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Introduction

IN 1956, GRAEME LARKINS, THE FIRST DOCTOR APPOINTED TO THE POSI-
tion of ‘geriatrician’ in Victoria, gave his first public address on the topic
of geriatric services.* He began by saying that there was nothing new
about the methods to be used in the purpose-built unit then under con-
struction at Mount Royal Home and Hospital for the Aged (hereafter
Mount Royal) at Parkville. The restorative treatment to be provided
in this novel hospital setting was new only in the sense that it was to
be used for old people whose disabling conditions had previously been
treated by putting the afflicted person to bed.? What Larkins did not
mention was that the introduction of geriatric services also entailed
establishing a new type of medical role and definition of sickness. Unlike
the other medical roles Victorians had come to expect in their hospi-
tals, the role of ‘geriatrician’ (a title not then in common use in either
Australia or Britain which provided the model for the geriatric service)
focused not on the cure of specific disease conditions, but on minimising
and preventing disability in patients who could not be cured and who,
in their dependence, relied upon publicly funded institutions.

John Lindell, first medical chairman of the Hospitals and Charities
Commission (HCC), outlined the purpose of the geriatric units, that
were to be situated in the benevolent institutions, at a meeting in 1954
of representatives both from Mount Royal and from the Queen
Elizabeth Home in the provincial city of Ballarat.® The units were to
be centres for geriatric services, each serving a specific region, from
which a medical practitioner appointed as ‘geriatrician’ would clas-
sify patients referred from the public hospitals and from the sur-
rounding community, assessing the potential of each individual for
rehabilitation.* This medical practitioner would then oversee the pro-
vision of appropriate restorative treatment by nurses and therapists,
followed by discharge to an environment judged, with the assistance
of a social worker, to be the most appropriate to that person’s needs.
Ideally, he or she would then be supported in this environment by com-
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munity-based welfare services. The geriatric units were also to play a
part in developing a knowledge base for this work, to educate pro-
fessionals and to inform local communities.® In the environment of the
geriatric service a socio-medical definition of sickness related to social
competence would replace the prevailing charitable assessment of need.

Geriatric services were part of the plan for a regional system of hos-
pital services devised by Lindell who, influenced by developments in
the discipline of social medicine in postwar Britain, wanted to recon-
nect hospital services and medical care with local communities.® The
geriatric service was intended to carry ‘the assault on disease’ into the
community, by establishing ‘chains of care’ extending from the acute
hospital, through a geriatric unit, into every home. It aimed to ‘docket
every old person in the region... to know their condition’ so that no
one would be ‘declared a chronic’ and sentenced to institutional life
without the chance to return to the world of everyday life.” Medical
treatment in the geriatric service focused on the patient’s capacity to
participate in the social world rather than the restoration of norms of
physiological function.

The purpose of this article is to examine the process through which
a small group of doctors, the voluntary committees of management of
the benevolent institutions and the State’s hospital bureaucracy coop-
erated to ‘reframe’ the poor and infirm ‘old person’ as a ‘sick man’.?
Overall, this attempt to establish a medical role in relation to prob-
lems of sickness, for which episodic, hospital-based treatment was inad-
equate, through a revival of community responses to the needy and
infirm aged was unsuccessful. Nonetheless, this narrative of frustra-
tion and disappointment is valuable for its insights into the social con-
text of definitions of sickness and meanings of old age.® The role of
‘geriatrician’ and the definition of the ‘geriatric patient’ in 1960s Victoria
may more fruitfully be seen not as the result of a failed enterprise, but
rather a positive response by representatives of the community and med-
ical practitioners to the challenges posed in this process to existing social
interests, to the demands of establishing a medical career and to pub-
lic and professional understandings of illness and old age.

Geriatric services—A community enterprise

The role of geriatrician was introduced in circumstances where the prin-
cipal sponsors of the project, the Hospitals and Charities Commission
and the committees of management of the benevolent institutions, were
united in the aim of improving conditions for a neglected segment of
the Victorian community. This unanimity of purpose, however, ob-
scured the complex territory that pioneer ‘geriatricians’ would have
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to negotiate if they were to be successful in replacing a charity model
of ‘care’ with a medical model of ‘service’.

When John Lindell was appointed chairman of the HCC in 1953
he was already involved, as medical superintendent of the Royal
Melbourne Hospital (RMH), in a project directed towards the needs
of 10 per cent of patients treated at the RMH who could not be dis-
charged because they had nowhere to go. Prior to taking up this
appointment he had visited Britain where he met Marjory Warren,
Lionel Cosins and W. F. Anderson (later Sir William), the doctors who
developed the geriatric service as a practical response to the demand
for institutional care in their own municipal hospitals.** On his return,
Lindell initiated discussions with nearby Mount Royal for the purpose
of establishing a geriatric unit that would be situated at Mount Royal
but managed jointly by the two institutions. Committee of manage-
ment members at Mount Royal were ready to cooperate, as their man-
ager, Colonel Robert Elliott, had recently recommended the
introduction of rehabilitative treatment following his own trip over-
seas.”? As HCC chairman, Lindell incorporated the geriatric service into
his plans for a regional system of hospitals to meet the needs of a grow-
ing postwar population in Victoria.

