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To my dad, Mike Fitzharris, who has always believed in me, even when I did not believe in myself





He would show himself to the little guys and to their mothers and fathers and brothers and sisters and wives and sweethearts and grandmothers and grandfathers and he would have a sign over himself and the sign would say here is war and he would concentrate the whole war into such a small piece of meat and bone and hair that they would never forget it as long as they lived.

—Dalton Trumbo, Johnny Got His Gun

Only the dead have seen the end of war.

—George Santayana, 1922






A Note to the Reader

A significant challenge for any nonfiction writer is not to overwhelm the reader with too many details—something that is easily done when charting the immense scale of events that took place between 1914 and 1918. This book is by no means a definitive history of plastic surgery during the First World War. Nor is it a comprehensive biography of Harold Gillies, the surgeon who dedicated himself to rebuilding the faces of soldiers maimed during that time. For that, there are many articles and books written by scholars who have devoted their entire careers to these subjects, as my endnotes will attest. Rather, what follows is an intimate account of the daily struggles Gillies and his team faced at the Queen’s Hospital, as well as the men who suffered the double trauma of injury on the battlefield and the painful process of recovery.

In their own time, disfigured soldiers were often hidden from public view. The decision to include their photographs in this book was not made lightly. I consulted various experts, including a disability activist with a facial disfigurement. The photos are undoubtedly graphic, and many people will find them difficult to view. But it is impossible to grasp the severity of these men’s injuries and the reactions they elicited without seeing their faces. Equally, it is hard to appreciate fully the skill with which Harold Gillies and his team reconstructed soldiers’ faces without seeing the surgical progress chronicled in these photographs. However, there is an exception: I have not included pre- or post-operative images of injured men who died in Gillies’s care, as their reconstruction was never completed.

It bears stressing that this is a work of nonfiction. Anything placed between quotation marks comes from a historical document—be it a letter, diary, newspaper article, or surgical casebook. Any descriptive references to gestures, facial expressions, emotions, and the like are based on firsthand accounts.

It is my hope that through the telling of this tale, readers will gain a new perspective on the terrible consequences of trench warfare, and the private battles that many men fought long after they put down their rifles.




[image: Penguin walking logo]
Prologue:
“An Unlovely Object”

NOVEMBER 20, 1917

Brilliant shards of crimson and gold pierced the eastern sky as dawn broke over Cambrai. The French city was a vital supply point for the German army positioned twenty-five miles from the Belgian border. On the dewy grass of a nearby hillside, Private Percy Clare of the 7th Battalion, East Surrey Regiment, was lying on his belly next to his commanding officer, awaiting the signal to advance.

Thirty minutes earlier, he had watched as hundreds of tanks rumbled over the soggy terrain toward the wire entanglement surrounding the German defense line. Under the cover of darkness, British troops had gained ground. But what had the appearance of a victory soon deteriorated into a hellish massacre for both sides. As Clare prepared himself for this dawn attack, he could already see the motionless, broken bodies of other soldiers scattered across the blasted landscape. “I rather wondered if I should even see another sun rise over the trenches,” he later recorded in tightly lettered script in his diary.1

The thirty-six-year-old soldier was no stranger to death. A year earlier, he had been holed up in the trenches of the Somme, where tedious stretches of inactivity were punctuated by frenzied bouts of terror. Every few days, wagons arrived to exchange rations for corpses. But the sheer number of bodies made it impossible to keep up. “They lay in trenches where they’d fallen,” one soldier remembered.2 “Not only would you see them, but you’d be walking on them, slipping and sliding.”

These rotting bodies became structural fixtures, lining trench walls and narrowing passageways. Arms and legs protruded out of the breastwork. Corpses were even used to fill in blasted roads that were essential for military vehicles. One man recalled that “they just shovelled everything into the crater and covered it over [with] dead horses, dead bodies … anything to fill up and cover it over and keep the traffic going.”3 Common decencies were abandoned as burial parties tried to keep pace with the body count. The dead hung like laundry over barbed wire, covered inches deep with a black fur of flies. “The worst,” remembered one infantryman, “was the bubbling mass of countless worms which oozed from the corpses.”4

The horror of these sights was exacerbated by the stench that accompanied them. The sickly-sweet scent of rotting flesh permeated the air for miles in all directions. A soldier could smell the front before he could see it.5 The stink clung to the stale bread he ate, the stagnant water he drank, the tattered uniform he wore. “Did you ever smell a dead mouse?” asked Lieutenant Robert C. Hoffman, a veteran of the First World War, when warning Americans against involvement in the second a little over two decades later.6 “This will give you about as much idea of what a group of long-dead soldiers smell like as will one grain of sand give you an idea of Atlantic City’s beaches.” Even after the dead were buried, Hoffman recalled, they “smelled so horribly that some of the officers became extremely sick.”

