s Hospital, Dr 

Kelham carried out a small-scale investigation into the effects of chronic postamputation pain of 100 

cases taken from ‘six selected limb surgeons’, but concluded: 

 

Only in a very small proportion was there constant or persistent pain… It is just from time to 

time; in some cases it is seasonal lasting a week or fortnight, often associated with a condition 

 
913 Minutes of Committee on the Effects of Amputations, 4th Meeting, 28 April 1952, TNA PIN 15/3616. 
914 Interim Report, TNA PIN 15/3617. 
915 Minutes of Committee on the Effects of Amputations, 1st Meeting, 21 July 1950, TNA PIN 15/3616. 
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of influenza or something like that. That has been very noticeable. Very few amputees are in 

continuous pain.916 

 

Kelham also noted that there appeared to be no evidence for Franklin’s theory as ‘in all the readings 

of single amputations I do not think there was more than a dozen in which there was a note that the 

man suffered from pain and not in all those was there correlation with a high blood pressure’.917 When 

considering these results against those of the PIN 26 dataset, this study appears to vastly underestimate 

the prevalence on chronic pain in this cohort (Table 18). Rock Carling suggested the number of 

amputees under this definition of ‘prolonged pain’ may be so low as ‘the presumption is that if a man 

has continuous pain for five years somebody does something about it’.918 However, the patient reports 

from the PIN 26 files and the systematic review of treatments for chronic pain in their thesis 

demonstrate that this was not the case, and it is more likely that the Ministry examiners were simply 

not interested or recording reports of pain for the reasons already discussed by members of the 

Committee. 

 

Pain Type % 

Phantom limb 7 

Phantom sensation 5 

Residual limb 25 

Painful jactitation 70 

On wearing limb 7 

Bone spur 2 

Neuroma 2 

On pressure 2 

Pressure from scar 1 

Unknown cause 4 

Table 18. Results of Kelham’s study of 100 amputees with chronic pain. 919 

 
916 Ibid. 
917 Ibid.  
918 Minutes of Committee on the Effects of Amputations, 5th Meeting, 13 April 1951, TNA PIN 15/3616. 
919 Minutes of Committee on the Effects of Amputations, 21 July 1950, TNA PIN 15/3616. 
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Although ‘prolonged pain’ featured in the Committee’s discussion from the early meetings, aside from 

Kelham’s investigation and Franklin’s theory, there are few references to this condition in the recorded 

minutes, particularly in comparison to the extensive discussion around infection and cardiovascular 

disease. It is thus difficult to draw any firm conclusions, other than, once again, patient-reporting and 

chronic postamputation pain was not seen as a priority for the Ministry of Pensions. 

 

Lifestyle 

In addition to questions specifically regarding medical history, the investigation also looked into 

certain aspects of the participants’ lifestyle, perhaps reflecting the lack of understanding into the factors 

that contributed to cardiovascular disease or as an attempt to investigate the contribution of inactivity 

and physical fitness to these conditions. In particular, these investigations included weight, social class 

and occupation. 

 

Analyses of the PIN 26 dataset revealed that these pensioners were seven times more likely to be 

regarded as clinically obese than the general population. The Rock Carling Interim Report used data 

from 164 upper limb, 1,585 lower limb and 175 bilateral amputees and compared them to ‘normal 

weights for a similar age and height’, taking into account the weight of the prosthetic limb.920 Fifty per 

cent of the amputees were recorded as within one stone of average and 80% within two, suggesting 

that excess weight was not a widescale problem amongst amputees as the PIN 26 dataset may have 

suggested. However, it was found that ‘as compared with the arm amputees the single and double-leg 

amputees shewed a somewhat higher proportion of over-weights’, perhaps reflecting the prevalence 

of mobility issues or difficulty in exercising with a lower limb amputation and prosthesis. 

 

 
920 Interim Report, TNA PIN 15/3617. 
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The question of social class’s role in diagnoses and causes of death was investigated through a study 

into change in occupation for both upper and lower limb amputees. Anecdotally, it was believed that 

a large number of amputees changed occupations after their injury in favour of more sedentary 

employment as they were physically no longer able to carry out strenuous manual work. A study into 

2,000 lower limb amputees (1,000 above knee and 1,000 below knee) by Dr Kelham found that 51% 

of above knee amputees and 49% of below knee had changed occupation since injury.921 These 

statistics were initially taken by the Committee as a sign that amputee veterans were more likely to 

take up sedentary work and thus be more liable for associated health conditions and increased cost for 

the Ministry. However, in his conclusions, Kelham reported this was only one of several reasons for 

changing occupation, including the possibilities of taking up better paid work, roles that did not exist 

before the war, or that the choice of sedentary work may have been due to emotional or psychological 

reasons: ‘there are a number who have failed to surmount the psychological shock of amputation and 

have taken up sedentary work though this was not determined by physical factors related to 

amputation… In my opinion therefore the fact of amputation does not necessarily imply a sedentary 

life to follow’.922 

 

This data into amputee’s occupation and concern over sedentary employment was further used to 

investigate the role of social class in rates of cardiovascular disease and mortality, with lengthy 

discussions in the Committee’s records on a hypothetical case study of comparable roles in a similar 

environment: the medical expectations for the farmer versus the farm labourer, their health and causes 

of death. Once again, it demonstrates the level of understanding at that time of the physiological 

 
921 Ministry of Pensions, Advisory Committee on Cardiovascular Disorders and Mortality Rates in Amputees, Interim 

Report: Appendix 5, Comment by Dr Kelham, April 1951, Ministry of Pensions Registered File: Advisory Committee on 

Cardio-Vascular and Mortality Rates in Amputees, Copy of Interim and Final Reports; Master Copy of Minutes of 

Committees and all Material Collected and Considered, PIN 15/3617, The National Archives, Kew (UK). 
922 Ibid. 
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mechanisms connecting severe injury, amputation or infection with later health issues, and the 

potential role of socioeconomic class and the post-war lifestyle: 

 

 If you look at groups according to what seems to be physical work you get a stronger relation 

than if you do it by social class. Those who do less physical work are not as subject [to 

cardiovascular disease] as those who do physical work. At the lower end of the social class it 

is a bit steeper. It appears that physical factors may be more important than the other.923 

 

Age & Causes of Death 

Cardiovascular Disease 

Using death certificates and information from the Registrar General, the Committee calculated the 

mean ages at death for 1,042 lower limb amputees and 985 controls for the years 1945 to 1949. Their 

conclusion published in the Interim Report was that lower limb amputees had a lower mean age at 

death than the controls. This difference varied from 0.2 to 2.2 years but was present across all years in 

the period under review. This difference was higher for bilateral amputees, however, as the sample 

only included 51 cases of bilateral lower limb amputations, this was not enough to be statistically 

significant. 

 

As previously stated, the Rock Carling Committee were particularly interested in the role 

cardiovascular disease played in the mortality rates of amputee veterans. Their conclusions drawn from 

the 1945-1949 data found a rate of 37.8 ± 1.5% in the veterans, in comparison to 35.2 ± 1.5% in the 

controls. Although this appeared to suggest a potential relationship between amputation and 

cardiovascular disease with an overall total difference or excess of 2.6 ± 2.1%, the published results 

 
923 Minutes of Committee on the Effects of Amputations, 6th Meeting, 13 April 1951, TNA PIN 15/3616. 
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concluded the total was too small to ‘satisfy the usual criterion of statistical significance’.924 A similar 

result was found when ‘cardiovascular disease’ was broken down in to more specific conditions: 

 

 Within the group of cardio-vascular causes of death the amputees are found to have not a 

significantly higher portion (+2.4 ± 1.6%) of conditions recorded as coronary disease, not a 

significantly higher proportion (+3.3 ± 1.5%) of hypertension, arteriosclerosis and cerebral 

haemorrhage, taken together, and a significantly less proportion (-3.1 ± 1.3%) of myocardial 

diseases, than the Controls.925 

 

Aside from its potential to cause a more sedentary lifestyle, the site of the amputation appeared to have 

little impact on the prevalence of these cardiovascular conditions. Bilateral lower limb amputees (a 

cohort of 51) showed no statistical difference from the controls in the percentage of deaths reported to 

be caused (or partly caused by) cardiovascular disease. Likewise, upper limb amputees (a cohort of 

89) also showed no significant statistical difference to controls in the prevalence of cardiovascular 

disease either as a whole or in the subdivisions. 

 

However, although the Interim Report concluded there was no definitive statistically significant 

relationship between amputation and an increased risk of cardiovascular disease, its researchers were 

still concerned over this possibility, although they had found it difficult to narrow down potential 

contributing factors. In delving deeper into the subdivisions of cardiovascular conditions, the 

Committee’s statistician, Dr Stocks, observed similar concurrences to a previous study he had carried 

out using the 1938 Registrar General’s Occupational Mortality Supplement and similar correlations 

between specific cardiovascular conditions, social class and occupation.926 Relating these results to the 

 
924 Interim Report, TNA PIN 15/3617. 
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361 

  

Committee’s earlier work on social class and occupation, he concluded: ‘registered mortality from 

myocardial disease increased from social class I to class V at each period of life… angina pectoris on 

the other hand showed an even more pronounced decline from class I to class V at each age period’: 

in summary, the risk of developing angina increased with wealth and social status, whilst the risk of 

all types of heart disease decreased.927 These were potentially important findings for the proportion of 

veterans surviving on their government pension, and those employed in manual work. 

 

Cancer 

This investigation into the causes of death amongst amputee veterans raised an unexpected and 

particularly interesting finding: ‘the apparent excess of cardiovascular deaths was almost exactly 

balanced by an apparent diminution in cancer deaths’.928 A similarly low rate of cancer in this cohort 

of veterans can also be seen in the PIN 26 dataset, in which just 9% of veterans were diagnosed with 

some form of this disease. The notes of the Committee suggested that this deficit may have been caused 

by patients dying at a slightly younger age ‘when cancer was not quite a superficial explanation’ or 

that they were more likely to die suddenly, and so long-term or chronic illnesses were more likely to 

be overlooked on the death certificate.929 However, although the Committee acknowledged these 

factors were possible, it was concluded that these were unlikely, given the previously stated confidence 

in the certification process and the calculations of the average age at death. 

 

Some members of the Committee concluded ‘the evidence appeared to pinpoint the discovery of a 

fundamental new factor in the aetiology of CVD and in the same analysis to pinpoint the discovery of 

a fundamental new factor in the prevention of cancer; the factor in each case being serious sepsis 

 
927 Interim Report, TNA PIN 15/3617. 
928 Minutes of Committee on the Effects of Amputations,10th Meeting, 3 November 1952, TNA PIN 15/3616. 
929 Minutes of Committee on the Effects of Amputations, 9th Meeting, 28 April 1952, TNA PIN 15/3616. 
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undergone some 10-30 years earlier in life.’930 However, this was not accepted by all members. Dr 

Hope Gosse, a consulting surgeon at St Mary’s Hospital, was vocal in his criticisms of this finding, 

stating: 

 

 I believe it is simple common sense to doubt the soundness of the basis of this statistical survey 

of serious sepsis rather than not proclaim that one single statistical survey has revealed two 

fundamental principles in pathology and in clinical medicine: principles previously 

unrecognised.931 

 

Hope Gosse was perhaps not unreasonable in his statement, given existing medical knowledge of his 

period. One appendix to the report written by Dr Franklin, a professor of physiology and St 

Bartholomew’s Hospital, openly acknowledged that the underlying processes connecting sepsis to 

amputation or cardiovascular disease may be unknown within medicine or science at that time: 

 

‘If this Committee had met thirty years ago, it would almost certainly not have mentioned renin 

and it would have been unaware of the existence of VEM- in other words, a full explanation of 

our problems may be dependent upon the findings in researches yet unplanned.932 

 

Without any knowledge of DNA (Watson & Crick’s iconic paper would not be published for another 

two years), it would be difficult, if not impossible, to explain exactly how sepsis could fundamentally 

alter the body and affect it decades after the initial injury.933 A statistical error in data collection or 

 
930 Minutes of the Committee on the Effects of Amputations, 10th Meeting, 3 November 1952, TNA PIN 15/3616. 
931 Ibid. 
932 Ministry of Pensions, Advisory Committee on Cardiovascular Disorders and Mortality Rates in Amputees, Interim 

Report: Appendix 8, Comment by Dr Franklin, April 1953, Ministry of Pensions Registered File: Advisory Committee 

on Cardio-Vascular and Mortality Rates in Amputees, Copy of Interim and Final Reports; Master Copy of Minutes of 

Committees and all Material Collected and Considered, PIN 15/3617, The National Archives, Kew (UK). 
933 James Watson, Francis Crick, “Molecular Structure of Nucleic Acids: A Structure for Deoxyribose Nucleic Acid”, 

Nature 171, (1953): 737-738. 
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analysis would seem far more likely than one study accidently revealing an underlying concept as 

fundamental to medicine and science in general as DNA. 

 

Interim Report Conclusions 

The Interim Report of the Rock Carling Committee was published as a result of political pressure, 

rather than the completion of the research and whilst it demonstrated ‘certain trends… there was 

insufficient evidence for comprehensive conclusions to be drawn’.934 Although an analysis of the 

mortality rates of the cohort of amputees showed a lower mean age at death in lower limb amputees 

and ‘some excess of deaths’ from cardiovascular disorders in comparison to controls and upper limb 

amputees, these were ‘not to a statistically significant extent’.935 Without this statistical evidence, any 

suspicion of a connection between increased mortality and amputation was purely anecdotal, with little 

advance from the position of the Royal British Legion over a decade earlier. With the exception of 

Hope Gosse (the Committee’s most vocal critic and self-confessed ‘bogey man’936), whose objection 

to the statistical analyses led him to break with the Committee and refuse to sign off the report, the 

Committee appeared to be united in their conviction there was some connection between sepsis, 

amputation and cardiovascular disease, although at this point in time, apparently based on little more 

than a professional hunch, as Prof Cameron, a professor of morbid anatomy, noted: 

 

 The idea that sepsis is an important basis of myocardial damage and so one, some years 

afterwards, which no one man can prove for himself, but it is a very clear impression he gets. 

Likewise with the other condition, arteriosclerosis- a number of men gave their opinions on 

 
934 Final Report, TNA PIN 15/3617. 
935 Ibid. 
936 Final Report, Minority Report of A Hope Gosse, TNA PIN 15/3717. 
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their own limited experience about the effect. Myocardial opinions are very much of the same 

mind about it.937 

 

It was clear that further research was needed to fully explore these results, with an expansion of the 

cohort under study to include a greater number of bilateral lower limb amputees, veterans who had 

received fractured femurs and an exploration of the impact of serious sepsis, obesity and a sedentary 

lifestyle on mortality rates and the incidence of cardiovascular disease. As previously stated, the 

Committee’s papers show an awareness of the research carried out into this topic internationally and 

were highly aware of how invaluable their contribution (and the ‘six million records’ of the Ministry 

of Pensions938) could be, with reminders, reproduced word-for-word in its archived files, that 

knowledge ‘this is going on, is known very widely indeed, in the Western Continent, Europe, and so 

on’, ‘the world is waiting for these results’.939 940 Fortunately, the Committee’s Chair, Sir Ernest Rock 

Carling, highly experienced in both research and navigating Whitehall politics, prioritised the research 

over time constraints and political pressures: ‘this is too important to bother about time… They are 

always pressing for some report in a certain time on political grounds but we are beyond that’.941 

 

Final Report 

The publication of the 1951 Report allowed the Committee a little time and breathing space to review 

their research and refocus their priorities based on the interim conclusions. When the group reformed 

to discuss the publication of their Final Report it was decided to add a third term of reference to reflect 

the broader research interests and to ‘consider and advise on the results, comparable to those found 

under [Terms of Reference] (1) and (2) in certain classes of wound which did not result in 

 
937 Minutes of Committee on the Effects of Amputations, 8th Meeting, 30 October 1951, TNA PIN 15/3616. 
938 Ibid. 
939 Ibid. 
940 Ibid. 
941 Ibid. 
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amputation’.942 These ‘certain classes’ were to include fracture femurs (categorised with amputations 

as ‘Major Wounds’) and leg wounds rated under 30% (‘Minor Wounds), as in the Interim Report’s 

control group, and to further explore those with a history of ‘serious sepsis’ in both major and minor 

lower limb wounds. The Committee were to hold another four meetings before the publication of their 

Final Report in 1953. 

 

Methods 

As in the Interim Report, the data were collected using the Ministry of Pensions’ records for 

‘pensioners wounded in the leg in the 1914-18 war and who died within the last 20 years’ and causes 

of death coded by the General Registrar’s Office to the 1938 ‘International Classification’.943 Records 

were selected by the Ministry’s Registry staff and were not seen by the Research Unit in advance. 

Selections were made by ‘taking cases at regular intervals from their numerical sequence in the records 

of the Ministry relating to the particular type of wound examined, adjustment being made to avoid an 

unequal distribution’:944 

 

 [The Ministry’s records] have been kept according to uniform standard of medical examination 

and record, and, broadly speaking, the more prolonged and severe the sequalae of the pensioned 

wound or disease, the more complete, and indeed the more voluminous, will be the Ministry’s 

records… We do not think that from any other source such comprehensive clinical information 

could be obtained over so long a time.945 

 

 
942 Final Report, TNA PIN 15/3617. 
943 Ibid. 
944 Ibid. 
945 Ibid. 
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In the Interim Report, the control group was comprised of those with leg wounds that did not result in 

amputation and which were rated at 30% or under. However, for the Final Report, this cohort was 

relabelled ‘Minor Wounds’, in comparison to the ‘Major Wounds’, which incorporated limb 

amputations and fractured femurs.946 

 

The definition of ‘serious sepsis’ used in the Interim Report (that ‘associated with blood stream 

absorption’) was repeated for the Final Report. However, this was further broken down into 

subcategories of infection and the likely time needed for it to become ‘serious’, as seen in Table 19. 

 

Type of sepsis Duration taken to indicate “serious” 

sepsis 

Osteomyelitis, osteitis, periostitis Any duration 

Suppurating joint Any duration 

Bone necrosis 

 

Or any condition in which there is… prolonged 

destruction of tissue (not necessarily accompanied 

by infection) 

3 months 

Sequestra 

 

(surgical removal: simple extrusion: post-infective 

results) 

3 months 

Genuine persistent sinus 

 

(i)  Is related to septic compound, or united, fracture 

(ii) Is not so related 

 

 

3 months 

12 months 

 
946 Ibid. 



367 

  

Sinus, infection, abscess, in relation to deep FB A year or longer according to severity 

of infection & liability to septic 

absorption 

Other sepsis (not simply superficial) 

 

e.g. septic or suppurating stump, deep cellulitis, 

intermittent or ill-defined sinuses 

A year or longer according to severity 

of infection & liability to septic 

absorption 

Superficial 

 

e.g. gas, sloughing, breakdown of scar, chronic or 

trophic ulceration associated with burns or frostbite 

Normally not serious with any 

duration, but exceptions possible, e.g. 

extensive burn sepsis lasting for years 

Sepsis not included above 

 

e.g. empyema: ischio-rectal abscess 

Serious only if associated with 

evidence indicating septic absorption 

over a long period of time 

If any severe constitutional disturbance (e.g. pyrexia, toxaemia, septicaemia) is recorded as 

associated for 2 months or more with sepsis of any type, that sepsis is classed as “serious” 

Table 19. Types of sepsis and duration required for potential bloodstream absorption. 947 

 

Results of Final Report 

Role of Serious Sepsis 

One of the objectives of the second phase of research resulting in the Final Report had been to 

investigate the impact of serious sepsis on mortality rates and any connection between serious sepsis 

and cardiovascular disease. The files for 2,267 pensioners with major and minor leg wounds who had 

died in the years 1945-49 were selected and cases of sepsis categorised as in Table 17.948 These 

definitions of sepsis were ‘strictly applied’, with ‘cases classed as ‘serious’ only when the criteria were 

 
947Ministry of Pensions, Advisory Committee on Cardiovascular Disorders and Mortality Rates in Amputees, Final 

Report: Appendix A, Sepsis Classification, 22 January 1953, Advisory Committee on Cardio-Vascular and Mortality 

Rates in Amputees, Copy of Interim and Final Reports; Master Copy of Minutes of Committees and all Material 

Collected and Considered, TNA PIN 15/3617. 
948 Ibid. 
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recorded in the case histories’.949 It was believed that some ‘serious’ cases may have been classified 

as ‘mild’ due to incomplete case histories, however, was thought to be a small number and unlikely to 

affect the results. 

 

As may be expected given the high rates of infected wounds during the First World War, ‘serious 

sepsis’ was found in over one third (37%) of leg wounds. Around 40% of the serious sepsis cases had 

a history of osteomyelitis and/or suppurating joints, with the remaining 60% histories of necrosis, 

sequestra or sinuses. Across all classes of wounds with serious sepsis there were more deaths from 

coronary or myocardial conditions than in the control group, more deaths from cardiovascular disease 

in amputees and more deaths specifically related to intracranial vascular lesions, arteriosclerosis and 

hypertension in amputees than controls (Table 20, 21). Overall, osteomyelitis was associated with a 

lower age at death and a higher proportion of deaths from cardiovascular disorders. As the Interim 

Report had suggested, there were fewer deaths related to cancer across all types of wounds with a 

history of serious sepsis than in the control group. In cases with mild or no record of sepsis, there were 

more deaths from intracranial vascular lesions, arteriosclerosis and hypertension in fractured femur 

cases, and similarly fewer deaths from cancer, but ‘otherwise, deaths in these wounds closely 

approximated the civilian standard’.950 

 

 Serious sepsis Mild or no record of sepsis 

Mean age at death 59.0 yrs. 60.3 yrs. 

Deaths under 60 yrs. of age 58.2% 49.2% 

Deaths from CVD 45.8% 40.8% 

No. of cases 828 1439 

Table 20. History of sepsis and mortality rates in 1945-49 dataset. 

