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1 ‘Home Sweet Home’
Historical Perspectives on 
Health and the Home

Mark Jackson

INTRODUCTION

In an article published in the New York Times in 1980, Ralph Blumenthal 
highlighted government reports of the multiple health hazards supposedly 
present in modern American homes. ‘Home sweet home it may be,’ he wrote 
evocatively, ‘but the coziest nest can mask a household of hazards.’1 Accord-
ing to Blumenthal and other commentators, the indoor environment now 
contained a range of allergens, poisonous liquids, and toxic fumes that were 
responsible for making modern populations ill. As many contemporary cli-
nicians were aware, the dangers of the domestic environment were particu-
larly evident in allergy sufferers; hot and humid, carpeted and well-insulated 
homes provided an ideal breeding ground for house dust mites, which were 
known to be potent triggers of attacks of asthma, eczema and allergic rhi-
nitis. According to some physicians, greater exposure to domestic allergens 
was a major factor in the explosion of allergies in most developed countries 
after the Second World War.2

This formulation of the poisonous, allergenic home was clearly not new 
in the 1970s and 1980s. As allergy emerged as a clinical specialty during 
the early decades of the twentieth century, the home environment was often 
cited as a critical factor in the development of allergic sensitivity. At one 
level, clinicians routinely referred to the material constituents and inhab-
itants of the home that could precipitate attacks, citing the role of dust, 
pets, plants, medicines, perfumes and cosmetics, and various foodstuffs in 
generating or exacerbating the symptoms of allergy.3 Building on Victorian 
preoccupations with eradicating domestic dirt, dust and germs,4 early twen-
tieth-century allergists on both sides of the Atlantic advised patients and 
their parents on the best means of preventing or removing house dust, and 
proposed treating patients with asthma and hay fever in specially prepared, 
hermetically-sealed allergen-free chambers.5

At another level, it is evident that early twentieth-century concerns about 
the impact of the domestic environment on health were not restricted to 
material elements of the home. Contemporary allergists also attributed 
asthma and eczema, in particular, to disturbances in the psychological or 



emotional environment at home. Shaped partly by long-standing beliefs that 
asthma could be triggered by emotions, but also partly by novel psychoana-
lytical and psychosomatic approaches to both mental and physical diseases, 
leading clinical allergists such as John Freeman (1876–1962), director of 
the world’s largest allergy clinic at St. Mary’s Hospital in London, regularly 
referred to the manner in which either the absence or the over-expression of 
mother love, for example, could encourage the development of asthma and 
other allergic conditions in young children.6 Drawing on his observations of 
the ‘extraordinary prevalence of the Only Child’ in his allergy clinics, Free-
man suggested that, in addition to the usual array of physical allergens, the 
perils of ‘the modern home’ included a ‘greater degree of emotionalism and 
nervous tension’ within the ‘asthmogenic family.’7

Although the fi rst generation of clinical allergists were generally more 
concerned with identifying, isolating and preparing vaccines against outdoor 
allergens such as pollen or with charting the role of outdoor air pollution, 
than with elucidating and reducing the allergenic impact of the domestic 
environment, a number of broad political and economic factors served to 
promote their clinical interest in the relationship between the home and 
health in the decades after the Second World War. In the mid-1970s, for 
example, the Organization of Petroleum Exporting Countries increased the 
price of oil in an attempt to exert pressure on the West following the outbreak 
of war in the Middle East. Faced by rising fuel costs and rampant infl ation, 
householders in developed, temperate countries became more conscious of 
the need to conserve energy and reduce heating bills: home-owners installed 
insulation, replaced older windows with double-glazing, and endeavoured 
to prevent draughts around doors. The net effect of these energy-saving 
alterations was to decrease ventilation, increase humidity, and provide a 
convenient environment for house dust mites to thrive in carpets, bedding, 
and other soft furnishings. Prompted partly by fi nancial constraints, the 
impact of these major changes in home design was to increase exposure to 
domestic allergens such as mites and animal dander, particularly amongst 
modern Western populations; in response, allergists encouraged wives and 
mothers in particular both to keep their houses dust-free and to ensure the 
psychological stability of the home.

Although Blumenthal’s concept of a ‘household of hazards,’ expressed in 
the New York Times in 1980, clearly comprised a continuation and refor-
mulation of earlier twentieth-century interests in the domestic environment 
and allergies, it is however evident that it also constituted a radical depar-
ture from Victorian notions of the home. During the nineteenth century, the 
home was characteristically regarded as a haven, rather than a hazard, for 
asthma and hay fever sufferers. In addition to advising their patients to take 
‘hay fever holidays’ in mountainous or coastal resorts where the air was 
cleaner and less likely to contain troublesome pollen, allergists on both sides 
of the Atlantic recommended staying indoors or at home during the sum-
mer pollen season. Even after house dust had been identifi ed more clearly 
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as a major indoor allergen during the inter-war years, the home remained a 
place of sanctuary for some allergy sufferers: an article in The Times in 1960 
advised people with hay fever and asthma to ‘shut themselves away at the 
hour of danger,’ and to ‘stay indoors with the doors and windows closed’ 
during the peak pollen season in June.8

Complex and shifting understandings of the role of the home in deter-
mining the epidemiology and shaping the treatment of allergies raise sev-
eral broader issues and questions that link the contributions to this volume. 
In the fi rst instance, it is apparent that homes have changed substantially 
across time, not only in terms of their architectural features and furnish-
ings, but also in terms of family structures and expectations. Perhaps more 
critically, the ideological contours and political meanings of the home also 
shifted, as the domestic space came to be seen as a promising site for inter-
vention by medical experts and the state: from the early twentieth century, 
both public health advice and educational literature, directed at families 
and particularly at mothers, were devised and delivered by health visitors 
or psychiatric social workers who visited, inspected, and attempted to 
improve the home. Any exploration of the historical relationship between 
home and health needs to be sensitive to these material and ideological 
shifts across time.

Secondly, as the history of allergy suggests, the home has often been an 
ambiguous social space, constituting at the same time both a haven and a 
hazard. Thus, while homes were often extolled for the ways in which they 
fostered mental and physical health and happiness, they were also indicted 
as sites of oppression, neurosis and decay, particularly by feminist writers 
who, from the 1950s at least, began to construe any drive for domestic har-
mony as a means of subjugating women.9 This ambivalence, or tension, has 
frequently been mirrored by broader, and often paradoxical, constructions 
of health and illness in the domestic setting. As several contributions to this 
volume suggest, the families of children labelled as maladjusted, delinquent, 
or asthmatic were often portrayed, at the same time, not only as victims 
of social circumstances beyond their control but also as innate, biological 
threats to the stability of society: ‘problem families’ were both a product 
and a cause of poverty, disease, and social unrest.10

Equally clearly, as discussion of shifting approaches to the aetiology of 
asthma demonstrates, there have been persistent but fl uctuating tensions 
between identifying the material and psychological elements of homes as 
primarily pathogenic. While psychosomatic approaches to asthma were 
prominent during the 1940s and 1950s, for example, such psychoanalyti-
cally informed understandings of disease tended to fall into disfavour during 
the 1960s and 1970s as allergists and respiratory physicians returned with 
renewed vigour to their original focus on dust, perfumes, and pets. In part, 
this retreat into the material spaces of the home was driven by the promise 
of new pharmacological treatments, such as the antihistamines, selective 
bronchodilators, and inhaled steroids.11 However, as the impact of oil prices 



on home construction and asthma suggests, shifting interest in the hazards 
of home were also shaped by broader socio-political, cultural, and epide-
miological factors: by novel approaches to children, childhood, and educa-
tion; by shifting patterns of disease; and by new expectations of parent-child 
relationships, fashioned themselves by concerns about imperialism, mother-
hood, crime and social order, infant mortality rates, degeneration, poverty, 
town planning, consumerism, and so on. Historical analysis of the ways in 
which homes were seen to infl uence health therefore demands close atten-
tion to the diverse social, political, and cultural contexts in which both mod-
ern homes and health were constructed.

HISTORIES OF HEALTH AND THE MODERN HOME

The central aim of this volume is to explore how the complex and shift-
ing relationship between health (and illness) and the home was recognised, 
investigated, and exploited from the late nineteenth to the late twentieth 
century, through a series of specifi c, but often inter-linked, case studies. 
With this in mind, it is important from the outset to clarify, as precisely as 
possible, what we mean here by ‘health,’ ‘modern,’ and ‘the home,’ and to 
refl ect on how those categories, and the relationships between them, have 
been explored in previous historical studies.

Health is a notoriously diffi cult concept to defi ne and it is perhaps not 
surprising that historians of medicine have rarely addressed health directly. 
Most historical studies have focused on the history of specifi c diseases, or on 
the professional and political contours of clinical practice and health service 
delivery, rather than on the historical meanings and maintenance of health or 
on the strategies adopted in the past to promote health as well as to prevent 
and treat disease. Perhaps the only studies routinely to consider health and 
health promotion are those that have focused on public health and associated 
environmental health reforms, particularly during the nineteenth century,12 or 
those that have explored strategies adopted in the twentieth-century to pro-
mote psychological health (or mental hygiene) and to prevent mental illness.13 
More recently, historical studies of cancer services, and particularly screening 
techniques, promise to offer novel insights into the prevention of potentially 
fatal diseases and the promotion of health and longevity.14 Although the con-
tributions to this volume undoubtedly take particular, albeit contested, medi-
cal conditions (such as suburban neurosis, maladjustment, lead poisoning, 
food allergies, or asthma) as their starting point, the analyses centre not only 
on the ways in which these conditions were defi ned and managed, but also 
on the manner in which intervention in the home came to be seen as a means 
of preserving, as well as restoring, physical and psychological health, under-
stood primarily in terms of the absence of disease.

It is equally clear that historians of medicine have traditionally been pre-
occupied with the history of infectious, rather than non-infectious, diseases. 
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Thus, although studies of the epidemiological transition have focused con-
structively on the decline of acute infectious diseases (including on occasions 
the impact of housing on the pattern of diseases such as tuberculosis),15 they 
have far less frequently offered insights into the rise of chronic degenerative 
conditions in the modern period. Apart from early excursions into the his-
tory of cancer and arthritis,16 recent studies in occupational health history 
that have explored the environmental determinants and regulatory politics 
of chronic diseases such as asbestosis, silicosis, and lead poisoning,17 or on-
going studies of some of the modern ‘diseases of civilization,’18 historians 
have so far shown only limited interest in the dramatic downside of modern 
demographic and health transitions. One aim of this volume is to encourage 
greater historical interest in the wide range of chronic diseases that have 
increasingly impaired the health of, although have not necessarily killed, 
modern populations.

In chronological terms, the contributions to this volume explore his-
torical constructions of health and home from the dying decades of the 
nineteenth century through to the turn of the millennium. In this sense, 
the term ‘modern’ refers primarily to a particular historical period. How-
ever, the term encompasses more than mere chronology; it also captures 
the processes of industrial modernisation and the complex political patterns 
of modernity, as well as the cultural aspirations of modernism. As some 
contributions to this volume demonstrate, Western forms of industrialisa-
tion during the nineteenth century dramatically altered the landscape and 
environment of modern populations, exposing them, for example, to novel 
forms of air pollution which increased the risk of developing debilitating 
and sometimes fatal respiratory diseases.19 As concerns about the impact of 
modern industrial processes spread during the early decades of the twentieth 
century, governments on both sides of the Atlantic introduced legislation 
aimed at lowering levels of pollution, reducing its economic impact, and 
promoting respiratory health. Such intervention was not only directed at 
limiting environmental pollution by modern industry, but was also aimed at 
reducing the impact of domestic fuel consumption on health: transformed 
by industrialisation, modern homes, as well as modern manufacturing pro-
cesses, threatened to pollute and kill.20  

Since the writings of the German economist and sociologist Max Weber 
(1864–1920) in the early twentieth century, modernity has also been under-
stood in terms of a particular set of social and political processes, which 
operated to challenge and replace traditional (Victorian) forms of social 
organisation. Modern governments thus endeavoured to engineer the ratio-
nal management of society through the expansion of bureaucracy, a grow-
ing reliance on professional expertise and the systematic application of 
science and technology to work, home life, and warfare, the national and 
international integration of markets, the creation of more democratic forms 
of political organization, and the spread of literacy and education. Signifi -
cantly, as Roger Cooter and Steve Sturdy have pointed out in one of the few 



focused historical studies of the relationship between medicine and moder-
nity, the emergence of a modern, rational society involved ‘the extension of 
bureaucratic structures into ever more intimate areas of social life.’21 As sev-
eral contributors to this volume argue, these processes not only penetrated 
and transformed the home, but also facilitated the recognition and formula-
tion of new forms of illness, which were thought to be linked directly to the 
domestic (material and psychological) environment and therefore amenable 
to domestic management.22

As a cultural movement, modernism was closely linked to, and shaped 
by, the social, political, and industrial forces of modernity. Emerging in late 
nineteenth-century Europe as a form of rebellion against traditional pat-
terns of social organisation and creativity, modernism strove not only to 
sweep away older art forms and generate new aesthetic visions, but also to 
transform urban and architectural landscapes. Encompassing new forms of 
tonality in music and novel literary styles, as well as cubism and surrealism 
in the visual arts, modernism thus also operated to change the style and 
contents of modern homes. During the early twentieth century, for example, 
the Swiss architect Le Corbusier (1887–1965) incorporated into his town 
plans and his domestic architectural designs the clean, pure lines and the 
open, airy spaces demanded by modernist rejections of cluttered Victorian 
interiors. Signifi cantly, the modernist urge to create a fresh and dust-free 
domestic environment was fashioned partly by concerns about health. As 
Nancy Tomes has argued in her rich study of germs in modern American 
life, from the last decades of the nineteenth century fears that germs and 
infectious diseases could be transmitted by dust led home economists to 
criticise ‘the overstuffed furniture, thick carpets, patterned wallpaper, and 
extensive bric-a-brac so beloved in Victorian decorating schemes. Instead, 
they promoted surfaces that were smooth, washable and free of ornamenta-
tion that might harbor dust, vermin, and germs.’23 As anxieties about germs 
gradually receded during the middle decades of the twentieth century (in 
the wake of evidence of an epidemiological transition and the production of 
antimicrobial drugs), these formulations of a clean and healthy home envi-
ronment found alternative expression in the clinical advice given to families 
(and particularly to mothers) to maintain a dust- and allergy-free home in 
order to prevent triggering or exacerbating attacks of asthma and other 
allergies in susceptible children.24

Home is arguably the most complex and fl exible of the three categories 
under discussion in this volume. Although there are historical and sociologi-
cal studies of the cultural meanings of the home and of domestic architec-
tural style and interior fashion,25 the changing nature of the home and its 
relation to health have rarely been explored in any depth by medical histo-
rians. Similarly, while there are numerous historical studies of public and 
environmental health reforms, which have concentrated on campaigns to 
reduce outdoor pollution and improve urban sanitation,26 and some studies 
of medicine in relation to schools,27 few medical historians have investigated 
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the manner in which the domestic environment was thought to shape pat-
terns of health and disease. One of the aims of this collection of case studies 
is to encourage closer historical attention to the ways in which homes were 
implicated in the distribution and manifestations of disease.

Within this volume, the term ‘home’ is understood and mobilised in sev-
eral ways. At one level, home is taken to denote simply a physical place 
where people lived. As such, it describes the material construction, as well 
as the technical appliances and interior furnishings, of houses, any or all of 
which could make inhabitants ill.28 However, as most of the contributions 
to this book demonstrate, clinical understandings of, and interventions in, 
the home were not confi ned to material elements. In many twentieth-cen-
tury debates, the home also denoted a psychological or emotional space, 
created by and mediated through family relations and vulnerable to expert 
manipulation. Although there have been historical studies of the family,29 
and more particularly of the impact of family life on the experiences and 
welfare of women and children,30 few researchers have concentrated on the 
manner in which family dynamics and the domestic emotional environment 
were construed in relation to health and disease, or on how shifting fam-
ily ideologies and expectations shaped exposure to domestic hazards and 
produced new patterns of ill-health. By analysing modern constructions of 
the home as a material and psychological determinant of health and illness, 
this volume aims to expand the boundaries of medical history and to engage 
more closely with insights from recent environmental histories, which have 
begun to scrutinise and problematise historical patterns of exposure to both 
indoor home and occupational environments more vigorously.31

Finally, the notion of ‘home’ has also constituted an ideological and polit-
ical entity, shaped by social and cultural values, and often existing in tension 
with the physical and psychological reality of people’s homes.32 Thus, the 
home has frequently been imagined as a source of physical and emotional 
comfort and stability. Images of the home as a permanent and solid founda-
tion for healthy and productive family life are evident not only in the pro-
liferation of popular phrases such as ‘feeling at home,’ ‘home from home,’ 
and ‘home is where the heart is,’ but also in the elaboration in the early 
twentieth century of the notion of an ‘ideal home,’ exemplifi ed by the estab-
lishment of the Daily Mail Ideal Home Exhibition in 1908.33 Signifi cantly, as 
is evident in the themes portrayed at that exhibition over subsequent years, 
representations of the ‘ideal home’ were closely linked to broader socio-
political currents, including persistent concerns about motherhood and the 
Empire, emergent preoccupations with the technological transformation of 
homes, industrial efforts to promote a fi nancially viable commodity culture, 
and political recognition of the need, particularly in the post-Second World 
War years, to resolve critical housing shortages in original, and healthy, 
ways. The home thus became a site for political, and often explicitly medi-
cal, intervention aimed not only at preventing or reducing disease but also 
at realising the dreams of modernity.



THEMES AND DIRECTIONS

The contributions to this volume explore shifting historical constructions of 
the relationship between health and the home in the modern period from a 
variety of original perspectives. The volume is not intended to be compre-
hensive; rather, through a series of detailed case studies, it aims, fi rstly, to 
expose and analyse the manner in which notions of both health and home 
intersected and, secondly, to stimulate further research. Although histori-
cal in its focus, the volume is deliberately inter-disciplinary: the methods 
employed encompass not only a traditional historiographical reliance on 
documentary sources, but also techniques and insights from oral history, 
literary criticism, and fi lm studies. Most of the chapters focus on Britain, 
but several contributions either explore the manner in which similar debates 
about the role of the home in shaping patterns of health and disease were 
pursued in a North American context or demonstrate the ways in which 
British and American clinicians borrowed heavily from each other’s vocabu-
laries, theories, and practices.

The book is divided into two sections. The fi rst section explores the 
home and emotional health, particularly (but not exclusively) from the 
perspective of women and children, who traditionally spent more time at 
home and were regarded as more vulnerable to domestic hazards. The sec-
ond section concentrates more closely on the manner in which the material 
elements of houses and homes (such as smoke, lead, food, dust, and insect 
infestations, for example) were implicated in patterns of chronic disease. 
Although the structure of the book helps to draw out certain prevailing 
themes and interconnections, the divide between the material and the psy-
chological dimensions of the modern home is, of course, largely artifi cial; 
as several chapters demonstrate, the boundary between the emotional and 
physical causes and manifestations of many chronic diseases was particu-
larly porous and negotiable.

In Chapter 2, Michael Clark offers a compelling dissection of Clemence 
Dane’s play A Bill of Divorcement, fi rst produced on the London stage in 
1921 but set in an imaginary 1930s. Shaped by post-war fears that the sta-
bility of marriage and the authority of the traditional male-dominated fam-
ily were under threat, the play explores the fate of an upper-middle-class 
family ruined by shell-shock and the fear of hereditary mental weakness. 
As Clark argues, although its structure, location, and characterisation were 
conventional, the play was in many ways about modernity, not primarily 
in the Weberian sense of socio-economic transformation, but more clearly 
in terms of ‘a state of mind, a subjective experience of rupture and discon-
tinuity’ within personal and family lives. In particular, although the play 
exemplifi ed Victorian attitudes to insanity, the domestic setting of the play 
also illustrated the manner in which the modern family and home environ-
ment, as well as the freedom offered to modern women, created new forms 
of emotional instability and mental illness.
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The impact of the home on women’s emotional health is pursued more 
closely in the next three chapters. In Chapter 3, Rhodri Hayward explores 
the manner in which the home was construed, especially by doctors such 
as Stephen Taylor, as a site of psychological oppression. During the 1930s, 
Taylor suggested that many of the minor complaints that affl icted isolated 
housewives in newly built suburbs were manifestations of a novel form 
of psychiatric illness, which he termed ‘suburban neurosis.’ As Hayward 
argues, Taylor’s formulation drew on two competing models of anxiety: 
fi rstly, on Freudian suggestions that neurosis was the product of instinctive 
desires that had been thwarted or frustrated by modern civilisation, most 
clearly by the toxic domestic environment of the suburbs; and secondly, on 
a theory propounded by Taylor’s colleagues at the Maudsley, namely, that 
the source of a housewife’s neurosis ‘lay not in her unconscious desires but 
in the inadequacy of her conscious thoughts.’ In manipulating and merging 
these theories, Taylor linked psychological ill-health to the ‘emotional pov-
erty’ of suburban homes.

One of the striking features of inter-war medical formulations of the neu-
rotic housewife was the absence of the voices of women themselves. Women’s 
experiences of the suburbs is explored in Jo Gill’s analysis of the American 
confessional poet Anne Sexton. As Gill suggests, Sexton’s assumption of a 
causal correlation between domestic environment, gender, occupation, and 
mental health clearly echoed Taylor’s image of the neurotic British suburban 
housewife. However, Sexton’s formulation of the suburbs, designated by 
town planners as female spaces, was ambiguous and ambivalent. At a broad 
level, the suburban home operated not only as a prison, from which Sexton 
ached to escape, but also as a sanctuary or haven, into which she could 
safely retreat from the dangers of urban life. In more discrete ways, modern 
domestic architecture and the proliferation of modern domestic appliances 
also functioned both to connect and expose, to integrate and separate: from 
Sexton’s perspective, during the middle decades of the twentieth century, the 
home thus became a site of imprisonment and surveillance as well as safety 
and liberation.

As the following chapter by Ali Haggett demonstrates, Sexton’s poetics 
not only infl uenced a range of post-war writers who focused on the suburbs, 
but also echoed and legitimated feminist critiques (by Betty Friedan and oth-
ers) of traditional domestic roles and the banality of housework. However, 
broad assertions of feminist disaffection with domesticity should be chal-
lenged. Interviews with British women who stayed at home to raise children 
and manage the household during the 1950s and 1960s suggest that the 
impact of domesticity on women’s mental health was far more complex 
than contemporary feminist critiques suggested. Women who developed 
anxiety and depression during the post-war years identifi ed a failing marital 
relationship or much earlier problems in childhood as the cause of their ill-
ness far more often than they blamed the domestic role itself. Indeed, most 
of the women interviewed regarded their responsibilities for domestic work 



and for raising children as positive and rewarding. Of course, this does not 
necessarily imply that suburban isolation did not on occasions generate 
mental illness in both women and men; however, it suggests that feminist 
critiques of domesticity need to be tempered by careful attention to the lives 
and experiences of a much broader range of modern women.

The recognition that childhood experiences and circumstances could 
impact on mental and physical health (either in childhood or indeed much 
later in adulthood) was evident elsewhere during the middle decades of the 
twentieth century. As the following two chapters demonstrate, child guid-
ance practitioners regularly investigated the home lives of troubled and 
troublesome children. In Chapter 6, John Stewart explores the manner in 
which psychiatric social workers, employed by child guidance clinics, used 
home visits not only to identify what they regarded as ‘problem parents’ and 
dysfunctional emotional domestic environments, but also to impart preven-
tative strategies aimed at facilitating resilience to environmental pressures 
and restoring health. Linked closely to broader international attempts to 
promote mental hygiene in the early twentieth century, psychiatrists and 
social workers thus contended not only that maladjustment and delinquency 
were caused by disruptive home environments, but also that they were to be 
treated at home by experts in psychiatry.