Clare had grown accustomed to the dead, but not to the dying.7 The tremendous amount of suffering he had witnessed was etched into his mind. Once, he had stumbled upon two Germans cowering in a trench, their chests ripped open by shrapnel. The soldiers bore an uncanny resemblance to each other, leading Clare to conclude that they were father and son. The sight of their faces—“ghastly white, their features livid and quivering, their eyes so full of pain, horror and terror, perhaps each on account of the other”—haunted him. Clare had stood guard over the wounded men, hoping that medical assistance would arrive soon, but eventually he was forced to move on. Only later did he discover that a friend named Bean had thrust his bayonet into their bellies after Clare had quit the scene. “My indignation consumed me,” Clare wrote in his diary. “I told him he would never survive this action; that I didn’t believe God would suffer so cowardly and cruel a deed to go unpunished.” Shortly afterward, Clare came upon his friend’s decomposing remains in a trench.

Now, as he peered out over Cambrai’s battlefield from his position on the hillside, Clare wondered what fresh horrors awaited him. In the distance, he could hear the faint staccato of the machine guns, and the whistle of shells as they sailed through the air. Clare wrote that upon impact, the “earth seemed to quake, at first with a jerk, like a giant startled out of sleep; afterwards with a continuous trembling communicated to us through our bodies lying there in contact with it.”8 Shortly after the shelling began, his commanding officer gave the signal.

It was time.

Clare fixed his bayonet to his rifle and cautiously rose to his feet along with the other men in his platoon. He began marching down the exposed hillside. Along the way, he passed a stream of wounded men, their faces blanched with terror. Suddenly, a shell burst overhead, temporarily obscuring the scene with a cloud of smoke. Once it cleared, Clare saw that the platoon ahead of his own had been destroyed. “A few minutes later we moved on, stepping over the mutilated bodies of our poor comrades,” he wrote.9 One corpse in particular drew his attention. It was a dead soldier who was entirely naked, “every stitch of clothing blown from the body … a curious effect of [a] high explosive burst.”

Clare’s own platoon continued to advance, passing through the carnage on the way to its intended target: a strongly fortified trench protected by a wide belt of barbed wire. As they drew closer, the Germans began raking them with bullets, their machine gunners and riflemen firing from several positions at once. Suddenly, Clare felt woefully underprepared. “[H]ow absurd it seemed to be advancing just one thin line of khaki, against the immensely strong entrenchment from which now belched a continuously increasing rifle fire.”10

Clare inched forward, weighed down by the heavy pack of supplies that all infantrymen were required to carry. These packs, which could weigh as much as sixty pounds, contained everything from ammunition and hand grenades to gas masks, goggles, shovels, and water. Clare negotiated tangles of barbed wire, keeping low to the ground to avoid the shower of bullets flying overhead.

Then, seven hundred yards from the trench, he felt a sharp blow to the side of his face. A single bullet had torn through both his cheeks. Blood cascaded from his mouth and nostrils, soaking the front of his uniform. Clare opened his mouth to scream, but no sound escaped. His face was too badly maimed to even arrange itself into a grimace of pain.

From the moment that the first machine gun rang out over the Western Front, one thing was clear: Europe’s military technology had wildly surpassed its medical capabilities. Bullets tore through the air at terrifying speeds. Shells and mortar bombs exploded with a force that flung men around the battlefield like rag dolls. Ammunition containing magnesium fuses ignited when lodged in flesh.11 And a new threat, in the form of hot chunks of shrapnel, often covered in bacteria-laden mud, wrought terrible injuries on its victims. Bodies were battered, gouged, and hacked, but wounds to the face could be especially traumatic. Noses were blown off, jaws were shattered, tongues were torn out, and eyeballs were dislodged. In some cases, entire faces were obliterated. In the words of one battlefield nurse, “[T]he science of healing stood baffled before the science of destroying.”12

The nature of trench warfare led to high rates of facial injuries. Many combatants were shot in the face simply because they’d had no idea what to expect. “They seemed to think they could pop their heads up over a trench and move quickly enough to dodge the hail of machine-gun bullets,” wrote one surgeon.13 Others, like Clare, sustained their injuries as they advanced across the battlefield. Men were maimed, burned, and gassed. Some were even kicked in the face by horses.14 Before the war was over, 280,000 men from France, Germany, and Britain alone would suffer some form of facial trauma.15 In addition to causing death and dismemberment, the war was also an efficient machine for producing millions of walking wounded.

The loss of life was also greater than in any previous war, due in part to the development of new technologies that enabled slaughter to occur on an industrial scale. Automatic weapons allowed soldiers to fire hundreds of rounds a minute at distant targets. Artillery became so advanced that some long-range weapons required their operators to take the curvature of the earth into consideration in order to remain accurate. The Germans’ largest siege cannon, the dreaded “Paris Gun,” pummeled the French capital with two-hundred-pound shells from a distance of seventy-five miles. Infantry weapons had also advanced considerably in the years leading up to the First World War, providing many times the rate of fire of those used in previous wars. The military historian Leo van Bergen notes that this, in combination with advances in artillery, meant that a company of just three hundred men in 1914 could “deploy firepower equivalent to that of the entire 60,000 strong army commanded by the Duke of Wellington at the Battle of Waterloo.”16

Beyond developments in the traditional hardware of guns, bullets, and shells were two ghastly innovations brought on by scientific advances. The first was the Flammenwerfer, or flamethrower, which produced an appalling shock for the uninitiated. It was first used by the Germans, most notably against the British at Hooge in 1915. The portable device belched forth a stream of burning oil that destroyed everything within range, sending men scurrying from the trenches like mice from burning haystacks. Its jets of liquid fire left victims with severe burns over their entire bodies. One soldier watched in horror as flames seared a fellow comrade: “his face [was] black and charred like a cinder and the upper part of his body scorched and cooked.”17