 
949 Ibid. 
950 Ibid. 
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 Serious Sepsis Mild or no 

record of sepsis 
 Osteomyelitis 

and/or supp 

joint 

Necrosis etc All serious 

sepsis 

Coronary & 

myocardial 

31.4% 28.1% 29.3% 23.8% 

Intra-cardial 

lesions; 

atherosclerosis; 

high blood 

pressure 

14.6% 11.3% 12.6% 13.3% 

Other 

conditions 

3.1% 4.3% 3.9% 3.7% 

All CVD 49.1% 43.7% 45.8% 40.0% 

Table 21. Cardiovascular conditions recorded at death with history of sepsis in 1945-49 

dataset. 951 

 

When the results were broken down by amputation site, it was found that in cases with no or mild 

sepsis, single lower limb amputees had a lower mean age at death in comparison to controls, minor 

wounds and the fractured femur cohort, and in serious sepsis cases, had the highest proportion of deaths 

from cardiovascular disease. Both these results were greatest in above knee amputees: 

 

 The association of serious sepsis with lower age at death and proportionate increase of 

cardiovascular disease are thus more apparent when the amputation is above the knee… this 

may indicate the effect of some additional factor in these higher amputations.952 

 
951 Ibid 
952 Ibid. 
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As the Interim Report had suggested, bilateral lower limb amputees had a higher rate of cardiovascular 

disease and lower mean age at death than the single amputees. However, this appeared across all 

categories of wounds, regardless of any history of sepsis. The cohort under study was necessarily far 

smaller than that of the single lower limb amputees (103 vs 963), but over the period under review, 

demonstrated an annual mean death rate over one thousand times higher than single lower limb 

amputees.953 

 

Aware of the implications and potential controversy of these results, the Committee emphasised that 

these results were consistent, the number of cases included enough for statistically valid results and 

that when the number of cases was small (e.g. the first cohort of bilateral amputees included in the 

1945-49 dataset and referred to in the Interim Report), the patterns remained when the number of cases 

was increased. In order to validate and compare the 1945-49 dataset, it was compared to 1939 and 

1933-37. Across all three datasets, the association between a history of serious sepsis and a lower mean 

age at death across all major and minor wounds categories remained. One of the major objectives of 

the Final Report had been to investigate any correlation between a history of serious sepsis and deaths 

caused or partly caused by cardiovascular disease. The Committee concluded that their analysis of the 

1945-49 data ‘indicated that in those who received leg wounds in the 1914 war, and subsequently died 

in the period 1945-49, a record of “serious sepsis” in the case history is associated with (A) a lower 

mean age at death and more deaths under 60 years of age and, (B) a proportionate excess of deaths 

certified as due to cardiovascular disease: in summary, ‘the results appear to shew that an intense 

infection lasting even less than a year is associated with a relatively high proportion of deaths from 

cardiovascular disease’.954 

 
953 Ibid. 
954 Ibid. 
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Cancer 

The conclusions of the Interim Report highlighted an unexpected finding: that First World War 

veterans with amputations had a lower incidence of cancer than controls and this potential relationship 

was targeted for further investigation in the second phase of research. The conclusions of the Final 

Report reinforce those early findings, although provided no further explanation, with the statement 

that: 

 

 There is evidence… that the serious sepsis cases included an unexpectedly and 

disproportionately low number of deaths from cancer… this relative freedom from cancer was 

not due to the tendency to die at a younger age, and rather difficult to explain away as being 

the result of peculiarity in death certification practice.955  

 

The 1945-49 dataset demonstrated this phenomenon to a statistically significant degree with an excess 

of 5.5% from coronary or myocardial diseases alongside a deficit of 5.3% from cancer ‘amongst all 

serious sepsis cases compared with the others are each three times their standard error. Such differences 

might be expected to occur together by chance less often than once in a hundred times, and can be 

regarded statistically as highly significant findings’.956 The Committee recommended this area for 

further research. However, it appears that this was never followed up and any potential correlation 

between sepsis in amputees and the development of cancer has remained unexplored. 

 

 
955 Final Report, Appendix B, Commentary by Dr Logan, TNA PIN 15/3617. 
956 Ibid. 
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Final Report Conclusions 

The overall conclusions of the Final Report were ‘not materially altered’ from the 1951 Interim Report 

and were summed up in just two sides of typed text.957 It did, however, provide further statistical 

evidence of importance for those concerned with amputee veterans and a possible correlation between 

amputation, cardiovascular disease and increased mortality rates: 

 

 The new information… indicate[s] that within the average figures for amputees there is at least 

one class (those who have suffered serious sepsis”) in whom longevity is somewhat 

diminished… within this “serious sepsis” class the statistics also suggest that, in their later 

decades, there is a somewhat greater than normal probability that certain cardiovascular disease 

will be certified as the underlying cause of death.958 

 

Although the report found that ‘the incidence of cardio-vascular disorders in living amputees was not 

abnormal’, on average single limb amputees, those with a fractured femur and controls with a history 

of severe sepsis died 1.3 years earlier than those with similar injuries but no record of infection.959 The 

Committee’s statistician calculated this difference of 1.3 was four times the standard error and a 

difference so high ‘might be expected to occur by chance less often than once in a thousand times and 

must be looked on as highly significant in the statistical sense’.960 The number of deaths with mild or 

no record of infection were found to have differed by just 1% from the average for the years 1945-49 

(based on the Registrar General’s figures), whilst those with a history of serious sepsis exceed this 

average by 16%.961 

 
957 Letter from Rock Carling to DGMC, 22 January 1953, Ministry of Pensions Registered File: Advisory Committee on 

Cardio-Vascular and Mortality Rates in Amputees, Copy of Interim and Final Reports; Master Copy of Minutes of 

Committees and all Material Collected and Considered, PIN 15/3617, The National Archives, Kew (UK). 
958 Final Report, TNA PIN 15/3617. 
959 Ibid. 
960 Final Report, Appendix B, Commentary by Dr Logan, TNA PIN 15/3617. 
961 Final Report, TNA PIN 15/3617. 
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The consistency in the results across all classes of participant led the Committee to conclude that ‘the 

statistical evidence points… to the conclusion that the complication of “serious sepsis” in a wound can 

have long-term effects on longevity and causes of death’, ‘those who have suffered serious sepsis 

showed a proportionately exceptional liability to death from cardio-vascular causes (in particular 

coronary or myocardial diseases’.962 These effects were particularly evident in cases with osteomyelitis 

or suppurating joints, even if only for short periods. Although agreeing that ‘opinions may reasonably 

differ on the nature of the pathological processes by which such effects could be produced’ and further 

research was needed, the Committee concluded that the evidence connecting sepsis, cardiovascular 

disease and premature mortality in amputees was ‘striking, consistent and unequivocal’.963 

 

The site of the amputation was also found to have affected mortality rates with bilateral lower limb 

amputees and those with above-knee amputations believed to have a ‘somewhat diminished longevity’ 

in comparison to below-knee or upper limb amputees.964 The report concluded that on average the 

above-knee amputees died at a younger age than the below-knees, regardless of the presence of sepsis. 

The mechanisms underlying this were unknown, with theories varying from a reduction in arteries and 

blood flow causing an increase in systolic pressure, to a condition equivalent to metal fatigue and 

mechanical stress caused by the wearing of a prosthetic limb. 

 

The conclusions of the Final Report also highlighted the finding that ‘serious sepsis’ cases included 

‘an unexpectedly and disproportionately’ low number of deaths caused by cancer.965 The total excess 

of deaths from cardiovascular conditions in these cases was almost exactly matched by a deficit in 

 
962 Final Report, Appendix B, Commentary by Dr Logan, TNA PIN 15/3617. 
963 Ibid. 
964 Final Report, TNA PIN 15/3617. 
965 Final Report, Appendix B, Commentary by Dr Logan, TNA PIN 15/3617. 
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cancer (5.5% in comparison to 5.3%) with rates of standard error that ‘might be expected to occur 

together by chance less often than once in a hundred times’.966 Potential explanations for this finding 

raised by members of the Committee included deaths at a younger age or with chronic medical 

conditions complicating the recording of cause of death, or a ‘peculiarity in death certificate 

practice’.967 However, it was concluded that neither of these explanations was satisfactory and while 

the ‘finding has no bearing on the matters comprised on [the Committee’s] terms of reference… is 

worthy of an entirely separate study’.968 

 

The final points of the Committee recognised that their findings could have a direct impact on the lives 

of the veterans and the Ministry’s policy of awarding pensions, particularly their system of ‘Final 

Awards’, often given relatively soon after injury before the full impact and subsequent health 

conditions had become evident. The findings related to sepsis were of particular concern to the veterans 

of the First World War, given the infection rates not seen in subsequent conflicts, and the Committee’s 

recommendation was that whilst ‘our conclusions are based on average tendencies and do not 

necessarily apply to any particular individual’, ‘amongst amputees and other classes of wounded there 

are some individuals who with the lapse of time reach a stage deserving of reconsideration’.969 

 

Rock Carling Ultimate Conclusions 

Within one month of receiving the Rock Carling Committee’s Final Report, the Ministry of Pensions 

had begun to organise a follow-up study of physical examinations comparing 4,509 veterans with 

amputations and 506 with fractured femurs to 729 controls, including cases of foot deformities, hernia, 

peptic ulcers and malaria cases. The ideal control would have been a First World War veteran ‘exposed 

 
966 Ibid. 
967 Ibid. 
968 Final Report, TNA PIN 15/3617. 
969 Ibid. 
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to the same environment as were the amputees, but who was discharged without disease or injury’, 

but, as in previous studies, this proved impossible to find.970 With little alternative, the Committee 

recorded they were ‘not entirely satisfied with the suitability of the control series’ but continued with 

the study.971 

 

These cases were selected using random number tables and indexed card records, with medical case 

histories requested from the Ministry, the Limb Fitting Centres, Regional Offices and from individual 

clinicians in the case of home or non-Ministry treatment. All participants underwent an examination 

by clinicians, with x-rays and electrocardiograms as needed. The examining clinicians were not 

employed by the Ministry of Pensions, but ‘were specially selected for their general clinical 

experience’.972 Within this patient cohort, a group were again randomly selected for review by a 

cardiologist to check the accuracy of the general examinations. On the advice of Rock Carling the 

examinations were to particularly emphasise: 

 

 1. Progress (general) 

2. History and duration of “serious” sepsis 

3. Blood pressure; by standard method 

4. History suggestive of cardio-vascular accident. If definitely indicated, E.C.G. to be arranged 

5. Weight; obesity 

6. Occupational history; sedentary life 

 7. Hereditary; family history of C.V.D. 

 8. Intercurrent diseases, e.g. renal; amyloid; acute rheumatism; metabolic dysorasias 

 
970 Minutes of Committee on the Effects of Amputations, Report on the Investigation of Amputees, TNA PIN 15/3616. 
971 Ibid. 
972 Ibid. 
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 9. Pain of a severe degree.973 

 

The lack of understanding around the contributory factors potentially linking amputation with 

cardiovascular disease can be seen in the specially designed questionnaire (Table 22). 

 

Stature From tables of the Institute of 

Actuaries’ 

1. Average weight or under 

2. Up to 20 lbs. overweight 

3. More than 20 lbs. overweight 

Hobbies From date of amputation to 

present day 

1. Light; include the truly sedentary 

hobbies, reading, stamp collecting, 

etc 

2. Medium; hobbies in which some 

exertion is required, bit not a great 

amount, e.g. golf, carpentry, etc 

3. Heavy; refers to tennis, cricket, etc. 

Gardening maybe in 2 or 3 

according to type and amount, e.g. a 

greenhouse would be in group 2 

whereas an allotment would be in 

group 3 

Occupation From date of amputation to 

present day 

1. Light; sedentary in which very little 

walking or standing is involved. 

Example, M.O.P. lay staff 

2. Medium; includes what are usually 

termed sedentary occupations, bit 

which involve much standing or 

walking. Examples, M.O.P. 

messenger, bank clerk. It also 

includes what are usually regarded 

 
973 Letter from E Livingstone to Greig Anderson, 25 February 1953, Ministry of Pensions Registered File: Effect of 

amputations on cardiovascular system, PIN 15/3722, The National Archives, Kew (UK). 
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as heavy occupation, but in which 

only moderate exertion is required, 

e.g. labourer whose work consists in 

sweeping up, etc. 

3. Heavy; really heavy work 

Wearing of 

artificial limb 

From date of amputation to 

present day 

1. Does not wear limb 

2. Wears limb irregularly 

3. Wears limb regularly 

Mobility Present day 1. Severely handicapped and leads 

sedentary life 

2. Limited movements under heading 

“medium hobbies”, e.g. golf, 

carpentry, etc. 

3. Can carry out all usual activities 

with exception of really severe 

exertion, e.g. football 

Other limb  1. Normal or slight abnormalities 

2. Medium impairment 

3. Severe damage 

Pain From date of amputation to 

present day 

1. None, including cases in which 

discomfort in damp weather, etc is 

experienced 

2. Moderate and interrupted 

3. Severe and prolonged 

Emotional 

reaction 

 1. Mild 

2. Medium, e.g. anxiety state, etc 

3. Severe, true psychosis 

Other 

diseases 

present 

 1. Mild, e.g. winter cough, 

uncomplicated peptic ulcer 

2. Medium, e.g. chronic bronchitis, 

osteoarthritis, healed tubercule, 
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perforated peptic ulcer, gastrectomy, 

gastroenterostomy, glycosuria, total 

blindness 

3. Severe, e.g. tuberculosis, neoplasm, 

bronchisiasis. (Classification must 

very with severity of condition 

present.) 

Table 22. Factors thought possibly to affect the onset or progress of cardiovascular disease. 974 

 

‘Serious sepsis’ was defined using the table created for the Committee’s Final Report (Table 19). 

Definitions on the ‘state of the cardiovascular system’ (Table 23) and ‘assessment of damage to the 

cardiovascular system’ (Table 24) were made on a more arbitrary and subjective basis, each divided 

into three classes. The difficulty in assigning these classes can be seen from the Committee’s advice 

that many cases within Group II of the cardiovascular state should belonged in Groups I or III, and 

‘Group II [of cardiovascular state] should be disregarded as much as possible an considered largely as 

“wastage”…calculations and opinion which are in any doubt should be based on the other two 

groups’.975 

Group I ‘Normal’ or with ‘mild 

impairment’ 

 

Group II ‘Less certain’ ‘Many cases in which the available evidence 

has pointed to a degree of cardiovascular 

impairment which could only result in a 

catastrophe in the near future; nevertheless 

such a catastrophe as not yet occurred’ 

 
974 Committee on the Effects of Amputations on the Cardio-Vascular System, Minutes of Committee, Investigation of 

Amputees, TNA PIN 15/3616. 
975 Ibid. 
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Group III ‘Had a catastrophe’ ‘Suffering from severe damage to the system 

and have actually assessed the breaking 

point.’ 

Table 23. Classifications of the state of pensioners’ cardiovascular systems after examination. 
976 

 

Group I ‘Normal to mild 

impairment’ 

‘Symptomless hypertension, mild peripheral 

arteriosclerosis, thickened radial artery, 

absence of renal damage, radiological 

evidence or single atheromatous plaque, 

uncoiling of aorta’ 

Group II ‘Medium impairment’ ‘Hypertensive heart disease, minimal renal 

damage (trace of albumin), arteriosclerosis 

with retinal changes (silver wiring), VDH 

compensation, angina pectoris, myocardial 

degeneration uncomplicated, proved 

arteriosclerosis obliterans or Buerger’s 

disease, radiological evidence of enlargement 

of the heart and/or mark aortic 

arteriosclerosis’ 

Group III ‘Severe damage’ ‘Decompensation, catastrophe, malignant 

hypertension, severe renal damage, 

encephalopathy, retinal haemorrhage, exudate 

or papilledema, aneurysm, peripheral vascular 

disease necessitating amputation’ 

Table 24. Classes of damage to the cardiovascular system. 977 

 

 

 
976 Ibid 
977 Ibid. 
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Conclusions 

The Committee’s ‘Ultimate Conclusions’ were published in November 1954 with the following points: 

 

1. That amputations and the wearing of an artificial limb do not produce effects on the body as 

a whole which may initiate or aggravate cardiovascular disorders to any significant extent 

 2. That there is no material difference between the mortality rates of pensioners who have 

suffered amputations and those who have suffered wounds not leading to amputation; and that 

such excess as there is in both classes over the general population is quite small.978 

 

These conclusions were a sharp change from those in the Interim and Final Reports which had 

acknowledged a potential association between amputation and cardiovascular disease, even if not 

demonstrated to be statistically significant, and increased likelihood of premature death in single and 

bilateral lower limb amputees. This change was naturally unpopular with the veterans’ associations 

and prompted an accusation from the General Secretary that the Committee had been “got at”.979 Over 

the next decade both BLESMA and the British Legion continued to press for a further investigation 

into amputee veterans’ mortality rates with their belief that ‘based less upon statistics than upon 

experience of dealing with the individual cases… amputees are dying off at an abnormal rate’.980 

BLESMA passed multiple resolutions at their national meetings demanding a new government enquiry 

and pressing the Ministry of Pensions to grant war widows pensions in cases of death from 

cardiovascular disease. 

 

 
978 Ministry of Pensions Registered File: Analysis by Disability of 1914 and Former War Disablement Pensioners 

10/08/66 – 1966, Investigation into the Principal Cause of Death Among Severely Disabled 1914 War Pensioners, PIN 

15/4288, The National Archives, Kew (UK). 
979 Ibid. 
980 Letter from the Royal British Legion to the Ministry of Pensions, 27 September 1961, TNA PIN 15/4287. 
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In 1961-62, the Ministry of Pensions conceded to pressure from these organisations and carried out a 

further investigation into First World War veterans, comparing mortality rates of 1954-61 with the 

general population (a total of 68,635 veterans). Although the existence of the investigation was shared 

with the veterans’ associations, the areas of investigation were ‘much more far-reaching than was ever 

disclosed’.981 It concluded the mortality rates for veterans were 16% higher than the general 

population, particularly in cases with the highest disability ratings and among those with wounds or 

amputations of the lower limb. The initial findings of this study were continued in a full analysis into 

age, disability and assessment, published internally in 1966. The extended analysis found that lower 

limb wounds and amputees assessed at 75% or above had an excess mortality in comparison to the 

general public, partly due to a higher rate of arteriosclerotic and degenerative heart diseases. Lower 

limb amputees assessed at 35-75% also had a higher rate of mortality than the general population: 

although no specific cause could be identified, there was ‘some slight indication’ that atherosclerotic 

and degenerative heart diseases ‘made some contribution’ to this rate.982 

 

Although these conclusions did not vary significantly from earlier investigations, they were of use to 

the Ministry from a policy perspective. An analysis of widows’ appeals showed that ‘while in the 

normal uncomplicated case, death from a heart condition in an amputee is not likely to be accepted as 

due to war service, there is a significant proportion of all such deaths where an award is nevertheless 

made.983 The decision was made to keep samples of decisions for review ‘to see whether anything 

could be done, within the limits of the Royal Warrant and of Treasury instructions, to give the benefit 

of the doubt in borderline cases’.984 As the financial implications of accepting cardiovascular disease 

 
981  Ministry of Pensions, Report on the investigation of causes of death from 1954 to 1961 among 1914-1918 War 

Pensioners, TNA PIN 15/4288. 

 
982 Ibid. 
983 Ibid. 
984 Ibid. 
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in both pensioners’ and widows’ appeals was potentially considerable, the decision was taken by the 

Ministry to minimise the information given to the British Legion and BLESMA, both of whom had 

campaigned for cardiovascular disease accepted in pension appeals for over twenty years. 

 

Although the published analysis does not very significantly from the previous studies, it was ground-

breaking in its own way, being one of the first governmental research projects to be carried out using 

a supercomputer. The beginnings of the analysis were calculated on the LEO computer in the 

government’s statistics branch (a computer originally designed for the inventory of Lyons’ tearooms) 

but more complex work was carried out on the University of London’s Atlas computer, one of the 

world’s first supercomputers: one of the Ministry’s civil servants was attending an evening class on 

statistics at the University of London and to complete his course, had to create his own problem and 

program the solution on the University’s Atlas computer. The archived Ministry papers note that ‘Mr 

Wroe was therefore able to write the necessary programs and got the calculations carried out on Atlas 

as part of his work for this course… without this facility these final limited results would not have 

emerged’.985 

 

The final report of the 1966 investigation contains several pages of potential limitations including the 

range of disabilities under examination, the changes in terminology over the period under study, and 

the small sample sizes of some pensioner groups. Most importantly it raised the issue that social factors 

such as marital status, social class and location were not taken into account as ‘local recruitment for 

specific regiments could... produce a concentration of certain types of disabilities in particular areas, 

while the effect of disabilities on the marriage rate of pensioners is completely unknown and may be 

associated with differential death rates. The report concluded with the suggestion that these issues 

 
985 Ministry of Pensions, Letter from Dennis Newman to Miss Jones, 8 August 1966, TNA PIN 15/4288. 
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‘could be usefully examined in greater depth… by means of case studies rather than statistical 

studies’.986 

 

International Work 

Following the completion of the Committee’s Final Report, a decision was made to classify the 

contents as ‘Confidential’ and restrict the distribution of its contents in order to minimise potential 

distress amongst the veteran community.987 Its publication was limited to departments within the 

British government and their international equivalents, even into the late 1960s.988 Although not the 

first comparative cohort study into amputation and subsequent cardiovascular disease, it was the most 

in-depth and wide-ranging, encompassing multiple wound types, disability ratings and potential 

contributing stressors, in a cohort of thousands. The scale of its influence can be seen in the number 

of similar research studies published internationally in the five to ten years after the final Rock Carling 

report. Although amputations were not as prevalent in the Second World War as the First, by the 1960s 

this cohort of veterans were approaching middle-age and the long-term physical health impacts of their 

injuries were becoming more evident. The question had once again become a ‘pressing problem’.989 

 

Year Country Author Study Details 

1960 Germany Meyeringh, H 

Stefani, H 

Cimbal, G 

Purpose 

‘The purpose of this study was to find out whether death from 

degenerative cardiac and vascular diseases is more common 

among amputees than in the general population’. 

 

Participants 

 
986 Ministry of Pensions, Report on the investigation of causes of death from 1954 to 1961 among 1914-1918 War 

Pensioners, TNA PIN 15/4288. 
987 Ministry of Pensions, internal note, 4 January 1967, TNA PIN 15/3616. 
988 Ministry of Pensions,, Letter from Branch “A” to Ministry of Pensions, 10 January 1967, TNA PIN 15/3616. 
989 Interim Report: Appendix 1: Statement by BLESMA, TNA PIN 15/3617. 
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1,033 WW1 and WW2 veterans with above-knee amputations, 

and control group of 423 veterans with conflict-wounds but not 

amputations. 

 

Method 

Examination of electrocardiograms and case notes. 

 

Results 

An ‘increased incidence of cardiac damage’ in the amputee 

group, believed to be directly related to severe sepsis, and a result 

of myocardial involvement in gas gangrene.  

Found increase in abnormal ECGs in participants under 40 years 

old, but little in those older than 40. 

Abnormalities found to be in those with gas gangrene as a 

complication of amputation. 

 

Conclusion 

Concluded some association between atherosclerosis and sepsis. 

‘This was through to reflect the presence of gas gangrene as a 

complication of the amputation’ 

‘The conclusion is interesting as it showed an observation made, 

but not pursued in the Rock Carling paper suggesting an 

association between arteriosclerosis and sepsis’ 

 

 

ECGs in 423 controls and 1,033 amps in groups at 10 year 

intervals from 20 to 60 

 

1965 USA Nathan, L 

Davidoff, R B 

Purpose 

Investigation into ‘long-term adjustment’ to amputation. 

 

Participants 

230 amputee veterans: 21 WW1, 20 Korean War, and 189 WW2. 
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Method 

Single examination at the Boston Veterans’ Administration 

Hospital. 

No controls and no long-term follow up. 

 

Conclusion 

‘The loss of a limb and the wearing of a prosthesis do not shorten 

the longevity of the amputee’. 

 

1965 Finland Solonen, K A 

Rinne, H J 

Viikeri, M 

Karvinen, E 

Purpose 

Investigation of late sequalae of amps compared to control 

who’d fought in WW2 

 

Participants 

311 WW2 amputee veterans and 95 age-matched non-amputee 

veteran controls. 

 

Method 

Physical examination of both cohorts and evaluation by 

orthopaedist, internist, radiologist and physiologist. 