Mid-century preoccupations with the homes of delinquent children are 
explored further by Sarah Hayes in Chapter 7. According to early child 
psychiatrists and psychologists, such as William Healy in the United States 
and Cyril Burt in Britain, a harsh domestic and social environment during 
childhood could lead either to delinquent ‘rebels’ or to neurotic ‘rabbits.’ 
However, it is striking that these formulations of the origins of maladjust-
ment did not just focus on the role of parents. Although Burt, for example, 
regarded ‘every tragedy of crime’ essentially as a ‘drama of domestic life,’ 
he and other commentators recognised that a variety of factors both inside 
and outside the home infl uenced the development of delinquent children. 
Thus, while delinquency and neurosis might have been caused by a broken 
home, the prolonged absence of one or both parents, or weak discipline, 
they might also have been triggered by diffi culties at school, the infl uence of 
peers, the effects of unemployment, and the potentially harmful impact of 
the cinema on children’s expectations and behaviour.

Although psychiatrists and psychologists recognised that the domestic 
environment was only one of a complex constellation of factors shaping 
children’s health, they nevertheless often emphasised the importance of 
maternal love in promoting and preserving health. As my own contribution 
to this volume suggests, psychoanalytical and psychosomatic preoccupations 
with mother–child relationships infl uenced approaches not only to behav-
ioural problems and mental illness but also to physical illnesses. During 
the middle decades of the twentieth century, the onset of asthma and other 
allergic conditions was often explained in terms of domestic childhood trau-
mas leading to the creation of an ‘allergic personality.’ For allergists such 
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as John Freeman, for example, the ‘asthmogenic home’ included not only 
the physical allergens that might trigger attacks of wheezing, sneezing, and 
itching, but also a disordered emotional environment that disrupted health 
and generated disease: either ‘smother love’ or maternal deprivation could 
cause asthma. Although psychosomatic explanations and psychoanalytical 
therapies gradually lost favour, partly as the result of the introduction of 
new pharmaceutical approaches to treatment during the 1970s, they were 
popular in the immediate post-war period not only because they reinforced 
conservative attempts to restore domestic stability through the promotion 
of motherhood, but also because they appealed to holistic critiques of bio-
medical reductionism and Western capitalism.

The fi rst chapter in the second part of this volume continues to focus on 
contemporary preoccupations with the role of women as the guardians of 
family (and national) health. In Chapter 9, Nancy Tomes explores the man-
ner in which new advertising strategies aimed at improving public health 
as well as promoting certain health-related products targeted American 
mothers in particular. Within the modern home, mothers were encouraged 
to monitor and control the family’s consumption of potentially hazardous 
food, medication, and cosmetics, as well as being expected to maintain the 
emotional stability of the home. However, the adoption by public health 
educators of commercial strategies to persuade housewives to purchase par-
ticular products was criticised by many medical practitioners, who decried 
the use of ‘medical authority to sell mouthwash and toilet paper.’ The Amer-
ican Medical Association, in particular, attempted not only to impose adver-
tising codes but also to establish itself as the most reliable guide to the safety 
and effi cacy of household remedies. This position, however, was in turn 
often challenged by consumer groups that criticised the established medical 
profession for failing to protect patients.

Tomes’s analysis of health advertising in early twentieth-century Amer-
ica highlights the manner in which the modern home, and particularly 
modern mothers, were exposed to commercial and political exploitation. 
The economic and political dimensions of debates about health and home 
are also evident in British approaches to domestic smoke production and 
health throughout the twentieth century. As Stephen Mosley demonstrates 
in Chapter 10, responsibility for battling against the aesthetic and medi-
cal affects of smoke pollution in inter-war Britain placed ‘an unrelenting 
strain on women.’ According to publicity campaigns run by electricity 
and gas companies, the adoption of modern energy sources in the home 
would not only result in cleaner, healthier, and happier populations (with 
a much lower incidence of respiratory diseases, for example), but also in 
the liberation of women from the ‘soul-destroying drudgery’ of house-
work. However, such campaigns were slow to take effect, as British home-
owners remained bound to the open fi re by both sentiment and economy, 
as well as by persistent perceptions of the hearth as more hygienic than its 
smokeless rivals.



In spite of pressure from the National Smoke Abatement Society and 
publicity drives from electricity and gas companies, it was not until the Lon-
don smog of 1952, in which several thousand people died from cardio-
respiratory diseases, that the British government made a concerted effort to 
curb both industrial and domestic smoke production. As Catherine Mills 
argues in Chapter 11, the passage of the Clean Air Act in 1956 established 
a system for monitoring air quality and pollution levels, creating smokeless 
zones, and punishing offenders who continued to blacken the atmosphere 
with smoke. As Mills suggests, local implementation of the Act varied con-
siderably, but intervention in the home was central to government strat-
egies to combat pollution in the post-war decades. In Sheffi eld, clean air 
campaigners visited homes, distributed information leafl ets, and exploited 
the media, targeting women’s organisations and youth clubs in particular: 
the healthy modern home should be clean. Although propaganda was less 
intense in Coventry, local public health offi cers similarly visited homes and 
attempted to educate women and children about the benefi ts of modernising 
the domestic space by adopting smokeless fuels.

Strikingly, the strategies adopted by local authorities to reduce smoke 
emissions focused in the fi rst instance on ‘new corporation housing and the 
prosperous residential suburbs,’ rather than on the urban, industrial ter-
races where smoke pollution was inevitably more pronounced. In this way, 
the socially disadvantaged were denied early access to clean air. Class, and 
more particularly race, determined exposure to domestic hazards in other 
ways during the middle decades of the twentieth century. As Gregg Mitman 
illustrates in Chapter 12, although asthma and hay fever had traditionally 
been regarded as aristocratic diseases, in post-Second World War Amer-
ica a wave of asthma deaths affl icted ethnic minorities in poverty-stricken, 
inner-city areas, where over-crowded and decaying housing, high infant 
mortality, crime, and disease were commonplace. Drawing on prevalent 
psychosomatic accounts of asthma, initial explanations of the rising mortal-
ity from asthma in poor immigrant communities focused on racial tensions 
linked, in popular political formulations, not only to the emotional turmoil 
unleashed by civil rights demonstrations, but also to the ‘the damaged black 
psyche.’ However, as Mitman argues, such explanations ignored fundamen-
tal environmental inequalities that exposed poor families to higher levels of 
allergens and pollutants: during the 1960s, the wave of asthma deaths was 
attributed to cockroach infestation, promoted by the ecological conditions 
generated by inferior quality housing.

Parallel British debates about the transmission of deprivation and dis-
ease within certain communities and families also focused in part on hous-
ing and the home environment. In Chapter 13, John Welshman explores 
these debates by focusing closely not only on Keith Joseph’s articulation 
in 1972 of the ‘cycle of deprivation’ (in which the problems of one genera-
tion were repeated in the next), but also on the subsequent creation of a 
research programme that attempted to determine whether behavioural or 
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structural factors were primarily responsible for ‘transmitted deprivation,’ 
a concept that encompassed the lack of social rights and responsibilities as 
well as the scarcity of material resources and amenities available to certain 
‘problem families.’ Within this research framework, the impact of housing 
(rather than the home) became a prime consideration. Signifi cantly, how-
ever, researchers disagreed about whether deprivation (in the form of home-
lessness, for example) was the result of personal inadequacies or, as most 
studies suggested, of broader economic and social factors that created ‘per-
sistent inequalities in the distribution of goods, resources and life chances in 
capitalist countries.’

Tensions between behavioural and structural explanations of deprivation 
and disease transmission, and indeed between psychological and physical 
accounts of disease, were also evident in formulations of lead poisoning in 
children. In the penultimate chapter, John Burnham traces critical transfor-
mations in clinical understandings of the role of the home environment in 
causing childhood plumbism. During the 1920s and 1930s, it was common-
place to assume that children ingested lead randomly from painted toys and 
domestic furniture. In the 1950s, however, attention shifted not only to the 
use of lead paint on walls, ceilings and fl oors, but also to the psychosocial 
environment of the family and home that might encourage children to eat 
non-food materials, a condition referred to as ‘pica.’ These concerns led 
some physicians to advocate removing vulnerable children from the poison-
ous home environment in much the same way (and for much the same rea-
sons) that asthmatic children were removed from dusty and dysfunctional 
homes.34 Signifi cantly, as notions of the ‘environment’ broadened during the 
1960s, clinical understandings of lead poisoning shifted once again. Focus-
ing initially on invisible pollution from radioactivity and chemicals, mod-
ern environmentalists began to emphasise the dangers of exposure to small 
amounts of lead in the general atmosphere. From this perspective, the home 
was only one possible source of poisonous lead, and the boundaries between 
indoor and outdoor environments became increasingly ambiguous. 

Growing clinical interest in children’s exposure to lead and other domestic 
toxins did not displace or preclude close medical attention to the impact of 
diet on children’s health and behaviour. In the fi nal chapter, Matthew Smith 
explores the elaboration and reception of a novel American diet introduced 
in the early 1970s by Ben Feingold and aimed at reducing hyperactivity in 
children. The Feingold diet, as it became known, involved the elimination of 
food additives, which were thought to precipitate allergic reactions result-
ing in hyperactivity and other behavioural problems. Although the diet 
attracted considerable public and media attention, with over 200,000 fami-
lies subscribing to the diet by the mid-1980s, Feingold spectacularly failed 
to convince mainstream paediatricians and allergists of its value and the 
diet’s popularity faded, especially after Feingold’s death in 1982. As Smith 
persuasively argues, this had little to do with the nature of the scientifi c 
evidence against the effi cacy of the diet, and much more to do with wider 



political tensions both inside and outside the medical profession. In par-
ticular, the diet relied heavily on families, and especially mothers, to adhere 
rigidly to clinical advice and to constantly monitor the food consumed by 
their children. For many families, this proved impossible, partly because of 
the onerous nature of ensuring compliance and partly because it was dif-
fi cult to control food consumed outside the home. A combination of genetic 
explanations for hyperactivity and the use of prescription drugs ultimately 
proved more appealing to families that were already struggling to maintain 
a healthy and happy home.

Collectively the chapters in this volume underline just how central the 
home has been to understandings of health and disease in the modern period 
on both sides of the Atlantic. Although the diverse, but often interlinking, 
contributions presented here can only begin to scratch the surface of histori-
cal constructions of the complex and shifting relationship between health 
and the home, they are intended to raise new questions, expose the value of 
novel sources, and suggest constructive points of contact between medical 
and environmental histories, as well as between history and literary and fi lm 
studies. Perhaps most importantly, we hope that this book will stimulate 
further discussion and research not only into the manner in which the physi-
cal, psychological, and ideological ingredients of the modern home shaped 
patterns and experiences of health and disease, but also, conversely, into 
how anxieties about disease served to fashion the architecture, furnishing, 
decoration, and management of modern homes.
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2 A Bill of Divorcement
Theatrical and Cinematic Portrayals 
of Mental and Marital Breakdown in 
a Dysfunctional Upper-Middle-Class 
Family, 1921–1932

Michael J. Clark

INTRODUCTION

During the years immediately following the end of the First World War, 
there was widespread public concern in Britain that the War had unleashed 
or accelerated certain irreversible processes of political, social, and cultural 
decline, and that the psychological effects of the confl ict were undermin-
ing the mental and moral health of British society.1 A series of apparently 
casual or motiveless killings involving shell-shocked ex-soldiers who had 
been unable to readjust to peacetime conditions were given widespread sen-
sational coverage in the press, and for a time there existed a climate of fear 
verging on moral panic that the violence of the Western Front, so long kept 
at bay, was at last coming home to Britain.2 At the same time, there was an 
equally widespread, though less vocal, apprehension that the stability of 
marriage and the traditional male-dominated family unit were in danger, 
not just from the traumatic experiences of the First World War but from far-
reaching changes in the rights and roles of women that wartime conditions 
had either set in motion or accelerated.3

Against this background of cultural pessimism and moral alarmism, 
Clemence Dane’s play A Bill of Divorcement, with its melodramatic tale of 
an upper-middle-class marriage ruined by shell-shock and hereditary mental 
taint, its attacks on the unfairness of English divorce law, and its apparent 
support for the medical regulation of marriage and procreation, caused a 
sensation when fi rst produced by Basil Dean and the Reandean Company at 
St. Martin’s Theatre, London in March 1921.4 With its conventional three-
act structure, country house location, and upper-middle-class characters, A 
Bill of Divorcement was far from being a ‘modernist’ play in either of the 
commonly understood senses of being socially realistic or formally inno-
vative. However, its contemporary subject matter, near-future setting, and 
above all, the attitudes and beliefs expressed by the principal characters left 
audiences in no doubt that it was intended to be a drama of, and in some 
sense about, ‘modernity.’5



Amid the gloom and uncertainties of the immediate post-1918 period, 
Clemence Dane deliberately sought to place A Bill of Divorcement in the 
vanguard of post-war British theatre, as a drama of contemporary social 
and medical issues and attitudes. Though sometimes mistaken for a pro-
paganda tract, A Bill of Divorcement was not intended as a sociological 
text, and insofar as she had one, its author’s conception of modernity was 
more a state of mind, a subjective experience of rupture and discontinuity, 
than one of far-reaching socio-economic transformation of the kind envis-
aged by Marx, Durkheim, or Weber. But by making the clash between the  
secular ideals and liberal moral outlook associated with the new century 
and the narrow religious beliefs and moral hypocrisy that she ascribed to 
the Victorian age central to the drama, Clemence Dane clearly sought to 
identify herself and her work with what she understood to be the spirit of 
the modern age. Yet even while apparently embracing the modernist chal-
lenge to Victorian social attitudes and moral values, the play also revealed a 
deep ambivalence and misgivings about the ultimate effects of modernity on 
the mental and moral health of British society in general and young British 
women in particular. In its hesitant and at times fearful response to moder-
nity, A Bill of Divorcement seems to have struck a chord with the British 
theatre-going public,6 making a powerful, if somewhat confused, contribu-
tion to ongoing public debates linking political and domestic violence, street 
crime and declining moral standards, the rise of radical secular ideologies 
and the decline of traditional religious belief, the unsettling effects of moder-
nity and modern warfare on the national psyche, the rights and wrongs of 
women, and the future of marriage and the family. Like the First World War, 
the play seemed to symbolize the new age’s sudden, catastrophic break with 
tradition, and in doing so, it both drew upon and powerfully contributed to 
the brittle, feverish mood of much British art and literature of the period.

The original stage production of A Bill of Divorcement ran for 401 per-
formances before being adapted for the cinema as a silent fi lm the following 
year, with some of the original cast also appearing in the fi lm.7 In 1932, 
a much more high-profi le Hollywood sound fi lm version was released by 
RKO Radio Pictures, a David O. Selznick production directed by George 
Cukor and starring John Barrymore, Billie Burke, and the young Katherine 
Hepburn.8 A third and fi nal screen version, directed by John Farrow and 
starring Maureen O’Hara, Adolphe Menjou, and Fay Bainter, was to follow 
in 1940.9 Both the original stage play and the 1932 fi lm version especially 
are of great interest to historians for the light that they shed on contempo-
rary social attitudes toward mental illness, psychiatry, and eugenics, and for 
the doubts and anxieties that they reveal about the mental and moral state 
of the English middle-class family during the 1920s and ’30s.10 However, in 
order better to understand the interest and importance of the play and its 
cinematic versions for the medico-psychological and social history of the 
inter-war British family, let us fi rst examine the life, work, and personality 
of its author more closely.
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CLEMENCE DANE AND A BILL OF DIVORCEMENT

Winifred Ashton (1888–1965), a previously little-known novelist, artist, 
and former actress who adopted the pseudonym Clemence Dane in honour 
of her favourite London church, was a highly complex character.11 Born into 
a respectable lower-middle-class family in Greenwich, south-east London, 
Ashton soon rebelled against her conventional Victorian upbringing and 
spent much of her youth as an art student and teacher in Germany, Switzer-
land, and Ireland before returning to England in 1913 to work as an actress 
on the London stage, under the name Diane Portis.12 She began writing seri-
ously after a breakdown in health in 1916–17, and fi rst came to prominence 
in 1917 with her novel Regiment of Women, an uncomfortably frank por-
trayal of bullying and lesbian romance in a girls’ boarding school.13 In 1920, 
she began writing for the stage, and although she continued to work as an 
artist and to publish novels, short stories, essays, and poems, for the next 40 
years she was to be known chiefl y as a writer for the theatre, cinema, and 
radio, eventually publishing some 30 stage plays, 11 novels, 20 screenplays, 
and a dozen radio plays.14

From the mid-1920s onwards, Dane lived and worked mainly in Lon-
don’s Covent Garden, Midhurst, Sussex, and Brighton, where she became 
a familiar fi gure and a notable chronicler of the local artistic, literary, and 
theatrical scenes.15 In 1947 she won an Oscar for ‘Best Original Motion 
Picture Story’ for the screenplay of Alexander Korda’s Perfect Strangers 
(1945), and in 1953 she was awarded a C.B.E.16 Though never rivalling 
Colette’s imaginative genius, psychological sophistication or supreme lit-
erary artistry, Clemence Dane’s life and work bear many surprising points 
of comparison with that of her French near-contemporary, and, matters 
of sexual orientation apart, Colette’s semi-autobiographical novel La 
Vagabonde (1910, 1923) could in many respects have been a portrait 
of the young Clemence Dane.17 Today, Clemence Dane is chiefl y remem-
bered, if at all, as the supposed model for her friend Noël Coward’s dotty 
medium Madame Arcati in Blithe Spirit (1942),18 but in the 1920s, she 
was probably a better known and more widely read author than Virginia 
Woolf. For the next 30 years, although increasingly burdened with the 
label ‘English eccentric,’ she remained a well-known and highly regarded 
artist and writer, whose work for stage and screen enjoyed considerable 
critical and commercial success, and whose contributions to contempo-
rary debates around feminism, sexual politics, and national character 
were widely respected.19

Like its author, A Bill of Divorcement embodies and refl ects a variety of 
complex and often confused reactions both to modernity in general and to 
the immediate post-war situation in particular. The plots of both the 1921 
stage play and the 1932 Hollywood fi lm adaptation are very similar, the 
screen version being merely a somewhat simplifi ed version of the original 
stage play.20 Both are set in an upper-middle-class English family and country 
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house at Christmas time in the early 1930s—a near-future scenario at the 
time the play was fi rst staged, but a kind of ‘alternative present’ by the 
time the 1932 fi lm version was made.21 All the action of the play, though 
not of the fi lm, takes place indoors, which heightens the strong sense of 
psychological oppression and imprisonment by the past which pervades 
both stage and screen versions. On the fateful day in question, Hilary 
Fairfi eld (played by John Barrymore in the 1932 fi lm), a former Army 
offi cer and, at least in the fi lm, a gifted musician and composer, arrives 
home after escaping from a private asylum—‘That place,’ as he calls it—
where he has been confi ned as a lunatic for the previous 17 years.22 Hil-
ary has a history of emotional instability and violent mood swings, but 
believes himself fully to have recovered from his illness, ‘brought on’, as 
we are told, by ‘shell-shock’ in the First World War, and is determined 
to pick up the threads of his former life with his beloved wife Margaret 
(Billie Burke).23 However, unbeknown to Hilary, Margaret has obtained a 
divorce from him on the grounds of his prolonged mental unfi tness, and is 
all set to remarry and begin a new life with her lover Gray Meredith (Paul 
Cavanagh).24 Chaos ensues, as the wavering Margaret is torn between 
the demands of her old and new loves, and her teenage daughter Sydney 
(played by the 24-year-old Katherine Hepburn, in her screen debut) is 
forced to reappraise her own engagement to Kit (David Manners), the 
rector’s son, in the light of her sudden introduction to the father whom 
she never knew, but allegedly so much resembles.25 The impasse is only 
resolved when Sydney, who is altogether more clear-minded and decisive 
than her mother, enlists the help of the outwardly benevolent but authori-
tarian family doctor, Dr. Alliot (Henry Stephenson), and makes her moth-
er’s mind up for her, allowing Margaret to leave with her lover, while she 
herself chooses to dismiss her own fi ancé and stay with her half-crazed 
father, renouncing her own prospects of marriage and motherhood when 
she learns from Dr. Alliot that insanity is hereditary in the Fairfi eld blood-
line.26 Both play and fi lm end on a deeply unhappy, even tragic, note, with 
father and daughter locked into a kind of folie à deux of Hilary’s making 
but Sydney’s own choosing, all the more effectively conveyed in the 1932 
fi lm version by the crashing piano discords (instead of the usual swelling 
violins) that accompany the fi nal frames.

A FAMILY AT WAR: VICTORIAN ATTITUDES, RESPECTABLE 
RELIGION, AND THE CHALLENGE OF MODERNITY

Much of the interest of A Bill of Divorcement for the history of the inter-
war British family lies not so much in its artistic merits, but rather in the 
sheer profusion of contemporary social, legal, medical, and ethical issues 
that it seeks to address. Clemence Dane seems to have been determined 
to refer to as many controversial issues as possible, even at the expense of 
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narrative fl uency and artistic unity, and this makes both the play and, to a 
lesser extent, its screen versions particularly rich and fascinating sources 
for social and medical history.

Both play and fi lm revolve around a number of contemporary social 
issues and cultural antagonisms, which set up powerful psychological ten-
sions within and between all the principal characters, with far-reaching 
implications for their individual destinies and ultimately tragic conse-
quences for the integrity and emotional well-being of the Fairfi eld family. 
The fi rst and most obvious tension in both play and fi lm is that between 
the long shadow of Victorian moral beliefs and social attitudes and the 
supposedly more open, honest, less conventional and more ‘natural’ 
mental outlook characteristic of the new century. In both play and fi lm, 
the young Sydney Fairfi eld, the character who, it may be inferred, most 
nearly represents the author’s own idealised self-projection,27 aspires to 
be the complete modern woman. Independent-minded and determinedly 
unconventional in her attitudes and behaviour, she freely contradicts her 
elders and repeatedly insists that she is ‘not nineteenth century,’ unlike 
her mother, her Aunt Hester, and her fi ancé Kit’s clerical father and fam-
ily.28 Though affectionate, patient, and caring towards her mother, Sydney 
makes no secret of her impatience and even scorn for the antediluvian 
attitudes of her Aunt Hester, whom she describes as ‘stand[-ing] for Noah 
and the fl ood,’ and takes pleasure in shocking and embarrassing her by 
buying her a cigarette case as a Christmas present, confi dent that Aunt 
Hester will be only too glad to exchange it for Sydney’s own unwanted 
present.29 Gray Meredith, Margaret Fairfi eld’s intended second husband, 
is another thrusting, dynamic representative of modern attitudes and val-
ues. He tells his beloved to her face that she is ‘pure nineteenth century,’30 
while Dr. Alliot, yet another spokesman for modernity, primarily in its 
medical and scientifi c aspects, tells the womenfolk of the Fairfi eld family 
that social institutions, laws, morality, and even religious beliefs must 
either adapt to the conditions of modern life or face extinction: ‘Grow or 
perish—it’s the law of life.’31

In this vaguely organicist and social-Darwinistic perspective, the dynamic 
of modernity is facilely identifi ed with the laws of ‘Life’ or ‘Nature,’ seen 
in both their scientifi c and moral aspects. The outlines of this brave new 
world remain largely unclear, but two important aspects become increas-
ingly apparent in the course of the play: fi rst, that in this new society, the 
treatment of the mentally ill and other ‘unfi t’ and vulnerable groups is 
likely to be no less harsh and coercive than in previous, supposedly less 
‘enlightened,’ eras; and second, that everyone—especially every woman—
will be subject to far-reaching medical control in the interests of eugenics. 
This puts the female members of the Fairfi eld family in a diffi cult posi-
tion. On the one hand, Sydney, the youngest and outwardly most ‘modern’ 
member of the family, would clearly like to be part of the new century, 
with its apparently greater individual freedom and intoxicating promises 
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of emancipation and independence, especially for women. However, the 
new order, speaking through the voice of Dr. Alliot, in effect rejects her 
as ‘unfi t’ because she is assumed to carry her father’s legacy of hereditary 
mental taint, whereas even her mother Margaret can belatedly contribute 
to the eugenic improvement of society by bearing children to Gray Mer-
edith.32 Sydney thus unexpectedly fi nds herself outcast from society like her 
father Hilary, the only one of the principal characters not clearly identi-
fi ed as ‘belonging’ either to the nineteenth or to the twentieth century. So 
in a sense it is inevitable that Sydney and Hilary will be left to share each 
other’s company, ‘out of time,’ as it were. They are, in effect, both victims 
or rejects of modernity, which thus appears in a deeply ambivalent light.