The second and perhaps more psychologically devastating innovation was chemical weapons. The first large-scale lethal gas attack came on April 22, 1915, when members of a special unit of the German army released 160 tons of chlorine gas over the battlefield at Ypres, in Belgium.18 Within minutes, over one thousand French and Algerian soldiers were killed, and a further four thousand wounded. Most of the survivors fled the battlefield with their lungs burning, leaving a large hole in the trench line. One soldier witnessed the horror from afar: “Then there staggered into our midst French soldiers, blinded, coughing, chests heaving, faces an ugly purple color, lips speechless with agony, and behind them in the gas-soaked trenches, we learned that they had left hundreds of dead and dying comrades.”19 Even as gas masks were rushed to the front, offering varying degrees of protection, these chemical weapons became immediately synonymous with the savagery of World War I.

Tanks were also a new addition to the battlefield. First developed by the British, they were given their name in an attempt to conceal their true purpose from the enemy. Under the pretense of their being water tanks, these steel beasts were meant to protect those inside as they advanced their cannons and cargo inexorably toward enemy lines. In reality, they were vulnerable to shell fire, leaving their crews susceptible to all kinds of injuries, including burns from unprotected gas tanks that could ignite when hit.

Like Percy Clare, Captain Jono Wilson fought on the first day at Cambrai.20 He commanded a division of three tanks. Partway into his advance, Wilson’s own tank ran out of fuel. He jumped out of the stalled vehicle, ran to the second tank in the formation, and climbed inside. Suddenly, that tank received a direct hit just as he was tying a message to a carrier pigeon. As the shell exploded, the vehicle toppled over onto its side, and fire erupted within. Before everyone could escape, the tank was hit again. The driver was killed, and Wilson’s face was struck by white-hot shrapnel. While blood poured from the ragged crater where his nose had once been, he scrambled out of the tank and took cover in a shell hole, fortifying himself with a swig of rum from his canteen. He was eventually carried off the field by four German prisoners.

Meanwhile, in the skies above, pilots were engaged in dogfights or were taking fire from ground forces while flying reconnaissance missions. The planes—made of wood, wire, and canvas—were not bulletproof, and most airmen were just as vulnerable as their comrades on the ground. Air combat was in its infancy when the war began. It had been a little over a decade since the Wright brothers made the first successful powered flight, and airplanes were still primitive machines. Without parachutes, pilots were forced to crash-land burning aircraft or bail out and die. One pilot escaped with his body intact, but his face was so charred that none of his features was distinguishable.21 Most airmen carried a revolver or pistol, not to shoot the enemy but to end their own lives if their plane caught fire. So dangerous was flying in those days that many pilots were killed during training, before they ever had a chance to lay eyes on the enemy. These early airmen sometimes referred to themselves collectively as the “20-Minute Club”—the average time it took to shoot down a new pilot.22

Yet for all these technological advancements, many of which were supposed to insulate the combatant from direct contact with the enemy, war was just as basic and brutal as it had been for centuries. Hand-to-hand combat broke out in scenes that would haunt survivors long after the war had ended. John Kirkham of the Manchester Battalion recalled the moment during the Battle of the Somme that he struck a German soldier with a trench club. This was a crude weapon, more redolent of medieval warfare than of the “modern” slaughter of the First World War. The standard-issue version was usually a kind of mace, or a lead-cored truncheon studded with hobnails, although they were sometimes improvised weapons cobbled together from various materials in the trenches. “It sank deep into his forehead,” Kirkham recounted.23 “In the scuffle, his helmet flew off, and I saw that he was a bald-headed old man. I have never forgotten that bald head, and I don’t suppose I ever will, poor devil.”

Alongside the blunt clubs used in stealthy raids was the altogether sharper bayonet. None was more feared than the German sawback bayonet—nicknamed the “butcher’s blade.” Soldiers used its serrated edge to yank out the entrails of their enemies, causing slow and agonizing death for those on the receiving end. It was so loathed that the French and British armies warned the Germans that any man caught with one would be tortured and executed. By 1917, it had been widely outlawed in battle. But the invention and customization of weapons continued throughout the war, often with gruesome results.

Even discarded jam tins were made deadly early in the war as soldiers began improvising bombs by filling them with explosives and scrap iron and fitting them with fuses.24 Given the unprecedented proliferation of efficient ways to kill en masse, it is hardly surprising that the battlefield became a wasteland. In the words of one man, “there was not a sign of life of any sort … Not a tree, save a few dead stumps which looked strange in the moonlight at night.25 Not a bird; not even a rat, or a blade of grass … Death was written large everywhere.”

These were just a handful of the horrors inflicted by the first of two global wars that would define the twentieth century. The conflict’s human wreckage was inescapable. It was strewn across battlefields and crammed into makeshift hospitals all over Europe and beyond. Between eight and ten million soldiers died during the war, and over twice as many were wounded, often seriously.26 Many survived, only to be sent back into battle. Others were sent home with lasting disabilities. Those who sustained facial injuries—like Percy Clare—presented some of the greatest challenges to frontline medicine.