 

Results 

Found no difference in ECG, blood pressure or heart size on x-

ray. 

Bicycle ergonometry only found difference in bilateral lower 

limb amputees. 

 

Conclusion 

‘Disorders of the internal organs and peripheral disturbances of 

the circulatory organs were no commoner in the amputees than 

in the control group’. 
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1969 Finland Bakalim, G Purpose 

‘The purpose of this study was to find out whether death from 

degenerative cardiac and vascular disease is more common 

among amputees than in the general population.’ 

 

Participants 

4,738 WW2 upper and lower limb amputees. 

 

Method 

Data taken from State Insurance Department files, and causes of 

death in amputees were compared to the general population 

 

Results 

Mortality rate for amputees of 14.4%, ‘in good agreement with 

the mortality of the general population’, until the causes of death 

were analysed: when ‘the precise cause of death was identified 

there was an increase in the amputees in deaths from 

vascular/degenerative disease... A large number of these were 

young cardiovascular deaths’. 

‘Further study reveals that these excess deaths were in fact acute 

postoperative death from embolism and infarction which are 

categorised in statistical terms cardiac/vascular deaths’ 

 

Conclusion 

‘The amputees seem to be more afflicted with fatal degenerative 

diseases of the central nervous system and fatal degenerative 

cardiac and vascular diseases.’ 

Important factors in post-war care identified as well-fitting 

prothesis, a healthy stump, ‘suitable employment’, and welfare 

support. 

 

1980 USA Hrubec, Z 

Ryder, R A 

Purpose 
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Investigation of mortality rates and causes in WW2 veterans 

across the period 1946-77. 

 

Participants 

WW2 veterans hospitalised for service-related trauma to the 

extremities 

 

Method 

Mortality of limb amputees, disfigurement with no limb loss and 

partial loss of hand/foot compared 

 

Results 

Limb amputees had statistically significant mortality from 

cardiovascular disease at 1.4 and 1.3x higher than deformity and 

partial loss cohorts 

 

Conclusion 

‘this study indicates that veterans with proximal traumatic 

amputations subsequently had excessive mortality due to 

cardiovascular disease.’ 

Study not intended to isolate potential factors and ‘causation 

could well be multifactorial’, including sedentary lifestyle and 

increase emotional stress.’ 

 

Table 25. Veteran cohort studies investigating the prevalence of cardiovascular disease in 

amputees, 1960-80. 990 

 

 
990 VH Meyeringh, H Stefani and G Cimbal, “Herz and Amputation”. Deutsche Medizinische Wochenschrift, 1960, 85:9; 

L Nathan & RB Davidoff, “A Multidisciplinary Study of Long Term Adjustment to Amputations”. Surgery, Gynecology 

and Obstetrics, 1965, 120:1274; KA Solonen, HJ Rinne, M Viikeri and E Karvinen. “Late Sequelae of Amputation: The 

Health of Finnish War Veterans”. Annales Chirurgiae et Gyneacologiae Fennae, 54, (Suppl. 138): 5-47, 1965; G 

Bakalim, “Causes of Death in a Series of 4,738 Finnish War Amputees”. Artificial Limb, 1969, 13 :27; Zdenek Hrubec & 

Richard A Ryder, Report to the Veterans' Administration Department of Medicine and Surgery on Service-Connected 

Traumatic Limb Amputations and Subsequent Mortality from Cardiovascular Disease and Other Causes of Death, Bull 

Prosthet Res 16, no. 2 (1979): 29-53. 
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Details of the major comparative cohort studies into mortality rates, cardiovascular disease and 

amputation to be published outside the UK after the Rock Carling report can be seen in Table 25. As 

the majority of these studies had a patient cohort of Second World War veterans, rather than First, a 

full analysis of their results would be outside the scope of this thesis. However, it is interesting to 

compare the results of these to the conclusions of the Rock Carling report, bearing in mind the 

differences in the environmental conditions of the conflicts and the likely differences in the mechanism 

of injury and prevalence of severe infection at the time of wounding. 

 

The majority of these studies were conducted on a smaller scale than the Rock Carling investigation, 

with the exception of Bakalim et al’s study of 4,738 Second World War amputees.991 All of the studies 

aimed to investigate the cardiovascular impact of amputation through physical examination, ECG 

readings or official death records. Just one of these studies (Bakalim et al) found a positive correlation 

between amputation, an increased risk of cardiovascular disease and death at a younger than average 

age.992 However, when these results are broken down into greater detail, it can be seen that this result 

is due to the inclusion of acute postoperative deaths during the Second World War in the data under 

analysis, and their conclusion is thus unreliable. A similar result can be seen with the 1965 Nathan & 

Davidoff study, which concluded that there was no demonstrable association between amputation and 

cardiovascular disease in First, Second and Korean War veterans and that ‘the loss of a limb and the 

wearing of a prosthesis do not shorten the longevity of the amputee’.993 However, the validity of these 

results should also be questioned as the study was based on a single examination with no control group 

and no long-term follow-up. 

 

 
991 Bakalim, “Causes of Death in a Series of 4,738 Finnish War Amputees”.. 
992 Ibid. 
993 Nathan & Davidoff, “A Multidisciplinary Study of Long Term Adjustment to Amputations”. 
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A literature review carried out by the American Office for Veterans’ Affairs in 1979 concluded that 

the Rock Carling study was ‘the only well-controlled study’ to have been carried out internationally 

investigating any association between cardiovascular disease, mortality rates and amputations.994 It 

recommended a further comparative study exploring mortality rates in amputees with matched 

controls, including a cohort with and without a history of sepsis to address questions raised by Rock 

Carling and Meyeringh, and an analysis of activity levels and body weight as risk factors for 

cardiovascular disease. The full study was carried out by the National Academy of Sciences and 

mandated by the Office of Veterans’ Affairs and published in 1980.995 Its participants were 12,028 

Second World War veterans who had been hospitalised in 1944 or 1945 with a limb amputation, 

wounding without amputation (‘disfigurement’ group), or partial loss of hand or foot. Veterans with 

an amputation were matched in age and duration of hospital stay with patients in the disfigurement 

group and the mortality rates for both classes were followed up from 1946 to 1977. 

 

As the study concentrated on Second World War amputee veterans, and as with the majority of the 

studies published in the 1960s, a full analysis is outside the scope of this thesis. However, the paper’s 

discussion specifically refers to and compares its results to the Rock Carling investigation, responding 

to the research questions raised in 1954. The study found a statistically significant relationship between 

limb amputation and cardiovascular disease. However, like the Rock Carling report, had no firm 

conclusions as to the mechanisms that may have caused this. It posited a theory not raised in any 

previous study that the relationship may be the inverse of current thinking and that the presence of 

arteriosclerosis at the time of injury may increase the likelihood of an amputation over limb salvage, 

citing Enos et al (1955) who found 77.3% of Korean War amputees showed some evidence of coronary 

 
994 Richard A Ryder, Causal Relationship Between Service-Connected Amputation and Subsequent Cardiovascular 

Disorder: A Review of the Literature and a Statistical Analysis of the Relationship: Amputations of Extremities and 

Cardiovascular Disease, (Washington: US Government, 1977). 
995 Hrubec & Ryder, “Report to the Veterans' Administration Department of Medicine and Surgery”. 
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arteriosclerosis at an average age of 21.996 997 In contrast to Rock Carling, the VA study found no 

significant relationship between severe sepsis and subsequent cardiovascular disease. The final risk 

factor potentially connecting cardiovascular disease and amputation was suggested to be ‘psychosocial 

tension’.998 The study found slightly elevated suicide rates in the amputee group, along with health 

condition recognised as complications of chronic alcoholism, and concluded that it was ‘possible that 

amputees have a more stressful existence and thereby increase the potential for cardio vascular 

disease’.999 Although it could not identify specific causative factors, the study’s overall conclusion was 

that ‘veterans with proximal traumatic amputations subsequently had excessive mortality due to 

cardiovascular disease’.1000 

 

Subsequent Studies 

The question of any association between conflict-related amputation and subsequent cardiovascular 

disease has reappeared in the medical literature on multiple occasions since the Rock Carling 

investigation and the international studies of the 1960s and 70s. It would appear that institutional 

memory is equally short for this topic as for the treatments and best practice recommendations seen in 

Chapter 5, with cohort veteran studies published every two or three decades in line with subsequent 

conflicts. However, advances in technology and data storage have made the collection of long-term 

medical data of large cohorts more achievable and allowed the connection of multiple governmental 

and medical datasets. 

 

This has been particularly relevant for veterans of the recent Iraq and Afghanistan conflicts, given the 

scale of operations and casualties, and the potential for significant financial implications in terms of 

 
996 Ibid. 
997 WF Enos, RH Holmes & J Beyer, “Coronary Disease Among United States Soldiers Killed in Action in Korea”, 

Journal of the American Medical Association 152, no. 12 (1953): 1090-1093. 
998 Hrubec & Ryder, “Report to the Veterans' Administration Department of Medicine and Surgery”, 18. 
999 Ibid. 
1000 Ibid. 
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both veterans’ healthcare and rehabilitation. Medical care for veterans of these conflicts has cost the 

US government over $23.6 billion since 2001 and is likely to substantially increase over the coming 

years.1001 The cost of pensions for American veterans of the First World War did not peak until 1969, 

for veterans of World War Two until the 1980s and those for veterans of the Vietnam and Gulf Wars 

are continuing to increase. It is likely that the full cost of pensions and healthcare for the veterans of 

the Iraq and Afghanistan conflicts will not be realised for several decades. A similar situation exists in 

the UK, although a differing pensions system means it is unlikely rates will increase at the same scale. 

The long-term care of veterans injured in Operation HERRICK is estimated to cost at least £288 

million over the next forty years.1002 

 

Conclusion 

Despite the intervening decades, the discovery of what are now fundamental scientific principles (such 

as DNA) and the development of sophisticated medical testing that can image and track changes to the 

cardiovascular system, the Rock Carling reports remain the most influential studies into the question 

of premature ageing in veterans and any association between amputation and cardiovascular disease. 

Although the study was flawed in certain areas, such as the inability to recruit a more accurate control 

group, it represents an attempt to thoroughly research an aspect of healthcare for the First World War 

veterans during their lifetimes; an opportunity that would have been lost within just a few years. 

Attempts to replicate the study and its findings have occurred internationally over past fifty years and 

yet few, if any, have been as rigorous and thorough as the original. Its conclusions that amputees with 

episodes of severe sepsis, bilateral lower limb amputees and above-knee amputees were likely to 

experience ‘somewhat diminished longevity’ should be of particular interest to those planning and 

 
1001 Linda J Bilmes, “The Financial Legacy of Iraq and Afghanistan: How Wartime Spending Decisions Will Constrain 

Future National Security Budgets”, HKS Faculty Research Working Paper Series RWP13-006, March 2013. 
1002 DS Edwards et al, “What is the magnitude and long-term economic cost of care of the British military Afghanistan 

amputee cohort?”. 
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financing the healthcare of the veterans of Operation HERRICK, given the rates of infection and 

prevalence of lower limb injuries. 

 

Although these findings and the association between amputation and cardiovascular disease was 

acknowledged to be ‘likely’ rather than proved beyond doubt, subsequent studies, such as that run by 

the Veterans’ Affairs in 1979, have reported similar findings. These findings are remarkably similar 

to the anecdotal evidence from the veteran community and discussions that have been continued over 

almost a century. Whilst anecdotal evidence alone may not be sufficient from a scientific perspective 

to definitively prove an association, the fact that these conversations have been repeated in multiple 

countries for ten decades should be taken into consideration in the planning for future veteran 

rehabilitation and healthcare. 
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Introduction 

This chapter will summarise the main findings of this investigation into chronic postamputation pain 

in First World War veterans and draw out key learning points for current practice. It will also evaluate 

the limitations of the study, both in term of sources and methodology, and its potential contribution to 

future clinical and historical research. This study has covered seventy years of archive papers and 

professional publications from hundreds of authors, over three hundred government files, and one 

hundred case studies of veterans who lived with chronic pain and other physical health conditions 

directly related to their war injures, in some cases for the rest of their lives. The results document the 

impact of chronic pain on every aspect of these individuals’ lives, the lack of communication between 

patients and clinicians, and subsequent impact on treatment, and the lack of understanding around 

disability and pain from the government officials responsible for compensating those who were 

injured. 

 

Findings 

The aim of this project was ultimately to explore the long-term impact of, and interventions for, chronic 

postamputation pain in First World War veterans. The specific research questions for the project were: 

• What was the prevalence of chronic postamputation pain in First World War amputee 

veterans? 

• How did ageing impact the injury and prevalence of chronic postamputation pain? 

• Was conflict-related amputation likely to lead to any subsequent physical health 

conditions? 

• How was chronic pain assessed and was its associated disability recognised by 

clinicians? 
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• How did the knowledge, clinical management and rehabilitation for postamputation 

pain develop across the 20th century for these veterans? How was this knowledge shared 

amongst medical professionals? 

 

The questions were investigated using a conventional historiography, archive files PIN 26 (veterans’ 

medical pension records), PIN 15 (Ministry of Pensions’ administrative files), the papers of the Rock 

Carling Committee, investigating premature ageing in First World War veterans, and a systematic 

review of The Lancet and the British Medical Journal. 

 

In their 2014 study of postamputation pains in serving military personnel undergoing rehabilitation at 

the UK’s Defence Medical Rehabilitation Centre, Aldington et al reported 80% of participants had 

experienced residual limb pain and 76% phantom limb pain at some point since amputation, with 56% 

and 63% considered ‘analgesic failure’ as ‘greater than ‘mild’ pain’.1003 A rate of chronic 

postamputation pain similar to that recorded in modern studies of recent British casualties was found 

in the PIN 26 dataset with 76% of pensioners reported some form of pain, including residual limb, 

phantom limb pain or sensation or neuropathic pain as a result of peripheral nerve injury. The apparent 

prevalence of phantom limb pain in PIN 26 was far lower than today’s estimates, totalling 10% of all 

pain reports, and it was concluded that this was due to social and cultural expectations for veterans 

around reporting pain, and a reluctance from both patients and clinicians to discuss a condition that 

could not be easily explained or resolved. 

 

In contrast to current studies, this investigation found that chronic postamputation pain, particularly 

phantom limb pain, is more likely to develop over the very long-term than as an immediate 

postoperative condition. The data from PIN 26 indicates that there is often a gap of several years 

 
1003 Aldington et al, “A Survey of Postamputation Pains in Serving Military Personnel”, 38. 
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between amputation and the report of the onset of postamputation pain, with 85% of cases occurring 

within ten years of injury and 43% only after at least two years. On average, this “Interval of Comfort” 

lasted seven years. If this data is narrowed to phantom limb specifically, the first report of pain was on 

average 35.5 years after amputation, with just one case reporting phantom limb pain within five years 

of injury. The 2021 Clinical Update on Phantom Limb Pain reported that ‘generally, pain diminishes 

in both frequency and duration during the first 6 months after amputation’, and that although 25%-

50% of patients will report ‘severe pain-related impairment’, only 10% of amputees ‘will retain pain 

with severe intensity after six months’.1004 However, the report noted that long-term data in this area 

is unavailable and so this estimate may not be accurate. This may be due to similar issues with reporting 

and reticence to discuss the condition. However, there is also the possibility that phantom pain is more 

likely to be a long-term condition than current literature would suggest, due to the lack of long-term 

studies. Anecdotal evidence from today’s clinicians and amputee veterans would suggest this is the 

case. 

 

Analysis of the PIN 26 dataset also revealed the prevalence of subsequent physical health conditions, 

directly related to conflict injury and amputation. Almost two-thirds (63%) of the pensioners in the 

dataset reported at least one of these conditions, some of which (such as carpal tunnel syndrome or 

sciatica) could cause chronic pain in their own right. The most common of these reported conditions 

was osteoarthritis, which peaked in the 1960s as the pensioners reached an advanced age, with 22% of 

pensioners receiving at least one course of treatment for this condition. This was particularly prevalent 

in lower limb amputees, suggesting a possible association between amputation and long-term 

musculoskeletal damage, potentially resulting from an altered centre of gravity and joint misalignment. 

The dataset also revealed other health conditions not specifically musculoskeletal-related, such as pain-

related insomnia in 20% of amputee veterans and a rate of obesity seven-times higher than the general 

 
1004 Erlenwein et al, “Clinical Updates on Phantom Limb Pain”. 
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public, suggesting injury prevented regular exercise or average movement. The findings of the Rock 

Carling Committee demonstrate a potential risk of cardiovascular disease and early mortality in 

amputees, again particularly lower limb amputees. Although this result was not proven beyond doubt, 

similar findings by repeated international studies would suggest there may be some cause for concern 

(Table 25). 

 

This thesis’ focus on the patients within PIN 26 and its in-depth analysis of their stories has revealed 

the wider impact of chronic pain, outside the medical and clinical arenas. This is seen throughout the 

patients’ records in the lost jobs, broken marriages and self-medication with drugs or alcohol. This is 

particularly evident in case of Lt Francis Hopkinson, whose chronic pain seeped into every aspect of 

his life, from his relationship with his family, his employment, the location of his home, even the way 

he travelled to work. Employment details are not recorded for every pensioner within the dataset, but 

just 17% were recorded as returning to their pre-war employment. Although this could be viewed 

positively, as new opportunities and social mobility increased in the post-war society, it is likely that 

many of these men struggled to find work with their disability: of the 66 pensioners whose post-war 

occupation was recorded, 29% reported that their chronic pain severely impacted their ability to work. 

PIN 26 also record instances of chronic pain and disability affecting pensioners domestic lives, with 

several references to couples in which the pensioner’s wife had become his main caregiver and had to 

help, in some cases physically lift, their husbands when both were well into their 70s and 80s. In some 

cases this is viewed positively, as in the case of Mrs Edwards (pensioners’ wives are never given first 

names within the PIN 26 files) who ‘invented various contraptions’ to help her husband move around 

their house.1005 However, there are also cases in which this care took a physical toll on the pensioner’s 

 
1005  DHSS, Report on Welfare Officer’s Visit to Severely Disabled Pensioner, 22 January 1974, TNA PIN 26/21564. 
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wife, as seen in the file for Lt Partridge whose wife cared for him for 57 years and eventually died, 

refusing to leave for her own health.1006 

 

In addition to the personal stories of PIN 26, this thesis also explored the administrative files of the 

Ministry of Pensions in the file series PIN 15, and whether there was any formal assessment for chronic 

postamputation pain and related disability within the pensions system. Analysis of the PIN 15 files 

found that chronic pain was institutionally, if not personally, absent, with no assessment procedure for 

any form of chronic pain, despite existing systems containing all the required features that could have 

been adapted for use with chronic pain, and few references to its disabling potential or as a probable 

condition subsequent to amputation. Despite the fact it was specifically created for veterans of the First 

World War, veterans who had survived injuries unimaginable in previous conflicts, the pension ratings 

system was utterly unsuitable for these men. This system was based on an easily assessable physical 

metric with no room within it for chronic pain; a subjective experience as much as a medical condition 

and one already viewed with some degree of suspicion and with no means of formal or objective 

measurement. There also appears to have been no consideration that these pensioners could have 

multiple, interacting conditions or that their injuries would have chronic and varying consequences. 

There are two references to pensioners being granted pension increases due to chronic postamputation 

pain and one example of an amputee veteran’s palliative care paid for by the Ministry due to the belief 

his condition was connected to his war service. However, these instances appear to be the result of 

individual discretion and sympathy from the civil servants, rather than widely accepted policy. 

 

There also appears to have been little recognition of the learning opportunities from the Ministry, 

despite several decades and two major cohorts of military amputees. Even into the 1960s, Ministry 

records show that there was little acknowledgment of the potential for amputation to lead to other 

 
1006  AI Dale, Report from Welfare Officer, 7 March 1984, TNA PIN 26/22270. 
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physical health conditions or chronic pain, with comments such as ‘amputation was probably less of a 

burden than other conditions, in particular chronic ailments’ and ‘developments in artificial limbs 

would seem to suggest that amputation was becoming less of a handicap’; a view still repeated 

today.1007 Such views may have had a direct impact on patients as assessment reports from the PIN 26 

files show that interventions prescribed to the patients could depend on how favourably they were 

viewed by their clinician: there are several instances of those believed to be making some effort to 

overcome their injury viewed and treated more compassionately than those who were seen as unwilling 

to take responsibility for their medical care and rehabilitation. This most evident in the example of Lt 

Hopkinson as he is pushed from specialist to specialist with little improvement in his pain, and the 

private notes shared amongst his clinicians become more and more critical of him and his attitude. 

 

The final research question was to assess the extent to which knowledge around interventions and 

rehabilitation for chronic postamputation pain was developed and shared amongst medical 

professionals. Prior to this study, the most in-depth analysis of chronic postamputation pain in First 

World War veterans was published by Edwards, Mayhew & Rice in The Lancet in 2014. This paper 

stated that ‘because there was not potential for surgical resolution and it did not affect tissue viability 

for prosthetics, it [pain] was marginalised in medical discussion of amputation during World War One 

and in the period of reflection afterwards’.1008 However, this review found that was in fact not the case. 

A systematic search of the two major medical journals in the UK for the period covered by the PIN 26 

files found 259 relevant texts. These texts discussed twenty types of interventions for chronic 

postamputation pain and 32 theories into the potential mechanism of this type of chronic pain. The 

review demonstrates that clinicians were aware of the possibility and likelihood of chronic 

postamputation pain from the beginning of the First World War, even if this knowledge did not 

 
1007 Ministry of Pensions, Neurasthenia and Allied Disabilities: Memorandum for the Guidance of Medical Officers, 

Minute 1A, 1928, TNA PIN 15/2947. 
1008 Edwards, Mayhew & Rice, “Doomed to go in Company in Miserable Pain”, 1718. 



400 

  

translate into government practice. This conversation around the interventions and mechanisms of 

chronic pain continued to develop across the entire period covered by the review (1914-1985), 

although with little consensus, both in the UK and internationally through publications, conferences 

and series of correspondence. The review also highlights that this professional conversation was led 

by surgeons until well into the 1960s, potentially due to their authority within the medical field at this 

time, but also potentially because of the lack of pain specialists and the limited options for successful 

interventions. 

 

There were several unexpected findings from the review of journal texts. In one case this was the 

advocation for multidisciplinary work far earlier than previously known. Previous work had suggested 

that the ‘stump panels’ of Queen Mary’s Hospital were the first multidisciplinary teams for 

amputations and chronic postamputation pain (as discussed in Chapter 3). However, texts from the 

British Medical Journal discuss the importance of organised co-operation between specialities in 

treatment and rehabilitation of amputee veterans as early as 1918.1009 The review also highlighted the 

potential for untreated chronic pain to impact a patient’s mental health and that a good doctor/patient 

relationship was vital if patients were to feel comfortable enough to share their symptoms knowing 

‘his complaints will not be scoffed at’- particularly for those with phantom limb pain.1010 The final 

unexpected finding, and one that would likely not have emerged with the use of a systematic search 

and strategic view of seven decades of publications, was that interventions occurred in twenty-year 

cycles. The pattern of introduction, recommendation, discovery of negative effects, discarding and 

forgetting, is seen repeatedly throughout this review in the interventions for chronic pain: for example, 

in the cutting of neuroma, in sympathectomies, cordotomies and the diagnoses of nerve injuries. 