Together with the repudiation of Victorian attitudes and values, one of 
the strongest themes in the play, though signifi cantly not of the 1932 fi lm, 
is rejection of conventional religious belief. This is signalled at the begin-
ning of the play, when Sydney, reproached by Aunt Hester for getting up 
late on Christmas day, gleefully retorts: ‘I’m seventeen, I’ve left school, and 
I’m not going to church to-day, or any day any more ever,’ except, she hast-
ily adds, to accompany her mother and her intended to their wedding the 
following week.33 Clemence Dane’s deep-rooted hostility to institutional 
religion is most clearly expressed in the character of the rector, the Rev. 
Christopher Pumphrey, described in a stage direction as ‘an insignifi cant 
man, with an important manner and a plum in his mouth.’34 The Rev. Mr. 
Pumphrey epitomises the narrow-mindedness and hypocrisy of safe, respect-
able Anglicanism. At fi rst, he attempts to use Hilary’s presumed insanity as 
a smokescreen in order to defl ect attention from his determination not to 
remarry a divorced woman (Margaret Fairfi eld) in church, and then further 
tries to force Margaret into abandoning her plans to marry Gray Meredith 
by threatening to block his own son Kit’s intended marriage to Margaret’s 
daughter Sydney.35 The sheer odiousness of this attempt at moral blackmail, 
which Margaret interprets as a betrayal by the Church to which she belongs, 
momentarily stiffens her resolve to go ahead and marry Gray, if necessary in 
defi ance of the Church to which she still feels attached and whose precepts 
she would like to obey. Margaret denounces the Rev. Pumphrey and her 
sister-in-law Hester as ‘wicked’ for trying to bully her with their hypocriti-
cal talk of a wife’s ‘duty,’36 but her moral courage soon fails her and she too 
confuses the issue by invoking her dread of Hilary’s violence, pathetically 
imploring them ‘not [to] judge [me].’37

There is precious little of the spirit of Christianity in the Rev. Pumphrey’s 
idea of pastoral care, but just as in the case of Victorianism, the legacy 
and habits of thought inculcated by the Christian religion, in particular the 
notions of sin, guilt, and Man’s need for God’s grace, are not so easily dis-
carded. Hilary, for example, uses religious rather than scientifi c language to 
describe his state of mind when confi ned as a lunatic. Insisting that ‘I was 
never like the rest of them. I was sane, always—but the face [of God] was 
turned away from me,’ he describes himself as ‘a lost soul’ and the asylum 
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itself as ‘Hell! Hell!’38 Again, when Margaret tells Gray that she cannot sim-
ply leave with him and abandon Hilary to his fate, Gray angrily accuses her 
of committing ‘the sin without forgiveness. You’re denying—not me—but 
. . . the spirit of life.’39 When Dr. Alliot returns to the house, and manages to 
get rid of the Rev. Pumphrey, it becomes apparent that, in a confused sort of 
way, the author hopes that in a more rational, scientifi c age, medicine will 
come to exercise as strong and decisive an authority on the side of ‘Life’ as 
the Church once did on the side of God’s laws for man, but in direct opposi-
tion to the outmoded and outworn dogmas of revealed religion. As Dr. Alliot 
tells Margaret: ‘If your church forbids you, you must change your church; 
and if your God forbids you, why then, you must change your God.’40 But 
even he says ‘God be with you, child’ to Margaret, when she goes to tell 
Hilary that she cannot go back to him, while to complete the confusion, 
Margaret then cries ‘God help me’ when forced to yield to Hilary’s emo-
tional entreaties.41 No sooner, it seems, is God—or one god—driven out by 
the front door than he, or another god, returns in a new guise. And, as will 
soon become apparent, the modern age’s new god of science will be invested 
with just as much arbitrary power over individual destinies as the God of 
the Christian Church ever was.

SOCIAL DARWINISM, MODERN ETHICS, 
AND THE INDIVIDUAL

The ethical messages in A Bill of Divorcement are equally ambivalent and 
confusing. Aunt Hester and the Rev. Pumphrey, the two self-confessed 
mouthpieces of conventional religion and anti-modernism, are represented as 
having no real moral principles, only prejudices coupled with an instinctive 
fear of change and a desperate concern for conventional ideas of respectabil-
ity. However, Gray Meredith and Dr. Alliot, the two self-appointed spokes-
men for modernity and a more naturalistic approach to morality, appear 
even less attractive with their callous, self-serving, social-Darwinist clichés 
and their complete lack of sympathy for the weaker members of society, in 
particular the mentally ill.42 Thus Gray, on learning of Hilary’s escape from 
the asylum and return home, at once asks: ‘Is he dangerous?’43 Stating that 
‘There’s only one way to deal with an escaped lunatic,’ Gray wants to call 
the police immediately, and later, when Margaret says ‘I must be good to 
Hilary,’ asks: ‘What good is ‘good’ to him, poor devil?’44

Dr. Alliot’s immediate reaction to the news of Hilary’s escape is not 
quite so extreme, but if anything he is even harsher in his ruthless dis-
regard for Hilary’s feelings. ‘Why, face it, man!’ he bellows at Hilary. 
‘One of you must suffer. Which is it to be? The useful or the useless? The 
whole or the maimed? The healthy woman with her life before her, or the 
man whose children ought never to have been born?’45 When Margaret 
attempts to remonstrate with him for ‘go[ing] too far,’ Dr. Alliot insists: 
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‘Mrs. Fairfi eld, in this matter I cannot go too far.’46 Later, the wavering 
Margaret tells a bewildered and furious Gray that she must stay with 
Hilary ‘because he’s weak [and] you’re strong.’47 She even claims that 
leaving Hilary for Gray would be tantamount to ‘vivisection—like cutting 
a dumb beast [in order] to make me well. I can’t do it. I’d rather die,’ at 
which point Gray loses his patience and replies: ‘Die then—you fool!’48 

By now, the audience must be wondering whether Margaret will not fi nd 
Gray’s passionate cruelty still harder to bear than Hilary’s violent mood 
swings, and even after Sydney intervenes on her mother’s behalf, Marga-
ret has to work hard to persuade the disenchanted Gray to take her away 
with him after all.49

In effect, the play presents a spectrum of what might be called prac-
tical moral standpoints, ranging from the wavering sentimentality and 
excessive tender-heartedness of Margaret at one extreme to the cruelty 
and heartlessness of Gray and Dr. Alliot at the other. Sydney is caught 
somewhere between these two extremes, struggling to reconcile her own 
confl icting emotions and values while trying to remain, if not the master, 
at least the author of her own destiny. On the one hand, quite early in the 
play she says ‘I . . . think it’s morbid to have a conscience,’ and cheerfully 
ignores her fi ancé Kit’s shocked reaction to her apparent hard-heartedness 
towards her insane father.50 On the other hand, she is kind-hearted and car-
ing towards her mother, and when she comes face to face with her father, 
behaves towards him in a deeply compassionate way. Though convinced of 
her own strength and ostensibly sharing the same ‘modern’ values as Gray 
and Dr. Alliot, Sydney refuses to follow them in riding roughshod over 
Hilary’s rights and feelings. Knowing that she is ‘free to be free,’ Sydney 
chooses instead to stay with and protect her father, thereby sacrifi cing her 
own happiness for that of her mother.51 On the face of it, this would seem 
a rather ‘Victorian’ conclusion to a supposedly modernist drama, yet Syd-
ney’s choice is clearly motivated as much by a profound sense of her own 
superiority and a kind of ‘tough love’ (for Kit) as by any apparent excess 
of fi lial duty. Throughout all these moral twists and turns, the author’s 
own attitude remains deeply unclear. No sooner is one position taken up 
or apparently highlighted than it is subverted, undermined, or shown in an 
unfl attering light, a pattern that is repeated frequently at many different 
levels throughout A Bill of Divorcement.52

ECCLESIASTICAL MARRIAGE, INSANITY, 
AND DIVORCE LAW REFORM

The title of A Bill of Divorcement is clearly intended to draw attention to 
the question of divorce, and when the play was fi rst performed, some con-
temporaries took it to be a fervent plea for the reform of English divorce 
law.53 In her prefatory note, Clemence Dane asks the audience ‘to imagine 
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that [in 1933, when the action is supposed to take place] the recommen-
dations of the Majority Report of the Royal Commission on Divorce and 
Matrimonial Causes have become the law of the land,’54 and the question 
of English divorce law reform is certainly an important element in the 
play, though not of the 1932 Hollywood fi lm version. Indeed, through 
the medium of Dr. Alliot, the author even provides the audience with a 
brief history of English divorce law during the previous half-century.55 

However, once again, the messages are decidedly mixed.
Under the Divorce and Matrimonial Causes Act of 1857, which was 

still in force when A Bill of Divorcement was written, the only legal 
grounds for divorce in English law were a wife’s adultery or a husband’s 
adultery aggravated by persistent cruelty, incest, bigamy, bestiality, rape, 
sodomy, or desertion.56 A Royal Commission on Divorce and Matrimo-
nial Causes, otherwise known as the Gorell Commission, after its chair-
man, Lord Gorell (1848–1913), was appointed in 1909 ‘To inquire into 
the present state of the law and the administration thereof in divorce 
and matrimonial causes,’ in response to widespread public concern that 
English divorce law was not only archaic, unenlightened, and mani-
festly unfair to women, but also tended to undermine the institutions 
of marriage and the family, by making it more economical for separated 
working-class spouses to live in sin or commit bigamy than to obtain a 
divorce.57 The Majority Report of the Royal Commission, published in 
December 1912, recommended that the grounds for divorce should be 
equalized between men and women, that the law should be amended 
to allow divorce on grounds of incurable insanity after fi ve years’ con-
fi nement in an asylum, and that, under certain conditions, concealed 
madness, recurrent insanity, or incipient unsoundness of mind becom-
ing apparent within six months of marriage should constitute legitimate 
grounds for annulment.58 However, due to the strength of religious oppo-
sition to the proposals, the weakness of Asquith’s Liberal government 
after the 1911 General Elections, and the interruption of the First World 
War, these recommendations were not enacted, and at the time A Bill of 
Divorcement was written in 1920, adultery still remained the only legally 
valid ground for divorce.

The main reasons for the appointment of the Royal Commission had in 
fact been public concern about the exorbitant costs of divorce proceedings 
and the diffi culties of access to the courts, at a time when all divorce cases 
still had to be heard in London.59 Characteristically, though, Clemence 
Dane chose to ignore these more mundane concerns and focus instead on 
the issue of whether incurable insanity should be a legitimate ground for 
divorce, an issue of potentially greater concern to metropolitan upper-
middle-class audiences than the costs of divorce or access to the courts. 
However, in the process, not only the class aspect of the divorce issue but 
the whole question of the unequal treatment of men and women by the 
courts in divorce actions were in effect written out of the debate, making 
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A Bill of Divorcement an altogether less powerful statement of the case 
for divorce law reform than might otherwise have been the case.60

This weakening of the reformist impetus of the play is aggravated by 
what precedes the action. In both play and fi lm, Margaret Fairfi eld has 
already obtained a divorce from Hilary, presumably on the grounds of his 
prolonged confi nement as a lunatic, before the action begins.61 Nothing is 
said about the cost of her divorce or indeed any other diffi culties that she 
may have encountered in obtaining it, still less about the unequal treat-
ment of men and women by the courts. All these problems are simply 
passed over in the initial assumption which the audience is asked to make. 
Rather, the focus is on the psychological aspect of divorce, and at this 
level, the effect of reform appears to be slight. In the play, Margaret has 
been divorced from Hilary for more than a year when he suddenly returns 
home, but she is still reluctant to marry Gray because, as Sydney explains 
to Kit, ‘if mother isn’t married in her own parish church, she’ll think she’s 
living in sin.’62 As quickly becomes clear, though, Margaret stands no 
chance of being married by the Rev. Pumphrey in her—or rather, his—
own parish church, and the Church’s determined opposition to the remar-
riage of divorcees is thus set on a collision course with liberal demands 
for a more humane and compassionate approach to the reality of marital 
breakdown.63 However, because the author has Hilary suddenly return 
home, and Margaret is briefl y made to yield to his emotional entreaties 
to go back to him, this clash never fully materializes, and when Margaret 
fi nally does leave with Gray, it is not at all clear whether she is recon-
ciled or resigned to ‘living in sin’ with her new husband. The message 
seems to be that so long as offi cial religion remains resolutely opposed 
to any liberalization of divorce law and committed to maintaining the 
rules forbidding the remarriage of divorcees in church, a powerful stigma 
will continue to attach to divorce, and that some divorcees will experi-
ence strong feelings of guilt and anguish, whatever legal reforms may be 
enacted.64 Far from inviting her audiences to see how much better society 
could be if, as is postulated in the prefatory note, the recommendations 
of the Majority Report of the Royal Commission were enacted, Clemence 
Dane seems to be warning them that legal reforms will make very little 
difference unless accompanied by a sea-change in social mores and reli-
gious practice. But this is more a counsel of despair than a strong plea for 
reform of English divorce law, and to this extent A Bill of Divorcement 
can hardly be said to have advanced the cause of divorce law reform, 
much less the legal or social emancipation of women.

SHELL-SHOCK, MADNESS, AND THE FAIRFIELD FAMILY

At the root of the many psychological and social problems confronting 
the Fairfi eld family is the chronic insanity of Hilary Fairfi eld, which, it is 
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implied, took the form of violent, unpredictable mood swings together with 
emotional, if not actual physical, violence towards his young wife Marga-
ret. This mental abnormality had, it seems, been apparent almost from the 
fi rst days of their marriage, and has resulted in Hilary’s confi nement in an 
asylum for the past 17 years, during much of which time Margaret, acting 
on medical advice, has ceased to visit him.65 Sydney, who has never even 
seen her father before the fateful Christmas Eve on which the action of the 
play takes place, has been led to believe that he is suffering from shell-shock 
sustained while serving as an offi cer during the First World War, before she 
was born.66 But when she begins to question her Aunt Hester more closely 
about her father’s illness, she learns that he had always been prone to vio-
lent mood swings even before his military service, that his sister Grace had 
‘not been herself’ for many years before, and that all the members of the 
Fairfi eld family are more or less ‘nervy.’67 It is this family history of men-
tal illness, rather than Hilary’s own madness, that is the Fairfi eld family’s 
real secret—‘a shadow . . . a trouble . . . a ghost in the house,’ as Sydney 
describes it,68 which, as becomes clear from her conversation with Aunt 
Hester, now looms directly over her.

Hilary’s madness, we are given to understand, has destroyed his marriage 
to Margaret, left his daughter Sydney fatherless, and left his sister Hester 
in a constant state of anxiety lest Sydney should start to show signs of her 
father’s tendency to over-react to emotional upsets. In contrast to the earlier 
nineteenth-century view of the family as a therapeutic and emotionally pro-
tective environment,69 A Bill of Divorcement refl ects the very widespread 
tendency in late nineteenth- and early twentieth-century psychiatry to regard 
the family as a pathogenic milieu for the generation and transmission of all 
manner of nervous and mental disorders.70 Yet while Hilary’s madness is 
the ostensible cause of the barely suppressed tensions within the Fairfi eld 
family, there are many hints in the play that the real cause of this malaise 
is not hereditary mental illness brought on by shell-shock, but the more 
fundamental disturbance brought about by modernity. As Sydney remarks: 
‘Whenever your generation wants an excuse for anything they blame it on 
the war.’71

In both play and fi lm, we are told very little about the specifi c char-
acteristics of Hilary’s madness, and next to nothing about shell-shock 
as such. Its status as a psychiatric disorder is simply taken for granted, 
and no mention is made of any of the medico-psychological controversies 
surrounding its diagnosis, nomenclature, treatment, and management.72 

Rather, shell-shock is made to function primarily as a metaphor for the 
fractured and fearful state of British society in the early 1920s, still reel-
ing from the nightmare of the First World War and desperately trying to 
absorb the full impact of socio-economic, political, and cultural modern-
ization.73 In 1919, the Prime Minister David Lloyd George is reported to 
have said that ‘The whole world is suffering from shell-shock,’74 and A 
Bill of Divorcement is a neat expression of this mentality. For its author, 
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shell-shock was a metaphor for the mental state of a society suffering not 
only from the horrors of war but from a pervasive sense of historical dis-
continuity, of cultural anxiety and disorientation, and of moral bewilder-
ment in the face of apparently overwhelming and uncontrollable forces of 
change. As we have already seen, Clemence Dane’s concept of modernity 
was more a state of mind than a broad general process of socio-economic 
or cultural change, and the narrative of shell-shock and hereditary mental 
taint in A Bill of Divorcement should similarly be interpreted more as a 
psychological allegory of the tortured relations between past and present 
and of the traumatic birth of the modern age than as a serious attempt to 
convey either the medical and social realities or the sufferer’s experience 
of mental illness.

Ironically, though, despite its apparently central role in the play, one 
thing that seems to have been comparatively unaffected by modernity is 
madness itself and society’s attitude to the care and treatment of the insane. 
A Bill of Divorcement presents a vivid picture of the stigma attached to 
mental illness, especially in well-off middle- or upper-class households, and 
of the sense of shame and desire for concealment felt by many relatives of 
insane people in early twentieth-century England.75 However, while Hil-
ary Fairfi eld is portrayed rather sympathetically, especially in the fi lm ver-
sion, in which he is a talented musician and composer, Clemence Dane 
appears to have had little sympathy or concern for the mentally ill as a 
social group. The First World War had to some extent broken down the 
formerly rigid separation between psychiatry and general medicine and 
made British psychological medicine more receptive to new ideas and ini-
tiatives.76 But although the early 1920s saw increased public concern for 
the plight of the insane and widespread agitation for lunacy law reform, A 
Bill of Divorcement contains no echo either of contemporary critiques of 
asylum practice such as those of Montagu Lomax and Maurice Craig, or of 
the growing infl uence of more psychoanalytically inspired understandings 
of mental disorder and its treatment.77 It is noticeable that what little we 
are told about mental illness in the play comes from Dr. Alliot, the Fair-
fi elds’ family doctor, and that the views of psychiatry as a specialty thus 
go by default. Even in 1926, by which time she had clearly become more 
sensitized to the issue of lunacy reform, Clemence Dane could still write 
that ‘Mental death has always had a peculiar horror for the young,’78 and 
it is tempting to infer that the odd mixture of fear and pity for the insane 
apparent in A Bill of Divorcement may have sprung at least in part from 
some as yet unidentifi ed personal experience of lunacy. Be that as it may, 
even while clearly drawing on the idea of shell-shock as a metaphor for the 
morbid state of post-war British society and culture, A Bill of Divorcement 
shows no sign of the infl uence either of any modern medico-psychologi-
cal approach to the interpretation and treatment of mental illness, or of 
more liberal attitudes towards the legal restraint and institutional care of 
the insane. The play makes no concessions to psychiatric modernism, and 

32 Michael J. Clark



remains strangely ‘Victorian’ in its apparently unquestioning belief in the 
hereditary transmission and incurability of insanity and the need for close 
confi nement of the mentally ill.

PSYCHIATRY, HEREDITY, AND EUGENICS

Although the idea of heredity as an inescapable destiny and more specifi c 
notions of hereditary mental taint and the desirability of medical regula-
tion of marriage and procreation on eugenic lines feature prominently in 
both stage and screen versions of A Bill of Divorcement, neither version 
goes into any detail with regard to genetics. ‘It’s in our blood, isn’t it? . . . 
Latent insanity brought on by shell-shock?,’ asks Sydney when she learns 
from her Aunt Hester that her father had always been emotionally unstable 
and that her late Aunt Grace was ‘not herself’ for many years,79 but this 
is the most explicit statement about the presumed hereditary transmission 
of mental illness made anywhere in either the play or the fi lm. The play 
refers explicitly to eugenics, when Sydney remarks in an aside that her 
fi ancé Kit, the vicar’s son, is ‘as keen as I am on eugenics,’ and refers briefl y 
to a talk which he is preparing on the subject, but these passages were 
omitted from the fi lm version.80 However, Dr. Alliot’s stern warnings about 
the danger of transmitting insanity to future generations survived in their 
entirety from play to fi lm,81 and the British and American theatre- and 
fi lm-going publics can hardly have been left in any doubt as to their clear 
eugenic message. Indeed, the adaptation of the original stage play for the 
cinema had the effect of strengthening this particular message. For whereas 
much of the emphasis in Clemence Dane’s play had been on the hypocrisy 
of conventional religious attitudes towards both madness and divorce and 
the unfairness of English divorce law, in the Hollywood version these more 
specifi cally English legal concerns and the attack on conventional religion 
were quietly dropped and the more universally interesting themes of the 
heredity of madness and the eugenic regulation of marriage and procre-
ation were foregrounded instead.82

In fact, there is something peculiarly insubstantial and unconvincing about 
the medical and scientifi c references in both the play and its screen adapta-
tions. While the supposed hereditary transmission of insanity is absolutely 
crucial to the plot, no details are provided as to the means of transmission, 
and no medical or scientifi c authorities are mentioned in support of this 
belief, which is simply taken as a given. Clemence Dane’s own intellectual 
and cultural milieu was predominantly artistic, literary, and theatrical, and 
nothing is known of any medical or scientifi c associations that might partic-
ularly have infl uenced her or provided the rationale for the play’s apparent 
advocacy of eugenic ideas.83 Indeed, the more closely one examines A Bill of 
Divorcement, the more one suspects that the author was deliberately setting 
out to make a name for herself as a serious writer, and that she chose to 
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write about shell-shock, the heredity of madness, and the need for eugenic 
regulation of marriage and procreation not out of any real interest in or 
knowledge of these matters, but because of their assumed resonance for 
contemporary theatre-going audiences. Clemence Dane had already pub-
lished a novel, Legend (1919), about a young woman who renounces mar-
riage in order to care for her celebrated but mentally unstable father in his 
declining years,84 and A Bill of Divorcement looks rather like a reworking 
of Legend with a little psychiatry and eugenics thrown in for good measure. 
The medical references in both play and fi lm are the bare minimum required 
to enable the audience to understand the development and accept the fi nal 
resolution of the drama, and it is hard to avoid the conclusion that Clem-
ence Dane was referencing psychiatry and eugenics, without really knowing 
what she was talking about.

For historians of science and medicine, perhaps the most striking thing 
about the medical and scientifi c ideas referred to in the play is not their 
detailed content, but rather the authority which the author chooses to ascribe 
to them. Particularly signifi cant in this regard is Sydney Fairfi eld’s reaction 
on learning that her family’s hereditary tendency towards mental illness 
threatens her plans to marry Kit and have children. Although apparently 
so independent and free-thinking in her attitudes and behaviour, especially 
towards religion, Sydney only momentarily queries Dr. Alliot’s statement 
of what she takes to be the medical facts about insanity in her family, and 
when he reaffi rms his view, she immediately abandons her plans to marry 
and have children in order to accommodate this new knowledge.85 In A 
Bill of Divorcement, Clemence Dane devotes much energy to attacking the 
outmoded and discredited claims to authority of conventional Christianity, 
yet she appears uncritically to advocate its replacement by a new scientifi c 
authority every bit as absolute and unchallengeable as its predecessor. In 
this respect, as in so many others in the play, the emancipation promised by 
modernity turns out to be more apparent than real and decidedly ambiva-
lent in its implications for women especially.