Unlike amputees, men whose facial features were disfigured were not necessarily celebrated as heroes. Whereas a missing leg might elicit sympathy and respect, a damaged face often caused feelings of revulsion and disgust.27 In newspapers of the time, maxillofacial wounds—injuries to the face and jaw—were portrayed as the worst of the worst, reflecting long-held prejudices against those with facial differences. The Manchester Evening Chronicle wrote that the disfigured soldier “knows that he can turn on to grieving relatives or to wondering, inquisitive strangers only a more or less repulsive mask where there was once a handsome or welcome face.”28 Indeed, the historian Joanna Bourke has shown that “very severe facial disfigurement” was among the few injuries that the British War Office believed warranted a full pension, along with loss of multiple limbs, total paralysis, and “lunacy”—or shell shock, the mental disorder suffered by war-traumatized soldiers.29

It’s not surprising that disfigured soldiers were viewed differently from their comrades who sustained other types of injuries. For centuries, a marked face was interpreted as an outward sign of moral or intellectual degeneracy.30 People often associated facial irregularities with the devastating effects of disease, such as leprosy or syphilis, or with corporal punishment, wickedness, and sin. In fact, disfigurement carried with it such a stigma that French combatants who sustained such wounds during the Napoleonic Wars were sometimes killed by their comrades, who justified their actions with the rationalization that they were sparing these injured men from further misery.31 The misguided belief that disfigurement was “a fate worse than death” was still alive and well on the eve of the First World War.

A face is usually the first thing we notice about a person. It can signify gender, age, and ethnicity—all important components of an identity.32 It can also convey personality and help us communicate with one another. The infinite subtleties and variety of human expression comprise an emotional language of their own. So, when a face is obliterated, these key signifiers can disappear with it.

The importance of the face as a register of feelings or intent is even reflected in our language. We may attempt to “save face” or not to “lose face.” If a person is trustworthy, their word can be taken at “face value.” A liar might be considered “barefaced,” “bald-faced,” or even “two-faced.” Someone might “cut off his nose to spite his face”—which brings to mind both metaphorical and literal disfigurement. The list goes on.

Disfigured soldiers often suffered self-imposed isolation from society following their return from war. The abrupt transformation from “typical” to “disfigured” was not only a shock to the patient, but also to his friends and family.33 Fiancées broke off engagements. Children fled at the sight of their fathers. One man recalled the time a doctor refused to look at him due to the severity of his wounds. He later remarked, “I supposed he [the doctor] thought it was only a matter of a few hours then I would pass out of existence.”34 These reactions by outsiders could be painful. Robert Tait McKenzie, an inspector of convalescent hospitals for the Royal Army Medical Corps during the war, wrote that disfigured soldiers often became “victims of despondency, of melancholia, leading, in some cases, even to suicide.”35

These soldiers’ lives were often left as shattered as their faces. Robbed of their very identities, such men came to symbolize the worst of a new, mechanized form of war. In France, they were called les gueules cassées (the broken faces), while in Germany they were commonly described as das Gesichts entstellten (twisted faces) or Menschen ohne Gesicht (men without faces). In Britain, they were known simply as the “Loneliest of Tommies”—the most tragic of all war victims—strangers even to themselves.36

At Cambrai, Private Percy Clare was about to join their ranks.

After the bullet ripped through his face, Clare’s first thought was that the wound was fatal. He wobbled on his feet for a moment before sinking to his knees, incredulous at the idea that he might die. “I had been through so many perilous times that I had unconsciously come to look upon myself as immune,” he later recorded in his diary.37

His mind began drifting to memories of his wife and child, when an officer named Rawson came to his aid.38 Shaken by the sight of Clare’s ravaged face, Rawson tore out the packet of emergency field dressings that was sewn inside his own tunic. It contained lint, bandages, and a small bottle of iodine all rolled up in waterproof rubber. Rawson panicked when he was unable to determine the source of the bleeding and stuffed the entire packet into Clare’s mouth before rushing back to the line to join his men. At that moment, Clare realized a man could easily drown from the torrent of blood caused by the rupture of major arteries in the face and neck. “Perhaps he … thought he could dam the outlet and thus stop the flow [of blood],” Clare later recalled. “As it was he only succeeded in nearly choking me, and I had hastily to gulp down the blood until I could snatch it out again.”

Clare knew time was of the essence when his fingers began to tingle from the blood loss. He gathered what little strength he had and began crawling across the battlefield toward a road in the distance where he felt he had a better hope of being found. His limbs felt heavy, as though “a load of iron chains [were] about me,” and he eventually collapsed before reaching his destination.39 There he lay, contemplating the nature of his own grave should he die: “I imagined the burial parties who perhaps tonight, perhaps tomorrow, would come along and find me, for this unsightly clay would be found eventually by strangers and buried in a shallow grave dug on the battlefield where I had fallen, as I, myself, had often buried others.”40 He pulled a small Bible out of his pocket and clutched it to his chest, hoping that whoever found his body would post it back home to his mother.41

As he drifted in and out of consciousness, he prayed that medical help would arrive soon. But Clare knew that the chances of a quick extraction from the battlefield were slim. Many men died waiting for the stretcher-bearers to arrive. A soldier named Ernest Wordsworth, who was injured in the first minutes of the first day of the Somme offensive, remained on the battlefield with blood streaming down his face for days before he was eventually rescued.42

Encumbering the rescue process was the fact that stretcher-bearers couldn’t step onto the battlefield without becoming targets themselves. During the Battle of Loos in the autumn of 1915, three men were killed and another four injured while trying to save a company commander named Samson, who had been shot just twenty yards from the trench.43 When a medical orderly finally reached him, Samson sent back a message that he was no longer worth saving. After the guns had quieted, his comrades found him dead, shot in seventeen places. His fist was jammed into his mouth so that his cries would not prompt any more men to risk their lives to save his. Tragic stories like this were far from uncommon.