 

 
1009 “War Injuries of the Peripheral Nerves”, 552. 
1010 Bingham, “Pain in Phantom Limbs”, 51. 
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Contribution to the Field 

The introduction and literature reviews sections of this thesis set out a clear gap in existing knowledge 

for a patient-centred approach to medical care during and after the First World War, for a long-term 

study of physically injured veterans, exploring what happened to them after they returned home, and 

for a long-term study into chronic physical pain- often underestimated by historians or confused with 

psychological injury. Until this study, there had been just one detailed study of chronic postamputation 

pain in First World War veterans: Joanna Bourke’s ‘microhistory’ of Lt Francis Hopkinson.1011  

 

Although Bourke’s study is unusual within academic historical work, in that she acknowledges the 

potential for lifelong pain after injury and amputation, its focus is on the clinicians and the development 

of pain models and interventions, at the expense of the personal. Hopkinson’s story is used a lens to 

explore professional debate and trends in published literature: ‘an examination of one man’s 

life...through which the broader culture- including local, national and even global contexts- can be 

illuminated’.1012 As one of the most documented and complex patients within PIN 26, Hopkinson 

features prominently within this thesis. In contrast to Bourke’s work, here Hopkinson’s story is used 

as a personal case study, to explore in detail, the personal, social and domestic impact of chronic pain 

across an individual’s life: one in which he is kept at the centre, his words are directly quoted, and in 

which his experiences are valued and prioritised over the clinician’s. 

 

By systematically searching the PIN 26 medical pension files, this study has broadened this knowledge 

by adding the qualitative and quantitative data case histories of another 99 veterans to this field, the 

details of which are included in the appendices. These files have been used within this study to explore 

the prevalence and treatment of chronic postamputation pain and the likelihood of premature ageing 

 
1011 Bourke, Phantom Suffering. 
1012 Bourke, Phantom Suffering, 67. 
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after conflict-related amputation. However, it is intended to share this dataset as open access and it has 

the potential to be used for future research projects. 

 

In addition to the dataset, this study has also demonstrated the value of an interdisciplinary approach 

to studying this field. The intention of the study was to combine research methods from the disciplines 

of history and clinical medicine. The results and outputs of this study would suggest that this has been 

successful. The qualitative NVivo dataset of historical material has been invaluable in analysing such 

a large collection of data. A systematic search and a priori published protocol are not a standard 

research method within history as a discipline but have proven an effective means to search and analyse 

several hundred texts from seven decades of publications. It has allowed detail of individual studies to 

be combined with a wider, strategic overview, and has demonstrated one of the advantages of 

interdisciplinary work by enabling a more in depth analysis than would have been possible alone and 

thus illustrating the value of systematic searches and reviews within the Humanities, and the discipline 

of History in particular. In addition to the research methods, this study and its outputs have also 

benefited from the expertise of a wider and truly interdisciplinary team, with overall guidance from 

clinicians, historians and archivists, and outputs co-authored with pain specialists, veterans, military 

clinicians and health professionals. 

 

To date, the project has resulted in three papers for publication: an analysis of the PIN 26 dataset, a 

systematic review of the interventions and mechanisms for chronic postamputation pain, and a case 

study of ‘The Blighty Tweed Company’, a business venture and employment scheme established in 

Edinburgh for amputee veterans of the First World War. It has also led to multiple presentations and 

seminars at medical and engineering conferences and in specialist meetings for neuropathic pain, 

phantom limb pain, ageing, and the history of weaponry. These have been valuable opportunities to 

share both the results of the study, but also its methodology and demonstrate the value of historical 
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records and applied history in long-term cohort studies and medical research and welfare research 

more generally. 

 

Clinical Applications 

As previously mentioned, the patterns and mechanisms of injury between the First World War and 

Operation HERRICK are remarkably similar and lessons can be drawn for current practice. Despite 

innovations in acute postamputation care, rehabilitation and prostheses, chronic pain remains a 

significant issue for today’s amputee veterans. This study’s finding that chronic postamputation pain 

may not be an immediate postoperative condition, but rather develop over the long-term and potentially 

up to several decades after injury, has implications for the rehabilitation of amputee veterans from the 

most recent Iraq and Afghanistan conflicts. This is equally true for the physical health conditions 

subsequent to amputation seen in PIN 26. The fact that the majority of the dataset (63%) reported more 

than one of these conditions and that single and bilateral lower limb amputees appear to have been 

particularly susceptible is worthy of further investigation. Two-thirds of extremity injuries in 

Operation HERRICK were to the lower limbs and thus there are significant implications for both 

funding and future planning if a similar prevalence of comorbid health conditions is to affect today’s 

cohort of amputees.1013 Current estimates place the cost of veterans’ medical care at £288 million over 

the next forty years.1014 This study’s systematic review indicates that this total is likely to increase 

without well-planned and integrated rehabilitation, specialist pain management and improvements in 

the doctor-patient relationship. 

 

The most important lesson from this study is outlined in Chapter 5: institutional memory is short, 

interest in conflicts ends rapidly after the war’s end, and opportunities to learn from experience are 

 
1013 Defence Statistics, Types of injuries sustained by UK service personnel on Op HERRICK in Afghanistan. 
1014 Edwards et al, “What is the Magnitude and Long-Term Economic Cost of Care of the British Military Afghanistan 

Amputee Cohort?”, 2848. 
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lost. The repeated and overlapping discussions shown in the systematic review demonstrate a unique 

opportunity for an organised and widescale research study was not appreciated. Few of these 

publications include clearly recorded objectives or results, consistent reporting and outcome measures, 

and agreed definitions for both the conditions under review and the criteria for success. Although this 

is mainly due to the publishing conventions of the time, it is an opportunity to learn for future studies 

and ensure that if these papers are to be of use to future reviews, they must include clearly defined 

aims, reporting methods and consistent terminology. The articles in this review demonstrate that 

consistent terminology is not self-generating over time, even after several decades, and will not occur 

without a concerted effort and agreement from both authors and publications. 

 

The finding that treatments often reoccur in approximately twenty year cycles would suggest that, not 

only are opportunities for learning from experience lost, but also that the importance of skill sharing 

in post-conflict practice is undervalued, and that there is little interest within clinical practice of 

reviewing recent history before introducing interventions. These cycles can be seen within the 

advocation for chordotomies, recommended for severe neuropathic pain in the 1930s, 1950s and 

1970s, but with no increase in successful outcome or even survival rates, and in the practice of nerve 

shortening, in which nerves are pulled down at the time of amputation and cut short. Despite warnings 

this procedure can harm the patient and lead to increased rates of neuropathic pain and neuroma, it 

remerged at regular intervals in the medical press and has recently made a reappearance in current 

practice.1015 A similar pattern can be seen in the use of guillotine amputations, a technique which often 

leads to poorly shaped stumps and poor functional outcomes. This technique was used for several years 

in both the First and Second World War and in recent conflicts until 2007. In each of these instances, 

papers were published warning against its use, arguing there was no justification as excision or the 

 
1015 Tim Noblet, Beth Lineham, Jay Wiper & Paul Harwood, “Amputation in trauma—How to achieve a good result from 

lower extremity amputation irrespective of the level”, Curr Trauma Rep 5, no. (2019): 69- 78. 
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creation of flaps could be done in the same time and led to a far better outcome for the patient. 

However, it would appear that these warnings were quickly forgotten and this lesson needed to be 

relearnt with every subsequent conflict. 

 

Limitations: Archival Research 

Although an invaluable resource on the post-war lives of First World War servicemen, it must be 

remembered that PIN 26 is not an accurate representation of all veterans: for example, officers are 

vastly overrepresented within this data, accounting for 54% of files, although they made up just 4% of 

the British Army in the First World War.1016 The total number of files remaining in the series represents 

just 2% of the original records, of which there were over 400,000 at its peak. Due to concerns over 

space and the cost of maintaining such a large collection of files that were no longer in use by the 

Ministry or thought to be of use in research, the series was weeded by the Department of Health and 

Social Security in the 1970s. 

 

There is no record of the rationale or guidelines that were used to organise the disposal of the records. 

One of the only references to the process appears in a file entitled ‘Accessions and Processing of 

Records: Health and Social Security, Dept of: War Pensions: Selected Awards Files’.1017 In this, the 

civil servant in charge of retaining ‘a selection of Awards files relating to the servicemen of the 1914-

1918 war’ writes that he left this decision to the archivists at the Department of Health and Social 

Security: 

 

The selection was left to the people on the spot because I felt that only they with their 

specialised knowledge could possibly extract from the mass of records (7,000 ft [?] and some 

 
1016 Robinson, Shell-Shocked British Army Veterans in Ireland, 1918-39. 
1017 V Carr, internal note from the London Public Record Office, 25 March 1975, War Pensions Award File: Accessions 

and Processing of Records: Health and Social Security, Dept of: War Pensions: Selected Awards Files (PIN 26), PRO 

57/2122, The National Archives, Kew (UK). 
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still current) a sample which on the one hand would adequately cover the whole range of War 

Pensions Award arrangements and on the other hand remain within a reasonable compare.1018 

 

The agreed proposal for ‘the transfer of a class of records selected for permanent preservation’ was 

cleared under the 1958 Public Records Act with the specifications that the remaining files must cover 

the period 1920 to 1972, were assessed in a ‘fair’ physical condition, would total no more than 203 

files occupying 10ft of shelving, and would be closed for fifty years.1019 However, the series was 

increased to its current size as further files were transferred between 1989 and 1997, of which no 

documentation or rationale appears to remain. 

 

The remaining records do show the first batch of files were transferred to the Public Records Office as 

planned in 1975 with a final typed list, a draft ‘Introductory Note’ and an agreed code index. However, 

yet again, the justification and method for the selection of files remains unclear, with the Public 

Records Office describing it as simultaneously representative and yet not-representative, with a note 

stating: ‘these case files were selected to cover all types of disability pensions awarded after the 1914-

1918 war. They cover a cross section of award types and are not a representative sample’.1020 

 

In addition to this issue, the PIN 26 series also has the disadvantage that each individual file has been 

weeded, with no evidence of the guidelines or rationale for this process available, although a stamp on 

the cover sheet shows which files were affected. From the one hundred files used in this project, there 

does not appear to be any consistent rationale for this process: for example, one file, apparently 

weeded, contains over 750 pages, including duplicate papers across two volumes, another contains 

nothing but receipts for the repair and maintenance of the pensioner’s artificial limb, with no record of 

 
1018 Department of Health and Social Security, internal letter, 16 October 1972, TNA PRO 57/2122. 
1019 Department of Health and Social Security, Proposal for the Transfer of a Class of Records Selected for Permanent 

Preservation, 19 February 1975, TNA PRO 57/2122. 
1020 V Carr, internal note from the London Public Record Office, 25 March 1975, TNA PRO 57/2122. 
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the Medical Boards or disability assessments which must have taken place for an artificial limb to have 

been fitted at the Ministry’s expense. As a result of this process, it is impossible to know how much 

information has been lost and how typical the remaining files and papers within them were of the 

patient experience within this cohort and of the file collection as a whole. 

 

As in the case of the PIN 26 file series, the value of the PIN 15 records for this thesis has been limited 

by the systematic destruction of files. In 1976, it was estimated that around 36% of pension claims had 

no related file as it was policy for ‘Archives… [to] destroy all files except those where pension is in 

payment’.1021 Treasury records from the 1970s contain details of some debate as to whether further 

records should be destroyed and the proposal that ‘in four or five years’ time, serious consideration 

could be given to destroy all 1914 War disablement files not a limited number as now proposed’.1022 

Fortunately, this did not come to pass, although it cannot now be known how many potentially valuable 

files were destroyed under this policy. The 1964 Committee of Assessment refers to a now lost file 

within the Ministry detailing every case of amputations with subsequent pain and disability. However, 

retrieving and maintaining this list was considered to be ‘an undue expedition of time and expense’, 

and so it too was destroyed.1023 

 

In addition to file destruction, there also appears to be some implication within the PIN 15 files that 

detailed medical records were not thought necessary for all conditions. In the 1972 review of 

procedures for pensioners of the First World War, the Medical Officers’ Handbook contains a reference 

to bronchitis as: 

 

 
1021 Treasury Letter 255 151/80/01B of 4th August 1972, Review of Procedures in 1914 War Disablement Claims in the 

Light of 1939 War Procedures, 04/09/72-03/10/84, DHSS Assessment Review, PIN 15/4387, The National Archives, 

Kew (UK). 
1022 Ibid. 
1023 TNA PIN 15/4109. 
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A disease which once established never regresses but is also a disease which a patient soon 

learns to live with and to treat himself without reference to his medical attendant… in short 

bronchitis is definitely one of those diseases which having once become established does not 

require a continuous medical history in the sense of documentation to prove that it continued 

throughout his life.1024  

 

Although there are no records of such a policy, it is easy to imagine that this statement would apply 

equally well to pensioners with a history of chronic pain. As demonstrated in previous chapters, there 

were few effective interventions available, even if Medical Officers had enquired about the presence 

of chronic postamputation pain in these pensioners, and so many pensioners would have been in a 

similar position in the bronchitis patients: learning to live with and manage his own condition. 

 

It is also important to remember that the PIN 26 files are only one source for biographical studies of 

this cohort. For example, the PIN 26 file of Pte Harry Key, a bilateral above-knee amputee referenced 

earlier in this chapter, who survived multiple amputations and haemorrhages, ends in 1928.1025 The 

last paper in this file records Key as single, unemployed and requiring “constant attendance”, entirely 

dependent on his parents for care.1026 However, local records show that by the time he disappeared 

from the PIN files in 1928, Key was married with children and had returned to his pre-war occupation. 

Rather than dying of his injuries before the age of 30 as the information in PIN 26 would suggest, he 

died aged 73 in 1969.1027 

 

As a result of this, one of the original aims of the project had been to supplement the information in 

the PIN 26 files by expanding the search to comparable pension records held at the National Archives 

 
1024 Revision of Medical Officers’ Handbook MPM 57, TNA PIN 15/4387. 
1025 Ministry of Pensions Award File: Pte Harry Key PIN 26/22766, The National Archives, Kew (UK). 
1026 Ministry of Pensions, Constant Attendance Allowance Application, 22 June 1928, TNA PIN 26/22766. 
1027 Statutory Registers Deaths: Harry Dalton Key, 1969, 282/2 956, National Records of Scotland, Edinburgh. 
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of Scotland, Canada and Australia. However, due to the COVID-19 pandemic restricting travel and 

after corresponding with all three centres, it was found that this would not have been possible. The 

pension records held in Edinburgh (PT6) were in the process of digitisation and will not be released to 

the public until at least the end of 2022 and after this thesis’ submission. Although the pension and 

medical records for Canadian and Australian veterans have been catalogued and digitised, it is only 

possible to search these records by name and regiment number, and not by injury type. As there are 

over 260,000 files across the two archives, it would have been too time consuming to search these 

individually and, based on brief scoping of several records, unlikely to add much information to the 

British records. 

 

It was also originally intended to use the records of Queen Mary’s Hospital at Roehampton, held at the 

London Metropolitan Archives, and those of the Erskine Hospital held by the University of Glasgow, 

to investigate the development of treatments for chronic pain at these institutions. It was also hoped 

that these records would include further patient case studies and personal accounts of these hospitals 

both during and after the war, and which could have been used for a patient-focused history of these 

institutions. 

 

Some archival research into Queen Mary’s was carried out. The Archives’ online collections catalogue 

was searched for all records held under ‘H02/QM’, the file designation for the Hospital’s records. The 

ordering of files was prioritised based on those most likely to contain information on patients and the 

long-term effects of their injuries and in total, 67 of these files were found to be relevant for this project, 

covering the years 1916 to 1975. The archive files retrieved included minute books of the Executive 

Committee, meetings which included the hospital’s founders, trustees and medical staff involved in 

the day-to-day running of the hospital, the Welfare Committee responsible for the administration of 

grants to veterans in financial distress, and reports on the development of hospital facilities and its 
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relationship with the artificial limb manufacturers working on their grounds. Although there was little 

information on the rehabilitation and treatment of patients with postamputation pain as was hoped, the 

files were particularly useful for investigating the role of the surgeons in patient care, documenting the 

organisation and growth of the hospital and its place in the development of a national network of limb 

fitting centres through statistics including in monthly financial statements and reports detailing the 

total number of patients treated on site and discharged, staff members and types of staff, and the 

number of artificial limbs produced in the workshops. It also offered a more personal view into the 

day to day running of a hospital in difficult circumstances, with the machinations and politics of both 

hospital and government staff, and their relationship to the patients. However, there was not sufficient 

time to analyse this information thoroughly, and the inclusion of a further chapter within this thesis 

would have taken it well beyond the word limit. 

 

Early on in the project, before these issues had become clear, a brief scoping project was carried out 

to identify the Erskine Hospital records that may complement those of Queen Mary’s. It found that 

three of the PIN 26 pensioners appeared in Erskine’s admission records, and two series of files were 

identified which would have been of particular use: The file UGC 225/1 contains minute books for 

1916 to 1969 and includes the records for the ‘Limb Committee’, the ‘Medical Committee’, the 

‘Ministry of Pensions Proposals Subcommittee’ and the ‘Subcommittee to arrange for a deputation to 

the Minister of Pensions’. Overall, the UGC 225 series holds information of the 1925 King’s Roll 

detailing the number of disabled men employed in the hospital’s workshops, surgeons’ books with 

information on confidential monthly inspections of the hospital, and a large collection of photographs 

of First World War patients and the facilities available.1028 However, it was not possible to visit this 

archive due to time constraints and the closure of archives in the COVID-19 pandemic. 

 
1028 Records of Erskine Hospital Ltd, Veterans Charity, Renfrewshire, Scotland. UCG 225, University of Glasgow 

Archive Services, Glasgow (UK). 
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Limitations: Systematic Review 

The use of a systematic search and published protocol is highly unusual within historical research and 

not standard practice within the discipline. However, it was felt that this was an efficient means to 

search a large collection of texts over a long time period and would allow the bridging of historical 

and clinical approaches to research, uniting individual studies with a strategic overview of seven 

decades of research, and allow the investigation of both the ‘what’ and the ‘how’ of the professional 

medical conversation around chronic postamputation pain. 

 

However, there are limitations to this approach. One potential issue is that the screening of texts and 

data extraction were carried out by one author, ideally this would have been performed by at least two 

to ensure consistency across results. However, this process was carried out using the online Covidence 

platform (outlined fully in Chapter 2), which was designed for use by multiple screeners 

simultaneously. As a result, the title and full-text screening had to be performed to the same 

publications twice, ensuring any potential errors were minimised. Any uncertainties or conflicts 

between these rounds of screening were referred to my Principal Supervisor (Prof Rice). 

 

A further and the potentially most significant limitation, although of the source material, rather than 

the methods, is the lack of standardised language, taxonomy, agreed definitions and disease 

classification across the retrieved texts. The population for this review was a clearly defined and large 

cohort undergoing medical treatment across a multitude of specialties for almost a century; a research 

opportunity that is unlikely to occur again. A lack of consistent measurement or presentation of results 

within these studies increases the difficulty in combining the results of multiple small studies to a 

coherent overview, thus reducing their potential value to future research and squandering a unique 

opportunity. 
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Reflections 

In hindsight, there are aspects of the project which could have been improved or been conducted more 

efficiently: for example, the analysis of the PIN 26 cases. Although the final dataset is accurate and a 

valuable resource that can be interrogated for various types of data, it is the second version of the 

NVivo file. As I had not worked with qualitative analysis software before, this was an ongoing learning 

process. In the first dataset, the cases were uploaded in bulk, rather than individually. However, due to 

the way NVivo codes data, this then meant that the code totals and the data visualisation were 

inaccurate as the software counted each upload as a file, rather than each individual case. The entire 

import and coding process had to be redone and took several weeks to be completed in detail. However, 

this second version was accurate and this was ensured by double-checking results against the original 

Excel dataset. The final dataset has been invaluable in analysing and sharing a large amount of data, 

and in discovering patterns across files. This was also a useful learning experience for importing and 

analysing the systematic review data within NVivo, which was a much smoother and more efficient 

process. 

 

This project was always intended to be a truly interdisciplinary project. Throughout the process, I have 

been part of a department specialising in preventing and treating blast injuries, and part of 

interdisciplinary research group investigating chronic pain, and which included veterans, scientists, 

statisticians, allied health professionals and clinicians. Imperial College has no Humanities Faculty 

and, although it has several historians on staff, to my knowledge, there are no other Humanities 

postgraduate students. This has been an unusual and fascinating environment in which to write a 

History PhD thesis, amongst a remarkable range of knowledge and experiences. However, reflecting 

back on the project, it may have been beneficial to have had a network of other students within the 

same discipline to discuss and exchange ideas. Although this was possible online, particularly during 

the COVID-19 pandemic and lockdowns, on reflection, I should have begun to build this network a 
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lot earlier in my PhD. Although choosing to focus on medical and engineering meetings was a 

conscious choice with the belief this study would have the most real world impact in these arenas, it 

may also have been beneficial to have presented this work at history meetings and conferences. 

 

Recommendations for Future Research 

As mentioned above, it is intended to publish the PIN 26 dataset as an open access resource for use by 

other researchers. Although its focus is on reports of pain, injury and medical treatment, it has the 

potential to be used for other investigations, such as the role of families in the care of veterans or the 

language used to describe both pain and injury. One of the original aims of this project was to 

supplement the British PIN 26 files with those from archives in Australia, Canada and New Zealand. 

However, time constraints and the COVID-19 pandemic restricting travel prevented this from taking 

place. There is potential for a future study incorporating all of these files for a very large cohort study 

and it would be intriguing to discover whether the findings of the PIN 26 dataset agree with those in 

other countries. There is also potential to expand the research into the German archives and build on 

the work of Cohen and her study of pension administration in Britain and Germany. 

 

It was also intended to include a patient-centred history of Queen Mary’s Hospital at Roehampton and 

the Erskine Hospital in Glasgow. Archival research using the papers of Queen Mary’s Hospital was 

completed, but it was not possible to include these findings in this thesis due to a lack of time and limit 

on the number of words that could be included. There is just one published history of the hospital, 

despite its importance within First World War medical care, and its place in the creation of a national 

network of veterans’ rehabilitation facilities. In its introduction, written by a former patient, it is openly 

stated that this history has no interest in patient accounts, preferring instead ‘the facts and the truth’.1029 

There is also potential to investigate the role of Queen Mary’s in the development of rehabilitation and 

 
1029 Weedon, A History of Queen Mary’s University Hospital, 5. 
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prostheses internationally as the archived papers reveal its worldwide influence and its relationship to 

the development of similar facilities in Europe, Canada and India. There is clearly a space for the social 

history of this institution, focusing on the lives of those living and working in the hospital, and the 

human stories that are contained within the archived papers. 