CONCLUSION

A Bill of Divorcement was Clemence Dane’s fi rst major work to enjoy com-
mercial success as well as critical notice, and represented a radical new depar-
ture from the light West End musical comedy sketches and neo-Elizabethan 
pageants with which she had previously been associated as an actress. The 
1921 stage play ran in the West End for nearly 15 months,86 and thereafter 
the name of Clemence Dane was to remain closely associated in the public 
mind with A Bill of Divorcement, not least because of the three fi lm versions 
made in 1922, 1932, and 1940.

However, A Bill of Divorcement has not stood the test of time well, as 
Clemence Dane herself seems to have realised.87 Though set in the near 
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future and despite its highly controversial subject matter, A Bill of Divorce-
ment was completely conventional in its dramatic form, while in its preoc-
cupation with social and moral questions and its view of marriage and the 
family as ideal breeding-grounds for neurosis, it seemed to hark back to the 
social problem dramas of the pre-1914 period.88 In fact, the stage play was 
written for a particular time and place and addresses a specifi c set of issues 
of concern mainly to upper-middle-class English audiences. Even just a few 
years later, the play had already lost much of its immediate relevance and 
had become almost impossible to stage. The 1932 screen adaptation gave it 
a somewhat extended lease of life by removing the most local and ephemeral 
concerns from the plot, but even this version now appears old-fashioned 
and outmoded both in its cinematic style and social attitudes. However, the 
1932 Hollywood fi lm version was a prestige production that enjoyed both 
critical acclaim and popular success at the time, and is still strangely mov-
ing even today for its compelling portrait of emotional instability, its tragic 
sense of human destiny, and for Katherine Hepburn’s powerful, if uneven, 
performance in the role of Sydney Fairfi eld, a character who embodies much 
of Clemence Dane’s own personality and shares many of her ambivalent 
attitudes towards feminism and modernity.

But for the medical and social historian, as distinct from the drama critic, 
classic cinema buff or fi lm historian, the peculiarly ephemeral character of 
A Bill of Divorcement, together with its highly congested social, medical, 
and political agenda, make both play and fi lm especially valuable as source-
materials for the psychological and social history of the inter-war British 
family. Seen in this light, A Bill of Divorcement is of interest and importance 
precisely because it is so much a product of its time, and because many of its 
social attitudes so quickly came to seem inappropriate and outmoded. A Bill 
of Divorcement provides a series of vivid insights into middle-class beliefs 
about the role of heredity in shaping individual character and destiny, the 
emotionally traumatic effects of shell-shock and modern warfare, the incur-
ability of mental illness, and the moral and scientifi c authority of medicine, 
in the early decades of the last century. While the domestic setting of both 
play and fi lm often seems quite artifi cial and unconvincing, it does provide 
a powerful illustration of a family and home environment haunted by the 
spectre of mental illness, and which itself constitutes a fertile seed-bed for 
emotional instability. Although most contemporary expressions of heredi-
tarian and eugenic concern about the hereditary transmission of insanity 
and mental defect concentrated on the threat posed by the ‘underclass,’89 A 
Bill of Divorcement focuses entirely on the effects of hereditary mental taint 
on an upper-middle-class family. For all its lack of any serious medical or 
scientifi c background, A Bill of Divorcement serves to remind us just how 
infl uential hereditarian and eugenic ideas were, even in supposedly progres-
sive circles, in an era that knew nothing of DNA and clinical genetics nor 
yet of the horrors soon to be perpetrated by the Nazis in the name of eugen-
ics. And for all its apparently clear-cut rejection of Victorian attitudes and 
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uncritical embrace of the spirit of the new century, its pessimism and poi-
gnant conclusion signal deep underlying apprehensions about the impact of 
modernity on the emotional foundations of British family life.

Indeed, A Bill of Divorcement constitutes a prophetic warning of the 
psychological dangers of modernity and of the destructive effects, not just 
of modern warfare, but of the whole scientifi c and sceptical tendency of the 
modern age, on the ready-made moral answers, reassuring half-truths and 
false sense of security provided by traditional religion and the institutions of 
marriage and the family. While its author was deeply committed to the mod-
ernist values of openness, freedom of expression, and intellectual and moral 
honesty, she was under no illusion that greater individual freedom would 
necessarily bring with it greater happiness, especially for women. Modern 
women, Clemence Dane seems to suggest, can choose the freedoms offered 
by modernity, but only at a heavy price in emotional well-being and a sense 
of security and belonging. The implications of this choice for women’s men-
tal and physical health are left unstated, but it is diffi cult not to infer that 
modern woman will be freer but probably less healthy and less happy than 
her forebears. Although its central character appears to represent a mod-
ern feminist ideal of strong-minded, independent womanhood, A Bill of 
Divorcement affords few grounds for optimism about the effects of moder-
nity on the health and happiness of young middle-class British women and 
their homes and families.
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3 Desperate Housewives 
and Model Amoebae
The Invention of Suburban 
Neurosis in Inter-War Britain

Rhodri Hayward

INTRODUCTION

In March 1938, Stephen Taylor (1910–88), assistant editor of the Lancet 
and a rising medical politician, claimed to have identifi ed a new class of neu-
rotic patient.1 He believed that the familiar fi gure of the working-class invalid 
chasing his consoling ‘bottle of medicine’ had been superseded in the outpa-
tient clinics of London’s great teaching hospitals by a new class of well-heeled 
young women presenting a variety of anxiety states. These women, Taylor 
argued, ‘presented a defi nite clinical picture with a uniform background’: 
they were in their late twenties or early thirties, cleanly dressed but lacking 
any sense of zest or glamour. Their permanent waves had been abandoned 
and their clothes, Taylor noted, adopting the patient’s voice, were ‘never as 
smart as the young hussies who work in the biscuit factory.’2 Their breasts 
were fl abby, their refl exes brisk, and they regaled young housemen with a 
succession of spurious complaints that included trembling hands, nagging 
headaches, swollen stomachs, jumpiness, buzzing ears, and insomnia.

Taylor believed that these collected complaints were manifestations of a 
newly emergent form of psychiatric illness, a ‘suburban neurosis’ that affl icted 
isolated young wives in the dormitory estates which had been built across Eng-
land after the First World War.3 Almost four million new houses were built 
between 1919 and 1938 and Taylor claimed that this sudden expansion had 
created new patterns of living that were fraught with psychological dangers.4 
He believed that the massive growth of owner occupation had combined with 
collapse of domestic service and the rise of commercialised leisure to create a 
peculiar new mental climate: a psychopathological atmosphere that was grad-
ually poisoning the newly enfranchised women of inter-war Britain.5

Taylor illustrated this toxic process through a mixture of clinical history 
and character assassination. In his article, he described the life of an arche-
typal ‘Mrs Everyman,’ whose journey from schoolroom to suburb was a 
litany of disappointment and limitation. The brief fi nancial and emotional 
independence she enjoyed as a shorthand clerk in a Brixton business house 
was compromised upon her entry into the marital home. The couple’s joint 
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savings were spent on ‘Mr Jerry-builder’s mortgage’ and hire purchase fur-
niture, and the sexual promise of the honeymoon squandered by the shock-
ing and disappointing efforts of her inexperienced husband. A year after the 
birth of her fi rst child she found herself condemned to a life of mind-numb-
ing banality. As Taylor described it: ‘She had developed a routine for doing 
the housework quickly. She had to think a little about the shopping but the 
cooking she did almost blindly. The Peepshow didn’t take long to read, the 
wireless was always the same old stuff.’6 Faced with a grumbling husband 
and a fretful child, the smallest provocation was enough to precipitate psy-
chological collapse. In his narrative, Taylor conjectured that the arrival of a 
public health notice on the dangers of cancer would be enough to crystallise 
all her worries and fears. Imagined scenes of illness, bankruptcy, and the 
orphaning of her child eventually developed into a series of real physical 
complaints. The suburban neurotic was a victim of economic insecurity, 
cultural limitation, and social isolation.

The pitiful picture Taylor developed in his imaginary case history is now 
all too familiar to us. The idea of the suburbs as a kind of pathological force 
was a staple of inter-war literature and remains a standard trope among 
social historians today.7 Commentators from J. B. Priestley to Clough Wil-
liams-Ellis won a wide audience with their dismal descriptions of the ‘dull 
and monotonous’ rows of ‘nauseous little buildings’ that characterised sub-
urban growth.8 There was a widespread feeling, as Guy Chapman put it, 
that Lloyd George’s vision of a ‘land fi t for heroes’ had turned out to be an 
‘Eldorado Banal.’9 The suburbanite lived out a ‘pseudo-human existence’ 
organised around a ‘religion of beggar my neighbour’ and a ‘science of fak-
ing and overcharging.’10 It was a world of ‘subtle swindles,’ as Orwell’s 
character George Bowling noted in Coming Up for Air (1939), a world of 
‘stockbroker tudor’ and ersatz pixie glens, in which desperate men struggled 
to escape the infectious mediocrity of their suburban homes and wives.11

This image of the suburbs as a place of psychic opression remains a per-
sistent feature of modern social histories.12 Writing in New Socialist in 1983, 
Raphael Samuel claimed that the housewife of the 1930s was:

less the mistress of her household than its drudge. There was no cook 
to supervise in the kitchen, no maid to answer the door; in a castle-like 
social system, she would fi nd it diffi cult to exchange confi dences with 
the ‘daily’ even if the family had money enough to employ one . . . On a 
newly settled estate there would be no relatives within hailing distance, 
to help out in a crisis or cushion an attack of ‘nerves,’ no callers to leave 
their visiting cards . . . in a life so self-enclosed, a visit to the local shops 
could count as a major expedition, and the visit of the tradesman’s boy 
the principal day time event.13

In a similar vein, Ross McKibbin has speculated that the suburban 
woman of the 1930s was ‘confi ned to the house, frantically raising an 



ever-diminishing number of children, dependent not upon an easygoing 
neighbourliness or nearby family network, but upon aspirins to see them 
through the day.’14 Signifi cantly, Taylor’s report is now reprinted in under-
graduate teaching materials and his pastiche praised for its insightful por-
trayal of suburban conditions.15 Although uncomfortable with the sarcastic 
tone of Taylor’s analysis, feminist historians such as Judy Giles have cel-
ebrated its ‘potentially progressive nature,’ claiming that its recognition 
that ‘suburban domesticity is the cause of Mrs Everyman’s illness contains 
the protofeminist analysis made so trenchantly by Betty Friedan and Han-
nah Gavron in the 1960s.’16

The power and persistence of Taylor’s argument is perhaps unsurpris-
ing. His assumption of the atomised housewife’s psychological anomie was 
fostered by critiques of suburban living which emerged on both sides of 
the Atlantic at the end of the Second World War.17 In these accounts the 
modern housewife was depicted as a fi gure oppressed by a mixture of crass 
materialism and shoddy urban planning. In the United States, left-wing 
critics including David Riesman and Betty Friedan developed portraits of 
suburban domesticity as a kind of mental torture, in which the isolated 
housewife struggled with her existential emptiness among the wipe-clean 
surfaces and labour saving technologies of the modern home. In the United 
Kingdom, sociologists such as Michael Young argued that the migration of 
working-class families from the bombed out terraces of the East End to the 
new suburbs and out-of-town estates could be seen as an act of psychologi-
cal destruction in which networks of friendship and family support were 
rent asunder by the utopian dreams of the urban planners.18

Post-war planning, as Lewis Mumford (1895–1990) noted in 1961, 
had created a new race of families trapped in space. In these suburban 
Swiss Family Robinsons, the mother lived out her life, ‘surrounded with 
electrical or electronic devices that take the place of fl esh and blood com-
panions . . . her friends, her mentors, her lovers, her fi llers-up of unlived 
life, are shadows on the television screen, or even less embodied voices.’19 
The suburban wife, Mumford noted, might answer these voices but she 
could never make herself heard. It was left to the sympathetic or psy-
chologically aware historian to recover her voice. As Trevor Blackwell 
and Jeremy Seabrook insisted in their nostalgic exploration of post-war 
working class life: ‘Those who listened hard might have detected the inner 
emptiness of the young woman in the new house on the estate in the 
middle of the morning, refl ecting on the desertion of the streets and the 
bottles of milk on the doorsteps, felt absence of Mam, and burst into tears 
for no reason.’20 Although few audiences could have failed to notice the 
housewife’s desperate condition, within popular culture this inner oppres-
sion was sometimes confl ated with sexual opportunity. The isolation and 
sadness noted by sociologists of post-war suburbia were re-scripted into 
a glamorous new persona: in media ranging from television romances to 
soft pornography and biblical tracts, the suburban housewife was feted 
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as a coquettish neurotic whose alienation and repression only served to 
heighten her sexual and dramatic promise.21

The career of the suburban neurotic—from medical category via social 
critique to cultural icon—is remarkable and at the same time deeply 
deceptive. For the ubiquity of the desperate housewife disguises the con-
tingency of her identity and the medical labour that underlay her construc-
tion. In the sections that follow I shall argue against the familiar model 
that portrays suburban neurosis as an emergent phenomenon generated 
solely through a particular conjunction of urban development, consumer 
opportunity, and individual psychology and shall suggest instead that its 
appearance was dependent upon new ways of imagining human nature, 
pathological anxiety, and epidemic infection that appeared in Britain after 
the end of the First World War. In particular, I will argue that the pecu-
liar character of the suburban neurotic—her odd mixture of existential 
emptiness and sexual frustration—arose from the coincidence of two 
competing models of anxiety championed by rival groups of psychiatrists. 
Both theories understood anxiety as a form of hysteria. The fi rst model 
drew upon the psychosexual assumptions of Freudian analysis, portraying 
anxiety as a biological reaction to the frustration of an animal instinct. 
The second model rejected this idea of biological frustration and instead 
depicted hysteria as a failure to achieve an emotional life. From this per-
spective hysterical anxiety appeared as a form of theatrical display put on 
to obscure a poverty of feeling. Taylor worked closely with proponents of 
both theories. As a student at St. Thomas’s he trained with Henry Yellow-
lees (an enthusiastic champion of the new Freudian psychology), while his 
postgraduate work was carried out as an assistant medical offi cer at the 
Maudsley Hospital, whose senior staff worked hard to promote the theat-
rical model of hysteria.22 It was Taylor’s encounter with these two models 
and his effective combination of their salient characteristics that gave the 
suburban neurotic her unique and enduring character.

FREUDIAN PSYCHOLOGY AND THE FRUSTRATED 
DESIRES OF THE SUBURBAN NEUROTIC

In his description of the pathology of the suburban neurosis, Taylor pro-
vided an implicit model of psychological health. Indeed, he argued that 
the very shape and form of his patients’ illnesses could be read as a sketch-
map of normal but frustrated desires. As he noted, the patient’s ‘miserable 
little story’ revealed a complex and ‘deep seated aetiology’: ‘The stomach 
which swells represents perhaps an unconscious urge to further mother-
hood, the sleepless nights a longing for a full sex life.’ These frustrated 
animal urges had been made manifest since ‘[e]xistence in the suburbs is 
such that the self-preserving, race-preserving herd instincts can be neither 
adequately satisfi ed or sublimated.’23 The normal and healthy woman 



implicit in these aetiological models was not the prim and subservient fi g-
ure imagined by Victorian commentators but an altogether more vibrant 
and primitive creature. Her implied psychology was a Neanderthal confu-
sion of sexual and herd instincts that had been thwarted by contemporary 
architecture and design.24

The story that Taylor constructed would have seemed familiar to inter-
war audiences. Doctors, therapists, playwrights, and novelists were keen 
to remind each other of the unconscious agendas that lay behind the mani-
festation of women’s psychosomatic complaints.25 Craft teachers and mar-
riage counsellors urged their charges to practice positive sublimation, using 
pickle making and embroidery to channel the potentially disruptive effects 
of animal drives.26 New forms of literary narration and self-experiment 
encouraged the introspective apprehension of a rich instinctual life, allow-
ing readers to connect their everyday upsets to deeper biological longings.27 
Naomi Mitchison (1897–1999), a prominent feminist novelist and close 
friend of Taylor, described her own sense of the sexual and herd instincts, 
complaining that these vital impulses were obscured by the housewife’s role. 
She argued that modern woman is ‘several kinds of being.’

One is the social being, part of the community, with social relationships, 
and, as this, one is not really an ‘I’ at all—one is not whole, any more 
than a single bee taken from his hive is, biologically speaking, a true bee 
at all. The community goes on and is, if not really eternal, suffi ciently so 
for one’s needs for immortality: that is the biological side of things. And 
then one is a personal being, and that includes one’s mortal body, tossed 
about by hormones or emotions or whatever—and all one’s apeish long-
ing for closer contact.28

This idea of an instinctive self and the conviction that it was the hidden 
source of individual anxieties rested upon a debateable set of assumptions. It 
partly originated in Freud’s early claim that anxiety should be understood as 
the physical expression of blocked toxic sexual energy rather than a straight-
forward reaction to some environmental threat.29 This claim had been 
amplifi ed during the First World War. Many British military doctors who 
were sympathetic to psychoanalysis argued that anxiety should be seen as a 
form of hysteria in which manifest fears of battle acted as covers for deeper 
unconscious confl icts. Through this approach cases of shellshock were traced 
back to unconscious homosexual fantasies and episodes of wartime anxiety 
were seen as simple rehearsals of older confrontations with violent fathers.30 
The new mechanisms posited in these accounts encouraged a hermeneutic 
approach to worry, representing it not as a reaction to present diffi culties but 
as an historical sign of thwarted desires and forgotten fears.31

The Freudian account represented worry and psychogenic illness in terms 
of a ‘familial romance’; they were seen as reactions to childhood incidents 
and confl icts with parental authority.32 Taylor’s account of the suburban 
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neurosis, however, went beyond this reductive aetiology. It presented the 
disorder as a species of environmental illness created and sustained by new 
forms of domestic and commercial organisation. As Taylor noted, ‘It is 
only when the environment fails so hopelessly that the neurosis becomes 
manifest,’ and he blamed the advent of contraception, the companionate 
marriage and low maintenance suburban home for generating the mental 
squalor of the modern woman. As he noted, ‘the small labour saving house, 
the small family and the small friends have left the women of the suburbs 
relatively idle, they have nothing to look forward to, nothing to look up to 
and nothing to live for.’33

This conception of the suburbs as a toxic environment was a literary 
commonplace yet it also received intellectual support from the new holistic 
philosophy of Neo-Hippocratism that was championed by leading physi-
cians after the First World War.34 These doctors rejected simplistic models 
of bacterial infection and argued instead that illness was generated through 
the complex interrelationship between the physical and psychical constitu-
tion of individuals and their surroundings. This intellectual position was 
underwritten by the development of new statistical and experimental tech-
niques that allowed psychological morbidity to be connected to patterns of 
social organisation.35

Statistical evidence for the Neo-Hippocratic model was provided in part 
by new data on the distribution of illness generated in the administration of 
Lloyd George’s National Health Insurance scheme.36 In the hands of intel-
lectual sympathisers such as Major Greenwood (1880–1949) of the London 
School of Hygiene and Tropical Medicine and James Halliday (1898–1983) 
of the Scottish Department of Health, records on the changing rates of 
insurance claims were deployed to show how recent social and economic 
changes shaped the psychopathology of the British population.37 Halliday 
argued that manifestation of psychological distress had been transformed in 
Britain after the end of the First World War. Although old-fashioned hyste-
ria with its intendant aphonias, aphasias, and paralyses had declined, there 
was a massive increase in psychosomatic disorder and anxiety states.38 This 
rising incidence of psychosomatic illness could be attributed to increasing 
economic insecurity and the ‘neglect of innate biological rhythms’ as Brit-
ain succumbed to the twin forces of urbanism and industrialisation. The 
psychological effects of these changes, as Mark Jackson has described, 
could be seen in the rise of affections such as asthma, migraine, colitis, and 
rheumatism.39 Moreover, the falling birth rate demonstrated the particular 
sickness of women when faced with ‘the increasing noxious pressure being 
exerted by the communal environment.’40 Once a psychological mechanism 
was assumed, the ineffi cient operation of just about any biological function 
could be taken as a sign of wider environmental failings.

Halliday’s interpretation of the birth rate transformed individual decisions 
or problems of particular couples into an index of the nation’s psychological 
health. His position was widely supported.41 In 1938, the nerve specialist A. J. 



Brock (1879–1947) wrote to the British Medical Journal complaining that the 
declining birth rate was a manifestation of the national drift towards race sui-
cide. It could be attributed to the irresponsibility of modern women, who, like 
the work-shy psychoneurotic, wished to avoid the pains of true labour.42 With 
pathogenic infection ruled out as a causative agent, character, culture, and 
environment emerged as the new sources of illness. This change of perspective, 
facilitated by the growth of the new statistics, was reinforced by new forms of 
social investigation. These medical inquiries received their most famous articu-
lation in the ‘Peckham Experiment,’ which throughout the inter-war period 
epitomised the new social approach to health.

The Peckham Experiment had started in 1926 as a form of medical club 
offering ‘periodic health overhauls’ to some 100 families in south-east Lon-
don.43 It was run by George Scott Williamson (1884–1953), an eccentric 
pathologist, and Innes Pearse (1889–1979), an endocrinologist working at 
the Royal Free Hospital. Although the initial club collapsed in 1929, their 
ambition remained undaunted. In 1935, they built the Pioneer Health Cen-
tre and over the next fi ve years almost 1,500 Peckham families subscribed 
as members. This establishment marked a unique departure. Although rival 
medical centres worked towards the reduction or prevention of disease, 
Peckham aimed at the achievement of positive health.44 Although medical 
treatment of patients was eschewed, the centre provided a mixture of ante-
natal and infant welfare classes, social activities, and recreational opportu-
nities including swimming, ping pong and roller skating. Although the work 
and guiding philosophy of the centre have been comprehensively analysed 
by Jane Lewis and Barbara Brookes, it is worth pausing to recover certain 
aspects of the Peckham project insofar as it contributed to the conceptual 
development of the suburban neuroses.45

The work of the Pioneer Centre was informed by the same model of 
human nature that Taylor deployed in his analysis of the suburban neuroses. 
Indeed, Taylor referred warmly to Pearse and Williamson’s efforts.46 They 
assumed the existence of a primitive potential in each human being, explain-
ing: ‘the Pioneer Health Centre is an experiment in the fi eld of human biol-
ogy. It is an attempt to study the power or “urge” behind human living, 
as any physical scientist might set out to study any form of energy in the 
physical world. The experiment presumes the existence of such an energy 
or “urge”’.47 Pearse and Williamson, however, did not base their arguments 
on contemporary psychopathology.48 Their approach was holistic and idio-
syncratic. They insisted that the basic organism was the family, since the 
single individual was incapable of reproduction, and only the family could 
manifest instinctive urge for life.49 It was a model rooted in the emergent 
discipline of cell biology, and Pearse and Williamson looked to the amoeba 
to provide a model of healthy existence.50 The life of the modern subur-
ban neurotic was characterised by a state of fearful withdrawal, whereas 
the amoeba demonstated a vigorous engagement with its environment. As 
Pearse explained:
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When the amoeba encounters food in the immediate environment, the 
whole entity fl ows towards the attractive morsel; it stretches out its 
body in the form of embracing limbs—pseudopodia, surrounds the 
food particle, and, dragging its whole body forward in the direction of 
its embrace, engulfs the prize. Whatever attracts it, the appearances, to 
all intents and purposes are identical—an all or nothing type of envel-
oping action for each and every new experience embraced.51

Pearse and Williamson believed that the operation of this amoeboid lust for 
life and the adverse effects of civilization would be revealed through careful 
observation of families who joined the centre. After initial consultations and 
health checks, family members would be granted access to the centre’s vari-
ous social activities, but their use of these facilities was carefully monitored.52 
Ongoing surveillance of the centre families revealed the deformatory effects of 
modern existence.53 On fi rst joining, members were shown to be shy and with-
drawn and exhibited none of the social and sexual striving that characterised 
amoeboid life. In Experiment in Living (1943), Pearse and her educational 
assistant, Lucy Crocker, described a fat, fl abby, constipated working-class cou-
ple, ‘Mr and Mrs X,’ who in their seven years of marriage had retreated into 
lives of suspicious disillusion. Their children—a ‘furtive,’ ‘lisping,’ ‘bedwet-
ting’ four year old and a ‘listless,’ ‘sweaty,’ ‘rubberoid’ toddler—brought them 
little pleasure: ‘Night by night,’ as Pearse and Crocker noted, ‘their long drawn 
out silences are cloaked in the blare of a thirty shilling loud speaker.’54

Pearse and Crocker compared the process to the decay and encystment of 
the senile amoeba, noting how the modern couple ‘encyst themselves in their 
houses, using them as medieval keeps with the drawbridges up because of 
their foreboding of their relative incapacity to contact any change in their self-
limited environment.’55 This process occurred when the vital sources of the 
family’s energy—companionship, lovemaking, and home-cooked food—were 
replaced with the dead world of commercial goods and leisure.56 It was a natu-
ral reaction of any couple who failed to fi nd sustaining social surroundings:

Out of Nature’s ample endowment, the young family builds through no 
fault of their own, not a rich protean body—a home that grows out from 
the nucleus of parenthood, but a poor hovel of sleeping and eating, breed-
ing and clothing. For all too often the family holds no converse with the 
outside world; its functional scope is restricted to its own hearth and there 
is little to sustain and feed its members but what happens within the four 
walls of the house. Compelled thus by circumstance endogenously to con-
sume its own products, the exploratory tentacles of the family are with-
drawn, and, shrunken around its nucleus, there forms a hard resistant 
crust of suspicion and defence.57

The imposition of the metaphorical language of cell biology onto the rou-
tines of everyday suburban living turned the mundane events of family life into 



signs of protoplasmic decay. The Peckham Experiment, as many journalists 
noted, provided clear evidence as to the nature and extent of suburban neu-
rosis.58 The unconstrained activity of the instinctive amoeba had thrown the 
stagnant conditions of modern civilisation into sharp relief.