Lindell, who was described by an obituarist as a personable and
clever man, confronted the task of organising a fragmented and
unevenly distributed system of hospital services with limited financial
resources.® His first report to the Victorian Parliament noted two press-
ing problems—the provision of acute hospital beds and the develop-
ment of services for the chronically ill.** Lindell’s approach exhibited
the characteristic combination of local ideas and practices with British
and American influences that had shaped the Victorian hospital sys-
tem.” In drawing on a model for regional hospital services that had
been developed in the US, Lindell reinforced the voluntary element so
fundamental to the provision of hospital and welfare services in
Victoria, while at the same time extending the scope for professional
expertise in service provision and management.** His emphasis on the
treatment of the ‘whole person’ in community-based hospitals, and the
provision of preventive and restorative medical services in his regional
system, came from Britain: firstly, in the practical example he found
in the geriatric service; and, secondly, in the theoretical model devel-
oped by John Ryle, Professor of Social Medicine at Oxford from 1942
to 1949. Ryle was one of a small group of prominent physicians in
Britain who wanted to equip doctors to deal with the chronic condi-
tions for which curative medical services offered little. He hoped to
establish the discipline of social medicine as a ‘social biology’ in which
the sick person was presented in his or her natural environment—the
home and the community—in contrast to the unnatural environment
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of the hospital where all human attributes were obscured in the focus
on physiological disturbance.”

Lindell’s enthusiasm for introducing social medicine into the organ-
isation of Victoria’s hospital services was shared by a few of his col-
leagues. Eric Saint, for example, introduced social medicine to his
students at the Clinical Research Unit attached to the Walter and Eliza
Hall Institute and the Royal Melbourne Hospital.*® In 1953, Saint pub-
lished a study of elderly patients at the RMH that exemplified the social
medicine interpretation of disease as a reflection of the ‘cultural struc-
ture of society and the occupational pursuits of its members’.** Minutes
of meetings held at the University of Melbourne’s Faculty of Medicine
in the early 1950s record an intention to appoint a lecturer in social
medicine, while Joseph Silver Collings set up general practice in
Richmond to provide socio-medical services similar to those found in
the geriatric service.? Social medicine was also promoted in the newly
established Mental Health Authority (MHA) under the direction of
Dr E. Cunningham Dax.?* Overall, however, mainstream medicine
showed little interest in these projects. Collings’ enterprise foundered
for lack of financial support, Eric Saint moved to Perth to establish
the medical school at the University of Western Australia and a lec-
turer in social medicine was never appointed.

Even in the administrative structure supporting the geriatric service,
an area where Lindell had direct influence, there was an element of
ambiguity that made the task of pioneer ‘geriatricians’ more difficult.
Lindell established a special geriatrics division in the HCC but instead
of appointing a medical practitioner to head the division he put a nurse,
Elizabeth Johnson, in charge.?? Given the limited influence of the nurs-
ing profession over medical matters it is hard to see how this division
could provide adequate support for doctors introducing a new medi-
cal service. In Queensland, New South Wales and Western Australia,
steps were also taken in the late 1950s and early 1960s to establish
geriatric services. In contrast to Victoria, however, the medical prac-
titioners involved were appointed as directors of geriatric services
within the responsible government departments in these States.* While
straitened finances may have accounted for this economy in Victoria,
it is also possible that Lindell may have believed that he, as HCC chair-
man, would provide sufficient medical support for the doctors who
took on the work of establishing geriatric services. The problem was
that he was also the principal source of support for the committees of
management and the interests of Lindell’s proteges did not always coin-
cide, although both groups acknowledged the value of his support.*

Where Lindell may have seen the geriatric service as an early step
in introducing social medicine, the committees of management which
were to establish these services saw the project in terms of providing
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for the infirm aged. They were ready to cooperate with the HCC
because they received funding that their institutions had badly needed
for many years, and because the addition of special medical services
promised to enlarge their activities. Their commitment found disci-
plinary support in the postwar proliferation of literature on the ‘prob-
lem of old age’ from social scientists, policy makers and welfare
providers in Britain and America. This emerging discipline of geron-
tology promised to foster an existing disposition in the Victorian com-
munity to focus its charitable energies on needy and infirm old people.®
The doctors who took on this work were in a similar position to
those who had introduced medical services into the voluntary hospi-
tals, in that they gained community support for the practices associ-
ated with modern medicine and surgery, and wrested the requisite
authority from their committees of management as they went along.
It appears that ‘geriatricians’ were expected to do likewise; their situ-
ation, however, was somewhat different. From the beginning there were
grounds for common interests between the committees of management
and the doctors in the voluntary hospitals: firstly, in the desire to main-
tain a turnover of patients; and, secondly, in that once surgery became
safer, the benefits of such medical services were clearly apparent to both
parties. It was not too long after the voluntary hospitals were estab-
lished that a medical diagnosis of physiological pathology replaced the
charitable assessment of need, albeit not without disagreements along
the way.” The successful establishment of a geriatric service, on the
other hand, depended on a total shift in the culture of the benevolent
institutions. An efficient geriatric service would generate a turnover of
patients, with only a residual group requiring institutional care. This
threatened to undermine the need for institutions with hundreds of
beds, the clearest possible evidence of a community’s care for its infirm
old people and the mark of a successful committee of management.

Medical innovators

In Victoria, the doctors who took on the task of establishing geriatric
services only came into the picture after the HCC and committees of
management made the decision to establish such services.? In this, their
position contrasted both to that of their British counterparts and to
that of Dr Richard Gibson who established a geriatric service at the
Royal Newcastle Hospital (NSW) in the mid-1950s. In Britain the geri-
atric service was developed by hospital-based doctors with adminis-
trative responsibilities that made them aware of the demand for
long-term care, to which they responded by developing specific ser-
vices.® In the provincial Australian city of Newcastle, Gibson, a hos-
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pital-based physician, instigated the process together with his medical
superintendent Dr C. J. McCaffrey. McCaffrey believed that restora-
tive treatment should be routinely included in services provided in the
general hospital.*