Unsurprisingly, many soldiers died on the battlefield before ever receiving medical assistance. Attracting the attention of rescuers could be challenging, especially for those whose faces had been torn apart. The ghastliness of this type of injury could elicit terror in even the most battle-hardened warrior. The socialist activist Louis Barthas remembered the moment when one of his comrades was wounded. “We stood there a moment, horrified,” he wrote.44 “[T]he man had almost no face left; a bullet had hit his mouth and exploded, blasting through his cheeks, shattering his jaws, ripping out his tongue, a bit of which was hanging down, and the blood gushed abundantly from these horrible wounds.” The soldier was still alive, but no one in his squad recognized him without his face, prompting Barthas to wonder, “[W]ould even his own mother have recognized him in a state like that?”

In this respect, at least, Percy Clare was lucky. Despite the severity of his injury, he was still recognizable to a passing friend named Weyman. He heard a voice from above: “Hello, Perc, poor old fellow, how are you getting on?”45 Clare signaled with his hand that he thought the end was near. Weyman crouched down to assess the situation before alerting a stretcher-bearer. By then, the blood had started to congeal on Clare’s hands and his face, even as it continued to trickle from the holes in his cheeks. The medical orderly just shook his head before ordering his men to push on. “[T]hat sort always dies soon,” he muttered.

Weyman wasn’t so easily deterred, however. He went in search of other stretcher-bearers as the shelling from enemy lines intensified. They, too, assumed Clare would die, and so they refused to carry him off the field. Clare was weakening by the minute and could hardly begrudge their decision. “I was so soaked with blood and looked so sorry a case that they probably were justified [in believing] that their long tramp … would be futile,” he wrote.46

To pick up a man like Clare, who seemed certain to die, meant leaving on the battlefield others with a better chance to survive, so decisions had to be considered carefully. Return journeys with the wounded were not only dangerous, but also physically taxing. Rescue equipment proved mostly useless in battle. Dogs trained to locate casualties were driven mad by shellfire. Wheeled carts designed to transport the injured were often useless on the blasted and furrowed ground. As a result, most stretcher-bearers had to carry men to safety with the stretcher on their shoulders. It sometimes took as many as eight people to move a single man. Nothing was easy, and nothing was quick. After Private W. Lugg picked up a man during the Battle of Passchendaele, it took him ten hours to travel through the mud before he reached help.47 Even when the extraction was a success, it was sometimes too little, too late. Jack Brown, a medic with the Royal Army Medical Corps, recalled that “it was then just a question of us lighting them a fag [cigarette] and saying a few words about the family at home until they died.”48

Given the location of his wound, Percy Clare faced another danger. Many soldiers who sustained facial injuries suffocated after they were placed flat on their backs. Blood and mucus blocked their airways, or their tongues slipped down their throats, choking them. One soldier recalled feeling a “smack” and then a dull thud as a bullet smashed through his face and lodged itself in his shoulder. “I was rendered speachless [sic] … My friends looked at me in horror and did not expect me to live many moments.”49 They quickly bandaged his wounds but “were unable to stop the flow of blood in my mouth which was nearly choking me.” He remained in the trenches, spitting up blood for hours, before finally being rescued.

Early in the war, the dental surgeon William Kelsey Fry discovered the challenges that facial injuries posed after he assisted a young man whose jaw had been blown apart during a night raid.50 Kelsey Fry instructed the soldier to lean his head forward to prevent his airway from becoming obstructed. After leading him through the trenches and into the hands of medics, Kelsey Fry turned around and began making his way back up the line. He hadn’t gone fifty yards when a message was relayed to him that the soldier had already asphyxiated after being laid onto a stretcher. The experience stuck with Kelsey Fry for the rest of his life: “I well remember wrapping him in a blanket and burying him that night, and I made up my mind that if I had an opportunity of teaching that lesson to others, I would do so.”51 Only later in the war did experienced medical officers like Kelsey Fry issue an official recommendation that soldiers with facial injuries be carried facedown with their head hanging over the end of the stretcher to avoid accidental suffocation.52

In spite of all the daunting obstacles to rescue, Weyman was finally able to convince a third party of stretcher-bearers to take his friend off the field. Clare had lost a tremendous amount of blood by the time he was finally lifted onto a stretcher. He later referred to the wound in his diary as a “Blighty One”—demanding specialized treatment that would require his return to Britain, or “Old Blighty.”53

Any relief Clare might have felt at that moment, however, was short-lived. The next time he saw his face in a mirror, he received a shock. With a heavy heart, he concluded, “I was an unlovely object.”54

For Clare, the war might have been over, but the battle to recover had only just begun. Advances in transportation during the war had made it easier to remove injured soldiers quickly and efficiently from the battlefield. This, coupled with developments in wound management, meant that a large number of men were both sustaining and surviving injuries, including direct hits to the face. Improvements to sanitation within hospitals also meant that disease posed less of a threat to soldiers than in previous wars.