MAUDSLEY PSYCHIATRY AND THE 
MAKING OF A MENTAL SLUM

The literary techniques of Freudian novelists, the social epidemiology of 
the Neo-Hippocratics, and the social experiments of the Peckham Centre 
all rested upon the assumption of a primitive instinctual life that could 
provide a benchmark against which to judge the effects of modern civili-
sation. Yet Taylor remained ambivalent about the generality of the sex 
and herd instincts, and his description of the suburban neurosis oscillated 
between the psychodynamic model and a more radically constructivist 
understanding of desire that had been pioneered by his colleagues at the 
Maudsley Hospital.59 Against those commentators who saw anxiety as 
resulting from the frustrations of desire by the wider culture, the Maud-
sley group argued that desire and emotion were simple artefacts of this 
wider culture itself. Increased anxiety, as Taylor noted, had been made 
possible by the growth of leisure time and the adoption of what he called 
‘a false set of values.’60

Connections between sexual drive and the growth of leisure were often 
made in the inter-war period. In 1928, Viscountess Rhondda (1883–1958), 
the feminist editor of Time and Tide magazine, complained that the mod-
ern woman, despite the advantages of her education, was becoming:

after a year of two of idle uselessness in the home . . . much the same 
kind of creature that the leisured girl of 1870 became; she overestimates 
the sexual side of life since sex appears to be her sole raison d’etre—
spends half her time thinking about her clothes, regards herself as an 
inferior kind of creature who is not of suffi cient importance in the scale 
of things for it to matter how she spends her time amusing herself.61

A similar analysis was offered by the popular philosopher C. E. M. Joad 
(1891–1953) in 1932:

The middle class woman has found her basis of task and function in the 
home cut away from under her feet. The intensive application of science to 
the home has reduced domestic work to the performance of a few routine 
duties . . . Thus she fi nds herself with time on her hands and boredom in 
her heart, a drug in the market of society, and gives to sport and sexual 
pleasure the energies for which the world has apparently no use. Bored, 
restless and discontented, driven to exploit her sexual attractiveness from 
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sheer lack of satisfactory occupation, in the traditional partnership of man 
and wife the middle class woman is no longer a partner but a passenger—a 
passenger robbed by science of her functions.62

There was little basis for this fantasy image of the bored and leisured 
housewife and, as economic historians have shown, the actual uptake of 
labour saving domestic technology was extremely small.63 As Geoffrey 
Gorer commented in 1938, the fact that society seemed to be moving from 
conspicuous consumption to conspicuous leisure only served to conceal the 
sheer amount of work that the apparently leisured lifestyle involved.64 Yet 
Taylor was convinced that the modern housewife was burdened with a new 
level of physical inactivity and mental opportunity, ‘a process,’ according to 
Taylor, ‘for which she is completely unadapted’:65

At school she was not taught to use her brain for her own amusement. 
Since then, all the stimuli reaching her not very adequate cerebrum have 
been designed to inhibit rather than stimulate thought. The papers she 
reads and the fi lms she sees are all of the “fl ash in the pan” wish fulfi l-
ment variety. The wireless of necessity dare not be provoking. She has 
no knowledge of what books to read, nor how to set about getting 
them. The wisdom of the world, if she did but know it, is waiting for 
her on the station book stall, at six-pence a time.66

This concentration on ‘false values’ marked a new departure. It shifted 
the basis of Taylor’s argument from the psychodynamic models of the new 
psychology onto the clinical descriptions of British neuropsychiatry. The 
source of the housewife’s neurosis, in this analysis, lay not in her uncon-
scious desires but in the inadequacy of her conscious thoughts. Her empti-
ness stemmed from the failure of her home life or mass culture to provide 
the materials capable of sustaining her identity. As Taylor noted, the ‘sub-
urban woman has made a fetish of the home,’ aping the ‘the kind of life 
successfully led by people to whom books, theatres and the things of the 
intellect matter’; yet this fetish brought no satisfaction since she failed to 
realise that these things only became meaningful through their place in a 
wider culture.67 The sense of emptiness was exacerbated by her intellectual 
reliance on the ‘Daily Peepshow’ and the weekly cinema: ‘In both, she sees 
continuous, “tempests of emotion”—uncouth marriages of elderly clergy-
men to young parishioners, torsos daily discovered in trunks, romantic love 
triumphing over New York’s press men, and plumbers made rich beyond 
dreams by Saturday’s football pools.’68

From this perspective, the suburban neurosis emerged not so much from 
the housewife’s respectable suppression of her own emotions, but from her 
vicarious observation of the emotional life of others. Against our modern 
ideas of suburban repression as the determinative factor in the creation of 
the desperate housewife, Taylor suggested a radically constructivist model 



in which the housewife’s pathological interiority was itself a pure fabrica-
tion: just as her outer environment was, in Taylor’s words, ‘a tawdry jerry 
built box’, so too was her inner life an artifi cial construction built out of 
the cheap and fl imsy materials of popular entertainment. Certainly, Taylor 
did not employ a straightforward psychodynamic view of the emotions. 
The suburbanite was not struggling with her internal torrents and tem-
pests; rather, the emotions themselves were simply a form of display. ‘The 
objects of the emotions’ as Taylor noted, ‘are gradually seen through, and 
the emotions themselves begin to lack conviction . . . The same applies to 
the failure of conation [i.e. the feeling of will or intention]. The loss of urge 
to strive is combined with a very reasonable appreciation of the hopeless-
ness of striving.’69

Taylor’s model of the emotional life becomes clearer if we turn to a paper 
he wrote in 1940 on ‘Mental illness as a clue to normality.’70 The paper 
was written as a critique of the artifi cial categories of psychiatric classifi ca-
tion and it refl ected a nominalist approach pioneered by his colleagues at 
the Maudsley Hospital—Frederick Golla, Edward Mapother, and Aubrey 
Lewis—in the years leading up to the Second World War.71 Yet within this 
argument, Taylor provided a sketch of the hysteric that condensed many of 
the main points developed in his earlier portrait of the suburban neurotic. He 
argued that it was impossible to know whether the emotions experienced by 
the hysteric were genuine: as when, to use Taylor’s example, ‘a wife switches 
on a torrent of emotion at her late homecoming husband.’72 The absence of 
conation resulted in the confl ation of her inner life with the superfi cial thrills 
of popular culture. As Taylor noted, the ‘noble virtues seem to have no place 
in the hysteric’s make up, and instead she adopts a cheap sentimental set 
of values, clearly refl ected in her daily paper, the Daily Peepshow. She will 
weep over a “poor little doggie,” yet a war leaves her unmoved. Though she 
revels in pseudo-distress yet she is completely without shame . . . Her real 
feelings are as shallow as her emotional expression is extravagant . . . She is 
a sad creature, knowing neither true happiness nor true sorrow.’73

Although the apparent persona of the suburban neurotic might have been 
shaped by the new Freudian ideas of sexual desire and repression, that new 
identity itself emerged, according to Taylor’s Maudsley colleagues, as new 
ways of acting and pretending became available. As F. L. Golla (1877–1968), 
the director of the Maudsley’s Pathological Laboratory, had explained in his 
1921 Croonian Lectures:

[the hysteric is] an egocentric individual without strong or durable 
emotions though anxious to impress the outer world with the gravity 
and intensity of his experiences . . . The total personality conveys an 
impression of fl imsiness. He appears to be a very different person to 
the volcano of ill-suppressed sexual passions that some writers on 
psychotherapy have portrayed. The symptoms of hysteria convey to 
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the observer a certain general impression of what can be called theat-
ricality—though possibly the stage ill deserves such a comparison.74

This disregard for the patient’s professed feelings was made possible by 
the invention of new electro-physiological technologies in the late nine-
teenth century. Although these were relatively crude devices, measuring 
physiological processes such as blood pressure or the electrical resistance 
of the skin, they were understood to have a much larger import.75 As 
Otniel Dror has shown, these machines were seen as making visible the 
emotional interior of the individual.76 Indeed, machine and emotion were 
often confl ated. Thus, the failure of the apparatus to generate an expected 
experimental result—a movement of the galvanometer light or a scratch on 
a smoked drum kymograph—became a demonstration of the emptiness of 
the patient’s professed feelings.77

This technological demonstration of the hysterical woman’s inner emp-
tiness was endorsed by many of Taylor’s colleagues. Aubrey Lewis and 
Edward Mapother complained that ‘[u]nsatisfi ed with their own capacities, 
[hysterics] seek to cut a better fi gure than their endowment warrants, and 
are constantly posing and pretending.’78 C. P. Blacker concurred, claim-
ing that the outpatients he treated lacked any ‘pivotal values’ beyond the 
‘Daily Thought.’  79 Henry Devine (who taught on the DPM course at the 
Maudsley) claimed that hysterics, despite their superfi cial passions, were 
crippled by ‘emotional poverty’ and the absence of ‘an adequate effec-
tive rapport with their surroundings.’ Like the rustic gables and clapboard 
porticos of the jerry-built suburban house, the hysteric presented an image 
which far outstripped their situation.80

Yet if the mind and personality of the suburban neurotic were a slipshod 
construction from the cheap and fl imsy materials of popular entertain-
ment, so too was her theoretical defi nition. It emerged, as we can now see, 
at the nexus of two different psychiatric arguments: a neuropsychiatric 
approach that deployed electrophysiological technology to undermine the 
neurotic’s claim to an emotional life, and a new psychodynamic psychol-
ogy that insisted upon the disruptive potential of housewives’ primitive 
amoeboid emotions. The tensions between the two approaches were con-
cealed through a virtuoso display of patrician contempt creating a Leavis-
ite, or culturally elitist, psychiatry, in which the failure of the suburban 
neurotic lay both in the management of her desires and in the achievement 
of a meaningful interior life.81 Taylor argued that for such women ‘a care-
fully graded reading list is perhaps more useful than a bottle of medicine,’ 
but this itself was only a sticking plaster solution. The effective preven-
tion of neurosis would require a complete re-engagement with the prob-
lems of urban life. Doctors would have to become the ‘social architects of 
the future.’82 As he concluded: ‘We have, I fear, let matters go too far in 
the jerry-building, ribbon-development to institute an entirely satisfactory 



scheme of prophylaxis. We have allowed the slum which stunts the body 
to be replaced by a slum which stunts the mind.’83

CONCLUSION

This project of ‘mental slum’ clearance was to occupy Taylor for much of 
his subsequent career. During the war he served with Home Intelligence, 
monitoring and managing the tide of public opinion.84 The work rein-
forced his belief that public anxiety could only be tackled through political 
intervention.85 In July 1945 he won a seat in the new Labour government 
and worked as Parliamentary Private Secretary to Herbert Morrison, Lord 
President of the Council.86 Yet despite his political involvement, it was not 
until his parliamentary career had ended in the election of 1950 that Taylor 
was given an opportunity to become directly involved with the creation of 
a new kind of urban environment that would be capable of satisfying the 
animal appetites and emotional emptiness of its inhabitants. This urban 
utopia was Harlow.

Harlow was one of the fi fteen new towns created by the New Towns 
Act of 1946, although construction did not begin until 1949. Its master 
planning was under the control of the modernist architect Sir Frederick 
Gibberd, whilst Taylor acted as one of his commissioners on the board 
of the Harlow Development Corporation.87 The design embodied the new 
social hygiene necessary to combat the possibility of suburban neurosis. 
The ‘emotional poverty’ of residents was countered through the forma-
tion of an Arts Trust that brought in a resident string quartet and sculp-
tures by Henry Moore and Barbara Hepworth (a corporate raffl e prize 
from the Festival of Britain).88 Social isolation was offset by the creation of 
‘neighbourhood units’ of between 3000 and 5000 people, which encour-
aged community interaction and the satisfaction of the population’s latent 
herd instinct.89 And although many believed that the openness of the new 
houses’ interior and exterior design stifl ed sexual opportunity (especially 
the bedroom picture windows), the high birth rate in the young population 
gave the lie to this complaint.90 The concept of the suburban neurosis was 
central to the design of Harlow, yet the new town would ultimately prove 
to be the concept’s undoing.

In 1959, with the support of the Mental Health Research Fund, Tay-
lor began a series of surveys into the psychiatric condition of Harlow’s 
population.91 He worked with Sidney Chave (1914–85), a post-graduate 
student who had taken part in the large-scale London School of Hygience 
and Tropical Medicine (LSHTM) investigation into rates of illness on an 
LCC estate in Hertfordshire.92 The Harlow study was set up as a com-
parator to these earlier investigations. Its aim, as Chave noted, was to see 
whether ‘the social planning embodied in the new town could lessen the 
prevalence of neurosis when compared with a typical housing estate where 
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such planning is largely absent.’93 The approach was comprehensive: 
surveys were made of the rates of admission to local mental hospitals, 
referrals to psychiatric out-patient clinics, and psychological consulta-
tions with general practitioners; market research was undertaken into the 
inhabitants’ satisfaction with the urban environment, and a fi eld investi-
gation was made into self-reported psychiatric symptoms.94

The results, as Taylor and Chave admitted, were surprising.95 Although 
there was a lower rate of major psychiatric referrals, the rates of primary-
care consultation for minor neuroses were roughly equivalent to the rates 
found in the LSHTM survey, and these again were almost 30% higher than 
the national averages established by the General Register Offi ce in 1957.96 
Furthemore, psychiatric interviews testing for symptoms of nerves, depres-
sion, undue irritability, and sleeplessness revealed that the incidence of 
reported complaints was similar to the fi gures produced in Chave’s earlier 
study of Tottenham—the borough from which most of Harlow’s population 
had emigrated.97 The distribution of these symptoms did not correlate with 
the image of the anxious young housewife produced in Taylor’s original 
work and cultivated in Young and Willmott’s surveys of East London.98 It 
was the 45- to 54-year-old woman who was at greatest risk—and the chil-
dren that had once been blamed for confi ning the mother to the house were 
now feted as ‘social catalysts’ bringing about community integration.99

As Chave and Taylor realised, their survey effectively undermined both 
the psychological claims of new town design and the idea of suburban neu-
rosis from which it had been conceived. They concluded that ‘sub-clinical 
neurosis is not a product of immediate environment’ and instead claimed 
that it was a disease entity ‘with its roots deep in the physical or emotional 
background of the individual.’100 The problem, as Chave later noted, was 
not one of urban design but of individual recalcitrance:

Our search for symptoms has thus enabled us to identify a group of 
people who displayed the signs of individual and social malaise more 
than the others. Was this due to the new town? Is this the “suburban 
neurosis”? The “new town blues” of which we have heard? We think 
not, we believe that these, the symptoms and the discontents, are all the 
marks of underlying emotional disturbance; that these are the people 
who carry their neurosis with them wherever they go and project their 
inner disharmony upon their environment. But our evidence suggests 
that such people are to be found everywhere and in about the same 
proportion if we look for them systematically.101

In their reassessment of the suburban neurosis and the psychological 
limitations of the planned environment, Taylor and Chave transformed the 
focus of their analysis. They recognised, as many of their peers were begin-
ning to, that economic factors were pre-eminent in the generation of anxiety 
and that insecurity over access to resources could not simply be removed 



through education or architectural design.102 At a deeper level, their identi-
fi cation of a problem group ‘who project their inner disharmony onto the 
environment’ restored a certain agency to neurotics. They were no longer 
the victim of psychological circumstance; rather, they were actively involved 
in shaping perceptions of their surroundings. This change of role is striking 
and it reminds us just how silent and quiescent the fi gure of the suburban 
neurotic had been. Constructed from confl icting positions in psychiatry and 
drawn from a patrician suspicion of mass culture, her ephemeral nature was 
only revealed when psychiatric investigators turned into oral historians and 
began to transcribe and collate the comments of actual patients.103 As Ali 
Haggett has suggested in her contribution to this volume and elsewhere, 
when the ‘suburban neurosis’ re-emerged in the 1960s, it was an identity 
driven less by the problems of the environment than by the availability of 
new forms of anti-depressant medication.104
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4 Anne Sexton’s Poetics 
of the Suburbs

Jo Gill

INTRODUCTION

‘I am actually a “suburban housewife” only I write poems and am 
sometimes a little crazy.’1

In this characteristically nuanced and deceptive declaration, the American poet 
Anne Sexton (1928–74) fi rst posits, then complicates, and fi nally demurs from a 
particular personal identity. The defi ant main clause (beginning ‘I am actually’) 
aims for clarity, as though to explain once and for all who she is. But the scare 
quotes around ‘suburban housewife’ signal a degree of unease with the label 
and its perceived signifi cation, and the conjunctions (‘only’) and diminutives 
(‘sometimes a little’) that herald the subordinate clauses further undermine the 
certainty of the original assertion. In this way, Sexton acknowledges—albeit 
tacitly—the complexity of the contradictory parts that she is required to play 
and the diffi culty that she has in reconciling them. As she goes on to explain: 
‘I fear I am not myself here in my suburban housewife role.’ Sexton’s assertion 
assumes and thereby leaves implicit a causal connection between place, gender, 
occupation, and mental health. It is this assumption to which Sexton’s work 
returns again and again, and which is the subject of this chapter.

Taking the ambivalence of Sexton’s self-description as its starting point, 
this chapter explores the relationship between space, gender, history, and sub-
jectivity in Anne Sexton’s poetry, drawing particular attention to the construc-
tion and representation of suburban identity in her work.2 Where confessional 
poetry has typically been read as focusing on the subject’s inner life, or the 
landscape of the mind, I will suggest that Sexton’s writing deviates from this 
model, valorising instead a distinct, unexpected, and poetically fertile locale. 
For Sexton, the American suburbs represent both a literal place and a fi gurative 
space, one whose meanings and parameters have to be constantly negotiated 
and repeatedly tested in order fully to accommodate the multiple identities 
(housewife, poet, and madwoman) that she proposes to install there.

Her poetry shows us a historically specifi c suburban world of open-plan 
lounges and modern kitchen appliances, of picture windows, backyards, 
and barbecues. Against this backdrop, Sexton presents a world of intense 



neighbourliness, high-pressure childrearing, carefully demarcated gender 
roles, and highly vulnerable marriages. The 1972 poem ‘The Risk’ pres-
ents us, in just twelve lines, with a picture of suburban domesticity in crisis 
where ‘a daughter tries suicide,’ ‘the kitchen blows up its shiny kettle / and 
the vacuum cleaner swallows its bag.’3 The mother in this poem—stereo-
typically the dominant fi gure in the feminised suburbs—collapses onto the 
‘marriage bed’ in an abject state of self-destruction. The 1973 sequence ‘The 
Divorce Papers,’ written while Sexton was preparing to divorce her husband 
Kayo, paints a similar picture. The accoutrements of the average suburban 
life—of wedding rings and children, vacations and kitchens, of televisions, 
aprons, washers and driers—are juxtaposed in surreal and disturbing ways.4 
Marsha Bryant has noted the same strategy in the work of Sexton’s contem-
porary, Sylvia Plath. In both cases, the effect is to illuminate the ‘unstable 
boundaries of postwar domesticity.’5

The post-war American suburbs, whose growth was intended to meet 
the needs of a rising marriage and birth rate, were designated by planners 
and critics alike as female spaces. They were conceived and built according 
to—arguably distorted—expectations of what women wanted. Kenneth T. 
Jackson explained the design of houses in the prototype of post-war subur-
ban architecture, Levittown: ‘the fl oor plan was practical and well-designed, 
with the kitchen moved to the front of the house near the entrance so that 
mothers could watch their children from kitchen windows and do their 
washing and cooking with a minimum of movement. Similarly, the living 
room was placed in the rear and given a picture window overlooking the 
backyard.’6 From these early days, though, there was concern among com-
mentators about the effects of suburban development on the experiences 
and behaviours of its occupants. In 1967, President Johnson commissioned 
a task force to report on suburban problems—the most ‘pervasive’ and ‘elu-
sive’ of contemporary concerns, according to Senator Edmund S. Muskie, 
one of the task force’s participants.7 According to Kenneth T. Jackson, by 
the 1960s critics such as Betty Friedan had ‘challenged the notion that the 
dream home was emotionally fulfi lling for women.’ Jackson cites Gwendo-
lyn Wright’s observation that suburban housewives’ ‘isolation from work 
opportunities and from contact with employed adults led to stifl ed frustra-
tion and deep psychological problems.’8

This chapter begins by examining the rhetorical and metaphorical uses to 
which Sexton puts this profoundly ambivalent space, for example, in poems 
that depict the self in the modern suburban home as dislocated and frag-
mented or in poems that devise a complex rhetoric of voyeurism and display 
entirely appropriate to contemporary suburban experience. It goes on to 
consider Sexton’s suburban poems in their particular historical moment. 
Deborah Nelson has convincingly argued that the ascendance of the confes-
sional mode of poetry with which Sexton has habitually been associated 
coincided with two key factors: the emergence of the suburbs as the apo-
theosis of American living; and the pervasiveness in Cold War America of a 
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culture of anxiety, hostility, and surveillance.9 Nelson showed that Sexton’s 
work was produced and read within an environment that was characterised 
by suspicion and that bestowed contradictory messages about privacy and 
community. These messages were, in turn, replicated, affi rmed, and re-cir-
culated in the new architecture of the period with its open-plan layouts 
and picture windows. Both of these seemed to invite association and deny 
privacy (or to assert the ‘visibility principle,’ as contemporary observer Wil-
liam M. Dobriner put it) while functioning to enforce strict geographical, 
gender, and familial boundaries.10

An important hypothesis pursued throughout this chapter is that there 
is a productive relationship between the profound self-refl exivity that I per-
ceive to be characteristic of Sexton’s work and its suburban origins.11 My 
point is that the self-consciousness of her writing (its awareness, in par-
ticular, of its relationship with its audience, its concerns about truth and 
deception, its anxiety about personal revelation) replicates a wider self-con-
sciousness about privacy and surveillance, about seeing and being seen, and 
about social and gender conformity that characterised suburban domestic 
life during her lifetime.