In Britain, and in Newcastle, geriatric services were on the margins
of mainstream medicine, but the position of the Victorian doctors
appointed to establish geriatric services was even more marginal. This
was clear from the beginning when the travelling scholarships that were
made available for those doctors appointed to develop geriatric ser-
vices were justified on the grounds that doctors needed encouragement
to take on work so clearly outside mainstream medicine.** The schol-
arships were funded by three philanthropic businessmen® and awarded
to three of the first doctors appointed—Cecil Ashley, David Wallace
and Robert Butterworth—all of whom spent time travelling in Europe,
Britain and the US inspecting provisions for infirm old people before
taking up their appointments.* In comparison, P. G. Livingstone, the
doctor appointed to establish a geriatric service at the Princess
Alexandra Hospital in Brisbane, was sent to work with Marjory Warren
at the West Middlesex Hospital where he qualified as a physician.*

Although the ‘geriatrician’ represented a significant innovation in
medical services, the doctors who took on this work were slotted into
an existing space in hospital positions occupied by the convalescent
medical officer in outlying institutions attached to the public hospitals.
The convalescent medical officer emerged in the 1920s when wards at
the Repatriation Department Hospital at Caulfield were first taken over
by the State government, principally for the use of the RMH but also
the other teaching hospitals.* These wards accommodated patients who
could not be discharged home but nor did they need acute hospital ser-
vices, and the institution was then named Caulfield Convalescent
Hospital.* The medical officers who staffed theses wards were respon-
sible only for the day-to-day care of their patients. The overall medi-
cal management of these people remained the responsibility of the
consultants in charge of the department in the originating hospital.*’

The ‘geriatrician’ was thus lodged in a confined and, given the exist-
ing pattern of medical work in Victoria, inconsequential space
bounded by that of the consultant specialist in the acute hospital on
one side, and the general practitioner in the community on the other.
The marginal position of these early ‘geriatricians’ was reinforced by
Lindell’s insistence that the position be a salaried one.* A salaried posi-
tion set this group of practitioners apart both from the honorary con-
sultants in the teaching hospitals, who occupied a position at the top
of the medical hierarchy, and from the fee-for-service, entrepreneurial
medical practice that prevailed elsewhere. In the view of many
Australian doctors, salaried work implied a close association between
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the medical profession and the State, an association they believed to
be inimical to good medical practice.*

Those doctors prepared to take on the task of establishing geriatric
services were a diverse group. Both Graeme Larkins, in charge of the
geriatric unit at Mount Royal, and David Wallace were younger men
who had recently returned to Melbourne after gaining postgraduate
qualifications in Britain.* Larkins must have had a special interest in
the medical care of elderly people because on his way to study in
England he had visited both the Institute of Gerontology and
Endocrinology and the Maimonedes Hospital for the Aged in San
Francisco.** His postgraduate training also included a stint in Marjory
Warren’s department at the West Middlesex Hospital. Wallace, a
Sydney-trained doctor appointed to establish a geriatric service at
Greenvale Village (in accommodation no longer needed for tubercu-
losis patients), undertook his training at the Postgraduate School at
the Hammersmith Hospital in London.”? No doubt both he and Larkins
hoped to integrate their work in developing geriatric services into their
overall objective of establishing themselves as consultant physicians.®

Many of the older men in the group, general practitioners well on
in their careers, were motivated by more personal desires. Collin
Robjohns was appointed medical superintendent at the Queen
Elizabeth Home in Ballarat, specifically to introduce rehabilitative treat-
ment. Previously, local medical practitioners had provided palliative
medical care for the 600 inmates of the institution on a sessional basis.
Robjohns had been in general practice in South Australia when he
applied for the Ballarat position, after a stint in medical practice in
China with the London Missionary Society. Life as a GP had failed to
provide the satisfaction he sought and he felt he had lost the sense of
vocation that had imbued his work in China. The challenges he faced
at Ballarat soon revived that sensation.” There is no record of why
Cecil Ashley took on the work of establishing a geriatric unit in the
infirmary wards of Caulfield Hospital, and no indication of E. A. Eddy’s
motivation in taking on a similar task at the Cheltenham Old People’s
Home (later the Kingston Centre).” Horace Tucker, however, a golf-
ing friend of Eddy’s and a local GP, found it increasingly difficult to
cope with a busy general practice because of the after-effects of war
service. When Eddy suggested he join the medical staff at Cheltenham,
Tucker accepted. The work gave him a new lease on life, despite the
disparaging remarks of his friends, and he was proud of his early
involvement in developing medical services for a neglected segment of
the population. In time he, too, was appointed medical superintendent.*

John Shepherd, another general practitioner, was employed as a full-
time medical officer at Heidelberg’s Repatriation General Hospital
(RGHH). His ambition to work in general practice in the country had
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been frustrated by illness, and the new era beginning at Mount Royal
offered him an opportunity for a hospital-based career at a time when
general practitioners were increasingly excluded from employment in
hospitals, including at the RGHH.* Shepherd was ready to take on
the position of Rehabilitation Medical Officer when Graeme Larkins’
sudden and untimely death in 1959 left it vacant. Larkins had relin-
quished his position in charge of the geriatric unit at Mount Royal
shortly after the unit opened but maintained his connection with the
hospital. Shepherd’s experience at RGHH meant he was familiar with
the restorative regime being introduced at Mount Royal.

In the early 1960s when Dr Alan McCutcheon retired after three
decades as medical officer at the hospital, John Shepherd was elevated
to the new position of medical superintendent.”® In the meantime Robert
Butterworth, an English-trained doctor with an MD qualification in
physiology, was appointed in charge of the geriatric unit. The reasons
for Larkins’ resignation prior to his death can only be a matter for
speculation but it is likely they were related to restrictions imposed on
developing a career as a consultant physician by full-time employment
at Mount Royal, an institution without any standing in mainstream
medicine. Butterworth, an outsider in the parochial world of Mel-
bourne medicine and coming from the salaried medical practice of the
National Health Service, may have been more inclined to be satisfied
with the appointment, which he held until his own untimely death early
in the 1970s.%

Reordering old age infirmity

Between the late 1950s and the mid-1960s any contradictions between
the objectives of ‘geriatricians’ and those of their committees of man-
agement were overlaid by a general enthusiasm for the project of estab-
lishing geriatric services. Those doctors who took positions as
‘geriatricians’ came into contact with a range and depth of old-age infir-
mity that few of their colleagues saw in their everyday work. Collin
Robjohns was surely not alone in feeling a revived sense of vocation
as he confronted the task of introducing a treatment regime. This is
not to suggest that the inmates of the benevolent homes were excep-
tionally badly treated. The institutions were certainly drab, shabby and
overcrowded but there is no reason to believe that the inmates—Ilike
their counterparts in the Public Assistance Infirmary when Marjory
Warren first encountered them—uwere not, in general, well fed and clean
according to contemporary standards.® These standards and the ethos
whereby the poor infirm aged had to be grateful for what they were
given were, however, challenged when an active medical role led to
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the introduction of specific techniques of treatment and standards of
accommodation and nursing care.