Injured men first received treatment at a regimental aid post, which was positioned immediately behind the fighting, in a relatively sheltered spot, or in a trench itself. They were then sent to a mobile medical unit known as a field ambulance, before being transported to a casualty clearing station a greater distance from the front. Although some casualty clearing stations were situated in permanent buildings—such as schools, convents, or factories—many consisted of large tented areas or wooden huts often covering half a square mile.

These facilities, which functioned as fully equipped hospitals, could be chaotic—especially at the start of the war. The British journalist Fritz August Voigt described one harrowing scene:


The operating theatre looked like a butcher’s shop.55 There were big pools and splashes of blood on the floor. Bits of flesh and skin and bone were littered everywhere. The gowns of the orderlies were stained and bespattered with blood and yellow picric acid [an antiseptic]. Each bucket was full of blood-sodden towels, splints, and bandages, with a foot, or a hand, or a severed knee joint overhanging the rim.



It was at a casualty clearing station that wounded men were stabilized and treated before being transferred by ambulance trains, road convoys, or canal barges to base hospitals along the French coast, some of which had as many as twenty-five hundred beds and were fully staffed with specialist doctors and nurses. Journeys to these facilities could take as long as two and a half days, depending on the mode of transport.

For soldiers who had received a “Blighty One,” enormous hospital ships were on hand to shuttle them across the Channel to British ports. These ships were painted gray and bore large red crosses on each side to indicate that they were carrying wounded soldiers. Once they reached the other side, the men were transported to one of the many military hospitals that had been constructed during the war. Continuing improvements to this complex system led to a significant decrease in mortality rates over the course of the war.56

Doctors and nurses at wartime hospitals experienced enormous challenges, but none was greater than the one posed by men with facial injuries. For them, survival alone wasn’t enough. Further medical interventions would be needed to allow these men to return to some semblance of their former lives. Whereas a prosthetic limb did not necessarily have to resemble the arm or leg it was replacing, a face was a different matter. Any surgeon willing to take on the monumental task of reconstructing a soldier’s face had to not only address loss of function, such as the ability to eat, but also consider aesthetics in order to reflect what society deemed acceptable.

Fortunately for Clare, a visionary surgeon named Harold Gillies had recently established the Queen’s Hospital in Sidcup, England—one of the first in the world dedicated solely to facial reconstruction. Over the course of the war, Gillies would adapt and improve existing, rudimentary techniques of plastic surgery and develop entirely new ones. His unwavering dedication to this work was all in the cause of mending faces and spirits broken by the hell of the trenches. To help him with this daunting challenge, he would assemble a unique group of practitioners whose task would be to restore what had been torn apart, to re-create what had been destroyed. This multidisciplinary team would include surgeons, physicians, dentists, radiologists, artists, sculptors, mask-makers, and photographers—all of whom would assist in the reconstruction process from beginning to end. Under Gillies’s leadership, the field of plastic surgery would evolve, and pioneering methods would become standardized as an obscure branch of medicine gained legitimacy and entered the modern era. It has flourished ever since, challenging the ways in which we understand ourselves and our identities through the reconstructive and aesthetic innovations of plastic surgeons the world over.

But on that late autumn morning in November 1917, Percy Clare just had to survive long enough to reach the medical help that he so desperately needed.
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1

The Ballerina’s Rump

The war and all its horrors were as yet unimaginable as Harold Delf Gillies and his wife wove their way through Covent Garden. Slender, with a beaklike nose and dark brown eyes that often glinted with mischief, the thirty-year-old surgeon had a habit of slouching that made him seem shorter than his five foot nine inches. The couple pushed on through the throng of stallholders and hawkers who were concluding their day’s business on the cobbled streets. In the spring of 1913, London was a far more commanding presence in the world than it would be on the cusp of the Second World War, twenty-six years later. With over seven million people living there, this bustling metropolis was larger than the municipalities of Paris, Vienna, and St. Petersburg put together, and it was home to more people than Britain and Ireland’s sixteen other largest cities combined.1

London wasn’t just big.2 It was also wealthy. The city funneled ships into and out of the North Sea via the Thames as they exported and imported goods from all points of the compass. It was one of the busiest and most prosperous ports in the world, and a vast emporium of luxuries. Dockers unloaded regular shipments of Chinese tea, African ivory, Indian spices, and Jamaican rum. With this influx of goods came people from countless nations, some of whom decided to settle in the capital permanently. As a result, London was more cosmopolitan than ever before.

Londoners worked hard and played harder. There were 6,566 licensed premises that fueled the city’s favorite pastime—drinking—and ensured that the police force was kept busy. London boasted 5 football teams, 53 theaters, 51 music halls, and nearly 100 cinemas that would see weekly attendance triple by the end of the decade.