 

In addition to a social history of the institutions responsible for treating the amputee veterans, there is 

also currently a gap in the literature for a history of the Ministry of Pensions and investigation into 

those who worked there and interacted with the veterans. As this thesis’ chapter on PIN 15 has 

demonstrated, the civil servants and medical assessors within this department held a great deal of 

responsibility and power over their pensioners; their personal discretion could be used to the benefit 

or detriment of the veterans and could play a crucial, and at times life-changing role, for cases believed 

to be particularly ‘deserving’. However, there has been little published work exploring these 

personalities, their backgrounds, motives and attitudes towards the veterans and the wider Ministry. 

This area also offers the opportunity to explore the role of women in the rehabilitation of veterans and 

development of welfare, given that they accounted for just under 90% of the Ministry of Pensions’ 

staff by 1919.1030 In addition to a traditional social history approach to this area, there is also the 

possibility of using discourse analysis with the PIN 15 files to shed light on the dynamics of 

interactions between the pensioners, their clinicians and the civil servants of the Ministry. This may 

be particularly fruitful if applied to the minutes of files in which the civil servants shared their thoughts 

on cases with their colleagues, and to correspondence between the pensions, their medical teams and 

the Ministry. There is also potential to develop the work of the Rock Carling Committee. There are 

several unexpected findings within the Committee’s conclusions that have not been thoroughly 

investigated, for example, whether there is some relationship between the incidences of sepsis and 

cancer. Although there have since been multiple studies into the prevalence of cardiovascular disease 

 
1030 WT Shannon, Pension Issue Office Report on the History of the Department, 28 May 1919, TNA PIN 15/1396. 
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and possibility of early mortality in amputee veterans and a recent systematic review of these studies, 

few have been rigorously conducted and are without obvious methodological flaws. There is space to 

combine these studies for statistical analysis of a large cohort of amputee veterans in populations 

worldwide, particularly as current knowledge into DNA and premature ageing may help to explain 

some of the findings thought to be anomalous in the 1950s and 60s. It is hoped that the current 

prospective cohort study of British military amputees, ADVANCE, will go some way to exploring this 

area. 
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Appendix 1 

 
Qualitative Coding for PIN 26 Dataset, Supplementary Tables 

 

Main Theme Parent Node Child Node 

Amputation Amputation type Chopart 

Symes 

 

Artificial limb 

 

 

Limb fitting centre 

 

Belfast 

Blackrock 

Brighton Convlaescent 

Home for Officers 

Bristol 

Edinburgh War Hospital 

Empire Hospital, Vincent 

Square 

Erksine 

Glasgow 

Ilfracombe 

Leopardstown 

Manchester 

Millbank 

MoP Bath 

Norwich 

Poplar 

Prince of Wales, Cardiff 

Prince of Wales, 

Marylebone 
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Roehampton 

Rookwood 

Stratford on Avon 

West Hants 

 

Side of amputation 

 

Bilateral 

Left 

Right 

 

Site of amputation 

 

Above elbow 

Above knee 

Ankle 

Below elbow 

Below knee 

Bilateral 

Finger 

Foot 

Hand 

Left 

Lower third 

Mid forearm 

Mid-thigh 

Right 

Through knee 

Through shoulder 

Toe 

Upper third arm 

Upper third thigh 

Wrist 

Stump measurement 
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Patient demographics Australia 

 

 

 

 

 

 

 

 

 

 

Canadian 

 

 

CoD 

 

Accident 

Amp contributed to death 

Anaemia 

Appendicitis 

Arteriosclerosis 

Atrophic ulcers 

Bronchitis 

Carcinoma 

Cardiac 

Cerebral haemorrhage 

COPD 

Coronary artery disease 

Diabetes 

Emphysema 

Haemorrhage 

Hypertension 

Kidney disease 

Lung condition 
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Myocardial degeneration 

Myocardial infarction 

Nephritis 

Parkinson’s 

Perforated ulcer 

Peritonitis 

Pericarditis 

Pernicious anaemia 

Pneumonia 

Pulmonary infarction 

Pyopericaridum 

Pulmonary embolism 

Respiratory failure 

Senility 

Stroke 

Suicide 

TB 

Thrombosis 

Uraemia 

DoD 

 

1910s 

1920s 

1930s 

1940s 

1950s 

1960s 

1970s 

1980s 

PoW 

 

 

Rank 

 

Officers 

2nd lieutenant 
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Bombardier 

Captain 

Flying officer 

Lieutenant 

Major 

Squadron leader 

Wing commander 

Other Ranks 

Able seaman 

Corporal 

Driver 

Gunner 

Private 

Rifleman 

Sapper 

Trooper 

Return to pre-war 

employment 

 

 

Service 

 

AIF 

Army 

CEF 

Navy 

RAF 

RAMC 

Royal Flying Corps 

Wife 
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Pain Date First Pain 

 

 

1920s 

1930s 

1950s 

WW1 

Phantom pain 

Phantom sensation 

Referred pain 

Stump pain 

Back pain 

Neuropathic pain 

Neuralgia 

Myalgia 

Sciatica 

Hyperaesthesia 

Evidence of pain 

Pain caused by a/l 

Crutches 

Causalgia 

Cramp 

Continuous 

Neuritis 

Anaesthesia 

Chronic Pain 

Loss of Sensation 

No pain 

Pain 

Weather 

Pain as disability 

Pain causing 

unemployment 
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Language Distrust 

Language 

Patient statement 

Personality assessment 

Unfairness 

 

 

   

Wounding Date of Wounding 

 

 

1914 

1915 

1916 

1917 

1918 

1920 

1921 

Mechanism of Injury 

 

Accident 

Blast 

Gas 

GSW 

Plane crash 

Location 

Infection 

FBs 

Oedema 

Trench foot 

Fragments 

Fracture 

Haemorrhage 
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Treatment Amputation as treamtent 

Anaesthesia 

Anaglesia 

Appliance 

Chiropodist 

Climate 

Condition improving 

Cordotomy 

Dressings 

Drugs 

Analgesics 

Drugs/alcohol 

Electrical treatment 

Extension 

GP 

Heat treatment 

Home 

Injections 

Inpatient treatment 

Manipulation 

Massage 

NHS 

No details 

No treatment 

Observation 

Orthopaedic 

Outpatient treatment 

Percussion 

Pharmacological 

treatment 

Physio 

Re-amputation 

Re-examination 
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Refusal 

Rest 

Specialist 

Surgery 

Neuroma excision 

Scar excision 

Sequestrum excision 

Sinus excision 

Treatment dates 

Treatment failure 

Treatment of stump 

Vibration 

Wax baths 

X-ray 

   

Pensions F&S 

 

1% 

100% 

15-19% 

20% 

35% 

50% 

60% 

70% 

80% 

90% 

Not less than 50% 

Not less than 60% 

BLESMA 

British Legion 

Acceptance 

Age allowance 
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Aggravated 

Appeal 

Assessment 

Attributable 

Boarding 

Bonus 

CAA 

Clothing allowance 

Comforts allowance 

Consequential 

Final award 

Final gratuity 

Inadequate compensation 

McCorquodale 

Minister case 

Paired organs 

Pension rules 

Rejection 

Retired pay 

Special hardship 

allowance 

Special rates 

Standard rates 

Treatment purposes 

Unconnected to service 

Unemployability 

supplement 

War Pensions Committee 

Widow’s appeal 

Wife’s allowance 

Wound gratuity 

Wound pension 
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Long-term physical 

health 

Ageing 

 

Deterioration 

Falls 

 

Concomitant 

Inflammation 

Lifestyle 

Neuroma 

Paralysis 

Scar 

Sleep 

Walking 

 

 

Year of Onset 

 

1910s 

WW1 

1920s 

1930s 

1940s 

1950s 

1960s 

1970s 

 

Long-term stump 

condtion 

 

Sequestra 

Sinus 

Stump breakdown 
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Mental health Neurasthenia 

Neurosis 

Melancholia 

Nerves 

Anxiety & depression 

Year of onset 1910s 

1920s 

1930s 

1940s 

1950s 

1960s 

1970s 

1980s 

Post-war 1910s 

WW1 

 

Long-term health 

condition 

 

Abscess 

Anaemia 

Anaesthesia 

Angina 

Ankylosis 

Arteriosclerorsis 

Arthritis 

Ankle 

 Arm 

 Elbow 

 Finger 

 Hand 

 Hip 

 Knee 
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 Leg 

 Opp ankle 

 Opp arm 

 Opp foot 

 Opp hand 

 Opp hip 

 Opp knee 

 Opp leg 

 Opp shoulder 

 Opp wrist 

 Shoulder 

 Spine 

 Stump 

 Toes 

Wrist 

Back pain 

Bone spur 

Bronchitis 

Burst blood vessel 

Callosity 

Carcinoma 

Carpal tunnel 

Cerebral arteriosclerosis 

Cerebral thrombosis 

Chafing 

Circulation 

Colitis 

Conjunctivitis 

Coronary 

Coronary thrombosis 

Crutch palsy 

Deafness 

Dementia 
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Dermatitis 

Diabetees 

Drop foot 

Dupuytren’s contracture 

Dysuria 

Fissure 

Frost bite 

Gangrene 

Gastric 

Hallux valgus 

Headaches 

Hemiplegia 

Hernia 

HO 

Hypertension 

Joint stiffness 

Keloid 

Limp 

Lumbago 

Lung conditions 

Malaria 

Muscle wasting 

Myocardial infarction 

Obesity 

Orchiditis 

Osteoporosis 

Paraesthesia 

Paresis 

Pericapsulitis 

Pes planus 

Pleurisy 

Pressure sores 

Pulmonary tuberculosis 
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Rheumatism 

Sciatica 

Scoliosis 

Senility 

Septicaemia 

Stiffness 

Stroke 

TB 

Thrombosis 

Trophic changes 

Ulcer 

Ulnar paresis 

Varicose veins 

Wrist drop 

 

Table 26. Coding & thematic analysis for PIN 26. 

 

Main Theme Parent Node Child Node 

Aetiology Abscess  

AL fitting  

Amputation technique  

Bad treatment  

Bone spurs  

Callus  

Central origin  

Damage to nerve fibres  

Degeneration  
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Foreign bodies  

Gate control  

Infective inflammation  

Jactitation  

Lesions of nerve trunks  

Multiple  

Necrosis  

Nerve concussion  

Nerve regeneration  

Nerves  

Neuroma  

New bone formation  

Osteitis  

Pain pathways  

Peripheral  

Preop pain  

Psychical component Malingering 

Neurasthenia 

Personality type 

Scar tissue  

Sepsis  

Sequestrum  
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Unimportant  

Unknown  

Vascular  

Concomitant conditions Arthritis  

Cardiovascular  

Dermatological  

Life expectancy  

Metabolism  

Date 1910s WW1 

1920s  

1930s WW2 

1940s WW2 

1950s  

1960s  

1970s  

1980s  

Descriptors Aching  

Burning  

Cold  

Constant  

Cramp  



434 

  

Diffused/radiating  

Intense  

Jactitation  

Neuralgic  

Pain  

Performative  

Pins & needles  

Sensation  

Severe  

Shooting  

Sudden  

Suffering  

Unbearable  

Disability   

Location 115th Australian General  

2nd Northern General 

Hospital 

 

3rd Northern General 

Hospital 

 

4th London General Hospital  

Abingdon Hospital  
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Ancoats Hospital, 

Manchester 

 

Angiers Hospital  

Blackrock Military Hospital  

Brockenhurst Neurological 

Centre 

 

Calgrath Park Auxiliary 

Hospital, Windemere 

 

Fairmont General Hospital, 

USA 

 

Frimley Park  

Grangethorpe Orthopaedic 

Hospital, Manchester 

 

Heaton Park  

Hôpital Anglo-Belge, Rouen  

Le Mans Neurological 

Centre 

 

Maudsley  

Netley  

Northern Command  

Oxford Centre  

Paris Neurological Hospital  

PoW Hospital, Germany  
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Queen Mary’s, Roehampton  

Royal Dublin Society  

Royal Herbert Hospital  

Royal West Sussex  

Sâlpetrière  

St George’s Hospital, 

Stockport 

 

St John Clinic  

 Stepping Hill Hospital, 

Stockport 

 

Stoke Mandeville  

Tynecastle  

Val-de-Grâce Military 

Hospital, Paris 

 

Mechanism of Injury Accident Crush 

Blast Bomb 

Mine 

Fragment  

GSW Machine gun 

Rifle 

Injection  

Shell  

Shrapnel  
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Unknown  

Other Texts BMJ  

Book  

Gov report  

International French 

German 

Italian 

Lectures  

Medical journal  

Neurology journal  

Neurosurgery journal  

Pain journal  

RAMC journal  

Same journal BMJ 

The Lancet 

Surgical journal  

Outcome Negative  

No change  

Positive  

Pain Causalgia  

Hyperaesthesia  

Multiple  
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Neuralgia  

Neuritis  

Neuropathic pain  

Phantom limb pain  

Phantom limb sensation  

Referred  

Scar  

Sciatica  

Stump  

Patient Group Civilian  

Military  

Mixed  

None  

Unknown  

PI Location Birmingham  

Brighton  

Bucharest  

Chichester  

Dublin  

Exeter  

France Boulogne 

Le Mans 
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Paris 

Strasbourg 

Germany Bonn 

Dusseldorf 

Hamburg 

Glasgow  

Leeds  

Liverpool  

London 5th London General 

Bart’s 

Frimley Park 

Harley Street 

King George Hospital 

Queen Mary’s Roehampton 

Queen Square 

Royal Waterloo Hospital 

Sidcup 

St George’s Hospital 

St John Clinic and Institute 

of Physical Medicine 

St Thomas’s 

UCL 

Manchester  

Netley  

Northern Command  

Oxford Radcliffe Infirmary 

Poland Breslau 
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PI Specialty Anaesthesia  

Anatomy  

Medicine  

Neurology  

Obstetrics  

Physician  

Physiotherapist  

Radiology  

RAMC  

Surgery  

Scoring   

Treatment Anaesthesia  

Analgesics  

Artificial limb  

Baths Air 

Wax 

Whirl 

Compression  

Counter irritation  

Distraction  

Drugs Allonal 

Amidone 

Benzocaine 
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Chlorpromazine 

Codeine 

Fibrolysin 

Luminal 

Morphine 

Nerve sedatives 

Novocain 

Omnopon 

Opiates 

Pethidine 

Phenacetin 

Procaine 

Propranolol 

Pyramidon 

Sedobrol 

Tolazine 

Vasodilators 

Electric Electrodes 

Faradism 

Galvanism 

Sinusoidal 

Heat Diathermy 

Radiant heat 

Hypnosis  

Injections Alcohol 

Local anaesthesia 

Irradiation  

Massage  

Multidisciplinary  
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Nerve block  

Percussion  

Physio  

Psychotherapy  

Radium  

Re-amputation  

Rest  

Splinting  

Spray  

Surgery Chordotomy 

Excision 

Gangliectomy 

Leucotomy 

Minimal disturbance 

Nerve division 

Nerve graft 

Nerve shortening 

Nerve suture 

Rhizotomy 

Sympathectomy 

 Vibration  

Treatment dates 1910s WW1 

1920s  

1930s WW2 

1940s WW2 
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1950s  

1960s  

1970s  

1980s  

Type Article  

Conference report 

Letter 

Obituary 

Review 

Table 27. Coding & Thematic Analysis for Systematic Search of The Lancet and the British 

Medical Journal. 
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“I did not expect the doctor to treat a ghost”: a systematic review of published reports 

regarding chronic postamputation pain in British First World War veterans 
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Abstract 

Limb trauma remains the most prevalent survivable major combat injury. In the First World War, over 

700,000 British soldiers received limb wounds and over 41,000 underwent an amputation, creating 

one of the largest amputee cohorts in history. Postamputation pain affects up to 85% of military 

amputees, suggesting that up to 33,000 British First World War veterans reported postamputation pain. 

This qualitative systematic review explores the professional medical conversation around clinical 

management of chronic postamputation pain in this patient cohort, its development over the 20th 

century, and how this information was disseminated amongst medical professionals. 

We searched The Lancet and British Medical Journal archives (1914-1985) for reports referring to 

postamputation pain, its prevalence, mechanisms, descriptors or clinical management. Participants 

were First World War veterans with a limb amputation, excluding civilians and veterans of all other 

conflicts. The search identified 9809 potentially relevant texts, of which 101 met the inclusion criteria. 

Reports emerged as early as 1914 and the discussion continued over the next four decades. Unexpected 

findings included early advocacy of multidisciplinary pain management, concerns over addiction and 

the impact of chronic pain on mental health emerging decades earlier than previously thought.  
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Chronic postamputation pain is still a significant issue for military rehabilitation. Similarities between 

injury patterns in the First World War and recent Iraq and Afghanistan conflicts make appreciation of 

these historical aspects reported herein remain relevant to today’s clinicians, researchers and 

policymakers. 

 

Introduction 

Limb trauma represents the most prevalent survivable major combat injury. Collectively, for all 

belligerent nations the First World War yielded the largest amputee cohort in history. In excess of 

700,000 British soldiers received limb wounds during the conflict, resulting in over 41,000 surviving 

young male amputees in the United Kingdom [UK] alone [56]. The pattern and scale of limb wounds 

sustained during the First World War was unlike anything seen in prior conflicts. The combination of 

penetrating injuries from high velocity projectiles, consequential major tissue disruption, and a high 

risk of infection in contaminated wounds (particularly by anaerobic microbes in the pre-antibiotic era) 

predicated a low threshold for the consideration of early life-saving amputation. Without effective 

vaccinations or antibiotics, debridement and early surgical intervention were often the most 

appropriate surgical tactics. Early amputation was further utilised due to the need to process 

unprecedented numbers of casualties through the evacuation pathway and avoid the time-consuming 

and often ultimately futile job of limb reconstruction. Of all injuries amongst British soldiers in the 

First World War that were not immediately fatal, 13% resulted in amputation [19]. These numbers are 

unequalled by any subsequent conflict. The most recent Afghanistan conflict resulted in 302 UK 

service personnel undergoing one or more traumatic or surgical amputations between 2001 and 2020 

(a total of 0.2% of the 150,610 British personnel who served in Afghanistan) [5,51,14]. 

Significant residual limb pain affects up to 85% of today’s military amputees, and phantom limb is 

reported by at least 59% of all military amputees [1,26,37]. If the same were true for the First World 

War cohort, then 35,000 British amputee veterans may have experienced chronic pain as a result of 

their amputation. Chronic pain has significant negative impact on quality of life [63]. Yet there has 

been no detailed analysis reporting the impact of conflict-related chronic postamputation pain on 

veterans’ long-term health and quality of life, on resulting years lost to disability, in the evolution of 

medical attitudes, the clinical assessment, or the management for postamputation pain [71]. 

This systematic review is part of a wider programme examining this topic, including conventional 

historiography and analysis of archival material, notably First World War veterans’ pension files, and 

a prospective long-term follow up of British injured veterans from recent conflicts [23,2,3]. Although 

articles from medical journals of this period are often cited by historians, the cited sources are usually 

selected without a systematic approach, with the inherent risk of bias that such an approach risks. 

It has been suggested that pain is often absent in published medical accounts due to a professional 

reluctance to discuss a condition that could not be surgically resolved. Edwards et al considered that 

‘because there was not potential for surgical resolution and it did not affect tissue viability for 

prosthetics, it [pain] was marginalised in medical discussion of amputation during World War One and 

in the period of reflection afterwards’ [25]. Establishing the extent to which this knowledge and interest 

was disseminated amongst medical professionals was one of the key objectives of this review. The 
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goals of this systematic review were therefore to explore, using a systematic search of professional 

medical journals: 

1. the professional medical conversation on the aetiology (in terms of mechanistic descriptor), 

contemporary treatment, clinical presentation, and assessment of chronic postamputation pain 

in veterans injured on active service during the First World War. 

2. the extent to which these developed over the lifetimes of these veterans. 

Secondary aims were to identify when chronic postamputation pain (including phantom and residual 

limb, as defined in Table 2) became recognised as a potential disability either in its own right or as a 

contributing factor, when concepts of inter- or multidisciplinary treatment for chronic postamputation 

pain emerged, and the extent to which emergent medical specialties (e.g., neurology, anaesthetics, 

psychiatry, orthopaedics, pain medicine) started to contribute to pain management. 

 

Methods 

The review protocol was prospectively registered with the Open Science Framework on 4th May 2020 

at osf.io/cr5ab. (DOI: 10.17605/OSF.IO/CR5AB) 

Search criteria 

A search of the two major professional medical journals of the 20th century in the United Kingdom, 

The Lancet and the British Medical Journal, for the full years 1914 to 1985 was undertaken. This time 

window is in line with the medical pension files for the First World War veterans held by the UK’s 

National Archives at Kew, catalogued in the file series and referred to as ‘PIN 26’ [23]. The search 

was intended to retrieve all articles that described the prevalence, assessment or pathophysiological 

pain mechanisms of postamputation pain sustained by veterans of the First World War, as well as 

clinical descriptions, case histories and treatments. The search was not limited to specific types of text, 

with all original research studies, reviews, editorials, conference reports, and correspondence included 

(Table 1). As not all past issues of the journals were available on standard medical databases (e.g., 

PubMed), The Lancet was searched through its own archives with texts retrieved via ScienceDirect, 

whilst JSTOR was used to search and retrieve texts from the British Medical Journal. Searches were 

conducted on the 3rd and 4th June 2020. 

Selection criteria 

Included reports covered participants who were military veterans identified as having sustained a limb 

injury whilst on active service during the First World War. In line with the British government’s 

definition, ‘veterans’ were all those who served one day or more in the Armed Forces [52]. In the 

registered protocol, we had intended to include veterans with chronic pain due to amputation and 

peripheral nerve injury. However, due to the nature of retrieved texts, a protocol amendment decision 

was made by the first and senior author to focus on postamputation pain only. Texts on peripheral 

nerve injury were thus excluded during full-text screening. 

Reports regarding veterans from all subsequent conflicts and civilians were excluded. The participant’s 

injury and date range were the only specific inclusion criteria for the study as it was intended to explore 
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as broadly and inclusively as possible the professional medical “conversation” around these conditions, 

their aetiologies, and their treatments. Limiting the search with specific inclusion and exclusion criteria 

based on particular interventions or study designs would have been overly restrictive and could create 

selection bias. Due to the age of the texts it was not possible to seek a greater level of detail through 

contacting authors or searching unpublished sources. 

 

Population First World War veterans with limb injury 

and amputation sustained on active service 

Intervention Any treatments intended to alleviate 

postamputation pain 

Comparison A range of methods were employed but no 

randomised control trials. Therefore, there 

are often no comparisons. However, 

comparisons were extracted where the author 

has described them 

Outcome Often no recorded outcomes or imprecise 

descriptions. Therefore, anything reported by 

the author as an outcome was extracted 

Table 1. Inclusion criteria for text screening 

 

Study selection & data extraction 

Screening was performed in duplicate by one author (SDS) with inclusion conflicts and uncertainties 

resolved by conversation with the senior author (ASCR). Data extraction was performed by one author 

(SDS). 