Beginning in the mid-1950s, the committees of management of the
homes introduced facilities to provide restorative treatment as they saw
fit, within the limits of the subsidies provided by the HCC.* In all the
homes, to varying degrees, new accommodation was added and old
wards renovated.® The annual reports of these institutions show that
wards previously distinguished according to whether the inmates were
bedridden or ambulant were now designated according to treatment
regime. There were geriatric units or rehabilitation wards where
patients underwent straightforward restorative treatment with the
expectation of discharge; wards for long-term rehabilitation; assess-
ment wards where newly admitted patients were examined prior to
being allocated to the appropriate section; and wards where long-term
care was provided. In addition, all the institutions continued to pro-
vide for ‘well’ old people in hostel- or dormitory-style accommoda-
tion. Day hospitals were also established to provide restorative
treatment on an outpatient basis, making it possible to treat without
admission and to maintain post-discharge supervision.*®

The subsidies provided by the HCC brought a degree of standard-
isation into the institutions and it was on this basis that they were, in
due course, reclassified as Special Hospitals for the Aged and became
known as Geriatric Hospitals.* Only two ‘geriatric units’ had a close
association with an acute hospital: Mount Royal with the RMH, and
the unit at Caulfield Hospital with the Alfred Hospital, Prahran. Ball-
arat’s Queen Elizabeth Home was notable for the domiciliary service
it introduced to assist applicants for institutional care to remain at
home.* The combination of hospital and community-based services that
made up a geriatric service required a degree of cooperation between
State and municipal bodies, and between the providers of hospital and
welfare services, that was unknown in Victoria at the time. With the
exception of Ballarat, none of the institutions overcame this hurdle.®

In the reconfigured ‘benevolent’ setting, medical practitioners laid
the foundations for a form of medical expertise related to the man-
agement of old-age infirmity. Larkins pointed out that there was noth-
ing new about the methods used in treating disabled old people; the
novelty lay in providing this treatment with the aim of keeping them
‘active and healthy functional members of the community instead of
merely providing them with comfortable custodial care’.’” Nevertheless,
it would have come as a shock to the first patients admitted for reha-
bilitation treatment to find themselves the objects of such intense atten-
tion. All their experience would have led them to expect that to have
a stroke, to fracture a hip joint, to be diagnosed with Parkinson’s
Disease, or to be afflicted with the crippling and debilitating pain of



10 CECILY HUNTER

arthritic joints would mean spending the rest of their days confined
to bed or, at best, a wheelchair. The prospect for those without any
resources was grim.* They faced the ignominy of going into ‘a home’,
to see out their days in the dreary routine of bed-care provided by over-
worked attendants in wards shared by forty or more of their peers,
many of whom would have already sunk wordlessly, others more rau-
cously, into an indeterminate condition between life and death.

By contrast, in the geriatric unit at Mount Royal these infirm indi-
viduals found themselves in the hospital version of a domestic setting.*®
Beds were arranged in small units of four or six, with cupboards nearby
for the everyday clothes that patients were expected to wear during
their stay. Bathrooms were close by, in which, depending on their dis-
abilities, they would relearn the art of bathing and dressing. In yet
another section, there was a dining room where patients were expected
to take their meals and engage in the sociable interaction that was so
essential in maintaining a mental orientation towards community life.
In addition, there were specified areas for occupational therapists and
physiotherapists to assist patients in developing the skills needed to
undertake these activities within the limits of their disability.

For those whose lives had already been reduced to the confines of
bed, the dissection of every aspect of their disability must have been
a confronting experience, possibly a mixed blessing in view of the
efforts they were required to make if they wished to alter their bed-
bound condition.® On admission to the geriatric unit at Mount Royal,
each patient became the focus of attention as physician, social worker,
therapists and nurse attempted to gain ‘full knowledge of the patient,
his nutrition, his environment, his aspirations and the foundation of
residual capability’ on which to base restorative treatment. Not sur-
prisingly, it was often difficult to motivate patients who ‘... when first
seen are lacking hope: they feel that nothing can be done for them and
must be convinced that attempts at improvement are worthwhile’.®*
Group therapy was particularly helpful in assisting patients to see that
what could be done for others may also be done for them. It was, there-
fore, especially important to provide rehabilitative treatment in an area
well separated from the wards where long-term care was provided in
order ‘to concentrate the thought of the patient on the idea that they
can and will get well’.®> This emphasis on separating the rehabilitation
unit from the long-term care wards indicates the extent to which the
introduction of restorative treatment for infirm old people contested
prevailing ideas about what it meant to be old and disabled.