On that unseasonably warm spring evening, the Royal Opera House was staging its first performance of Verdi’s Aida for London’s more well-to-do music lovers. Gillies had been given tickets by his boss, Sir Milsom Rees, a laryngologist who specialized in illnesses and injuries of the larynx, or voice box. As medical consultant to the Royal Opera House, Rees was charged with tending to the throats of its famous singers. On this occasion, however, he was indisposed, so he sent his young protégé to deputize for him.

Three years earlier, Gillies had acquired his cushy position at Rees’s medical practice, situated in the fashionable district of Marylebone, largely by happenstance. When he interviewed for the job, he had just completed his clinical studies at St. Bartholomew’s Hospital in London. During that time, he had shown a keen interest in otorhinolaryngology, a surgical subspecialty that deals more broadly with conditions of the head and neck. Those who work in this field more commonly refer to it as ENT (ear, nose, and throat). The chief physician, Walter Langdon-Brown, considered him to be one of the ablest in his class.3 But it wasn’t Gillies’s surgical skills that had landed him the job with Rees across town. Rather, it was his reputation as an excellent golfer that had caught the older doctor’s attention.

At the time, Gillies had just reached the fifth round of the English Amateur Championship. During the job interview, Rees brought out his own golf clubs for Gillies to inspect. As the laryngologist demonstrated his swing, Gillies grew impatient. “This is ridiculous.4 When is he going to talk about the job?” he wondered. As it turned out, they never did find a chance to discuss the terms of employment. A short way into the interview, a patient arrived, prompting Rees to rush a bewildered Gillies from his office. Just as he was closing the door, Rees briefly swung his attention back to his would-be employee and offhandedly remarked, “Oh, my dear fellow, I’d forgotten!5 Well, how would five hundred [pounds] a year suit you? Any private patients you pick up you can keep for yourself. All right?” Gillies—who had been making fifty pounds a year at the hospital—was elated at the prospect of making ten times as much money as an ENT specialist in Rees’s private practice. It was not the last time that admiration for Gillies’s sporting prowess would open the door to opportunity.

Gillies had always been a high achiever. He was a man for whom talent—be it athletic, artistic, or academic—was “mysteriously inherited rather than laboriously acquired,” as his early biographer Reginald Pound observed.6 The youngest of eight children, Harold Gillies was born in Dunedin, New Zealand, on June 17, 1882. His grandfather John had immigrated there from the Scottish Isle of Bute in 1852, bringing his eldest son, Robert, along with him. Robert eventually set up business as a land surveyor, and it was in Dunedin that he met Emily Street, the woman who would become Harold’s mother. The two fell in love and married shortly thereafter.

Gillies spent the first few years of his childhood tottering around the cavernous rooms of a Victorian villa. His father, an amateur astronomer, had commissioned the construction of an observatory with a revolving dome on the roof of their ornate stone residence. Robert Gillies christened the family home “Transit House.” He chose the name in honor of the New Zealand astronomers who had made important observations of the 1874 transit of Venus when the planet passed across the face of the sun.

Gillies was a precocious child who loved to spend time roaming the expansive countryside around his home with his five older brothers, who would prop him up in the saddle of Brogo, the family mare, and bring him along on hunting and fishing expeditions. Early in life, Gillies fractured an elbow while sliding down the long banisters in the family home, which permanently restricted the range of motion of his right arm.7 It was a disability that later spurred him to invent an ergonomic needle-holder for use in the operating theater to compensate for his limited ability to rotate his hand.

Two days before his fourth birthday in June 1886, Gillies’s idyllic childhood was shattered.8 That morning, one of his brothers climbed the stairs to check on their father, who had complained of feeling unwell the previous evening. When he entered the bedroom, he found Robert Gillies alert and in good spirits. His father told him that he would soon join everyone for breakfast in the dining room downstairs. The boy hurried off to tell his family the welcome news.

The kitchen sprang to life as pots and pans were pulled from high shelves, and the kettle whistled at the end of the water’s slow boil. But as the minutes ticked by, Gillies’s brother grew increasingly concerned. After half an hour, he climbed the grand staircase once more. A shock awaited him in the bedroom. Lying motionless on the mattress was Robert Gillies, dead from a sudden aneurysm at the age of fifty.

Following her husband’s death, Gillies’s mother moved herself and her eight children to Auckland so that they could be closer to her own family. When Gillies was eight years old, he was sent to England to attend Lindley Lodge, a boys’ preparatory school near Rugby, in the heart of the country. Four years later, Gillies returned home to continue his education in New Zealand, but he wouldn’t remain there for long. In 1900, at the age of eighteen, he moved back to England in order to study medicine at Cambridge University. His decision to become a doctor came as a surprise to everyone. It was a career he purported to have chosen to differentiate himself from his brothers, who were lawyers. “I thought another profession should be represented in the family,” he joked.

At Cambridge, he gained a reputation for being something of a maverick after he spent his entire scholarship fund on a new motorcycle. He wasn’t afraid to challenge his professors and could often be found arguing with the anatomical demonstrator in the university’s dissection lab. Despite this lack of deference for authority, he was eminently likable and admired by teachers and classmates alike for “his happy temperament and his smile that broke into uproarious laughter.”9 His popularity won him a nickname, “Giles,” which stuck with him his entire life.