Deduplication, title and full-text screening were performed using Covidence (Veritas Health 

Innovation, Melbourne, Australia). It had been intended to screen studies by title and abstract before a 

full-text screening. However, due to the age of the texts, the method of digitisation and the wide range 

of article types identified in the search, none of the retrieved texts included an abstract so initial 

screening had to be performed based on title alone. As the search covered almost a century of 

publication, there was no standardisation of format or terminology within the text and data were 

extracted only in a qualitative manner. Extracted data were recorded in Microsoft Excel 365 and 

included details on patients, wounds sustained, treatment and assumed mechanistic descriptors of pain. 

Results were exported into the qualitative analysis software, NVivo 12 (QSR International. Doncaster, 

Australia). 

This study was carried out using archival material and was intended to explore the professional medical 

conversation across the 20th century, with a particular focus on the dynamics of how clinicians 

discussed and shared these ideas. A meta-analysis or a risk of bias assessment would therefore have 
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been inappropriate, and none was conducted. The output is therefore in the form of a descriptive 

synthesis, structured around the aetiology and mechanistic descriptors of chronic postamputation pain, 

and treatments strategies applied. 

Terminology 

We attempted to employ a classification of pain in our findings, using the terminology of the 

texts’ authors. Doing so on a consistent and widely-agreed basis proved problematic as definitions 

and criteria for diagnoses changed over the period, and attempts to formalise classification of pain 

are a recent phenomenon which post-date our search period. Chapters in the classification of 

chronic pain were only included for the first time in the 11th iteration of the International 

Classification of Diseases (ICD-11) in 2019 [69,66].  

As a result, postamputation pain was defined with the definitions in Table 2, taken from Edwards et al 

[25]. Neuropathic pain was defined, as far as possible given the historic nature of the text, in broad 

alignment with current era definition published by the International Association for the Study of Pain 

which is consistent with the recently published inaugural pain chapters in ICD-11 [33,34,32]. The 

historical and diverse nature of the reports resulted in a necessary degree of diagnostic imprecision, 

with reviewers exercising a degree of pragmatism. We based our classification largely on the history 

of nerve injury (inherently a feature of limb amputation), symptom descriptors and the authors’ use of 

contemporary terms such as “neuritis”, “neuralgia” “causalgia”. This would be broadly consistent with 

the “possible” level of diagnostic certainty in modern algorithms, the use of which we have previously 

reported in a historical context [58,28]. 

 

Residual limb pain Spontaneous (continuous or paroxysmal) or 

evoked pain perceived as originating in the 

residual limb including the stump; pain 

unrelated to amputation, e.g., other injuries, 

such as damage of the nerves above the level 

of amputation. 

Stump pain Spontaneous (continuous or paroxysmal) or 

evoked pain in the amputation stump, 

includes neuroma, muscle, and bone stump 

as pain sources. 

Phantom limb pain Spontaneous (continuous or paroxysmal) or 

evoked pain perceived as arising in the 

missing limb. 

Phantom limb sensation Any sensation of the missing limb including 

pain. 
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Neuropathic pain Pain caused by a lesion of disease of the 

somatosensory nervous system 

Table 2. Definitions of postamputation pain as outlined by Edwards et al, and the International 

Association for the Study of Pain [25,33,34]. 

 

Results 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 1. Retrieved texts for The Lancet and The British Medical Journal, with reasons for 

exclusion 

After deduplication, 8981 reports were assessed for inclusion. Screening by title excluded 4600 

texts and full-text screening removed a further 4280. One hundred and one texts were thus 

included in the final data set (Fig. 1). Although the search covered the years 1914 to 1985, the 

most recent relevant text to be included in the final dataset was published in 1956. That no relevant 

texts were retrieved from subsequent decades probably reflects the decreasing number of First 
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World War veterans. Seventy-one of the texts were retrieved from the British Medical Journal 

and 30 from The Lancet. As anticipated, the discussion around conflict-related chronic pain 

peaked during the First World War and the number of texts declined rapidly after 1919, with only 

a small increase around the Second World War (Fig. 2). 

The retrieved files contained 131 direct references to pain, categorised during data extraction into nine 

types, with 18 articles (14%) referencing more than one type of pain (Table 3). The most frequently 

reported pain categories were neuropathic and stump pain (as defined in Table 2), with 43 (33%) and 

34 (26%) references respectively. Stump pain was the only category to feature in every decade from 

the 1910s to the 1950s. Neuropathic pain was most commonly recorded during 1914 to 1918. Common 

terms for neuropathic pain (“neuralgia”, “neuritis” and “causalgia”) were directly employed by the 

primary authors in 18 (14%) of articles. Despite modern estimates that phantom limb sensation can 

affect up to 70% of amputees, no specific references to this condition were retrieved [1]. Thirteen 

studies (13%) investigated causes and treatment of phantom limb pain, reaching a peak in the period 

1946-1949. 

Theories into potential causes of chronic postamputation pain were recorded and classified under three 

descriptive themes: “nociceptive”, “neuropathic”, or “psychological”, in accordance with the usage 

and concepts pertaining at the time of publication (Table 4). The most commonly reported theories 

were based around pain caused by a physiological mechanism often relating to treatment and 

rehabilitation. These included a poorly-fitting prosthesis, amputation technique causing physical issues 

with the stump, scarring, or necrosed bone. Together these accounted for 64 (50%) of all mechanistic 

descriptors. The second category, pain with a neuropathic origin, accounted for 54 (42%) references 

and also peaked during the First World War. The third category, ‘pain of a psychological origin’, 

accounted for 10 (8%) references and whilst this is an outdated concept for today’s medicine, it was 

considered important to include due to the stigma that still surrounds chronic pain and the potential 

impact of untreated pain on a patient’s mental health. 

Forty-three pain management interventions were described by authors (Table 5). The most frequently 

reported interventions were surgical or percutaneous needle-based therapies. Sixty-seven reports 

(66%) were made from a surgical perspective. Outcomes for interventions were reported in any manner 

in only 28 (28%) texts. The most successful treatment reported was neuroma percussion, with two 

positive and zero negative outcomes recorded. Eight separate treatments reported a single negative 

outcome, although no treatments reported more than one. 

Retrieved texts categorised by article type are shown in Table 6. Conference summaries accounted for 

the largest type at 22 (22%). Narrative reviews and articles reflecting on previous cases, categorised 

as “in my experience”, each totalled 19 (19%). The remainder were 18 case reports (18%), 13 book 

reviews (13%) and 6 ‘other’ (6%), the majority of which was correspondence. No randomised 

controlled trials testing an intervention were identified. 

In total, 50 articles referenced other texts with a total of 170 references: 26 (15%) of which were 

in another issue of the same journal, suggesting a response to an article or correspondence, and 

53 (31%) were in another professional medical journal. A further 39 (23%) were originally 

published in a European journal, most commonly in French, German, or Italian, indicating these 

ideas were being discussed and shared internationally.  
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The total number of participants described in the included reports was 9,326. Eleven studies 

included at least 100 participants; the largest reported 2,000 patients. The mechanism of injury was 

specifically noted for only 168 patients. The most common cause reported was a gunshot wound, 

a term used during the First World War as inclusive of both projectile and blast injuries and which 

varied from a rifle bullet to shrapnel and fragments from artillery shells.  

 

Pain Type Total 1914-19 1920-29 1930-39 1940-45 1946-49 1950-59 

Causalgia 11 5 5 1 - - - 

Hyperaesthesia 1 1 - - - - - 

Neuralgia 6 4 - 1 - 1 - 

Neuritis 1 1 - - - - - 

Neuropathic 43 28 9 4 1 1 - 

Phantom limb 

pain 

13 - 2 1 2 5 3 

Scar 3 1 - - 2 - - 

Sciatica 1 1 - - - - - 

Stump 34 16 2 5 5 3 3 

Table 3. Types of pain reported in retrieved texts 

 

Mechanistic 

Descriptors 

Total 1914-19 1920-29 1930-39 1940-45 1946-49 1950-59 

Nociceptive 64 39 7 6 7 4 1 
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Abscesses 3 1 - 1 - 1 - 

Prosthetic 

limb fit 

3 1 1 - - 1 - 

Amputation 

technique 

11 5 - 2 3 - 1 

Treatment 7 3 1 1 2 - - 

Bone spurs 2 2 - - - - - 

Calluses 2 1 - - - 1 - 

Foreign 

bodies 

6 6 - - - - - 

Jactitation 2 - - 1 - 1 - 

Necrosis 2 2 - - - - - 

New bone 

formation 

1 1 - - - - - 

Osteitis 3 2 - - 1 - - 

Scar tissue 16 12 2 1 1 - - 

Sepsis 2 - 2 - - - - 

Sequestrum 2 2 - - - - - 

Vascular 2 1 1 - - - - 
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Neuropathic 54 39 8 2 2 1 2 

Damage to 

nerve fibres 

2 2 - - - - - 

Infective 

inflammation 

13 11 1 1 - - - 

Lesions of 

nerve trunks 

10 8 2 - - - - 

Nerve 

concussion 

3 3 - - - - - 

Nerve 

regeneration 

9 4 4 - - - 1 

Nerves 2 1 - 1 - - - 

Neuroma 15 10 1 - 2 1 1 

        

Psychological 10 3 3 1 1 2 - 

Psychical 9 3 3 1 1 1 - 

Personality 

type 

1 - - - - 1 - 

Table 4. Mechanistic descriptors of postamputation pain in retrieved texts 
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Treatment Total 1914-

19 

1920-

29 

1930-

39 

1940-

45 

1946-

49 

1950-

59 

Topical 56 42 2 1 3 3 5 

Bath (unspecified) 2 2 - - - - - 

 Air bath 2 2 - - - - - 

 Wax bath 1 - - 1 - - - 

 Whirlpool bath 4 4 - - - - - 

Compression 4 1 - - 1 2 - 

Counter irritation 1 1 - - - - - 

Electrical 14 13 - - 1 - - 

 Electrodes 1 1 - - - - - 

 Faradism 4 4 - - - - - 

 Galvanism 5 4 - - 1 - - 

 Sinusoidal 1 1 - - - - - 

Heat 4 3 1 - - - - 

 Diathermy 1 1 - - - - - 

 Radiant heat 1 1 - - - - - 
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Irradiation 1 1 - - - - - 

Percussion 4 - - - - 1 3 

Radium 2 1 1 - - - - 

Vibration 4 2 - - - - 2 

        

Physical 34 20 5 - 7 2 - 

Distraction 2 - - - 2 - - 

Massage 16 12 2 - 2 - - 

Physiotherapy 9 5 2 - 1 1 - 

Prosthetic limb 4 - 1 - 2 1 - 

Rest 1 1 - - - - - 

Splinting 2 2 - - - - - 

        

Surgical & Needle-

based 

124 63 26 14 6 12 3 

Surgery (unspecified) 28 21 5 - - 2 - 

Chordotomy 1 - - - - 1 - 

Excision 14 7 3 2 1 1 - 



456 

  

Injections 7 2 1 1 - 3 - 

 Alcohol injections 13 5 3 3 2 - - 

 Local anaesthesia 

injections 

5 1 - 2 - - 2 

Minimal disturbance 5 1 1 1 2 - - 

Nerve block 2 - 1 - - 1 - 

Nerve division 5 2 1 - - 2 - 

Nerve graft 4 2 2 - - - - 

Nerve shortening 12 8 1 2 1 - - 

Nerve suture 20 14 6 - - - - 

Rhizotomy 2 - 2 - - - - 

Re-amputation 3 - - 2 - 1 - 

Sympathectomy 3 - - 1 - 1 1 

        

Pharmacological 22 11 1 5 2 - 3 

Drugs (unspecified) 3 1 1 - 1 - - 

 Allonal 1 - - 1 - - - 

 Benzocaine 1 - - - - - 1 
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 Bromides 2 2 - - - - - 

 Fibrolysin 1 1 - - - - - 

 Luminal 1 - - 1 - - - 

 Morphine 2 1 - 1 - - - 

 Nerve sedatives 1 - - - 1 - - 

 Novocain 1 1 - - - - - 

 Omnopon 1 - - 1 - - - 

 Opiates (unspecified) 1 1 - - - - - 

 Phenacetin 2 2 - - - - - 

 Procaine 1 - - - - - 1 

 Pyramidon 2 2 - - - - - 

 Sedobrol 1 - - 1 - - - 

 Tolazine 1 - - - - - 1 

Table 5. Treatments for postamputation pain in retrieved texts 

 

Category Total 1914-

19 

1920-

29 

1930-

39 

1940-

45 

1946-

49 

1950-

59 

Book review 13 8 1 2 1 1 - 

Case report series 16 6 5 1 - 2 2 
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Conference summary 22 15 3 2 2 - - 

“In my experience” 19 10 2 1 1 4 1 

Narrative review 19 13 2 - 4 - - 

Other 6 5 - - 1 - - 

Q&A 2 - - 1 - - 1 

Single case report 2 - 1 - - 1 - 

Table 6. Categories of texts retrieved 

 

 

Fig. 2. Total retrieved publications by decade for The Lancet and the British Medical 

Journal 
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Fig. 3. Mechanistic descriptors of pain in retrieved texts by decade 

 

 

Fig. 4. Total references to categorised pain types in retrieved texts by decade 
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Fig. 5. Interventions for postamputation pain in retrieved texts by decade. 

 

Discussion 

The aim of this qualitative systematic review was to describe the evolution of professional recognition 

and clinical management of postamputation pain in First World War veterans between 1914 and 1985. 

We systematically searched the archives of The Lancet and the British Medical Journal to investigate 

the professional medical conversation regarding the mechanistic descriptors, assessment, and 

treatment of chronic postamputation pain in in this cohort across the first 70 post- (First World) war 

years.  

The results demonstrate that clinicians were aware of, and discussed, the possibility of long-term pain 

after conflict related amputations from at least the beginning of the 20th century. It also reveals sparse 

consensus regarding the pathophysiology or clinical management of this condition and how it should 

be assessed, a situation which persists to the current era. The final article to be retrieved by the search 

(although excluded during the screening process), published in 1982, acknowledged that through a 

‘lack of understanding, lack of treatment, and even perhaps the wrong treatment… many pain 

syndromes are virtually untreatable’, echoing sentiments expressed in 1918, when ‘it became evident 

that there was much to be learnt… prognosis… was little more than sanguine guesswork’ [45,16]. 

Apart from the Official History of the First World War and recommendations published at the start of 

the Second World War, we are unable to identify from this archive any major organised or prospective 

effort to research this cohort [54,48]. This represents a missed research opportunity to improve the 

lives of military personnel who sustained such injuries, and which perhaps gives some way to 

explaining the lack of advance that was seen in this area across the 20th century [25]. The prospective 

and longitudinal Armed Services Trauma Rehabilitation Outcome Study (ADVANCE) examining 

injured British veterans from recent conflicts represents the grasping of an important opportunity to 

rectify this historical omission [2,3]. 
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Throughout the 101 articles included in this review, four discussion themes emerged and were selected 

for further discussion: mechanistic descriptors of pain, treatment of chronic postamputation pain, 

assessment of pain and treatments, and cycles of learning. 

Mechanistic descriptors of pain 

Only recently have mechanistic descriptors of pain been formalised into the 11th Revision of the 

International Classification of Diseases, which perhaps reflects our still incomplete understanding of 

chronic pain [69,66,32]. The lack of such a universally agreed classification in the 20th century 

presented challenges for this review. Nevertheless, we were able to identify three broad descriptive 

themes relating to chronic postamputation pain in the retrieved texts. This interpretation was 

predominately by the primary author (SDS) with assistance from the senior author (ASCR) based on 

the original terms used in the retrieved texts. These can be broadly categorised as: “pain of a 

nociceptive origin” (sometimes also described as “physiological pain”), “pain of a neuropathic origin” 

from nerve lesions (which includes an infective neuritis theory that was prevalent at certain times) and 

the concept of “pain of a psychological origin” which is largely an outmoded idea today (Table 4). In 

data extraction, the terms ‘physical’ or ‘physiological mechanisms’ were used to include all pain 

described by the original authors to have been associated with the amputation, with the subsequent 

medical treatment of the stump, such as poorly fitting prostheses, inadequate rehabilitation, or with 

issues physiologically concomitant with the amputation, such as bone spurs, sequestrum, new bone 

formation or heterotopic ossification. Pain of a neuropathic origin often related to lesions to nerve 

trunks, neuromata and the involvement of nerve fibres in scarring, whilst ‘psychological’ has been 

used to refer to all mechanisms of pain that were believed to include a psychological or emotional 

component, in addition to “malingering”, “neurasthenia”, and “innate personality types”.  

The peaks in these usages reflect wider trends within medical practice across the 20th century, including 

the rise of new specialities: for example, reports of a nociceptive mechanism peaked during the First 

World War as discussion focused on the evaluation and adaptation of techniques for amputation and 

integrated rehabilitation, and reports of psychological mechanisms peaked in the 1940s when it was 

becoming clear that physical or pharmaceutical treatments were unlikely to succeed in treating this 

cohort’s chronic pain (Fig. 3). Patient files from The National Archives demonstrate some veterans 

moved across these pain categories throughout their lives, roughly following the trends in mechanistic 

descriptors seen in this review. One veteran who suffered chronic postamputation pain for six decades 

was serially recorded by his doctors as having pain originating from a ‘bad stump’ which was 

unsuccessfully treated with surgery, then ‘nerve irritation’, again unsuccessfully treated with sedatives 

and bromides (anti-seizure medication), and finally when it became clear that no treatment had any 

substantial impact on his pain, doctors theorised that his pain was of psychological origin: he was 

simply an innately ‘weak personality’ and unlikely to ever recover [53,23,5]. 

Previous literature on this topic has asserted that discussion of postamputation pain was ‘exclusively 

within the framework of residual stump pain and the barriers it posed to successful fitting and use of a 

prosthesis’ and that ‘there was little discussion of the other major form of postamputation pain, namely 

phantom limb pain, although phantom limb pain had been identified and described 50 years previously’ 

[25]. This wider review of both The Lancet and the British Medical Journal reveals that this was in 

fact not the case and, whilst stump pain was the most commonly referenced type of post-amputation 

pain within this cohort, phantom limb pain was also regularly discussed, accounting for 12 (12%) of 
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all references to pain and appearing in every decade from the 1920s until the 1950s (Fig. 4). Two of 

these texts note the incidence of phantom limb pain was likely higher but ‘patients are often so afraid 

of their sanity being doubted if they talk of their phantom pain that they frequently only complain of a 

tender stump’ or as ‘one very intelligent subject remarked, “I did not report sick because I did not 

expect the doctor to treat a ghost”’ [4,24]. 

One unexpected finding of this review was that the potential for untreated chronic pain to affect 

a patient’s mental health was recognised and discussed amongst clinicians from the beginning of 

this period: neuropathic pain was noted to be ‘particularly intolerable and apt to undermine the 

mental stability in a remarkable way’ [12]. The psychological aspects of chronic pain were 

acknowledged from the beginning of the period and throughout, with surgeons warning ‘against 

too readily ascribing to hysteria the terrible sufferings of many cases of nerve injury’ as 

‘prolonged pain from any cause can lead to the development of psychic changes and increased 

susceptibility to all painful stimuli: resistance is diminished by suffering’ [15]. 

The importance of the patient’s state of mind during treatment and of a good doctor/patient relationship 

was noted by multiple authors across both journals. Based on his experience as a consulting surgeon 

at England’s major limb fitting centre, Queen Mary’s Hospital, Edred M Corner believed long-term 

pain was caused by three factors, in a theory similar to today’s biopsychosocial concept of chronic 

pain: infective inflammation, the presence of foreign bodies, and psychological factors: ‘the patient 

will have stored up memories of past operations, pains and phantoms. With such a combination any 

hope of immediate cure is futile’ [20]. From 1920, the role of the patient in their recovery was 

emphasised in professional lectures with the radical idea that ‘the surgeon is not all important, the 

patient must assist’, as ‘whether pain recurred depended on the patient’s power to combat [it]… The 

degree of mental deterioration had a good deal with do with the amount of success attained’ [41,39]. 

This phase within the professional conversation also highlighted the importance of a good 

doctor/patient relationship in which patients were not afraid to share their symptoms and would not be 

stigmatised for doing so. In a series of correspondence in 1948, JAW Bingham and Donaldson Craig 

refer to the possibility that phantom limb pain was likely far more common than the medical literature 

would suggest, but that: 

‘It is not very uncommon for a patient with a tender stump to mention that he also feels pain in 

the absent hand or foot only after he has been under one’s care for a considerable time and after 

he has learnt that his complaints will not be scoffed at’ [4]. 

Although brief, this text by Donaldson Craig demonstrates the relationship between doctor and patient, 

the potential stigma for chronic pain patients, particularly those with phantom limb pain, and raises 

the possibility that although there may be no apparent physical aetiological explanation for a patient’s 

chronic pain, this does not mean that it is any less ‘real’ or distressing to the patient: 

‘The persistent symptoms experienced by such patients are very real indeed, despite the 

frequent paucity of demonstrable abnormality in the stump, and they may lead to complete 

breakdown of physical and emotional stability, as in one unfortunate case in my experience’ 

[24]. 
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Treatment 

In scrutinising the reports of interventions and their efficacy it must be borne in mind that much of the 

search predates the introduction of controlled clinical trials and modern standards of clinical evidence. 

In terms of the therapeutic interventions reported, surgical interventions were the most frequently 

reported treatment for postamputation pain both during the war and in every subsequent decade until 

1960, demonstrating the dominance of surgeons in rehabilitation at this point, despite government 

advice warning against surgical intervention (Fig. 5) [55]. During the years 1914-1918, trends in 

treatment mirrored the conversation around nociceptive aetiology for chronic postamputation pain with 

excision and nerve-shortening the most commonly reported treatments for stump pain. Surgeons were 

advised to ‘freely excise’ any nerve damage or neuroma, particularly in patients who were to be fitted 

with a prosthesis, as ‘painful nerve-ends are not always evident to the patient until pain, which may be 

intolerable, is elicited by the pressure on the bucket’ and thus ‘they should be sought for by the surgeon 

and removed before the artificial limb is fitted’ [7]. 

The results reveal that as growing numbers of amputee veterans presented with chronic pain in the 

following decades, increasingly invasive surgical interventions for chronic postamputation pain were 

reported, with once ‘last-resort’ treatments advocated in journals as potential procedures for standard 

practice (Table 5) [47]. From 1920 neurosurgical procedures including rhizotomy, cordotomy, and 

sympathectomy were described as potential treatments for stump and phantom limb pain, all of which 

appear to be advocated by individuals, rather than more widely by professional journals or associations 

[4,65,61]. None of these descriptions of more aggressive invasive techniques were reported as 

successful or had replicable outcomes. Reasons for failure were given as inadequate technique (‘if 

sympathectomy was unsuccessful, it was due to the operation, not the technique’), or even the patients 

themselves, as was the case for Thorburn’s rhizotomy which had a 33% failure rate and a 6% mortality 

rate, which he believed to be due to the patients as ‘the results of the operation are much confused by 

the highly neurotic condition of the patient… many of these are accustomed to large doses of morphine, 

of alcohol and of other drugs, and when in hospital they feel acutely the absence of such drugs’ [40,65]. 

There are very few references to veterans self-medicating with drugs or alcohol within both the reports 

of this review and the National Archives’ medical pension files, suggesting that perhaps this was not 

as widespread an issue as Thorburn implied [23]. 