There may indeed have been ‘nothing new’ about the rehabilitative
techniques used in the geriatric units. However, they entailed a com-
plete reversal in the prevailing view that bed rest was the most appro-
priate response to old age, sickness and disability. The effects of bed
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rest on the aged body in compounding existing infirmities and pro-
moting additional deformity and disease were described by Marjory
Warren in the late 1940s. Put to bed the patient ‘rapidly loses morale
and self-respect’, it being clear that there is no hope of recovery and
all independence gone. Their temperament becomes ‘apathetic or pee-
vish’, even aggressive, and ‘laziness and faulty habits’ develop, per-
haps even incontinence. Confined to bed the inactive aged body
undergoes changes that are difficult to reverse—bed sores, postural
deformities, contractures, and ‘disuse atrophy of the lower limbs’.®
Where the objective of rehabilitation treatment for younger adults was
to restore their capacity to work and a stable level of independence,
for the infirm elderly it was related to the capacity to participate in
everyday life: to get about, to feed oneself, to wash, dress, and be socia-
ble. In addition, restorative treatment was provided from a perspec-
tive that recognised that this capacity for participation was likely to
change from time to time as new illnesses or injuries were superim-
posed upon existing ones. Recognition of the importance of activity
in maintaining well-being in infirm old people underpinned John
Lindell’s ideal of ‘docketing’ each vulnerable individual in the region
served by a geriatric unit.*!

Bodies paralysed by stroke were inspected closely by geriatrician
and physiotherapist to identify unimpaired muscles that might be
strengthened through exercise in order to reinforce those affected by
injury or disease.® Others long confined to bed, having lost strength
and the capacity for balance, had to learn anew how to move about,
beginning by rolling from side to side on the floor and crawling, until
gradually reaching the point of being able to remain upright with the
assistance of technical aids. When individuals had been confined to
bed or chair for a protracted period and inactive limbs had contracted,
it took a while to distinguish between damage associated with neuro-
logical malfunction and that arising from disuse, and even more time
needed to strengthen long-unused muscles.

Elderly amputees also found themselves the objects of unexpected
attention as doctors, technicians and therapists focused their efforts
on devising ways of making them mobile.® It had long been presumed
in the general hospitals that the poor peripheral circulation that made
amputation necessary would also make it unlikely that an artificial leg
could be successfully attached. In addition, the expense of these pros-
theses (around £100) did not allow for experimentation. In the new
geriatric setting, however, doctors, therapists and technicians tackled
this problem with enthusiasm. Lighter, temporary prostheses were
developed for a cost of between £15 and £20, which allowed the patient
to become accustomed to the experience without great expense. Other
solutions were cheaper; £2 or £3 could provide a bucket and peg leg,
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and double amputees whose stumps were too short for prostheses could
be prepared, with ‘considerable time and effort’, to use ‘rockers’ that
were suitable for indoors and were supplemented outside the house
by a wheelchair.”’

The cooperation evident in the treatment of amputees was an inte-
gral component of the rehabilitative process. Robert Butterworth
acknowledged this in his first presentation at the third Geriatrics
Conference in 1958, when he brought along his co-workers to speak
about their contributions.® Overall, as Graeme Larkins stressed in his
outline of the rehabilitative process, it was the work of nursing infirm
old people that was transformed. Where the measure of care provided
by untrained attendants was how much they did for their charges, in
the restorative environment care was measured in terms of how much
the nurse was able to encourage each patient to do for themselves.*®
Nurses needed to understand the contributions of the various thera-
pists so they could reinforce this work in their everyday dealings with
patients. Even in the long-term care wards an element of technical
expertise was introduced with the treatment of incontinence through
routine measures, the avoidance of pressure sores, and the attention
given to nutrition and fluid intake.™ The importance of the nurses’ con-
tribution was marked by the award of a travelling scholarship to Ray
Tabbner, deputy matron at Mount Royal, similar to the ones given to
the first ‘geriatricians’.”™ The geriatric hospitals became training schools
for nurses aides to replace the untrained attendants who previously
staffed the wards, and a postgraduate training program for nurses
began in the late 1960s.™

In the restorative regime that emerged in benevolent institutions in
the late 1950s and early 1960s, sophistication and homeliness were com-
bined in both techniques and the physical environment. In some cases
it was sufficient to encourage the bed-bound to get out of bed (not
always an easy task), to wash and dress in everyday clothes, and per-
haps to perform simple exercises at the foot of the bed.” In other cases,
as the foregoing paragraphs indicate, techniques were more complex
and required professional expertise. Time was also an important fac-
tor in the process, to allow for patients’ lack of confidence to be grad-
ually replaced by the ‘realization that some independence was possible’.
Mental confusion in a newly admitted patient could not immediately
be attributed to permanent changes; it was likely to clear given time,
as ‘often apparent poverty of intellect is due mainly to loss of hope and
will improve rapidly with active attempts to help’.” This tolerance of
mental confusion, however, was based on a selective process through
which patients whose ‘poor intellectual capacity, undue loquacity, inabil-
ity to concentrate, (and) spatial disorientation’ had already ensured they
were considered unsuited for restorative treatment.”™
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Victorian ‘geriatricians’ did see a role for themselves in providing
services for elderly individuals whose mental state had deteriorated. At
the 1961 Geriatrics Conference John Shepherd claimed that up to 30
per cent of potential patients for the services offered at Mount Royal
suffered in this manner. The problem he faced in making services avail-
able to all old people who could benefit from them was that he could
not admit patients immediately, as his institution continued the prac-
tice of admitting patients on the basis of their position on the waiting
list.” The reforms introduced in the mental hospitals when Cunningham
Dax became head of the MHA in the early 1950s also included attempts
to introduce the geriatric service into MHA hospitals.”” The only rea-
son for establishing two forms of the same type of service at this time
was the customary division in hospital services according to whether
they dealt with physical or mental disease and the administration of
these services by two different authorities. G. V. Davies, a MHA psy-
chiatrist, published a study in 1961 suggesting that many problems
attributed to the intractable difficulties of old age were due more to the
organisation of hospital and medical services. He called for closer links
between geriatrics (care of the aged), general medicine and psychiatry
to address these problems, a call that remained unheard until the 1980s.7