In spite of his rebellious spirit, Gillies had an orderly mind with an affinity for rules and boundaries—especially if he was the one setting them.10 For the duration of his studies, he lived in a Victorian terraced house with five other young men. As students are wont to do, they came and went as they pleased. Gillies noticed that not every housemate was present at mealtimes, so he devised a system to keep track of costs. Each person was required to mark down his attendance at meals in addition to the number of “units” he consumed, as well as the cost per unit. One of his fellow lodgers called it a “most original and ingenious scheme” that ensured equity and helped keep costs down for everyone. But his mates were less impressed when Gillies charged each of them interest on money that they owed him after he had settled a household debt. For Gillies, fairness was all.

It was during his studies that he developed a serious interest in golf, routinely swapping his pen for a hickory-shafted driver.11 He tried out for the university’s golf team on a whim after traveling to Sandwich for a party with some classmates. He had brought his golf clubs with him so that he could play a round on the famous course there, where a match between Cambridge and Oxford was going to be held a few days later. After the party was over, Gillies boarded a return train. At the last second, he had a change of heart. He grabbed his clubs and hopped off the carriage just as the locomotive began steaming out of the station. Shortly afterward, he was welcomed onto Cambridge University’s golf team.

Gillies spent an inordinate amount of time locked away in the bathroom, which must have raised a few eyebrows among his housemates. His daily ritual in the tiny room was to plant his feet on the same two patches of linoleum and practice his swing in front of the mirror. His friend Norman Jewson, who would later become a famous architect, was struck by Gillies’s “immense powers of concentration, and will power.”12 Those who knew him described his talent for golf as “supernatural.”13 In time, his patients would come to see his skill as a plastic surgeon in a similar light.

As the years passed and his studies progressed, Gillies began to display an aptitude for surgery—which was not surprising, given his obsessive attention to detail. He was driven in a way many young men of his social class were not, often sequestering himself in a library while his peers were out socializing. One friend remarked, “Whatever he decided to do he did.”14 His determination would serve him well in life.

This was never truer than when it came to matters of the heart. Although Gillies had vowed never to marry a nurse, he found himself suddenly and hopelessly in love with Kathleen Margaret Jackson, a nurse at St. Bartholomew’s Hospital, where Gillies had been working during his clinical studies. But there was a problem: another doctor was also courting her.

Never one to shy away from a little competition, Gillies redoubled his efforts. One evening, he hired a hansom cab and invited Kathleen out for a ride. Once in the buggy, Gillies had the cabbie drive them continuously through the streets until she accepted his proposal. The stern etiquette of the day required that nurses live on hospital grounds and remain unmarried, so Kathleen resigned from her job shortly after becoming engaged.15 The two were happily married six months later on November 9, 1911. By then, Gillies was ensconced in his lucrative position at Rees’s private medical practice.

It was with his wife, Kathleen, that Gillies was attending the performance of Aida in Covent Garden’s grandly porticoed opera house on that pleasant spring night. The couple had left their firstborn—a little boy named John who would become a POW during the Second World War when his Spitfire was shot down over France—in the care of family. As the curtain fell on the opera’s first act, a white-gloved attendant approached Gillies discreetly and requested his presence backstage. Given the habitually light duties of his boss on these occasions, Gillies expected to have to do little more than spray some sort of soothing balm into the overworked throat of a singer. Instead, he found one of the dancers injured and in a state of undress. Felyne Verbist, the Belgian prima ballerina, had sat on a pair of scissors, sustaining a deep puncture wound to her shapely backside. Gillies set to work bandaging the tender spot.

As he returned to his seat, he wondered how he would explain his prolonged absence—and the details of the “throat” case—to his young wife. Throughout the rest of the performance, he had trouble concentrating on anything “but the slight lump in the beautiful dancer’s costume where my rather rough-and-ready dressing bulged.”16

It was an incident that Gillies would recount many times in later years, as if removing the pointed end of a pair of scissors from a ballerina’s buttock was the crowning glory of his career.

Felyne Verbist was performing in the very same production of Aida a year later on July 28, 1914, when the Austro-Hungarian Empire declared war on Serbia, signaling the start of the First World War. A week later—as Britons flocked to the beach to enjoy one last bank holiday before the summer officially drew to a close—Britain declared war on Germany, plunging the nation into one of the deadliest conflicts in history. On that sweltering summer day, however, few people could have predicted the calamity that was about to engulf the nation. The outbreak of war came as a complete surprise to most.

The trouble had begun a month earlier. A Serbian nationalist named Gavrilo Princip had shot the Austrian archduke Franz Ferdinand and his wife, Sophie, Duchess of Hohenberg, while they were visiting Sarajevo. The couple had traveled there to inspect the imperial armed forces in Bosnia and Herzegovina, which had been annexed by the Austro-Hungarian Empire in 1908. Princip believed the territories belonged to Serbia and saw an opportunity to retaliate for the annexation by assassinating the presumptive heir to the imperial throne. Supplied with weapons by a Serbian terrorist organization called the Black Hand, Princip and five other conspirators met in Sarajevo with the intention of assassinating the archduke.

Ferdinand was not oblivious to the danger. Three years earlier, the Black Hand had tried to eliminate his uncle, the emperor Franz Josef. And the archduke had allegedly told a family member shortly before he died that he had foreseen his own murder. Nonetheless, Ferdinand
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