The historical facts of Sexton’s suburban origins have been noted by oth-
ers, primarily as an accusation, as a way of signalling the domestic nature 
of her art, or as a way of showing what the suburbs ‘did’ to women of the 
Feminine Mystique generation.12 Such readings have situated Sexton in a 
passive relationship with these discourses. In contrast, I will argue that Sex-
ton actively, persistently, and consciously—albeit often with considerable 
ambivalence—evoked the suburbs as the site of her poetry, as the source of 
her poetic voice, and as a badge of difference with which to counter domi-
nant metropolitan and masculine literary models. Although in some of her 
poems contemporary ideologies of the suburbs were implicated in the grow-
ing psychological crisis of the female subject, in others the suburbs offered 
familiarity, security, and a vantage point that could be used to her benefi t.

SUBURBAN FLIGHT

Anne Sexton was raised in some style on the outskirts of Boston and spent 
the summers at her grandparents’ affl uent home on the Massachusetts coast, 
a place that was immortalised in ‘Funnel,’ discussed later in this chapter. 
She moved to the new suburbs of Boston, as did so many others of her gen-
eration, as a young housewife and mother and took sporadic jobs outside 
the home (selling cosmetics door to door, for instance). However, with her 
husband away for long periods of time as a salesman, she remained in the 
suburbs as the main home maker.13

Throughout her adult life, Sexton experienced periods of profound psy-
chological trauma that resisted fi rm diagnosis. Her illness was apparently 
precipitated by post-partum depression and was fi rst labelled ‘hysteria’ and 



subsequently a form of manic depression. It was characterised at different 
times by a variety of symptoms including dissociation, fugue states, deep 
depressions, and suicidal impulses.14 Her treatment included sustained psy-
chotherapy, medication with Thorazine and lithium, and repeated periods 
of hospitalisation or visits to the ‘summer hotel,’ as Sexton put it, arguably 
parodying the middle-class ritual whereby mothers and children escaped 
from the suburban home for the long summer vacations while the fathers 
continued to commute into the city to work.15 Sexton’s psychiatric condition 
was complicated over the years by her growing dependence on alcohol and 
sleeping pills.16 Lori Rotskoff has analysed changes in attitudes towards, 
and the consumption of, alcohol in post-Prohibition, post-World War 
Two America. In this period, which saw a change from alcoholism being 
regarded as a moral sin, to alcoholism being regarded as a form of sick-
ness, the proper place for moderate ‘healthy’ drinking was in the ‘domestic 
sphere, in the private homes of men and women.’17 The culture of suburbia 
encouraged conformity in this respect. As Rotskoff put it, quoting a con-
temporary critic: ‘suburbia was a place where everyone “buys the right car, 
keeps his lawn like his neighbour, eats crunchy breakfast cereal, and votes 
Republican.” He might have added “and drinks the same drinks”’. During 
the 1950s and 1960s there was growing concern among a small group of 
alcoholism experts that ‘domesticity itself could be a major source of dis-
content leading to alcoholism.’ For some suburban women, it was becom-
ing increasingly clear, ‘domestic pressures and dissatisfactions could cause 
excessive or pathological drinking.’18

Sexton began to write poetry in 1957 after her fi rst severe adult break-
down. This was in part at the suggestion of her therapist; Sexton’s extreme 
circumstances notwithstanding, the turn to psychiatric therapy and other 
forms of expert guidance was a defi ning feature of the time and place.19 
However, her interest in poetry was also stimulated by seeing the literary 
critic I. A. Richards in a PBA television programme about the sonnet. The 
widespread introduction of television sets into the suburban home was also 
a characteristic of this period and, according to Deborah Nelson, implicated 
in unsettling the boundaries between private and public spheres. As Lewis 
Mumford explained in his 1961 book The City in History, the suburban 
housewife lived an isolated existence: ‘surrounded with electrical or elec-
tronic devices that take the place of fl esh and blood companions: her real 
companions, her friends, her mentors, her lovers, her fi llers-up of unlived 
life, are shadows on the television screen, or even less embodied voices.’20

Sexton was an acquaintance of the poets Robert Lowell and Sylvia Plath. 
She commented in her brief memoir of Plath, ‘We did grow up in the same 
suburban town . . . but she was about four years behind me and we never 
met.’21 However, there were signifi cant differences among the three poets, 
not least Lowell’s association with the metropolis and with Brahmin Bos-
ton culture, and Plath’s escape from the American suburbs via New York 
(immortalised in her novel The Bell Jar) and England.22 Although Sexton 
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has typically been compared with Lowell, I argue that one of the ways in 
which she resisted the association was by a conscious recognition and artic-
ulation of the different spaces that each inhabited, as for example in her 
poem ‘Man and Wife,’ her response to his ‘To Speak of Woe that Was in 
Marriage,’ discussed later.

Sexton’s move to the suburbs in 1953 was entirely characteristic of her 
generation of young American newlyweds. As Gordon, Gordon, and Gun-
ther noted in their 1961 book The Split-Level Trap: ‘Between 1950 and 
1959, nearly two-thirds of [America’s] increase appeared in the suburbs; 
the central cities . . . increased in population by about 1½% during those 
years; the suburbs increased 44%.’23 Like so many other ‘babyboomers,’ 
the Sextons settled fi rst in one suburb, Newton Lower Falls, and then in 
another. In 1964 they moved to a new house—‘a two-story modern colo-
nial’ in a ‘better neighbourhood, with better schools nearby.’24 William M. 
Dobriner cites the ‘better-for-children’ rationale as one of the key factors 
in contemporary fl ight from the cities to the suburbs. However, as his case 
studies show, ‘better-for-children’ sometimes masks the desire among those 
he questioned either to raise children away from urban Black populations 
or, in the case of Jewish and Catholic respondents, within the same ‘ethnic 
and religious community.’25

Suburban fl ight was, then, almost exclusively a White phenomenon. 
According to Elaine Tyler May, although the suburban population more 
than doubled between 1950 and 1970, ‘blacks were excluded from the sub-
urbs by de facto segregation and the FHA’s [Federal Housing Authority’s] 
redlining policies.’26 Many of the poems in Sexton’s fi rst collection, rather 
like those in Lowell’s fi rst avowedly ‘confessional’ work Life Studies, take 
as their ostensible subject a particular kind of privileged White American 
up-bringing or, more specifi cally, the threats to its stability and status as 
turn-of-the century standards gave way to Depression years, to the eco-
nomic growth stimulated by America’s role as supplier to the Second World 
War effort, and to the retrenchment and counter-cultural movements of the 
Cold War era.27

The unease evident in Lowell’s and Sexton’s work of this period mim-
icked the larger tensions generated in contemporary society by contradictory 
imperatives on the one side to modernise and prosper and on the other to 
retain the standards and mores of the past. During the late 1950s and 1960s 
this was experienced, as Joan Didion explained in her account of the birth 
of the hippy movement in the Haight-Ashbury area of San Francisco, as 
a new kind of ‘generational rebellion’—one with a profoundly ideological 
basis. The hippy movement, for Didion, was ‘not a traditional generational 
rebellion. At some point between 1945 and 1967 we had somehow neglected 
to tell these children the rules of the game we happened to be playing . . . 
Maybe there were just too few people around to do the telling. These were 
children who grew up cut loose from the web of cousins and great-aunts 
and family doctors and lifelong neighbors who had traditionally suggested 



and enforced the society’s values.’28 Gordon, Gordon, and Gunther observed 
that ‘emotional breakdowns . . . occur vastly more often in the mobile sub-
urbs than in integrated communities.’29 It was to this historical, generational, 
ideological, gender, and, one might add, geographical upheaval that many of 
Sexton’s poems addressed themselves.

Sexton’s early poem ‘Funnel,’ probably written in 1958, registers the 
emotional and material disappointment attendant on the move from the 
city to the suburbs, from the extended to the nuclear family, from the tra-
ditions of the past to the uncertainties of the present.30 ‘Funnel’ records 
the containment and mediocrity of modern suburban life, particularly when 
contrasted with the freedom and abundance of the past. It opens with an 
account—Biblical in its idiom and heroic in its proportions—of the scale 
and importance of the past:

The family story tells, and it was told true,
of my great-grandfather who begat eight
genius children and bought twelve almost new
grand pianos

But from this expansive opening (the mouth of the ‘funnel’), the poem begins 
to retract and diminish. The hyperbolic adjectives of these opening lines are 
replaced with weaker, lesser ones: ‘hushed, ‘marginal,’ ‘musted.’ The gran-
deur of the past (the family of ‘eight children,’ the extensive grounds planted 
with ‘thirty-six pines,’ the confi dence with which the patriarch or ‘bearded 
man’ surveys his domain with ‘giant steps’) gives way to the mediocrity of 
present-day life in the suburbs:

Back from that great-grandfather I have come
to puzzle a bending gravestone for his sake,
to question this diminishing and feed a minimum
of children their careful slice of suburban cake.

Sexton referred to poetry as a life line, as a means of escape from the 
debilitating conditions of suburbia or ‘disturbia’ as The Split-Level Trap 
labels it.31 To the poet Oscar Williams she wrote on her receipt of a gener-
ous travel award: ‘I am off this August (out of the suburbs as you always 
told me, as you always told me I must go out of the suburbs).’32 In a similar 
context, she wrote of her need to be ‘unchained’ from her everyday life.33 To 
Fred Morgan, editor of The Hudson Review, who had accepted some of her 
early poems, she wrote: ‘I would be here in the suburbs and going nowhere 
if it weren’t for such as you.’34 And to poet Carolyn Kizer she confi ded, ‘I 
would be no one at all without my new tight little world of poet friends. I 
am kind of a secret beatnik hiding in the suburbs in my square house on a 
dull street.’35 Her comments confi rm Lewis Mumford’s point: ‘Beginning as 
a mechanism of escape, the suburb has turned into its very opposite.’36
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Nevertheless, the suburbs were elsewhere—and this is a crucial contra-
diction both in Sexton’s representation of the suburbs and in their very 
nature—depicted as a sanctuary, as a welcome relief from the frightening 
conditions of urban life. Sandy Robartes, one of Sexton’s neighbours who 
was dragooned into accompanying her into Boston for her Robert Lowell 
poetry classes, explained that at fi rst Sexton was too frightened to leave her 
own house. Sexton’s biographer commented that ‘Anne, who still panicked 
when she had to walk alone on a city sidewalk, liked being able to run 
across the lawns’ to see her suburban neighbours.37 The suburbs, then, were 
simultaneously a prison and a haven.

In her life and her work, Sexton manipulated readerly expectations of the 
role of suburban housewife and mother, provisionally identifying with that 
label and then utterly traducing its effi cacy. She did this by the sardonic or 
despairing tones of the poems discussed later. Interestingly, too, she did it visu-
ally in her use of photographic portraits and public performances of her work. 
In both cases she exploited to great effect the transgressive value of the appar-
ently passive suburban housewife turning and assertively speaking. Arthur 
Furst conceded as much in his introduction to Anne Sexton: The Last Summer, 
the book of still photographs that he took at Sexton’s home in the summer of 
1974 and published in 2000. Furst, like others before him, noted the discur-
sive impact of the incongruity he perceived between Sexton’s suburban setting 
and demeanour and the anger, sexuality, and explicitness of the poems:

Anne was sitting at her kitchen table, amid the gingerbread men and 
women of her wallpaper and matching curtains, her back to the refriger-
ator, the message board and phone . . . Virginia Slims, lighter and ashtray 
were positioned in front of her. Her hair was carefully coiffed, and she 
was wearing a silk blouse and slacks. It was the dark side of the 1960s 
image of a homemaker, if you could imagine Betty Crocker composing 
“The Fury of Cocks” and “When Man Enters Woman.”38

It is the body rather than the text that is subject to interpretation here, that 
is being read. This was also the case in response to Sexton’s physical appear-
ance in staged readings of her work. William Pritchard reported of a Sexton 
performance: ‘she read with spellbinding intensity, to the extent that one 
wasn’t quite sure just what one was responding to—the poems? Or some-
thing else—the life that was all tied up with them.’39

Sexton’s fl amboyant championing of the suburbs marked a defi ant asser-
tion of poetic identity, a self-conscious annexing of this implicitly gendered 
place and of the complex perspectives, relationships, experiences that it 
represented. Moreover, the modern home provided a rich source of meta-
phor, in particular giving Sexton the means to explore and critique some of 
the tensions and contradictions of contemporary women’s experience. The 
Feminine Mystique had so recently shown that beneath the public face of 
the ‘suburban housewife’ lay a private narrative of violence, breakdown, 



failure and resentment, a secret life that Sexton’s poetry explored.40 As an 
example of Sexton’s self-positioning or perhaps self-invention as suburban 
housewife and poet I want to examine one poem in particular, ‘Man and 
Wife.’ I will then turn to other poems that represent the female self in the 
modern suburban home as dislocated, fragmented and split (‘Self in 1958’) 
or as inauthentic (‘Housewife’), and to poems that fi gure the female confes-
sional subject as food, as offering herself up in and to a culture that overval-
ues consumption (‘The Death Baby’).

‘MAN AND WIFE’

The title ‘Man and Wife’ alludes to the Christian marriage service and 
already signals the loss of identity for the woman who is here no longer 
‘woman’ but ‘wife,’ defi ned by her relationship with the man.41 Moreover, 
the title and epigraph, ‘To speke of wo that is in marriage,’ look back both 
to Chaucer’s ‘Wife of Bath’s Prologue’ and to Robert Lowell’s poems ‘Man 
and Wife’ and ‘To Speak of the Woe that is in Marriage’ (both from his 1959 
volume Life Studies). Here Lowell’s metropolitan milieu (Marlborough 
Street in Boston, and New York’s Greenwich Village) is defi antly countered 
by the modern suburban landscape of Sexton’s experience. Sexton’s poem 
diagnoses the condition of married life in the suburbs as one of alienation, 
dislocation, and despair. Idealistic expectations of marriage as a union of 
love, or companionship, or, failing that, of bare familiarity, are emphatically 
exposed. We should note the disclaimers, negations, and denials (‘not lov-
ers,’ ‘not even,’ ‘nothing’) in these opening lines:

We are not lovers.
We do not even know each other.
We look alike
but we have nothing to say
We are like pigeons . . .

Sexton’s speaker likens the couple not to the doves or love-birds of lyric 
convention but to a pair of lost pigeons; pigeons are well known for mating 
for life, a potential sign of commitment or, as in this poem, of claustropho-
bic restriction. The simile conveys the couple’s dislocation and disorienta-
tion as they land, seemingly inadvertently, in the suburbs. It is ironic, given 
the separation between the couple conveyed here, that the only thing that 
does bind them is their shared misery in this suburban home. Their despair 
is experienced ‘in unison’; the fi rst-person plural ‘we’ is used throughout.

Just as idealised expectations of married life are undermined, so too are 
preconceptions of suburbia. While in stanza two, the city (‘Boston’) from 
which the couple have fl ed signifi es squalor, deprivation, and danger—with 
‘blind walls’ against which the subjects collide, ‘traffi c that kept stamping 
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/ and stamping,’ and ‘worn out’ fruit stalls onto which the couple’s own 
exhaustion is displaced—the suburbs prove little better. Indeed, the speaker 
describes herself and the husband as ‘that pair who came to the suburbs / 
by mistake.’ Lewis Mumford describes the move from city to suburbs as a 
quest for ‘liberation from the sometimes dreary conventions and compul-
sions of an urban society,’ and, ironically in Sexton’s case given her personal 
history of mental illness and hospitalisation, as a search for ‘asylum.’42 ‘Man 
and Wife’ shows us the abject failure of such aspirations.

Sexton drafted this poem in 1958 and sent a copy to Robert Lowell as 
part of her application to join his Boston University poetry class. She then 
returned to and revised it in May 1963, almost certainly while she was 
reading, with great enthusiasm, Friedan’s newly published The Feminine 
Mystique. On 6 June 1963, Sexton wrote to a friend ‘Have you read The 
Feminine Mistique (spelling?) [sic]. If not, hurry and do so. Motherhood is 
beautiful but it sure ain’t everything.’43 Friedan’s book famously analyses 
the ‘problem that has no name,’ the problem of profound dissatisfaction 
experienced by a generation of women in mid-century and specifi cally sub-
urban America. As the opening lines of Friedan’s book explain, ‘the problem 
lay buried, unspoken, for many years in the minds of American women. It 
was a strange stirring, a sense of dissatisfaction, a yearning that women 
suffered in the middle of the twentieth century in the United States. Each 
suburban wife struggled with it alone.’ Friedan’s study found that women’s 
lives in ‘the suburbs, those ugly and endless sprawls which are becoming a 
national problem,’ were characterised by frustration, ennui and ultimately 
an amorphous pathological condition diagnosed as ‘housewife’s fatigue.’44 
Sexton’s poem dramatises such a context, and such a condition, the ‘prob-
lem’ that resists articulation and reveals itself only somatically in physical 
and emotional collapse: ‘They are two asthmatics / Whose breath sobs in 
and out / Through a fuzzy pipe.’ In stanza three, ‘green rain’ (signifying the 
clean country air which was one of the reputed advantages of the retreat 
from the city, or, conversely, the poisoned environment indicted in Rachel 
Carson’s Silent Spring, published just months before this poem was writ-
ten), instead of energising or rejuvenating the couple, serves only to clarify. 
It opens their eyes to the dreadful nature of their new plight: ‘Now there is 
green rain for everyone / as common as eyewash.’

Elaine Tyler May opens her study of American Cold War culture with 
a vignette about Life magazine’s 1959 feature on a newlywed couple who 
elected to spend their honeymoon in a fallout shelter. In a letter of Sep-
tember 1961 to Tony Hecht, Sexton notes ‘everyone in the suburbs is 
building fallout shelters.’45 ‘Man and Wife,’ written in May 1963, only 
months after the Cuban missile crisis of October 1962, imagines such a 
scene in its true horror. Saturated by the ‘green rain’ of nuclear fallout 
(‘green rain for everyone’), her couple are forced into a squalid and fi nally 
antagonistic intimacy. The military metaphors are signifi cant given this 
Cold War nuclear context:



Now they are together
like strangers in a two-seater outhouse,
eating and squatting together.
They have teeth and knees
but they do not speak.
A soldier is forced to stay with a soldier
because they share the same dirt
and the same blows.

Starved of companionship, starved of space and air, the couple’s condition 
exemplifi es the squalid intimacy of suburban marriage in all its alienation, 
violence and tension. Gordon, Gordon, and Gunther identify ‘increased ten-
sion’ and ‘tremendous emotional stresses’ as characteristic of suburban life 
in this period.46 In unpublished lecture notes for this poem, Sexton com-
ments on its evocation of ‘forced intimacy, dumb instincts.’47 The paradoxi-
cal situation of being ‘together / like strangers’ speaks both of the couple 
and of the wider suburban community of which they are a metonym. They 
seem paralysed by their situation, trapped in a suburban prison of their own 
choosing, symbolised here by the ‘window pane’ so redolent of contempo-
rary suburban architecture and of an ideology that both invites and repels 
intimacy. Silent ‘exiles’ who ‘neither talk nor clear our throats,’ they cannot 
fully participate in the life of which they dream. Instead, they ‘gasp in uni-
son beside our window pane / drunk on the drunkard’s dream.’ The window 
here, as in a number of other poems, is a metaphor for isolation and belong-
ing, for privacy and communication, for seeing and being seen.

SURVEILLANCE

Plate glass, picture windows, and glazed patio doors were a notable feature 
of post-war suburban architecture. To a generation who moved to the sub-
urbs from over-crowded and ill-lit urban housing, one of the most attractive 
features of new suburban housing developments was the space, light, and 
perspective that such windows promised. However, these windows carried 
an ideological as well as a practical signifi cance. Lynn Spigel notes that the 
introduction of plate and sliding glass doors ‘mediated the twin goals of 
separation from and integration into the outside world.’48 Sexton’s work 
frequently uses images of plate glass and picture windows to represent con-
tradictory processes of observing and being observed fundamental both to 
life in the suburbs and to confessional poetry. In a vital sense these images 
function as a metaphor for the way in which the speaker of the confessional 
poem (the ‘I’) is simultaneously subject and object of the narrative, both the 
person observing and the person being observed. Windows stand fi gura-
tively for the confessional text, which seeks also to integrate the inside and 
the outside, self and other, subject and reader, penitent and confessor.
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In ‘For John, Who Begs Me Not to Enquire Further,’ for example, a 
sequence of metaphors—of glass bowls and mirrors, of transparent, trans-
lucent, refl ective or refracting surfaces—privileges and ultimately confuses 
these processes of seeing and being seen, of self-scrutiny and self-display.49 
The glass bowl in that poem both isolates the speaker and, paradoxically, 
confi rms her contiguity with the world around her; it suggests a form of self-
identity and a means of identifi cation with others who share the same condi-
tions. The fractured condition of the ‘cracked mirror’ / ‘awkward bowl’ that 
dominates the poem operates both as a metaphor for the damaged, fi ssured 
identity of the subject, and as a signifi er of the distorted perspective that 
life in the suburbs offers. The poem, widely regarded as Sexton’s manifesto, 
speaks from and for the inevitably unstable position of suburban housewife 
and poet articulated by Sexton in the quotation with which I opened this 
chapter. It closes with a confi rmation of that ‘separation’ and ‘integration,’ 
which Spigel defi nes as characteristic of suburban life. Here, the ‘invisible 
veil’ is both a barrier and the absence of a barrier, serving both to separate 
and to integrate:

This is something I would never find
in a lovelier place, my dear,
although your fear is anyone’s fear,
like an invisible veil between us all . . .
and sometimes in private,
my kitchen, your kitchen,
my face, your face.

Another poem, ‘What’s That,’ written just a month later in March 1959, 
shows that the window, like the parameters of the suburban home and the 
boundaries of the female self, is permeable and thus potentially vulnerable.50 
There is a collapse in ‘What’s That’ of the barriers between private and pub-
lic, internal and external, self and other (hence the equivalence of ‘calling 
me, calling you’ at the end of the poem). In this curious poem, it is never 
clear whether the un-named presence that lurks outside the ‘kitchen win-
dow’ is to be feared or welcomed.

Before it came inside
I had watched it from my kitchen window,
Watched it swell like a new balloon,
Watched it slump and then divide,
Like something I know I know—
A broken pear or two halves of the moon

The object (‘it’) might signify some alien threat or a fear of recurrent depres-
sion. Yet the images might also signify some kind of inspiration, even a visi-
tation from the muse (in classical mythology a female fi gure). The dilemma 



that the poem contemplates is all the more acute and astonishing because it 
takes place in such an unlikely, and specifi cally suburban, environment:

 It is as real
as splinters stuck in your ear. The noise we steal
is half a bell. And outside cars whisk by on the suburban street
and are there and are true.51

Although, as I have suggested, glass windows were celebrated as a tech-
nological and aesthetic advance in modern suburban America, Sexton and 
other writers and commentators of the period voiced misgivings about the 
exposure that they invited. John Keats’s tellingly entitled book The Crack 
in the Picture Window featured a caricature of a suburban couple, John 
and Mary Drone. Welcomed into their newly built suburban home, one 
of countless built as a consequence of the post-war G.I. Bill, John and 
Mary Drone found ‘a nine-by-twelve rug spread across the largest room 
wall to wall, and there was a sheet of plate glass in the living-room wall. 
That, the builder said, was the picture window. The picture it framed was 
of the box across the treeless street.’ What the Drones learned was that 
having the means to look out inevitably gives someone else the power to 
look in: ‘through their picture window, a vast and empty eye with bits of 
paper stuck in its corners, they could see their view—a house like theirs 
across a muddy street, its vacant picture eye staring at theirs.’52 There was a 
reciprocity here that betokened either communality or a stultifying anxiety 
about constantly being on view.