The geriatric patient

The ‘geriatric patient’ was defined at the annual Geriatrics Conferences
as representative patients were brought along to illustrate the princi-
ples of rehabilitation. Depending on the skills of the doctor present-
ing these living examples, the appearance of rehabilitated patients was
both an illustration of the possibilities of restorative treatment and an
opportunity to teach the principles of an active approach to the med-
ical care of elderly patients. David Wallace, in his account of restor-
ing mobility in eighty-three-year-old Miss B whose leg had been
removed because of arteriosclerotic gangrene, was thus able to show
the need for vigilance in the prevention of bedsores.” As Miss B had
been confined to bed for some time before her admission to Greenvale,
a sore had developed on the heel of her remaining foot. In noting this
point Wallace took the opportunity to discuss methods of preventing
and healing such sores. He went on to say that when Miss B was admit-
ted she had lost all interest in life, ‘she was old, she’d lost her leg,
attempts had been made to get her on her feet, they’d been unpleas-
ant to her and she’d given up hope’. She was prepared to spend what
little time she had left sitting in bed waiting to die.

Had a rehabilitative approach been established practice in the pub-
lic hospitals, Miss B may not have experienced this degree of despair.
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At Greenvale the concerted efforts of therapists and nurses encour-
aged her to make the effort required. An artificial limb was devised—
‘nothing much to look at’—but she walked on it and ‘she’ll walk off
with something that’s well, quite passable for an artificial leg’.* Once
she had gained some independence at Greenvale Miss B was transferred
to a half-way house where, having got to the stage where she was look-
ing after herself to a certain extent in an institutional setting, she could
try herself out in a more domestic environment.®* The hope was that
she would return to her little house in inner-suburban Richmond after
it had been checked by a social worker to see what alterations were
necessary to enable her to manage.

The rehabilitated patients exhibited at the Geriatrics Conferences
were, however, a minority in the day-to-day work of geriatricians.
Generally, patients referred to them were candidates for long-term care
not rehabilitation followed by discharge. The foregoing account of inno-
vative techniques, the inventive fabrication of aids and the air of opti-
mistic cooperation among medical practitioners, nurses, social workers
and therapists, presents a somewhat idealistic picture that was, at best,
characteristic of the years immediately after the reclassification of the
benevolent homes as geriatric hospitals. By the mid-1960s the impe-
tus of this early period had faded. In institutions that retained many
of the marks of their nineteenth-century origins, the ‘geriatric patient’
in Victoria was barely distinguishable from the impoverished benevo-
lent home inmate. David Wallace made the association between geri-
atrics and poverty clear when he defined ‘geriatrics’ as the medical
management of old people who, in addition to physical and mental
afflictions, suffered from ‘social infirmity’. That is the combination of

lack of money, lack of friends and relatives who can or will care for the
patient... and general frailty which makes it hard for an old person to con-
tinue to battle on leading an independent existence.*

Professional failure—institutional success

In Victorian teaching hospitals throughout the 1960s, medical work
became increasingly defined in terms of specialised services for which
postgraduate and college-accredited courses of training were required.®
In contrast, the ‘geriatrician’ in Victoria was confined to overseeing
the welfare of long-term care patients in institutions that, in the eyes
of the community and the medical profession, were ‘old folks homes’.
This is not to deny the gains that were made during this period. The
changes that took place in the benevolent institutions set standards
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for the long-term care of infirm old people that had not existed before,
a considerable achievement that extended into the institutions run by
the voluntary agencies.* Nevertheless, the position of ‘geriatrician’ in
Victoria in 1970 had less in common with contemporary hospital-based
doctors than, for example, with the institutional psychiatrist of nine-
teenth-century Britain. There also the number of doctors increased and
institutions became more numerous but, as in the geriatric hospitals,
the principal medical career was that of medical superintendent. The
prospects of medical officers who filled positions lower down the career
ladder were limited, their role being confined to easing the burden on
the superintendent.®

How did it happen that John Lindell’s attempt to minimise institu-
tional care by introducing a form of hospital provision based upon a
socio-medical interpretation of illness resulted in the expansion of insti-
tutions, and a medical role defined not in terms of service provision
but of institutional setting? There is no doubt that from the beginning
those doctors who took on the task of establishing geriatric services
were at a disadvantage in relation to their colleagues, in being slotted
into the space occupied by the convalescent medical officer from whom
little was expected other than the day-to-day supervision of patients.
The position of nascent geriatricians in providing a socio-medical ser-
vice was made even more difficult as mainstream medicine in Victoria
showed no support for such a service.® This was not because the
Victorian medical profession refused to acknowledge the contribution
made by social factors to sickness and disability. It did so by accept-
ing the social worker into the hospital and by defining the role of the
general practitioner in terms of that doctor’s individualised knowledge
of each patient.®” There was no support for a hospital-based medical
role in the provision of socio-medical services.

Generally, the doctors who took on the work of establishing geri-
atric services were in no position to promote the provision of socio-
medical services with their hospital-based colleagues, although Graeme
Larkins might have been able to do so but for his untimely death. For
while David Wallace and Robert Butterworth may have had the for-
mal qualifications to engage with their hospital-based colleagues, they
were outsiders in the parochial Melbourne medical world.®® Nor do
these two practitioners appear to have been equipped with the per-
sonal characteristics to overcome this hurdle. Not long after
Butterworth was appointed to Mount Royal he had cause to question
the judgment and good will of the doctors at the Royal Melbourne in
referring patients to the geriatric unit. At a meeting of the consulta-
tive committee formed to oversee the operation of the unit shortly after
it opened, he noted ‘the slight tendency for RMOs to dump patients
on us’. He followed with the sad observation that ‘we appear to be
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getting many decrepit cases referred for admission... not all rehabili-
tation cases attend the weekly (Outpatient) Clinic’. The moderate tone
of these remarks suggests he may have been ill equipped to make a
forceful defence of the treatment principles he sought to implement.
As for David Wallace, he resigned in the face of the obstacles presented
by the obstructive approach of his committee of management and the
frustrating delays in the workings of the HCC.*