In contrast to the invasive and potentially harmful surgical procedures, the literature also shows the 

emergence of physical therapies for stump and phantom limb pain and those that could be applied to 

the surface of the skin, referred to in this review as ‘topical’. These include short-lived treatments such 

as counterirritation or diathermy, and those which may be recognised to today’s clinicians including 

wax baths [46,8,31]. These non-invasive methods were often combined and four articles reported 

patients treated by a combination of heat, electricity and physical therapy for the years 1915-1921 

alone [35,21,9,11,22]. Physical therapy also offered the additional benefit as an employment 

opportunity for other wounded veterans: in 1916, the first graduates of St Dunstan’s hospital for 

blinded veterans joined the Massage Corps and were able to treat 20 wounded veterans daily [49]. 

The review revealed that concepts of multi- or interdisciplinary treatment for pain developed earlier 

than initially believed. Previous research in this project suggested that interdisciplinary treatment for 

chronic postamputation pain was first reported at Queen Mary’s Hospital at Roehampton, the UK’s 

leading limb-fitting centre [53]. By 1918 over 26,000 patients had been treated at Queen Mary’s (two-
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thirds of all amputee veterans), and the hospital remained responsible for the majority of these patients, 

with almost 11,000 veterans still receiving treatment or prosthetic limbs in the years 1938 to 1939, and 

the hospital itself becoming dominant in the field of rehabilitation [18,68]. In the 1950s, Queen Mary’s 

introduced ‘Stump Panels’ in which clinicians from varying disciplines met to review complex cases: 

one of the convoluted treatment pathways recommended by these panels is evident in the archive files 

from 1956, in which a veteran with chronic stump and phantom pain was recommended various 

pharmaceuticals, percussion therapy, psychiatric treatment, a prostatectomy and neurosurgery in just 

one two-week in-patient stay [53,6]. These panels were believed to be one of the first examples of 

multidisciplinary collaboration it the treatment and rehabilitation of amputees. However, articles 

retrieved by this search demonstrate the importance of organised co-operation between specialities in 

1918 during the First World War as a British Medical Journal article noted: 

‘Teamwork at the front means work by associated individuals whose exact functions are so 

practised and defined as to accomplish a maximum of efficient work in a minimum time… 

there is urgent need for the closest co-operation between the physiologist, the neurologist, the 

psychologist, the pathologist, the surgeon, the directors of the physical, electrical and massage 

departments, and for nursing at its most intelligent level’ [17]. 

Reports of pharmacological interventions were sparse. There were just four reports of pharmacological 

interventions reporting positive outcomes across the entire period covered by the review. Morphine 

was the most common drug to be referenced specifically, whilst opioids as a whole had the greatest 

patient total. However, neither appeared to be successful in treating chronic postamputation pain: there 

were no positive outcomes associated with either [64,10,13]. Before 1950, one study in which a First 

World War veteran received pharmacological analgesia for chronic pain was retrieved by the search 

terms: this gunshot wound patient complained of regular attacks of stump pain and jactitation (‘jerking 

of the amputation stump… coinciding with lancinating neuralgic stump pains’ [27]) lasting several 

hours, and was treated with hypodermic morphine, omnopon, allonal, sedobrol (both barbiturates) and 

luminal (phenobarbitone) [64]. Although hypodermic injection of morphine and omnopon did relieve 

pain, the side effects were thought too severe for the patient and allonal, sedobrol, and luminal were 

reported to have no effect. 

Concerns over addiction and the suitability of opioids for treating intractable or long-term pain are far 

from new issues and were discussed in the medical press from the late 1940s. In 1946 The Lancet 

reported no form of analgesia was ideal for chronic pain: whilst general and local anaesthetics ‘dispel 

all non-specifically by abolishing all forms of sensation’, newer drugs such as pethidine (Demerol) 

could be more targeted, although carry the grave risk of addiction’ [43]. The increasing interest in 

finding a pharmaceutical solution for the treatment of chronic pain can be seen by the fact that the 

second plenary session of the British Medical Association’s Annual Meeting in 1952 was dedicated to 

‘the relief of pain’ and attended by ‘some 500 members’ [14]. In a speech that could equally have been 

written 60 years later, the plenary highlighted: 

‘The ideal means of relieving chronic pain has not yet been achieved. A drug that will supress 

pain without affecting consciousness or muscular power and without producing the euphoria 

that leads to addiction awaits discovery’ [38]. 

 



465 

  

Assessment of treatment outcomes 

One of the initial aims of this project had been to document the terminology used across the reporting 

period to describe and measure the impact of postamputation pain. However, it is difficult to interpret 

how successful treatments in the retrieved texts were in reducing or abolishing chronic postamputation 

pain, or the original authors’ criteria for a ‘successful’ treatment. Although 35 (35%) of the retrieved 

texts reported treatment outcomes, there was no consistency across reports with little standardised 

language and none of the standard reporting structures used in medical journals today. Negative 

outcomes were considered by the authors to be all those reporting an increase or no change in pain 

levels after an intervention.  

Although there was no standardised measure for success across all texts, the most common approach 

appears to have been measuring changes in pain levels against the complete abolishment of pain or the 

full return of function and sensation; anything less than this result was considered to be a negative 

outcome. There appears to be no equivalent for cases with positive results, and measurable outcomes 

are replaced with empty rhetoric: positive results were reported with descriptions such as ‘marked 

improvement’, ‘appreciable results’, ‘completely cured’ or to have delivered ‘advantages hardly to be 

exaggerated’ [30,29,60]. Just one article included patient-reported outcomes with a direct quote from 

the patient, and only 14 (14%) included an explanation of treatment aetiology in relation to the 

mechanistic descriptors of pain. 

This makes it difficult to interpret how successful treatments were in reducing or abolishing chronic 

postamputation pain, or to know the authors’ criteria for a ‘successful’ treatment. Where clear statistics 

regarding improvement in function are included within the retrieved texts, they relate to return to active 

service and the savings to the state in disability pensions and medical treatment. One study reported 

51% of their cases were “completely cured”, with 452 men returned to active service in a single month, 

saving the state £80,000 in pensions [29]. Once again, when treatment was considered to have been 

unsuccessful, the blame was often placed on the patient: one study that reported 20% of cases were 

discharged as permanently unfit, ‘many of these untreatable from the first’ [49]. What is clear is the 

importance of and need for clear aims, standardised measurement, and reporting of pain intensity and 

impact in published studies if this information is to be of use in future reviews.  

Cycles of learning 

The retrieved articles demonstrate an awareness of the need to learn from past conflicts and of 

consolidating and utilising experiences of the First World War when shaping clinical policy for the 

Second World War, in which the consulting surgeons of Queen Mary’s took a principal role. The 

results of the review show several of the hospital’s limb fitting surgeons lectured on lessons learned 

from their war experience at meetings of professional organisations such as the Royal Society of 

Medicine and the British Medical Association throughout the 1930s as long-term issues associated 

with amputation were becoming more evident. Of the 100 speakers directly named in the published 

conference summaries, 66% appear in the years 1914-1919, with seven individual clinicians who 

appeared in the texts more than once. Forty-three (43%) of these were consulting surgeons at Queen 

Mary’s. 

That lessons were learnt from war experiences at Roehampton and shared amongst the medical 

professionals can be seen most clearly in the discussion around nerve shortening surgery. At the end 
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of the war, the literature advised that nerves should be cut short at the primary amputation, with one 

to two inches pulled down and removed, preferably with scissors [60]. However, by 1930 the British 

Medical Journal published recommendations that cutting nerves led to greater postoperative pain and, 

to treat stump pain and prevent neuroma, nerves should instead be injected with absolute alcohol and 

crushed. This was despite findings that this procedure was rarely successful and ‘and the pain recurs 

above the old level of interruption’ [47]. From 1938, the Roehampton surgeons were actively 

advocating against these procedures in both The Lancet and the British Medical Journal, with warnings 

that nerves should not be cut short ‘as we once did’, as they may then be subject to pressure from the 

artificial limb’s socket, whereas they would have been ‘unhurt’ if left long in the stump [67]. It appears 

that despite the influence of the surgeons and the circulation of the two journals, their warnings would 

go unheeded as this idea would be repeated throughout the next decade [54]. 

The cyclical nature of recommendations is not unique to nerve shortening. A process whereby a 

treatment or test is introduced, discussed and recommended within medical literature, discovered to 

have unexpected consequences or potentially cause harm to patients, is discarded and forgotten, and 

then rediscovered after a period of around twenty years, can be seen repeatedly in the results of this 

review. Similar patterns can be seen across treatment and diagnostics, including recommendations for 

sympathectomies, cordotomies, and the ‘period of signs… many of them eponymously named, by 

which one could infallibly diagnose any nerve injury’ [42]. Articles within both journals show an 

awareness of these cycles, although no solutions, with The Lancet noting that newly qualified surgeons 

were forced to ‘unlearn’ their anatomy textbooks ‘when the symptoms do not agree with his 

preconceived notions of the necessary motor and sensory loss… we passed through that phase during 

the last war... We have seen the same phase during this war but its duration seems to have been 

mercifully shorter’ [42]. 

 

Future work 

Results of this review will be used in conjunction with other archive sources as part of a wider patient-

centred research project to investigate chronic postamputation pain and subsequent physical health 

conditions in First World War veterans, and the possible benefits of this dataset to the amputee veterans 

of the recent Iraq and Afghanistan conflicts. A study of the prevalence and clinical management of 

chronic post-amputation pain in the First World War cohort and the likelihood of these veterans 

developing subsequent physical health conditions has recently been published by this project team in 

the Journal of Veteran, Military and Family Health [23]. To date, it has centred on the medical pension 

records held within the British archives but has the potential for expansion into similar national 

archives held in Canada, Australia, New Zealand and Germany. 

Although systematic reviews are rarely used with historical material and are not a standard research 

method within History as a discipline, it was felt by all authors that this was the most effective approach 

to search and analyse a large collection of texts over seven decades of publications. Presenting the 

results of this research as a narrative based upon a systematic search has allowed us to bridge historical 

and clinical approaches to research and incorporate data from individual studies with a strategic 

overview across almost a century, permitting the investigation of both the ‘what’ and the ‘how’ of 

professional medical conversation over this period. Combining these approaches demonstrates one of 



467 

  

the advantages of true interdisciplinary work in that it has allowed a more in-depth analysis than would 

be possible alone and illustrates the potential value of systematic searches and reviews within the 

Humanities and the discipline of History in particular. 

 

Limitations 

One limitation of this study is that the screening and extraction were performed by one author (SDS). 

Ideally this would have been performed by two, but any errors were minimised as the Covidence 

platform ensured both title and full-text screening were performed to the same publications twice, and 

any uncertainties or conflicts between rounds of screening were referred to the senior author (ASCR). 

One of the original aims of the review was to investigate the assessment of disability caused by pain 

by medical professionals and, if possible, establish the point at which chronic pain was recognised as 

a potential contributor to disability. However, the review included just six reports in which disability 

was discussed, usually in the context of calculations to the cost to the state of injured veterans and the 

savings that could be achieved through suitable treatment and rehabilitation. Other approaches were 

being used to investigate this issue, including analyses of the Ministry of Pensions’ administration files 

[23]. 

A further and the potentially most significant limitation is the lack of standardised language, taxonomy, 

agreed definitions and disease classification across the retrieved texts. The population for this review 

was a clearly defined and large cohort undergoing medical treatment across a multitude of specialties 

for almost a century; a research opportunity that is unlikely to occur again. A lack of consistent 

measurement or presentation of results within these studies increases the difficulty in combining the 

results of multiple small studies to a coherent overview, thus reducing their potential value to future 

research and squandering a unique opportunity. 

 

Conclusion & implications for current practice 

The aims of this review were to investigate the evolution of the professional medical conversation 

around chronic postamputation pain in First World War veterans. The search strategy retrieved 101 

relevant texts for the period 1914 to 1985, which described forty-three separate types of treatment. The 

use of multidisciplinary treatment as early as 1916 was an unexpected finding, as previous literature 

had suggested this was not standard practice until the 1950s. Further unexpected findings were that 

contemporary topics of discussion such as concerns over the addictive nature of pain medication and 

the impact of untreated chronic pain on patients’ mental health have been published in medical journals 

since the early 20th century. 

This review offers important learning points for current practice and highlights some areas of research 

which have changed little over the last century: in particular the importance of fully utilising research 

opportunities to carry out organised studies, with clearly recorded objectives and results, consistent 

reporting and outcome measures, and agreed definitions of both conditions studied and criteria for 

success. Opportunities to learn from past conflicts are often overlooked, potentially harming patients, 

and treatments still occur in roughly twenty-year cycle: for example, the recent discussion around 
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nerve shortening in amputations by military surgeons [55]. If current studies are to be of use to future 

reviews, authors must ensure that clearly established aims, reporting methods and standardised 

language are included within their published work. The articles in this review demonstrate that 

consistent terminology is not self-generating over time, even after several decades, and will not occur 

without a concerted effort and agreement from both authors and publications. 

Perhaps the most important lesson to take from this review is that institutional memory is short, 

opportunities to learn from experience are lost, and the importance of skill sharing and retention 

amongst military and civilian staff in post and inter-conflict practice is often undervalued. Although 

multiple texts discussed the importance of learning from prior conflicts and the experience of the 

Queen Mary Hospital surgeons dominated the conversation from the late 1930s onwards, it appears 

this information was not adapted into practice by the wider medical profession: treatments and 

aetiologies continued to appear in twenty-year cycles with little improvement in outcomes or even 

mortality rates. The results of this review also demonstrate the physical, mental and financial cost to 

both the patient and the state of poor postoperative treatment of amputees and poorly integrated 

rehabilitation; all of which is preventable with specialist pain management, good clinician-patient 

relationship, and well-planned multidisciplinary care. These may be especially useful lessons now, 

almost a decade after the end of Op HERRICK Afghanistan (2002-2014) when long-term care for 

these veterans is estimated to cost £288 million over the next forty years, and the point at which both 

interest in and funding for this area of work has begun to decrease [2,26]. 

Although the number of military personnel undergoing limb amputation as a consequence of combat 

trauma has never subsequently reached that of the First World War, chronic postamputation pain is 

still a significant issue for the military in the rehabilitation of conflict wounds [3]. Similarities in injury 

patterns of the First World War and the most recent Iraq and Afghanistan conflicts mean this project 

is potentially of relevance to today’s clinicians, researchers and policy makers as the long-term impact 

of the conflict wounds sustained by the UK’s military personnel becomes more evident. 
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Appendix 1: Search Strategy 

The primary search of the British Medical Journal was carried out through JSTOR as the only online 

repository to hold the journal for the dates 1914 to 1985. Ideally, The Lancet would have been searched 

through the same database, but as this title is not available through JSTOR, was instead searched using 

its own online archive. Full text from 1914 to 1985 was searched using the search string: 

Amputate OR amputates OR amputated OR amputation OR amputations OR amputatio OR amputating 

OR amputee OR amputees OR “nerve damage” OR neuropraxia OR “nerve injury” OR “nerve 

injuries” OR “nerve trauma” OR “nerve traumas” OR neurapraxia OR axonotmesis OR neurotmesis 

OR causalgia OR causalgic OR neuralgia OR neuralgic OR neuroma OR “nerve bulb” OR “nerve 

bulbs”. 

The title and abstract were extracted from the results and downloaded into Endnote, where duplicates 

were reviewed and deleted using an in-built tool. A record was made of the number of texts deleted at 

this stage. The remaining search results were imported into the online platform Covidence and a second 

duplicate search was run before screening. 

Records of each journal and database search were kept at every stage detailing the number of texts 

found and retrieved for each search term and journal, the total excluded after secondary screening, and 

the error rate found after comparing results from the three archives, in accordance with PRISMA 

guidelines. 
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Appendix 3 
 

The Blighty Tweed Company: Veterans, Disability and Handweaving In The Interwar Years 

 

Abstract: By 1919, over 500,000 men had medically discharged from the military, including 

41,000 amputees. Employment opportunities were low, forcing charities and small businesses 

to begin their own rehabilitation schemes for injured veterans: one of the most successful was 

the Blighty Tweed Company.  

In 1916, an Edinburgh handweaving company, A & J MacNab Ltd, adapted their handlooms 

for amputee workers. They employed dozens of amputee veterans to create ‘The Blighty Tweed 

Company’, with a trademarked pattern and method of production. At its peak, it supplied the 

Royal Family and some of the most exclusive companies in London: including Harrods and 

Burberry, which bought an entire decade’s worth of stock. Both its products and business 

model were exported around the world. 

Recently released papers from The National Archives, Kew allow the first study of this 

business, which despite its success at the time, appears to have been forgotten in the years 

since. 

Keywords: Blighty Tweed, Burberry, Edinburgh, First World War, handweaving, 

patriotism, rehabilitation, Scotland, tweed, veterans 

 

Introduction 

The history of tweed, the textile that originated in Scotland as clothing for agricultural workers, is as 

rich and colourful as the most complex twist weave in fine worsted.1 Although tweed is often thought 

of as a single type of cloth, it is in fact a family of fabrics, made from roughly spun woollen yarn, often 

locally sourced, with a twill weave. Tweed manufacture began in Scotland but spread beyond its 

borders to Ireland, and to parts of the world settled by emigrants of Scottish origin. Recent scholarship, 

particularly the work of Fiona Anderson, has emphasised the need for an interdisciplinary approach to 

analyse the changing contexts of the fabric in terms of its manufacture and wear.2 Anderson draws out 

in detail the economic, social and cultural dimensions of this particular aspect of textile history. She 

notes that much of the analysis of both tweed and the Scottish woollen industries concludes in 1914, 
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with the huge disruption to the national economy by the outbreak of the First World War. Analysis of 

the post-war period is centred around tweed wearing, fashions and design. This article seeks to add a 

particular and original thread to the overall pattern of tweed history, that resulted directly from the 

human consequences of the Great War, and the use of the textile industries to mitigate the physical 

and social outcomes of serious injury.  

 

Across Britain, by the end of 1919, over 500,000 men had been medically discharged as disabled. 

Veterans with limb wounds were particularly common, as these were (and still are) the most survival 

site of injury and accounted for 70% of all British casualties.3 These injuries, in combination with an 

infection rate of around 70% and limited surgical procedures to deal with them, led to a situation in 

which 13% of all injuries resulted in amputation – the largest amputee cohort in history.4 Although it 

would be impossible to know exact numbers, it is thought that up to 80% of military amputees develop 

some form of chronic pain as a result of their injury and applying this number to the First World War 

raises the possibility that over 33,000 men suffered from long-term pain, potentially further impacting 

all aspects of their lives, including their chances of returning to employment.5  

 

Government files show that by 1919, 37,983 of these men were registered with employment 

exchanges. Very few of them were successful in finding work.6 By 1921 disabled veterans (with what 

was categorised as a medium to serious disability) accounted for 80% of total national unemployment.7 

Britain was the only country in Europe that had no government-sanctioned employment scheme for 

ex-servicemen, instead hoping that private companies would employ such men without incentive. 

Government training schemes were offered but they were poorly planned (training men to be hand-

tailors when much of the textile industry had been mechanised), and consequently take up was low. 

As had happened throughout the war, when it became clear that the government’s provisions were 

inadequate, wealthy individuals and charities stepped in. However, although well-intentioned and 

somewhat effective in the short-term, charity schemes were not a long-term solution and offered poor 

return on investment. In 1921 the Ministry of Pensions launched the “Inter-Departmental Committee 

on Unemployables” to investigate the value of such charitable employment schemes.  

 

The Committee’s inspectors found that many of the schemes were not properly staffed, fewer than half 

the workers were present, with little work completed and no instruction given.8 A typical report 

concluded that the inspector was ‘unfavourably impressed’ and recommended the workshop’s funds 

were reassigned to a more effective cause.9 There was one notable exception to the depressing findings 

of the Committee. In 1925 it was almost by chance that ‘for the first time… [they] had alighted upon 
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a purely business proposition which was capable of giving employment to severely disabled ex-

servicemen at a wage of no less than £3 per week,’ thereby meeting all its conditions for value and 

viability.10 In the five years’ of trading before discovery by the Committee’s inspectors, this company 

employed several hundred veterans, adapted its traditional manufacturing techniques for its disabled 

employees with no drop in production, and exported their goods across the world.  

 

The Blighty Tweed Company, (also referred to as Blighty Homespuns Ltd and the Blighty Industries 

Association at various points in its history) was established by Herbert Stevenson, Managing Director 

of the weavers Messrs A & J MacNab Ltd, and Major John Ross in Edinburgh. As ‘the first in Scotland 

to try to solve the problem of finding suitable work for disabled men’, and realising that, although their 

mechanised handlooms required intricate manual work, they could be operated by lower limb 

amputees, the company began to employ several veterans with this type of injury in 1916 (Fig. 1, 2).11 

This pilot scheme was so successful that within a year, Stevenson had adapted an existing machine 

loom design to create the ‘”Blighty” power loom’, ‘a wonderful piece of machinery’ that could be 

operated with one arm ‘without any undue strain’, thus offering ex-servicemen with upper and lower 

limb injuries the possibility of sustainable, long-term employment, and a job guaranteed by the 

company for five years (Fig. 3).12 In contrast to the charitable schemes that had preceded it, the 

company claimed that due to the specially designed looms and lower running costs, the disabled ex-

servicemen actually produced 25% more fabric than traditional methods and these men were paid 1/9d 

per week more than the workers of the company’s power looms.13 
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Fig. 1. A promotional booklet for Blighty Tweed, published by Invercauld Industries, 1920. 
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Fig. 2. The Blighty Factory at Gorgie, Edinburgh 

 

 

Fig. 3. An upper limb amputee working a mechanical loom at the Blighty Factory, 1919 

 

Not only had the Blighty Tweed Company established a sustainable and profitable employment model, 

but they also manufactured a product popular with and in demand from the public. Within five years, 
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‘Blighty Tweed’ had become copyrighted as a registered pattern and method of production, defined as 

‘a tweed of the Harris and Homespun type, woven on handlooms by ex-servicemen who have been 

maimed in the late war’.14 Blighty Tweed had succeeded where other charitable schemes had failed by 

producing a versatile product that met existing public demand at a reasonable price, rather than the 

niche products with a limited market, such as the embroidered goods or handmade baskets of other 

rehabilitation schemes: as Meaghan Kowalsky in her work on the King’s Roll has commented, ‘even 

the most sympathetic citizen only had so much money - and need for baskets’.15  

 

By 1916, tweed had been popular in Britain for almost a century and had been transformed from a 

relatively rough cloth durable enough to be used by agricultural workers, into fine modern fashion 

textiles. Although tweed has come to be associated with the upper, landowning classes (one leading 

Scottish bespoke tailor in Edinburgh reminds its twenty first century customers that it has been 

“historically dressing Royalty, Nobility and Gentry” and that “Generations of the same family and 

their estate staff have come to us for sporting and country wear.”16) after 1918, tweed was no longer 

reserved for sporting wear of the upper classes:  

 

The customers of the post-war years were not simply the aristocracy and minor aristocracy 

who… spent their autumns on the Highland grouse moors, but the reasonably affluent middle 

classes, teachers, doctors, lawyers and businessmen who at weekends became golfers, 

hillwalkers, or anglers.17 

 

Anderson emphasises that although the rural origins of tweed remained an important factor in its 

popularity, tweed as urban wear created an equally heavy demand. Costume designers who researched 

post-war photographic archives for the series Peaky Blinders, dressed the main characters of the Shelby 

crime family in tweed from caps to three piece suits and overcoats.18 These aspirational qualities, with 

their machinists’ ability to replicate the latest fashions and cuts, would go on to be exploited by the 

Blighty Company’s marketing.  