The suburban home then represented both a place of privacy and safety 
and one of vulnerability and public scrutiny. To quote Lynn Spigel, the mod-
ern home with its large picture windows and open-plan living areas was 
‘designed as a space for looking . . . the new tract homes of the mass-pro-
duced suburbs featured sliding glass doors, bay windows, and open plans 
that were designed to maximise the visual fi eld.’53 This led to a specifi c 
kind of exposure, and a particular threat to privacy and autonomy, one 
felt acutely by women, who were typically at home much more than hus-
bands who were employed outside the suburbs. As Betty Friedan explained, 
the design of typical open-plan homes gave ‘the illusion of more space for 
less money . . . there are no true walls or doors; the woman in the beauti-
ful electronic kitchen is never separated from her children . . . A man, of 
course, leaves the house for most of the day. But the feminine mystique 
forbids the woman this.’54 The point was confi rmed by Nelson: ‘the subur-
ban home was supposed to offer the opportunity to live out the democratic 
dream of privacy in post-war America. And yet . . . suburban homes . . . 
were associated with a profound deprivation of privacy as well.’55 In a letter 
to Hollis Summers on her return from a writers’ conference, Sexton herself 
complained: ‘my suds, I’m back in the suburbs, the children are having an 
acorn fi ght on the front lawn, it is 95 in the shade . . . a ham is cooking itself 
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and me in the oven (my desk is situated in the dining room, but at the door 
leading into the kitchen . . . ).’56

Gordon, Gordon, and Gunther’s The Split-Level Trap indicted the home 
as a place of fear, anxiety and claustrophobia. In the prologue to their book, 
they visualised ‘one of the split-level houses [where] a young mother is cry-
ing. She is crouched in a dark closet. Voices in the walls are telling her she 
is worthless.’57 Similarly, John Keats described ‘today’s housing develop-
ments,’ which ‘actually drive mad myriads of housewives shut up in them.’58 
For Sexton it was not only the internal architecture of the home, but the 
larger social environment that proved so debilitating. For the speakers in her 
poems, the threat came not necessarily from within but from wider subur-
bia. In ‘Leaves that Talk,’ the danger is represented by the malicious green 
leaves that whisper to her through the windows of her home—windows that 
render her visible and thus vulnerable and that form an inadequate protec-
tion against the outside world: ‘they call, though I sit here / sensibly behind 
my window screen.’59

What is interesting in many of these poems is that, the speaker’s vantage 
point on the outside world notwithstanding, she is engaged primarily in a 
process of inner surveillance or self-policing characteristic both of suburban 
life in Cold War America and of confession. In ‘Three Green Windows,’ for 
example, the speaker is simultaneously seeing and being seen; she is subject 
and object of observation.60 Trapped in a Benthamite panopticon, behind 
‘three green windows’ looking west, south, and east, the speaker both occu-
pies an excellent vantage point and feels herself to be open to everyone else’s 
gaze. Most importantly, though, she is scrutinising, judging, correcting, her 
own behaviour. The poem proceeds in a mood of free-fl oating reverie, but 
the reverie is guarded. It is interrupted repeatedly by negated and therefore, 
according to Freud, real anxieties about family and friends and about per-
sonal and social responsibilities (‘the sewers and the drainage / the urban 
renewal and the suburban centers’).61 It is her own perceptions and observa-
tions that the subject must keep under closest watch, must correct or deny:

I have misplaced the Van Allen belt,
the sewers and the drainage,
the urban renewal and the suburban centers.
I have forgotten the names of the literary critics.
I know what I know.

There are some things that she cannot permit herself to have seen and 
known, although the presence of these issues and objects is ineradicably 
confi rmed by the succession of denials and negations through which they 
are detailed: ‘I do not think of the rusty wagon on the walk. / I pay no atten-
tion to the red squirrels.’

’Flight’ similarly attempts to efface the real, investing instead in the 
desired, imagined or ideal.62 The poem has two movements and two tones. 



On the outward journey, the speaker is travelling toward the airport, 
joyfully anticipating fl ying away to join her absent lover: ‘Thinking that 
I would fi nd you,’ the poem opens, ‘thinking I would make the plane / 
that goes hourly out of Boston.’ In this mood of exuberant optimism, the 
speaker can afford to risk a journey from the safe suburbs (the fi rst draft 
of the poem was entitled ‘Letter from the Suburbs’) ‘into the city.’ She can 
afford to notice aspects of life that, particularly in her position as resident 
of the White suburbs, she would usually choose to ignore or deny, admit-
ting into consciousness—and conceding shared desires with—thirsty men 
and Black women:

I drove into the city.
Thinking that on such a night
every thirsty man would have his jug
and that the Negro women would lie down
on pale sheets

’Thinking that I would fi nd you,’ the speaker can tolerate fi nding the un-
looked-for. On the return journey, though, when the airport is closed down 
by fog and all fl ights are ‘grounded,’ things look different. The repressed 
others return. Their difference and ugliness is newly visible to the perceiver 
as she drives home down the aptly named ‘S[t]orrow Drive’:

Knowing I would never find you,
I drove out of the city.
At the airport one thousand cripples
sat nursing a sore foot.

The image gestures, perhaps, towards Sophocles’ Oedipus, so-named 
after the injury infl icted on his feet by his parents, Jocasta and Laius, 
as they abandoned him on the hillside in the hopes of circumventing 
the Oracle’s prophecy that the child would kill his father and marry his 
mother. In the context of Sexton’s poem, and of her work more generally, 
the story of Oedipus and Jocasta stands as a metaphor for the desperate 
tension between seeking to know and tell the truth, and avoiding such 
dreadful insight.

Later poems, ‘Hurry Up Please, It’s Time,’ for example, demonstrate 
a growing impatience with the restrictive conventions of suburban life 
and, metaphorically, the taboo against speaking confessionally.63 Here 
the speaker is not ashamed of her spectacular self-display, but is proud 
of her intimate revelations, happy to acknowledge and provoke her voy-
euristic audience:

Ms. Dog prefers to sunbathe nude.
Let the indifferent sky look on.
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So what!
Let Mrs. Sewal pull the curtain back,
from her second story.
So what!
Let United Parcel Service see my parcel.
La de dah.
Sun, you hammer of yellow,
you hat on fire,
you honeysuckle mama,
pour your blonde on me!
Let me laugh for an entire hour
at your supreme being, your Cadillac stuff,
because I’ve come a long way
from Brussel sprouts.
I’ve come a long way to peel off my clothes
and lay me down in the grass.

The laughter and the fl amboyant self-display replicate comments that Sexton 
made in correspondence about her own circumstances. In an unpublished let-
ter of 31 March 1966 to Fred Morgan, Sexton jokes, ‘I am laughing, Fred, at 
the ridiculousness of my life here in suburbia; and if you don’t think it amus-
ing, you ought to try living with me,’ and to Philip Legler in a letter of May 
of the same year, she affi rmed with some pride, ‘I am the shock of the proper 
Boston neighbourhood in my bikini suits.’64 Elisabeth Bronfen has read the 
spectacular self-display reported in Sexton’s psychotherapy sessions as symp-
tomatic of the specifi c ideological context in which she lived. According to 
Bronfen, ‘Anne Sexton’s hysterical disorders can be read as symptoms for all 
that was wrong in her culture’s relation to female subjectivity; in fact, they 
perform the daughter’s discontent with these constraints. Her dissociations, 
her chameleon-like ability to take on any illness, and her role playing can be 
seen as a desperate somatic parody of what was expected of the suburban 
housewife and mother at the time . . . Her confessional poetry then came to 
repeat, by making completely public, this illness that for many women grew 
out of the restricted roles postwar, American culture offered them.’65

Other poems, too, are explicit about the spectacular and gendered nature 
of contemporary suburban existence. ‘The Touch’ and ‘Housewife’ fi gure 
the female body as an extension of, and indivisible from, the modern home. 
Le Corbusier’s ‘machine for living in’ becomes, in Sexton’s eyes, a mecha-
nism of domination and despair. In ‘The Touch,’ the father ‘comes with the 
house and even at night / he lives in a machine made by my mother.’66 As 
‘Housewife’ declares:

Some women marry houses.
It’s another kind of skin; it has a heart,
A mouth, a liver and bowel movements.



The walls are permanent and pink.
See how she sits on her knees all day
Faithfully washing herself down.67

Women and the home are here linked in a perpetual cycle of consump-
tion and waste. In another poem, ‘The Sickness Unto Death,’ the speaker 
likens herself to ‘a house full of bowel movement.’68 In ‘Housewife,’ 
the modern home demands abjection, sacrifi ce, and obeisance from the 
woman, who is implicated in an endless ritual of cleansing. For Lynn Spi-
gel, describing contemporary suburban architecture, the ‘antiseptic model 
of space was the reigning aesthetic at the heart of the postwar suburbs.’69 
In ‘Hurry Up Please, It’s Time,’ too, the kitchen demands the life blood, 
the very breath, of the woman who becomes its primary caregiver: ‘My 
kitchen is a heart. / I must feed it oxygen once in a while / and mother 
the mother.’70

In ‘The Death Baby,’ the modern kitchen is the altar for the immolation 
of the female subject.71 A curious and disturbing poem, the speaker reports 
and then plays out her own sister’s dream:

My sister at six
dreamt nightly of my death:
“The baby turned to ice.
Someone put her in the refrigerator
and she turned as hard as a popsicle”

Modern domestic appliances, which had seemed to promise liberation 
to housewives of the period, here signal their imprisonment and annihila-
tion. Ruth Schwartz Cowan has shown that middle-class women setting up 
home on either side of the Second World War typically had a smaller home 
than their own mothers, fewer if any servants, and more domestic appli-
ances, accompanied by the tacit expectation that these women would oper-
ate them.72 These poems’ concerns about scrutiny and annihilation, their 
desire to display their female speakers, and their anxiety about the repercus-
sions of such display speak not only of the plight of the modern woman, but 
of the particular circumstances of the female confessional poet who both 
invites and resists attention, who both offers herself up for consumption by 
an audience and seeks to avoid such an exchange.

‘Self in 1958,’ originally ‘The Lady Lives in a Doll House,’ was drafted 
in 1958 and completed in 1965.73 In her unpublished lecture notes Sexton 
comments: ‘in the next poem we have me stopped as the perfect housewife, 
as the advertised woman in the perfect little ticky tacky suburb . . . It is a 
picture of me before madness became my friend.’74 Her comment suggests 
both a critical distance on, and some kind of accommodation with, the 
conditions the poem describes. ‘Stopped’ is an interesting choice of word, 
connoting a state of frozen inanimation or arrested development. Sexton 
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proceeds to interrogate the situation the poem describes: ‘Why do I call 
myself a plaster doll? Why do I live in a doll’s house? (because I feel unreal, 
because the furniture, the scenery is perfect but I am unreal’ [punctuation 
in the original]. The suburbs transmit a sense of inauthenticity, incomplete-
ness, self-alienation.

The poem opens with a huge question (‘What is reality?’), which intro-
duces the sequence of images of impermanence and superfi ciality that follow 
(‘plaster,’ ‘shellack,’ ‘nylon,’ ‘advertised clothes’). Femininity is seen as a 
form of masquerade or performance (‘I am a plaster doll; I pose’), although 
if we read ‘poses’ as meaning ‘poses questions’ the poem invites a differ-
ent interpretation. If the ‘I’ poses questions, or im/poses her perspective (‘I 
pose / with eyes that cut open without landfall or nightfall’), she becomes 
altogether more diffi cult and challenging, acquiring more agency than the 
surface image suggests.

Nevertheless, ‘Self in 1958’ depicts a profound inauthenticity—hence the 
strange syntax of line six, ‘Am I approximately an I. Magnin transplant?’—
which is tied up with rituals of consumption and display (‘I. Magnin’ is the 
name of a department-store). Femininity in this poem is medicalised or pathol-
ogised (‘plaster,’ ‘cut,’ ‘transplant’) and it is dangerous (‘cut open,’ ‘steel’). As in 
‘Housewife,’ femininity is remorseless, continuing ‘without landfall or nightfall’ 
and requiring endless reiteration. Again, we might read all of these elements 
as fi guring both the modern woman and the confessional poet—relentlessly 
cutting herself open, displaying her inner demons for the edifi cation of some 
anonymous audience.

Femininity is played out in front of the mirror (implicitly in stanza 
one, the speaker is looking at her own refl ection although we cannot 
read this as a Lacanian moment of pleasurable self-realisation; there is 
blankness here, dislocation and disorientation), or it is played out in front 
of a camera (‘life enlarges,’ ‘fl ash’) that is also a gun (‘life takes aim’). 
Crucially, femininity is played out in an ‘all-electric kitchen.’ Stanza three 
opens: ‘Someone plays with me, / plants me in the all-electric kitchen.’ 
Sexton gestures here towards the infamous ‘kitchen debates’ of 1959 
between Soviet leader Khrushchev and U.S. Vice-President Nixon. These 
took place at the 1959 Moscow trade fair, at the height of the Cold War, 
when Russia and America were in competition for military and ideologi-
cal dominance. For Nixon, superior domestic appliances stood for all that 
was best about modern America and, by extension, for an idealised femi-
ninity. Friedan confi rmed the point: ‘The American housewife—she was 
the dream image of the young American woman and the envy, it was said, 
of women all over the world.’75 Sexton’s speaker/doll demurs from this 
position and questions the ideal. She is placed in the kitchen against her 
own volition and uncertain how to perform once she is there, hence the 
repeated questions, exclamations, and parenthetical dashes. Although for 
Nixon the ‘all-electric kitchen’ liberates (‘what we want is to make easier 
the life of our housewives’), for Sexton’s speaker, it is a kind of prison. 



She ‘should,’ and thus presumably cannot, ‘spring open the doors’; she 
remains ‘rooted’ to the wall.

CONCLUSION

There is a deep ambivalence in Sexton’s poetry not only about being a 
woman in Cold War America, but about being a woman and a confessional 
poet. Anne Sexton handles this ambivalence by confronting, manipulating, 
even exaggerating it. Profoundly equivocal about each and any of the con-
tradictory roles available to her (madwoman, suburban housewife, poet), 
her poetry refuses to settle on any one, exchanging and interweaving ele-
ments of each in unsettling and transgressive ways.

Sexton was not the fi rst or the only poet to explore the ramifi cations of 
suburban life. In the generation immediately preceding hers, Phyllis McGin-
ley had earned the moniker ‘housewife poet,’ and even William Carlos 
Williams was identifi ed as a poet whose ambiguous territory was the New 
Jersey suburbs.76 Poets since, including Mona Van Duyn and James McMi-
chael, have made the suburbs their locus. In prose fi ction, John Updike, John 
Cheever, Joyce Carol Oates, and many others have written about suburban 
values, experiences, and crises. What is interesting and unique in Sexton’s 
case is the way in which her own experience of psychological disturbance 
in a domestic framework is welded with an acute and informed reading of 
contemporary ideology and a sophisticated and self-conscious aesthetic to 
form a new poetics of the suburbs.
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5 Housewives, Neuroses, and the 
Domestic Environment in Britain, 
1945–70

Ali Haggett

INTRODUCTION

The post-war period has been popularly characterized by its recourse to ‘tra-
ditional’ family values. While the numbers of women in paid employment 
steadily increased, they were still a minority. For married women, especially 
middle-class women, it was still seen as more respectable to remain at home.1 
Following the war, families increasingly aspired to the ‘male breadwinner’ 
model. The idea that man and wife would undertake complementary roles 
within marriage formed the basis of William Beveridge’s report Social Insur-
ance and Allied Services (1942). Beveridge proposed that a man would make 
insurance contributions on behalf of his wife, ‘as for a team, each of whose 
partners is equally essential,’ and thus it was proposed that ‘during marriage, 
most women will not be gainfully occupied.’ 2 However, contemporary writers 
were drawing attention to growing discontent among educated housewives. 
In 1963, attempting to highlight the so-called ‘problem with no name’ among 
American housewives, Betty Friedan wrote the much-publicized text The Fem-
inine Mystique. In Britain, Viola Klein, Judith Hubback, and Hannah Gav-
ron all identifi ed a level of confusion surrounding acceptable roles for married 
women.3 Since the 1970s, feminist historians have suggested that the lack of 
opportunities afforded to women and the banality inherent in the domestic 
role caused symptoms of anxiety and depression in post-war housewives. Cor-
respondingly, they have argued that the primary motive for prescribing psy-
chotropic drugs was to ensure that women ‘adapted’ to their domestic role.4

This chapter explores the key themes that emerged from an oral history 
project that aimed to explore the recollections and experiences of middle-class 
women who were married between 1945 and 1970.5 Feminist authors have 
routinely argued that the most notable diffi culties experienced by married 
women were related to their roles as homemakers and mothers. However, the 
evidence provided from this project raises questions about feminist analyses, 
since it would appear that many women believed that they were undertaking a 
worthwhile role and often found great satisfaction in it. Although the experi-
ences of marriage, homemaking, and mothering are in many ways interwoven, 
the interviewees drew clear distinctions between the functional aspects of 
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day-to-day domestic life and the emotional aspects of marriage. Many respon-
dents identifi ed emotional diffi culties in the sphere of interpersonal relation-
ships with spouses and other family members as the cause of mental symptoms. 
Nevertheless, the evidence indicates that even when the need for intimacy and 
companionship was not met within marriage, women were still able to gain 
joy and satisfaction from their role as mothers and homemakers.

Judy Giles has recently offered a more productive approach in which she 
fosters a wider understanding of home ‘that neither pathologizes nor pities the 
millions of women for whom domesticity is a primary concern and an actively 
created space.’6 I shall further develop this argument and suggest that future 
investigation should not focus exclusively on the negative aspects of domestic-
ity, but instead should draw upon and revalidate the voices of those who con-
sidered their experiences to be both positive and worthwhile. I will suggest that 
contemporary feminist social theorists and feminist historians originated from 
untypical backgrounds that were either highly academic or political, and thus 
were largely unrepresentative of the average suburban housewife. As Giles 
observes, ‘those who wrote or spoke about suburbia in Britain or America did 
so from positions outside the phenomenon they so roundly condemned.’7 This 
chapter begins with a brief discussion of previous historical accounts before 
examining in detail the material from the interviews.

As Rhodri Hayward has noted in his contribution to this volume, since the 
inter-war years, the ‘desperate housewife’ has become a familiar image, re-
emerging under multifarious guises at specifi c historical moments. From the 
suburban neurosis that was said to have affected isolated young wives on new 
post-war housing estates to the darkly comedic television depiction of Wyste-
ria Lane in twenty-fi rst-century American suburbia,8 the banality of domestic 
life has invariably been portrayed as pathogenic. Since the 1960s there has 
been serious academic criticism of the post-war ‘domestic dream.’ Ann Oakley 
claims that one of the most important springboards of post-war feminism was 
‘the actual experiences of people and families, including women feeling over-
worked, undervalued, trapped and mistreated.’9 Germaine Greer went so far 
as to suggest that ‘a housewife’s work has no results; it simply has to be done 
again. Bringing up children is not a real occupation, because children come 
up just the same—brought or not.’10 In 1960, Betty Friedan suggested that 
something was radically wrong with the way that American women were liv-
ing their lives. In The Feminine Mystique (1963), she claimed that women were 
experiencing ‘a strange stirring—a sense of dissatisfaction . . . each suburban 
wife struggled with it alone . . . as she made the beds, shopped for groceries 
. . . lay by her husband at night, she was afraid to ask even of herself the silent 
question “is this all?”‘ As a result of domestic stultifi cation, Friedan declared 
that ‘“the problem that has no name” burst like a boil through the image of 
the happy American housewife.’ 11

Feminist scholars have suggested that symptoms of anxiety and depres-
sion were directly related to the stresses inherent in domestic work and other 
disadvantageous aspects of the female role:



The home can become, for the full-time housewife, a setting which, by 
its peculiar strains, “drives her mad” . . . Doctors act as agents of soci-
ety and maintain the status quo as far as their female patients are con-
cerned, by adjusting them to their domestic roles . . . In general, they aim 
to return the patient to their pre-illness condition, but do not consider 
whether that condition brought about the illness in the fi rst place.12

Ancient theories of an alliance between femininity and irrationality have long 
been challenged. Nevertheless, clinical statistics still suggest that women are 
more likely than men to experience certain categories of mental illness. There 
remains discussion about whether this simply refl ects the fact that women have 
always been more likely than men to report symptoms, or, whether there are 
true differences in health experiences.13 Key to this debate has been the work 
undertaken by Walter Gove during the 1970s and 1980s. Gove attempted to 
show that it was the roles confronting married women that accounted for their 
higher rates of psychological disorders. His research focused on the domestic 
aspects of a married woman’s life, and he claimed that a number of diffi cul-
ties associated with the role combined to increase the likelihood of the onset 
of mental illness. However, Gove’s work was based on a number of assump-
tions. He argued, for example, that ‘it seems reasonable to assume that a large 
number of women fi nd their major instrumental activities—raising children 
and keeping house—frustrating.’14 However, he acknowledged in his footnotes 
that this assumption was based on the writing of authors such as Friedan and 
Myrdal and Klein, and admitted that he had been ‘unable to locate any sys-
tematic evaluation of this assumption.’15 Gove further suggested that, since the 
housewife’s role was ‘invisible’ and ‘unstructured’:

It was likely that she would be able to ‘put things off, to let things slide, in 
sum—to perform poorly. The lack of structure and visibility allows her to 
brood over her troubles and her distress may thus feed upon itself.’16

Gove concluded that the housewife’s role was one of ‘low prestige . . . being 
a housewife does not require a great deal of skill, for virtually all women, 
whether educated or not seem to be capable of being at least moderately com-
petent housewives.’17 In line with the work of most feminist authors, Gove 
assumed that the most notable diffi culties experienced by married women 
were related to their role as homemakers and mothers. However, as will 
become apparent, the women interviewed for this project rarely found seri-
ous fault with their domestic role, but often found that diffi culties in the mari-
tal relationship itself were related to the onset of psychological symptoms.

Writing in Canada during the late 1970s, Ruth Cooperstock agreed with 
Gove that married women were more likely to receive prescriptions for psy-
chotropic drugs than men.18 Cooperstock’s central contention was that tran-
quillizer use in women was largely related to diffi culties experienced with 
maintaining the given social role of wife, mother, and house-worker. In her 
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exploratory investigation into tranquillizer use, Cooperstock noted that for 
women, continued use of these drugs was discussed ‘in terms of permitting 
them to maintain themselves in a role or roles which they found diffi cult or 
intolerable without the drug.’ 19 However, central to the analysis provided 
here is the suggestion, as put forward by Ludmilla Jordanova, that we need 
to move away from academic enquiry that has so often produced one-sided 
assumptions about power and oppression. Women’s mental health may 
well be related to men, children, and family structure; however, we must 
re-evaluate accounts that brand women as emotional in order that male 
experts gain ‘control.’ 20 Furthermore, as Foucault observed, power is not 
always ‘repressive,’ but can also be ‘enabling.’21 As the following oral testi-
mony will illustrate, new discourses surrounding the origins and treatment 
of mental symptoms often allowed women to cultivate new ways of empow-
ering themselves, enabling them to begin new lives and distance themselves 
from unsatisfactory relationships.