The general practitioners who worked to establish geriatric services
were in no better position; they had no standing in the teaching hos-
pitals and their colleagues in the community showed little interest. Some
GPs attended the lectures and demonstrations provided by Robert
Butterworth in his unit, and a special interest group was formed within
the Victorian branch of the British Medical Association in 1961.
However, there is no record of any activity by the group.® Nor did
GPs show any interest in joining the Victorian branch of the Australian
Association of Gerontology when it was formed soon after the national
body had been established in 1965.** Lloyd Jago, geriatric medical offi-
cer and medical superintendent at Cheltenham’s Kingston Centre in
the 1970s and 1980s, accounted for the lack of interest on the part of
GPs by pointing to the general tendency to exclude these practition-
ers from the teaching hospitals. There may, however, have been more
to the reluctance of GPs to acknowledge the ‘geriatrician’ as a provider
of medical services. In the early 1970s when Malcolm Scott was estab-
lishing a geriatric service at Mount Eliza, he placed a short note describ-
ing the service in the Monthly Paper issued by the Victorian branch
of the Australian Medical Association. The mollifying tone of Scott’s
emphasis on the role of the general practitioner as a provider of med-
ical services for ‘the elderly and chronically ill’ suggests the existence
of some degree of antagonism on the part of GPs.*

The position of Victorian ‘geriatricians’ in relation both to their med-
ical colleagues and to their patients was very different from that of
Richard Gibson at the Royal Newcastle Hospital. Gibson, a physician
at the hospital with all the rights regarding treatment and admission
that go with such a position, was able to arrange with local doctors
that if any of the patients seen in his geriatric service required admis-
sion to hospital, that the doctors would contact him directly.® Within
the hospital, his own position and the support of his medical super-
intendent ensured that candidates for the geriatric service were admit-
ted to his care. In Victoria, even if a GP with a patient who had suffered
a stroke or whose arthritis was making mobility increasingly difficult
did recommend admission to a geriatric hospital for restorative treat-
ment, the proposal was likely to be received unsympathetically. The
view expressed by the friends of Horace Tucker when they asked him
why he was getting involved with ‘those dreadful old people’ was most
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probably representative of the general community view of the geriatric
hospitals.* It highlights the point that those who did benefit from
restorative treatment were generally people who had no choice because
they occupied a public hospital bed and had nowhere else to go.

Even in their own hospital environment Victoria’s nascent geriatri-
cians were not able to establish their authority to the extent that they
controlled admission policy. Had they been able to do so, their col-
leagues both in the hospitals and in general practice may have been
encouraged to take their work more seriously. However, ten years after
the reclassification of the benevolent homes as ‘special hospitals’,
patients continued to be admitted according to their position on a wait-
ing list. The inexorable growth of these indisputable demonstrations
of need for long-term care fuelled demands for funds to support insti-
tutional expansion. At the Kingston Centre in the early 1970s, the com-
mittee of management harboured an ambition to reach the 1000-bed
mark.* The building virus also infected the committee of management
at the Queen Elizabeth Centre in Ballarat, notwithstanding its early
commitment to provide domiciliary services to enable frail old people
to remain at home. Collin Robjohns resigned before his contract expired
rather than appear to condone by his presence a fund-raising drive by
a committee of management intent on institutional expansion.®

Why were these doctors in this position? It might be expected that
the Association of Geriatric Medical Officers would work to raise the
status of its members, but after a few years of activity in the early 1960s
the association appears to have lapsed. It must be acknowledged that
those doctors who established the role of ‘geriatrician’ would have
found it difficult to develop any form of collegial association. They
were few in number and based in institutions located at considerable
distances from each other. Furthermore, each institution was respon-
sible for a very large area. In addition to the work involved in trans-
forming a custodial care environment into a treating one, even in
relation to individuals requiring long-term care, travelling to examine
patients referred for admission could take up a large part of a doctor’s
working day.*” In comparison to their teaching hospital colleagues, and
even the psychiatrists who also faced enormous problems in establishing
geriatric services in the 1960s, ‘geriatricians’ were isolated from the
professional support that others took for granted.

Isolation and lack of numbers do not, however, entirely explain the
failure by ‘geriatricians’ to wrest the necessary authority from their
respective committees of management, and the associated failure to
shift the community view that the provision of beds was the most
appropriate response to old-age infirmity.® Indeed, it seems that the
doctors who persevered in working in the field of geriatrics through-
out the 1960s were those who—by virtue of age, gender and/or dis-
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position (for there were plenty of opportunities in other areas of med-
ical practice)—shared the same conservative outlook as their com-
mittees of management.® It was a conservatism characteristic of a
period of social and economic change in which ‘standards of social
responsibility’ appeared more vulnerable. While technical innovation
was lauded it was accepted through an accommodation with prevail-
ing attitudes and practices.*® The doctors who developed the role of
‘geriatrician’ were thus satisfied with a position of some standing as
medical superintendent, and prominence in the field of activity that
emerged throughout the 1960s around the provision of care for old
people in the State geriatric hospitals and voluntary agency homes.**
The “field of aged care’, based on increased government spending, per-
petuated an ethos in which care provided in institutions was
paramount. In part this was a response to demand, and in part a
response to the interests that found their justification in this ethos.