 

Despite, or perhaps due to, the company’s quick success, the scheme was unpopular with competitors 

in the Scottish wool trade, with Edinburgh newspapers showing discussion over its long-term viability 

and warnings that the scheme would not be able to compete in the post-war world with cheaper imports 

and foreign competition. In this correspondence printed in The Scotsman over several months in 1918, 

the directors of the company reveal the strategy that would help to make the company so successful: 

their association with exclusive fashion retailers. In their riposte to William Thorburn, a successful 
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wool trader and long-term critic of the scheme, the directors included a defence from the Director of 

Harrods stating:  

 

I believe that after the war, the demand will continue to be as insistent as it has been since these 

tweeds appeared on the market- not because only of the sentiment which attaches to them, but 

mainly because of their intrinsic worth.19 

 

This association with luxury fashion and the flexibility of tweed to quickly replicate current trends 

were two of the key aspects behind the company’s early success. Within two years of producing the 

first piece of fabric, the company had arranged an exclusive decade-long contract with Burberry, ‘the 

well-known Haymarket firm’ who took on ‘the whole output of this material, so that it can only be 

obtained from that house or its authorised agents’.20 

 

Burberry & Blighty 

In theory, Burberry was the ideal retailer for Blighty Tweed. Established in 1856, with a London 

branch opening in 1891, as Thomas Burberry patented his ‘gaberdine’ fabric for waterproof, breathable 

coats, Burberry was quick to establish itself as a brand based on an aesthetic combining ‘the leisure of 

the country gentleman, the masculinity of tailoring practices and the regenerative potential of the 

working country… the physicality of sport with the heroics of military adventure’.21 In addition to 

aligning itself with and claiming to supply well-known adventurers such as Sir Ernest Shackleton, 

Captain Scott and Captain Amundsen, the company also had well established connections to the British 

military, dating back to the Boer War, even designing the British Army’s Field Uniform in 1902.22 

Throughout the First World War, the company had supplied over 500,000 overcoats to British officers, 

with one design of waterproof coat endorsed by Lord Kitchener in their promotional material as ‘a 

most valuable addition to campaigning kit’.23 This connection to the military extended even to the 

recruitment of its staff: the illustrator of the company’s advertisements for over forty years, Major 

George Conrad Roller, was also a full-time soldier and a veteran of both the Boer War and the First 

World War, who noted of the length of his employment at the company: 

 

I have worked almost continuously for Burberrys[sic], which I should think is a record for any 

advertisement draftsman. I have only failed them during my absence in South Africa and then 

again when I was in France during the Great War. Even when I was commanding a regiment 

in the Reserve Cavalry in Ireland during 1916, I still did my quota of drawings, mostly military; 
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in fact one of the duties of my subaltern officers in the Newbridge Barracks was that of posing 

in garments which Burberrys sent to me over from London.24 

 

The connection between Burberry and the military was used as a marketing tool as far back as 

the Boer War and would also be exploited by the company in their promotion of Blighty Tweeds, 

going on to become a key feature of the Blighty brand. 

 

The Patriotic Debt 

The first adverts for Blighty Tweeds as a Burberry product appeared in the press from 1918 and were 

designed to appeal to the post-war middle class, using a consistent three-point message: product, price 

and patriotism. The first two aspects were not unique to either company: The ‘New Tailoring’ 

movement of the early twentieth century offered Burberry the opportunity to become one of several 

firms operating in the market between Savile Row and the mass-production chains. Blighty Tweeds 

were incorporated within this as a high quality, long-lasting product, but at a cost that was both 

reasonable and affordable. The phrase ‘sold at the lowest possible economic price’ is repeated across 

adverts in The Illustrated London News and The Scotsman, along with assertions that the cloth was 

woven from ‘the finest Scotch sheep’s wool’ and was suitable for a variety of clothing as ‘the colours 

and designs are good, and the tweeds are lasting in wear as well as soft and fine’.25 What was unique 

about this campaign was the patriotic aspect of its promotion: adverts reminded potential customers 

that the fabric was woven by disabled veterans in a scheme that was ‘entirely self-supporting and owes 

nothing to State aid or charity’.26  

 

Offering its customer the possibility of supporting injured veterans gave it a key advantage over its 

competitors: 

 

Those who favour Burberry clothing now have an opportunity of assisting to solve the problem 

of what to do with our discharged soldiers and sailors… every member of the public who 

purchases [tweeds] experiences the satisfaction of feeling that he is making some practical 

return for the self-devotion of our soldiers and sailors.27 

 

Each piece of Blighty Tweed was ‘marked with the name of the wounded man who has woven it’, 

allowing the customer a more personal connection to the manufacturer and a feeling they had made a 

direct contribution to the injured veterans.28 
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In her work on the illicit appropriation of military uniforms during the First World War, Laura Ugolini 

noted that before this conflict, military uniforms and any association with them were not particularly 

respected or seen as desirable, often ‘dismissed as the mark of ne’er-do-wells’.29 However, as the war 

progressed, an army uniform gave ‘even the lowliest soldier... the characteristics of a national hero’, 

carrying connotations of self-sacrifice, heroism and manly patriotism’.30 Ugolini has argued that this 

was not unique to men in the army, but also pervaded into women’s and civilian men’s fashion, with 

‘millions of girls… in some kind of fancy dress with buttons and shoulder pads, breeches and puttees, 

and they seemed to be making a game of the war and enjoying it thoroughly’, with some non-enlisted 

men justifying ‘wearing military items by making reference to the long-standing association between 

manliness and a smart appearance’.31 

 

By capitalising on its workers and manufacturing techniques, the Blighty Tweed Company legitimised 

this consumer choice, allowing customers a direct connection (or ‘sympathetic contact’ as its 

advertisements claimed) with wounded veterans and allowing civilians to legitimately incorporate 

some element of military dress into their own. If as Yagou has suggested, the ‘user’ or purchaser of 

clothing is not ‘simply the recipient of a finished product, but… an active co-creator and co-producer, 

through extensive practices of object adaptation and creative consumption’, the production of Blighty 

Tweeds by wounded veterans for a civilian market takes this concept of collaboration between creator 

and consumer to an extent not seen elsewhere at the time.32 The purchase of a Blighty product with its 

maker’s label allowed civilians to combine their civic duties of patriotism and philanthropy, however 

performative these may have been, to the added glamour of a connection to the military and its dress 

codes, and yet with no personal risk and minimal change in behaviour. 

 

Using the concept of a civilian patriotic debt to the soldier injured on active service, was not only a 

useful general marketing tool for the Blighty Tweed Company and Burberry, but it also had the 

advantage of the possibility of tailoring to specific audiences or genders. For men, tweed had become 

connected to ‘notions of modernity, travel, sportsmanship, and vigorous masculinity’ and for women, 

it had become ‘a signifier of a certain independence of mind’.33 



488 

  

 

Fig. 4. Advert for Blighty Tweeds in The Scotsman, 29 Nov 1921 

 

Newspapers adverts targeting a female audience highlighted the versatility of Blighty Tweeds and the 

speed of production as ‘this organisation is always abreast of the fashion with its large selection of 
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smart blouses, dresses, skirts, costumes, etc’.34 Many of the women in the social classes these adverts 

were targeted at would have been amongst those who visited the injured servicemen in hospitals during 

the war and adverts made it clear that purchasing their clothes from this company offered an 

opportunity to continue that support at the end of the conflict (Fig. 4). One advert for an Edinburgh 

department store in 1920 reminded women that the livelihood of amputee veterans was dependent 

upon the purchasing choices they made: 

 

The larger the number of Ladies who decide on coats and costumes… from Burberry’s 

“Blighty” tweeds this spring, the larger the number of “Blighty” looms kept going, and steadier 

the development of what we trust will grow into one of the most flourishing, even as it is 

already, one of the most notable and praiseworthy of Britain’s handicrafts.35 

 

Despite a marketing strategy dependent on civilian patriotism and desire to help veterans wounded in 

the First World War, articles from the Blighty Company were quick to refute any suggestions of charity 

and instead chose to focus upon the quality of their products and the success of their business plan. 

From 1920 until 1926, newspaper adverts run in The Scotsman emphasised that unlike many other 

employment schemes for veterans as discussed above, ‘the scheme is an honest endeavour to help in 

solving the great after-war problem’ and that while the company ‘exists for employing disabled ex-

servicemen, their manufactures are not offered on sentimental grounds, but solely on their merits, 

which undoubtedly stand’.36  

 

In February 1920, the company took this to a new level by putting a ‘Blighty’ loom and worker on 

display, working in public view at Robert Maule’s department store in central Edinburgh. According 

to the company, this exercise was intended to ‘remove any possible misconception from the public 

mind as to the OBJECT AIMED AT in this demonstration, let us at once say that is meant in no sense 

whatever as an appeal to “CHARITY”, PHILANTHROPY or SENTIMENT, but just to the GOOD 

COMMON SENSE of the Community’.37 However, it is likely that as it offered a rare opportunity for 

the public, particularly women, to view amputee veterans at work just eighteen months after the end 

of the war, it instead played upon the public’s sense of responsibility for those injured and furthered 

the imagined connection between the customers and the employees of Blighty Tweed. 

 

International Business & Royal Patronage 

This marketing strategy was not only successful in the United Kingdom but can be seen in the 

newspapers of British colonies around the world, from Christchurch to Vancouver. These adverts 
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targeted British expats with each country’s advertisements varying slightly depending on the culture 

or climate: for example, in New Zealand, a country with a ‘strong “male breadwinner” ethos’ and 

which had suffered a casualty rate of 58% and an amputation rate of almost 10% in the war, retailers 

such as W Strange & Co. Ltd advertised their stock based on the manufacturing technique and 

possibility of providing a livelihood for wounded veterans, whilst in Singapore, Blighty Tweeds were 

advertised alongside Harris and Donegal tweeds as ‘ideal material for tropical wear’.38 

 

It was not only the product of the Blighty Company that was successfully exported around the world, 

but the business model and manufacturing techniques as well. Hansard for the Australian House of 

Representatives shows the company was specifically raised in Parliament as a possible model for the 

Australian wool trade and this will be discussed in greater detail in a future publication.39 

 

The British government was only tangentially involved with the Blighty Tweed Company, allowing it 

to run independently, subject only to usual business laws and the regulations of the Charity 

Commission. However, as previously stated, its success brought it to the attention of the Ministry of 

Pensions, the government department responsible for the rehabilitation of medically discharged 

veterans. In February 1921, the Committee on the Employment of Severely Disabled Ex-Service Men 

met with Herbert Stevenson, the Managing Director of the Messrs A & J MacNab Ltd, the 

manufacturers of Blighty Tweed. In his testimony, Stevenson informed the committee that the scheme 

now employed eighty men, at the principal workshop in Gorgie and at smaller operations in Aberdeen 

and Glasgow, and that: ‘While men suffering from other serious disabilities were taken on, it was the 

policy of the firm to give preference to limbless men, especially those who had lost an arm, as the 

number of openings for such men in ordinary industry was so very small’.40 

 

Stevenson’s report shows how the business adapted in the five years since its opening, in particular its 

relationship with Burberry: although initially contracted to take all output for ten years, Burberry now 

only took part with MacNab Ltd opening its own retail outlets. These were supplemented by travelling 

salesmen, amputee veterans who travelled the country ‘in pairs, in caravan or motor car’.41 This method 

seems to have been particularly successful for both the company and the workers, with each man 

making an average of £50 in sales per week, a guaranteed wage of at least £5 per week and a 5% 

commission on all sales.42 However, it was acknowledged by both sides of this meeting that any 

possible success for this scheme was limited by demand for the product, and that the company would 

not be able to take on additional men ‘unless a larger market for the output was forthcoming’.43 The 

Committee’s conclusion was that the government should aid a scheme that was both profitable and 
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self-supporting and ‘expressed the view that the Government should assist, thorough its Contracting 

Departments by placing orders for the cloth’.44 

 

Unfortunately, there is no evidence that this recommendation was ever put into practice. The Ministry 

of Pensions files contain several memos outlining products purchased by the Government that could 

(‘probably’) be manufactured by disabled ex-servicemen, including a resolution from the Bespoke 

Tailoring National Trade Advisory Committee [NTAC] listing uniforms and public departments that 

could be contracted to firms employing both disabled and other ex-servicemen, but no conclusions or 

specific awards are recorded.45 

 

The company was more successful in their relationship with the Royal Family. As discussed elsewhere, 

Queen Mary was a strong supporter of amputee veterans of the First World War, acting as patron for 

the Star & Garter Homes and England’s major limb fitting centre at Roehampton. Newspaper reports 

from the time show the Queen extended this interest to the Blighty Tweed scheme and made regular 

visits from 1920 when staying at Balmoral, becoming so familiar with the workshops that she grew to 

know the staff and their families, and would enquire after specific workers if they were not present 

during one of her visits. Despite not acting as official patrons, the factories were also visited by the 

Queen’s children, even sending a plaid rug as a wedding present to Elizabeth Bowes-Lyon, the future 

Duchess of York and Queen Mother. Reports state that all of the royal visitors made purchases with 

each visit, and as a result, by 1924, the company was appointed the ‘homespun manufacturers to His 

Majesty the King’, despite the fact the King would not make his first visit for another year.46  

 

It appears that royal support for this company was not merely a performative gesture. At the ‘Ex-

Servicemen’s Carnival’ at White City in 1921, an event so busy that the Prince of Wales could not 

move through its corridors until ‘a body of ex-service men linked arms and formed an avenue along 

which he passed with comparative ease’, the Prince made a particular point to visit the Blighty Tweed 

exhibition.47 He took with him a sample of tweed he had previously purchased in Scotland and gave 

this to a Blighty weaver, asking if it could be reproduced, as unable to remember the name of the 

particular tweed, he was unable to order it again. The weaver informed the prince that he could recreate 

it and ‘promptly improved the occasion by asking permission to name that particular variety the 

Prince’s Tweed’.48 
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The Decline of Blighty Tweed 

Sadly, support from the government and the Royal Family was not enough to keep the scheme running 

long-term. By the mid-1920s the wool trade had begun to slump with sales decreasing and prices rising 

across the industry. In addition to this, the Blighty Tweed Company was also facing legal issues. The 

first indication of this appears in an advert for their stand at the 1926 Murrayfield Golf Tournament, 

cautioning that ‘it has unfortunately become necessary to warn our patrons that this association has no 

connection with any other firm. This scheme is carried on solely in the interests of disabled ex-

servicemen and all profits are expended in extending the work’.49  

 

The reasons behind this issue became clear in December 1926 when The Scotsman reported on a legal 

case brought against the Scottish Home Industries Association (Ltd) by the Blighty Industries 

Association (Ltd), intended to prevent Scottish Homes Industries from ‘in any way advertising or 

offering for sale or selling any tweed, worsted, woollen goods stamped or marked with the name 

‘Blighty’.50 The dispute appears to have originated in 1923 when the company, then ‘Blighty 

Homespuns Ltd’, sold its business, property and registered trademark to the ‘Blighty Industries 

Association’, but allowed the Scottish Home Industries to continue to retail their products under the 

registered trademark, ‘Blighty’, with the understanding that this term was only to be used for goods 

manufactured by disabled ex-servicemen (Fig. 5).51 However, by 1925 Blighty Industries had reneged 

on this agreement and began the legal case when they believed Scottish Industries were continuing to 

sell other manufacturers’ goods under the ‘Blighty’ name. 
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Fig. 5. One of the final adverts for Blighty Tweeds in The Scotsman, 24 Oct 1925 

 

Although the cause of the case is notable in that it demonstrates the value the trademark had at the time 

and the extent to which it had become so associated with the cause of disabled veterans, both to 

manufacturers and in the minds of the public, it is more significant in the history of the company 

through its revelation that the company was ‘financially unsound’.52 The Scottish Home Industries 

dismissed any claims of copyright infringement and made the revelation that since its takeover, the 

Blighty Industries Association was no longer as successful as it appeared and in fact still owed £18,000 

for the purchase of the business two years earlier. They also alleged that, far from the five hundred 

workers discussed in the Australian Parliament, the company only employed six disabled ex-

servicemen, with one demonstration loom at the original premises in Slateford, and six saleswomen, 
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none of whom were related to the veterans, with the implication that the Association was not only 

deceiving the public about the origin of their products, but had done so for some time. Blighty 

Industries denied all claims, stating they in fact employed thirty-three disabled ex-servicemen and forty 

of their dependents across both their organisation and their parent company, A & J MacNab Ltd. 

 

Although Blighty won this case, it marked the beginning of the end for the company. Eight months 

later, Edinburgh Town Council convened to discuss whether the company continued to serve the 

purposes for which it had been registered under the War Charities Act of 1916 or if it should be struck 

off. Registered under the Act in 1923, the objects of the charity were stated to be ‘inter alia to provide 

employment in the woollen and other industries for disabled sailors, soldiers, and airmen, and their 

dependents all as more particularly detailed in the Objects of the Memorandum of Association of the 

Company’ which were listed as ‘to take over, carry on and develop the Blighty Scheme for providing 

employment in the woollen industry for severely disabled sailors, soldiers and airmen and for the 

purpose to acquire… the business now earned on by Blighty Homespuns (Ltd.) and all or any assets 

of that Company’.53 

 

After meeting representatives from the Association, along with a deputation of disabled employees, 

and reviewing the company’s accounts, the Council concluded ‘the Association was not being carried 

on for the purposes for which it was registered’ and recommended it be removed from the War 

Charities list.54 An analysis of the company’s accounts revealed that it spent around 25% of its income 

on its marketing, making a loss of £1700 in the year’s trading, and that Scottish Home Industries had 

been correct in their claims: for the last twelve months, the company had employed an average of six 

men and twelve women. The company also owned almost £21,000 in unsold stock (a sum equivalent 

to over £1.3 million today); its representatives conceded: with ‘the falling in the demand for 

homespuns, practically no handloom weaving had been undertaken by the Association since its 

inception, and that it would not be practicable to resume hand-loom weaving, at least until they had 

disposed of the stock’.55 

 

With the market slump, lack of funds and diminishing interest from the public, it is perhaps no surprise 

that the Blighty Industries Association folded within a few months of the Council’s ruling. On the 23rd 

of October 1928, the entire business, from its bank accounts and leases, to the machinery and shop 

fittings were sold at Edinburgh’s Dowell’s auction rooms for the upset price of £5,000.56 The business 

that was once outfitted the Prince of Wales and supplied furnishing for Balmoral Castle did not receive 

even a single bid above its reserve. There is no information on the bidder, but within a year the 
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company had wound up entirely, with notices placed in The Scotsman and the Edinburgh Gazette for 

all creditors to file claims within weeks. 

 

Conclusions 

Surprisingly perhaps, this was not the end of the story for Blighty: it remerges in the records briefly in 

1929, 1930 and 1931, this time as ‘Blighty Tweeds Ltd’, connected to the Erskine Hospital, the major 

limb-fitting centre in Scotland for First World War amputees. The company appears as part of an 

exhibition of works by disabled ex-servicemen at Blighty Tweeds Ltd, Erskine Hospital Works and 

the Haig Poppy Factory, organised by Lady Haig in Glasgow. Sadly it seems they were no more 

successful and the public’s interest was no greater in Glasgow than in Edinburgh: only twenty people 

were present at the opening of the exhibition and The Scotsman reported that ‘Lady Haig expressed 

her regret that so little support should be given to the ex-servicemen who had made the delightful array 

of toys, leather cases, art work, furniture, and other articles on view’ and quoting Lady Haig as saying, 

‘if the attendance is not greater… I shall be compelled to go on to the street as a poster boy, and I will 

gladly do that to advertise the wares of ex-service men’.57 

 

The newspaper reports on the next year’s sale were remarkably similar: the same organisations 

provided an array of goods hand made by disabled veterans, and again, attendance from the public was 

low. In her comments to the papers, Lady Haig struck upon the issue that had faced all the voluntary 

employment schemes for veterans for the last decade: that the ‘greatest difficulty in connection with 

the work executed by the disabled ex-service men was the disposal of the goods, and she appealed to 

the further generosity of the citizens of Glasgow to attend the sales and assist in a very deserving 

object’.58 

 

By this time, the war been over by a decade and, although many of the veterans would face lifelong 

physical or mental effects, the majority of the public were able to look forward. By the mid-1920s, a 

nationwide compassion fatigue had settled across much of British society, and ‘as people tried to heal 

from emotional wounds, resentment grew against men who embodied war memories in their 

disfigurements’.59 As Joanna Bourke has noted in her work on masculinity in First World War soldiers, 

‘as time progressed, the status of wounded war veterans deteriorated as the general population began 

to feel ‘increased callousness and neglect towards the weak in general- even the heralded heroes back 

from the battlefield”.60 For the veterans’ charities who depended on this sentiment for survival, this 

turn of public feeling was disastrous. This is evident in the story of Blighty Tweeds, whose marketing 
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strategy was dependent on the patriotism and sentiment of its customers, calling them to ‘do their bit’ 

for the disabled servicemen injured serving their country. 

 

The economic history of the 1930s shows that, even if Blighty Tweeds had managed to survive the 

various takeovers, financial mismanagement and changing social attitudes to veterans, they likely 

would have struggled through the next decade. The 1930s was a time of financial crisis for British 

customers and retailers. Historians of tweed have noted that despite the broad base of popularity for 

the fabric across social classes, the economics of tweed production has always been precarious. Mills, 

including those of the Blighty Tweeds struggled for custom, or grew inefficient, or were unable to 

survive changes in ownership. Many failed. Hawick, centre of tweed production in the Scottish 

Borders, today has only one tweed mill remaining.61 

 

At the time of writing, no piece of Blighty Tweed could be found in museum collections, and very 

little information is available in public archives. With all the ingredients of a successful employment 

scheme- relevant training, sustainable products, support of both employers and external patrons- it is 

a little-known story that deserves more attention from textile, disability and economic historians. 

 

Despite its ending, it survived longer and was more profitable than the majority of post war voluntary 

schemes, at its peak providing guaranteed employment for dozens of disabled veterans and their 

families, its products available in department stores from Singapore to Vancouver, and with a 

manufacturing technique and business model admired around the world. The entire scheme and its 

impact were neatly summarised by the Lord High Commissioner, James Brown MP, on his visit to the 

workshops in 1924: 

 

Men who otherwise might be helpless were earning a livelihood, and these made them self-

reliant and independent, and altogether was bound to widen their horizons, and give them an 

added zest in life, which they otherwise could not have had… it could not be too widely known 

that this industry was here, and it ought to be encouraged and assisted by the public generally.62 

 

However, despite being one of the most successful private schemes for rehabilitation and employment 

of disabled ex-servicemen, the company appears to have received little attention from historians – 

whether of textiles or veterans care - in the years since. 
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