Elderly individuals also played their part. A short film made by the
Kingston Centre at Cheltenham to advertise its facilities illustrates the
attitude underlying the practice of well, old people applying for insti-
tutional care. It begins with a view of an elderly but fit man walking
through the gates and down the drive, dressed in his best clothes and
carrying a small suitcase. The accompanying commentary describes his
situation. After a life-time of hard work and being alone in the world,
he is, although still well and able to work, approaching the time when
he may not be. In preparation for this day he has taken the wise step
of applying for admission to the centre and can now enjoy the secu-
rity of knowing he has somewhere safe for the remainder of his life.**

The field of care for the aged that emerged in the 1960s was per-
vaded by an ethos of ‘care’, reflecting the community’s view of appro-
priate provision for aged adults. In the process of making a place for
themselves in this field, medical practitioners took on this ethos as they
attempted to deal with the problems that confronted them while, at
the same time, making the most of the opportunity to develop a hos-
pital-based career as general practitioners. This alliance is illustrated
in John Shepherd’s response when he accompanied the manager of his
hospital, M. E. Atkinson, on a visit to Richard Gibson’s geriatric ser-
vice at Newcastle.

The conditions Shepherd worked in were very different from those
Gibson had to deal with. He had no control over the referral of patients
or admission policy, his hospital was responsible for a large area of a
capital city and many applicants for admission could not be kept at
home because they had no home. Nevertheless, it is notable the extent
to which his response concurred with that of Atkinson rather than
Gibson’s. The two Victorians agreed that patients in Gibson’s service
appeared to be discharged ‘somewhat ruthlessly’, often to conditions
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they believed were ‘well below standard’. Gibson had countered their
reservations with the comment that patients were used to these con-
ditions and the close supervision provided by the service made it pos-
sible to act quickly when problems arose.

The difference between Gibson’s approach and Shepherd’s was most
evident in their responses to the provision of long-term care. Gibson
refused to offer this, although the beds were available, because he did
not want to discourage relatives from accepting the principle of patients
being returned to their own homes, even when in practice this meant
nursing homes in the community. Shepherd, on the other hand, was
prepared to accept involvement in long-term care, thereby emphasis-
ing his alignment with his institutional manager. To some extent this
response was a matter of necessity. The people who were admitted to
Mount Royal were very likely not to have a home. However it also
illustrates the positive reaction of Victorian ‘geriatricians’ to the cir-
cumstances in which they found themselves. They established their role
through combining a medical orientation towards old-age infirmity
with the community ethos of care, because it made sense from the per-
spective of the doctors who persisted in the work (those who were sat-
isfied with the solid, but limited power of the institutional medical
superintendent) in relation to the actual problems they confronted. It
was not simply the result of unpropitious circumstances that, at a con-
ference on the topic of ‘Clinical Problems amongst Aged Patients’ held
at Lidcombe Hospital in New South Wales, the Victorian contribu-
tion by John Shepherd dealt with the provision of long-term care.**

None of the obstacles to developing the geriatric service in Victoria
and establishing the role of ‘geriatrician’ as service provider were seri-
ously confronted, because of a measure introduced by the Federal gov-
ernment. In an amendment to the Hospital Benefits Act 1951 that came
into effect early in 1963, the Commonwealth provided a subsidy for
long-term care, entering a field that had previously been the sole respon-
sibility of the States.’* As most of the beneficiaries of the subsidy were
infirm old people, in taking this step the Commonwealth also
increased its contribution to age-related welfare measures. This con-
tribution began with the passing of the Invalid and Old Age Pensions
Act 1908, and it progressively relieved the State government of a sig-
nificant expense. The subsidy for long-term care arose not out of a
desire to address the needs of infirm old people, but from the neces-
sity to make workable the system of voluntary hospital and medical
insurance that the Menzies’ government had introduced in 1951. A
condition of eligibility for the subsidy was registration with the
Commonwealth Department of Health, so the measure had the effect
of gathering together a motley collection of provisions for long-term
care into a new category of hospital bed—the nursing home bed.'*
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The nursing home subsidy meant that the HCC had even less con-
trol over provisions for the care of infirm old people, because the sub-
sidy was paid directly to providers. Private businesses took advantage
of the subsidy to enter the field of long-term care, and charitable bod-
ies found a new avenue for institutional funding. Necessity may have
forced mainstream medicine to reconsider whether old people at risk
of custodial care did, in fact, receive appropriate care in hospital, but
this impetus was removed with the proliferation of nursing homes that
provided an outlet for the ‘disposal’ of the ‘bed-blockers’ in the pub-
lic hospitals.* Victorian ‘geriatricians’ were further marginalised with
this development. If this form of hospital provision was associated with
any segment of the medical profession at all, because no medical author-
ity was required for admission, it was with general practice. This asso-
ciation, however, was purely incidental, arising out of the distinction
made in medical practice between the acute hospitals and the com-
munity. GPs may finally have been given their own particular form of
hospital service but it was one that they used as individual practitioners
tending to their individual patients. There was no attempt on their part
to establish standards of treatment and accommodation similar to those
associated with medical care in the general hospitals.

Why did the HCC not intervene to ensure that a medical assess-
ment of need was the principal factor in the operation of the geriatric
hospitals? First, it did not have the authority to compel an institutional
committee of management to take any particular course of action.
Second, the commission did not have the political clout to ensure that
decisions that may have been unpopular with committees of manage-
ment were immune from political interference. Bridget McCoppin
noted in her early 1970s study of the HCC that the health portfolio
ranked low among ministerial offices. In the long reign of the Liberal
Party that began shortly after Lindell was appointed, the position of
Minister for Health was a reward for political service not an indica-
tion of interest in health services.”” Had Lindell wished to contest the
authority of committees of management, he did not have a strong min-
ister to back him. However, Lindell’s belief that ‘a community’s hos-
pital resources can be planned best by the people who conduct
hospitals’, suggests that he would not have sought direct intervention
in this matter.®® The development of the geriatric hospitals and the role
of ‘geriatrician’ in this environment, as overseer of the welfare of the
institutional population, reflected the response of the people who con-
ducted the institutions—their voluntary committees of management
and their medical practitioners.

University of Melbourne
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