This oral history project fi rstly expands on previous research in explor-
ing the domestic experience of the interviewees.22 Respondents were drawn 
from the National Women’s Register, an organisation formerly known as 
the National Housewives’ Register. This group, still active today, originated 
in 1960 when a housewife, Maureen Nicol, wrote to The Guardian sug-
gesting that ‘housebound housewives with liberal interests’ should form a 
national register in order that groups could explore interests outside the 
domestic arena.23 The women are loosely described as ‘middle-class,’ either 
because they were born into a family from a professional or managerial 
background, or because they were able to aspire to middle-class values fol-
lowing the implementation of the Butler Education Act (1944) and the new 
opportunities provided by the 11+ exam. Thirty-fi ve women came forward 
from a wide geographical area over England and Wales. All of the women 
were married and their dates of birth ranged from 1915 to 1950. All had 
experience of domestic life during the 1950s and 1960s.24

In this instance, the agenda was neither to prove nor disprove feminist 
hypotheses; instead, the objective was to allow the women themselves to 
give voice to their own experiences. The technique employed for this project 
involved long interviews and open-ended questions, the aim of which was to 
provide an environment in which the women felt comfortable talking about 
their relationships and the associated subjective feelings. Where necessary, 
questions were repeated under different guises in order that possible discrep-
ancies in the narrative could be detected. All interviewees were mentally alert 
and recalled their lives as young wives with clarity. It seems unlikely that they 
were remembering domestic life with illusory fondness and affection since 
many of them observed with frequency that aspects of their lives were indeed 
diffi cult. However, the women were keen to emphasize that, despite the inher-
ent challenges, they still viewed the role of homemaker as worthwhile. They 
were questioned in detail about all aspects of domesticity and their responses 
have been organized around the following themes: practical management of 



the home; coping mechanisms; and mothering. They were also questioned 
about the perceived levels of satisfaction/dissatisfaction associated individu-
ally with paid employment, child care, and housework, in addition to a gen-
eral assessment of their role.25

An exploration of the experiences of women who were affected by minor 
psychiatric disorder then follows. A project of this size is not able to offer 
any defi nitive conclusions as to the cause of mental illness. However, the 
objective is to question accounts that have viewed the role of mothering and 
homemaking itself as necessarily pathogenic. Such accounts have masked 
the complexities of family life and underplayed the ways in which personal 
relationships, both past and present, might infl uence the onset of psychiatric 
and psychosomatic symptoms. Although the aim is to offer a more balanced 
approach to the experience of domestic life, it is important to emphasize 
that this work does not seek to discredit all aspects of feminist research 
in this fi eld. On the contrary, there is indeed good evidence here to sug-
gest that, although the social and economic structures of society during the 
period were often advantageous to women during marriage, the reverse was 
true in separation and divorce. Beveridge’s breadwinner model left women 
economically vulnerable and socially ostracized when the marital relation-
ship became untenable. It is therefore suggested that it was the ongoing 
diffi culties associated with marital discord and the material disadvantages 
following divorce that were the more probable cause of mental symptoms. 
Indeed, it appears that satisfactory personal relationships with all members 
of the immediate family were ultimately the key to a sense of well-being and 
the ability to cope during adverse circumstances.

DOMESTIC LIFE

In 1963, John and Elizabeth Newson suggested that middle-class moth-
ers might have aspirations to an active intellectual life and that ‘for such 
women, the period when her children are very young may be a time of 
frustration and despondency.’26 Evidence from this oral history project does 
indicate that a level of isolation existed among respondents during these 
years, particularly for those who moved house regularly in order to follow 
a husband’s career. Certainly, many women felt a desire to participate in 
intellectually stimulating activities outside the home. Many women found 
homemaking irritating at times and despite the introduction of household 
appliances the consensus was that housework remained ‘hard work.’ How-
ever, this appeared unremarkable to the women interviewed and the majority 
saw their role as less demanding than that of their husband in the working 
world outside the home:

‘I think I was fortunate. I never had to work. I was an “at home” wife 
. . . my husband always had very demanding jobs and he was away a 
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lot—the stress was more with him than with me. I’d hoped I wouldn’t 
have to work, I didn’t enjoy work.’27

‘I’ve always been very conscious that I have been fortunate, that I didn’t 
have to work for fi nancial reasons—and the fact that I felt I was doing 
a worthwhile job.’28

‘He was my breadwinner. I never went out to work outside the home, 
it was accepted. As far as I was concerned, that’s what it seemed to be, 
that you gave up work when you had your children—it didn’t worry 
me, I didn’t want to, I wanted to be at home with the baby. That was 
my job. It was my profession.’29

‘The best aspects of domestic life was doing what I wanted, when I 
wanted and being with my children constantly until they went to school. 
[I] considered my life idyllic . . . I felt the role was made for me.’30

Although a number of women in this oral history sample described their 
husbands as ‘head of the household,’ there is little evidence that the women 
saw themselves as oppressed. They evaluated their position as part of a 
team effort. Their responses clearly refl ected the practices and beliefs of 
post-war welfarism. Indeed, many directly acknowledged the advantages 
of their position and the ‘trade off’ for less worry and responsibility. Val 
Parker, for example, moved house frequently because her husband was a 
member of the armed forces. Naturally, she recalled some diffi cult times, 
but also observed that:

‘In your home you were secure, you were controlling your own envi-
ronment . . . when you had to go out to work you had traffi c, you had 
challenges, you had maybe diffi cult bosses, and so you couldn’t just 
say—well, I’m off for a lie down now! So I did feel that men had much 
more demands made on them.’31

Some respondents were astonished to be asked whether or not they would 
have liked to work during this period of their lives, since they saw their job 
at home as ‘work.’ The consensus was that housework and cooking were 
still time-consuming, since modern labour-saving technology was expensive 
and often considered a luxury:

‘I didn’t have a fridge until 1962 and that was agony in the summer 
when it was hot. I had a marble—an old-fashioned wash stand on a 
shelf in the pantry to put all my things on and try to keep them cold. 
And of course you’d have to go out to the shops more or less every day 
to get anything that might go off. To keep the milk from going sour, 
well—it was dreadful.’32



Doris Carter noted that many husbands returned home for lunch and 
therefore some families had their main meal at midday. This entailed shop-
ping and food preparation that would invariably take up most of the morn-
ing. Her daughter recalled:

‘I remember all morning . . . you’d have to go and buy the stuff and 
have the dinner on the table by 12 o’clock, which is really early. I re-
member you saying that you’d never get it done on time!’33

Jean Hill pointed out that meals were home-cooked as there were no ready-
prepared items:

‘If you think about the food our children ate, it was real food, whole-
some food. And you cooked, and you didn’t think twice about cooking 
a meal. . . . you did a pudding, proper dinners and proper puddings.’34

The women interviewed recounted a daily routine that included house-
work, cooking, and washing, with a couple of hours spent ‘taking children 
out’ in the afternoon. Cleaning was perceived as something that ‘you just 
got on with,’ although a number of women claimed to enjoy it. Eileen Rob-
erts, for example, remembered that: ‘I really quite enjoyed being at home 
and having housework. I enjoyed the housework. I mean, I got fed up obvi-
ously, like we all do—but it wasn’t a terrible drudge for me.’35

While industrious, the women interviewed did not think it necessary to 
ensure that their houses were immaculate. Angela Holdsworth, writing in 
1988, claimed that women increasingly feared the criticism of other house-
wives. She included oral testimony of women who claimed that the appear-
ance of their homes, their prams and their children had to be ‘manicured into 
order.’36 However, the majority of women in this project were not aware of 
social pressure to keep their homes pristine. While it was noted that ‘white’ 
nappies were important, by and large other things took priority:

‘I got satisfaction of having a nice line of washing [but] I’m not house-
proud at all! I always had the theory that if you kept the fl oor clean and 
tidy, people didn’t look higher than that! And if they saw a reasonably 
clean fl oor, they missed the fact that everything was a bit dusty and 
not as it should be . . . I’ve always enjoyed cooking, so I never minded 
cooking meals.’37

In most cases husbands did not help with the housework. However, 
many respondents pointed out that, given the long hours they spent at 
work, it would simply have been illogical to expect men to undertake 
household tasks. Moreover, some women claimed not to want them to 
help: ‘Well, I never really wanted him to really. Probably because I never 
expected it.’38
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It is clear that previous histories have been disproportionately infl uenced 
by feminist analyses, which underplay the extent to which women saw their 
role as acceptable and endurable—and in many cases, desirable. Further-
more, as these accounts illustrate, it did not occur to the majority of women 
to dwell on ‘what might have been,’ for this was simply ‘what there was’:

‘It sounds weird, but you just got on with what you were doing at the 
time. I’m sure you know yourself; you are so busy with young children 
that you don’t stand back and get a perspective on it. Things come along 
so quickly with young children—worrying about schools and keeping 
them safe and that sort of thing.’39

CREATIVE ACTIVITIES AND SUPPORT NETWORKS

Social surveys undertaken by Hanna Gavron, Judith Hubback, and Viola 
Klein during the post-war period indicated that a signifi cant number of edu-
cated, married mothers expressed an interest in going out to work. Extra 
‘pocket’ money for non-essentials was cited as the most common reason; 
however, many housewives indicated that it would be desirable to meet new 
people for mental stimulus.40 Hanna Gavron also commented on the loss of 
confi dence and isolation experienced by mothers of small children.41 Once 
again, the evidence from this cohort challenges such fi ndings. While it is clear 
that a number of women experienced a degree of isolation in their role, the 
overwhelming majority of respondents made an explicit choice to explore 
other avenues of creativity that did not necessarily involve paid employment. 
By focusing upon the ideological debates of the period, historians of domes-
ticity have largely failed to examine the ways in which women exercised 
their imagination and resourcefulness in the private sphere. Much has been 
written, for example, about the post-war domestic ideology, the emergence 
of ‘the companionate marriage,’ women and work, and the material under-
valuation of domestic labour.42 Although Giles touches on the engagement 
of American suburban women ‘in the micro-politics of suburban life,’43 few 
accounts have explored these important avenues of fulfi lment in any detail.

As an alternative to seeking paid employment, many respondents inter-
viewed for this project expressed a general preference for activities that 
would reinforce the beliefs and values that underpinned family life and tra-
ditional gender roles. Eileen Roberts, for example, became involved with the 
Pre-School Playgroup Association and in 1967 opened a playgroup in the 
basement of her home beneath her husband’s general practitioner’s surgery. 
Eileen advocated creative stimulation for women from within the mother/
wife role. The experience changed her life:

‘It was absolutely amazing. It was as much for the mums . . . making 
them understand that there is a value of being at home . . . I feel very, 



very strongly that women should stay at home with children, until they 
are 5 at least. Where people fi nd staying home with kids “a waste of 
time” is beyond my thinking, because for me, it’s the most important 
thing you can do. You make or break these people.’44

Katherine Stead joined her local branch of the National Women’s Regis-
ter and initiated a babysitting circle. ‘I found I needed more stimulation than 
just reading children’s books to them every evening. And we got some more 
meaty topics—and that was good.’45 Many of the respondents were mem-
bers of other organisations such as The Townswomen’s Guild and The Inner 
Wheel. For some, the church provided a social network and support; oth-
ers met like-minded women through their children. Eileen Bailey joined the 
local choral society and the drama group of the Women’s Institute. Although 
Eileen confi rmed that she had been happy to remain at home full-time, she 
experienced a troubled marriage and tolerated many years of her husband’s 
adultery. She felt that activities outside the home and her Christian faith 
enabled her to cope during hard times:

‘I couldn’t have coped if I hadn’t had some other interests. And I couldn’t 
have coped if I hadn’t been a Christian either. And I know that because I 
had an inner strength that I couldn’t have got from anywhere.’46

Not all respondents chose to join outside activities, and some were con-
tent keeping themselves usefully entertained at home. Gwen Collins, for 
example, described herself as ‘bookish’—always wanting to read: ‘I always 
had a thing—a bar—against the kitchen window so that I could have a book 
behind when I was washing napkins and things.’47 A support network of 
wider kin did not exist for the majority of interviewees. Most had moved 
away from relatives, usually as a result of their partner’s employment, but 
on occasions through personal choice. By and large, this was not seen as a 
cause of inconvenience. In a few cases, a family network did not exist in the 
fi rst place, as was the case for Margaret Windsor, whose father died when 
she was ten months old: ‘My mother died two years after my fi rst daughter 
was born . . . and there wasn’t a “rest” of the family, because I’d got no sib-
lings.’48 Provided they had the support of their partners, these women saw 
coping alone as normal. A recurring feature in the lives of these women was 
the support of ‘one good friend’ (or a small group of exclusive friends), with 
whom it was possible to discuss anything:

‘The saving grace really has been one good friend . . . she had a large family 
as well and one day a week we had each other’s family. So one day a week 
we had nine children! But it gave the other a day off. And if things were 
going wrong, if you were fed up with husbands—anything—you’d pick up 
the phone. And we had a coded message; we’d pick it up and say “I need a 
cup of coffee!” And you’d immediately know there was a problem.’49
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MOTHERING

Contemporary beliefs accentuated the importance of a stable conjugal 
relationship, and promoted it as the best environment to bring up chil-
dren. The idea that mothers were the best people to care for and nur-
ture young children was formulated by clinicians such as John Bowlby, 
Donald Winnicott, and Benjamin Spock, who argued that mother-love in 
infancy was of paramount importance to the mental health of a child.50 
It is likely that the women interviewed were indirectly infl uenced by this 
discourse due to the pervasive way in which subtle messages were con-
veyed through television, radio and popular culture. Nevertheless, the 
evidence from this project illustrates that women often bought into these 
ideals without resentment, and their evidence does not indicate that they 
believed the idealization of motherhood was contrived as a deliberate 
plan to limit women’s opportunities. Without exception, they placed the 
care and nurture of their children as their priority in life.51 It is striking 
that, given the great diversity of life experiences, similar sentiments were 
expressed by interviewees. They believed that the labour of childrearing 
was the most worthwhile task of all and saw themselves in many ways as 
‘responsible’ for the next generation.

‘Well, a mother’s role is really a provider isn’t it—a provider of love 
and everything for their well-being. I always have felt very strongly 
that it is a parent’s duty to bring up their children so that they are 
equipped to leave home as young adults . . . I’d say that the way we 
brought our children up, we did to our best . . . how else could we? 
We had to be true to our beliefs. I wasn’t a very introspective mother, 
or person—consequently it was what I was there for, I was fulfi lling 
my role.’52

In 1964 Margaret Lincoln was unexpectedly required to adopt her 
nephew and niece. Her experience is testimony to the ways in which the 
familial environment was considered to be of paramount importance to a 
child’s emotional development:

‘I had to give them a base, to start off with almost eroding what they’d 
got and put in a new life—very hard work because they actually re-
belled. But the social services lady . . . said that “every child needs a 
frame, and it will knock the frame to fi nd whether it’s secure.” She said 
“and you’ll be the frame.” She said “you’ll have to be very fi rm,” and I 
was. And they’ve both grown up as they should have done, and not got 
into any trouble at all.’ 53

When asked what effect this experience had had on her life, she remem-
bered it being hard work. However, she also recalled:



‘I’d been married for sixteen years and then I had these two children, 
and I learned how to be unselfi sh. Because we’d become wrapped up 
in one another, you know and I think it taught me to be unselfi sh. You 
know, when you’ve got the fl u and you’re going around and you have 
to think of them rather than of yourself—and you’re getting up in the 
middle of the night when one of them’s saying “there’s a spaceman un-
der the bed” or something [laughing]. All those things are the best.’54

Indeed, many respondents commented on how they had been rewarded for 
their devotion by adult children who expressed appreciation for their par-
ents’ commitment. Gwen, for example, was married shortly before the out-
break of war, and had to bring up her fi rst child alone for four years:

‘And then [my husband] went away, and I didn’t see him for four 
years. I brought the child up by myself. And one day since, somebody 
said something to me about this when Martin was there, and he said 
“yes, but didn’t we have a lovely time.” And I was really touched by 
that because I never thought about the child appreciating the mother 
being there all the time, and playing and reading, and all the things I 
did with him.’55

General acceptance of a woman’s ultimate suitability for mothering 
was conveyed by interviewees among the oral history sample. As a result, 
many women commented on how fathers were marginal to family life and 
excluded from many ‘hands on’ tasks:

‘It was 1964 when Elizabeth was born and it was just getting to the 
stage where men might just occasionally push the pram around the 
sports fi eld—if pushed.’56

‘He used to work at home one afternoon a week . . . and that was my 
afternoon off. He just did things with the babies. It was just the begin-
ning of the hands on fathers, but he had no model for that because he 
said that his father didn’t. He was a loving father, but it just wasn’t 
expected and just wasn’t done.’57

‘You certainly never saw fathers picking up children from school . . . 
because if you are working you can’t do that sort of thing. So it was the 
normal thing to have to do anyway, for the woman.’58

There was thus no sense that these women particularly resented the lack 
of input from their husbands in this way, as men were expected to act within 
social norms. Looking back retrospectively, many wives felt that this situ-
ation was in fact disadvantageous to men, since they inevitably missed out 
on much of family life.
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EXPERIENCE OF NERVOUS DISORDER

Having been previously preoccupied with the psychoses and other serious 
forms of mental disorder, during the 1950s and 1960s psychiatrists began to 
direct attention towards the more minor symptoms observed in relation to 
anxiety states and depressive disorders. Edward Shorter has argued that ‘in 
their struggle to maintain themselves against non-medical competition, psy-
chiatrists took familiar, real illnesses and expanded their margins.’59 As has 
been well documented, there was a corresponding rise in the prescribing of 
new tranquillizing drugs and antidepressants.60 However, there was little 
agreement on diagnostic categories or on the classifi cation of symptoms. Medi-
cal debates centred largely around the existence, or otherwise, of two distinct 
depressive states. The ‘endogenous’ form of the condition was characterized 
by early-morning waking, appetite disturbance, and loss of libido. Symptoms 
were regarded as quite easily recognizable and embodied the more ‘classical’ 
aspects of melancholic depression such as feelings of guilt and hopelessness. 
The other form of the illness was referred to variously as atypical, exogenous, 
neurotic, or reactive depression. This condition was typifi ed by subtly different 
symptoms, which usually included anxiety as an additional dimension. Since 
anxiety came to be seen as a frequent accompaniment to depression, patients 
were increasingly prescribed tranquillizers alongside antidepressants.61

Given the confusion that surrounded the diagnosis of these condi-
tions, women interviewed for this project were asked to include any of 
the symptoms which might reasonably fall within the term ‘affective dis-
order,’ defi ned here as a mental disorder characterized by the disturbance 
of mood, thoughts, emotions, or behaviour. When questioned on aspects 
of psychological ill-health, the most prominent theme to arise from the 
interviews as a possible cause of symptoms was that of marital discord, 
followed by negative childhood or adolescent experiences. These themes 
were by no means mutually exclusive. Indeed, while several respondents 
located one major set of circumstances as the cause of their problems, they 
also implied that other aspects of their lives as children could be included 
as contributory factors. The women were asked whether or not they were 
affl icted by nervous or emotional conditions and in which ways such con-
ditions presented themselves. They were questioned in detail about their 
own particular coping mechanisms and any treatment sought for their 
symptoms. Approximately half of the respondents in this project identi-
fi ed themselves as having suffered from anxiety or depression. Most of 
these women sought medical advice about their disorder; however, only a 
small number of these consultations resulted in treatment with psychotro-
pic medications.

Many respondents, while not dissatisfi ed with their domestic role, expe-
rienced marriages that were unhappy. These women were able to link dis-
tressing situations with the onset of psychiatric symptoms. Eileen Bailey, for 
example, ‘always wanted to be married with a family,’ but indicated early 



on in the interview that she had ‘married the wrong man.’62 Eileen remained 
married for twenty-fi ve years and fi nally divorced her husband following 
years of his philandering:

‘It was awful to feel that you couldn’t trust him. And I think it happened 
a lot in the tennis club. And I knew that other people knew and were 
probably talking about it. And that doesn’t make you feel very good.’63

At the time, Eileen was not overtly aware of the clinical terms anxiety or 
depression; however, she remembered things ‘getting on top of her’ some-
times. This she described as:

‘Just a feeling. I’d go and see my doctor who knew. And he’d say: “Oh 
you’ve got the old trouble again?” . . . When I went to see him it was be-
cause I felt “I can’t cope any longer.” I don’t think he gave me anything. 
But just to talk to someone was nice.’64

Eileen remembered that, despite the fi nancial diffi culties, after her divorce 
the ‘feelings’ soon disappeared: ‘They had been caused by the situation and 
by the time I’d left him, I felt much better.’65

Anne and Rose, two friends interviewed together with Jean Hill, remarked 
that it was not seen as appropriate to discuss marital problems with oth-
ers. Anne maintained that: ‘If you were having trouble in your marriage, 
you didn’t go talking to anyone about it. You know, you suffered on your 
own.’66 Jean concurred:

‘I would go as far as to use the word “ashamed,” because you viewed 
yourself as a failure. You were unaware that other people—you 
thought all their marriages were wonderful, unless you saw some-
thing obviously sticking out like a sore thumb. But everybody was 
having a “lovely” marriage, so, if you had any problems at all, you 
didn’t tell anybody.’67

Nora Kelly moved to Australia with her husband soon after they were 
married, in order for him to take up a university post. Not only did Nora 
feel isolated so far away from her family, but, following the birth of her 
fi rst child, she became resigned to the fact that she had chosen the wrong 
husband. He was relocated again to America shortly after the birth of their 
son and Nora made what she felt to be a courageous decision, to return to 
England as a single parent:

‘I was actually depressed by the time I’d left my ex-husband because he 
was an awful person . . . I was with [him] for about six weeks after we ar-
rived in America and then I said “I want to leave you.” And I would just 
burst into tears all the time. And I wonder if then it was the baby blues, 
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that we hadn’t sort of acknowledged at that time—although it was pretty 
diffi cult living with the ex-husband, half the time not speaking.’ 68

Back in England, Nora enrolled at teacher-training college and attempted to 
juggle single-motherhood with her studies. She talked at length about her 
experience of obsessive behaviour and depression:

‘When I started college I was getting anxiety, and I knew I was depressed 
. . . I’d be going off to college and think “have I got my key?” And I did 
Geography as a main, and I would think “Oh we’re going on a coach, I 
might be sick on the coach” and all this sort of thing.’69

Nora was plagued by these symptoms for many years. She received psycho-
pharmacological remedies from her general practitioner but was unable to 
remember exactly what she had been prescribed. Although she felt the drugs 
helped to alleviate the worst of her symptoms, it was with deep regret that 
she recalled how the situation had taken its toll on her son:

‘When I was sent out for school practice, I wouldn’t get home before James 
and he used to get home by bus. And he said: “I’d always go and look to 
see if the suitcases were gone.” He always thought I wasn’t coming home. 
I think that’s really awful really . . . And I can remember walking along the 
beach . . . and I just thought: “I want to throw myself into the sea, I want 
to die” and I just thought: “I can’t leave James on his own to go through 
life with people saying his mother committed suicide.”’70

Nora was not offered any counselling for her problems; however, she felt 
lucky to have a doctor who was understanding:

‘I think for that time, he was very good. He gave me some kind of tran-
quillizers . . . and he said “I can’t even cope with my own kids; I don’t 
know how you are coping with your own and a class-room.”’71

After approximately six months, Nora reduced her medication by her-
self; however, her emotional state did not improve until she reached her 
late forties:

‘I just weaned myself off them. I didn’t really do any follow-up because 
that was a bus journey the other way and I would have had to take 
James with me—or have a day off college, and it just—never seemed to 
have the time to do it.’72

What is striking about these accounts is that the mothers were still able 
to hold on to the joy they experienced in their role as mothers. Nora, for 
example, remembered that:



‘Probably the best memories—just that I was absolutely smitten with 
James, it was brilliant, despite the other problems. I got fascinated with 
child-development and thought it was absolutely wonderful.’73

Eileen Bailey also asserted that she was happy to be a full-time mother:

‘I think deep down I may have been a natural mum. I enjoyed being a 
mum . . . I think your children need you at all ages. And a lot of people 
say: “Oh I’ll go to work when they go to school” but I think they need 
you just as much. As they come in the front door: “Mum . . . !” I think 
once a mother, always a mother.’74

Although treatments with new drugs became more familiar, there is little 
evidence from this oral history project to support Jonathan Metzl’s assertion 
that during the 1950s and 1960s medication was used to reinforce the idea 
that a woman’s desire to leave the home was a ‘deep illness.’ Metzl contends 
that representations of psychotropic medications simply reproduced the cul-
tural and social baggage associated with Freudian psychoanalytical para-
digms. Consequently, he maintains that drugs were prescribed to women 
who rejected their maternal duties and thus, ‘spread a pathology that was 
damaging to men.’75 On the contrary, some of the women interviewed for 
this project found the reverse to be true. Whilst it was often accepted that 
the use of psychotropic medications did not provide a permanent solution 
to the problem, it was not uncommon for women to remark that such treat-
ment gave them clarity of thought and an opportunity to assess their life 
circumstances with a view to change. One interviewee, Ann Coles, became 
pregnant while studying for her A’ Levels and married ‘not very happily’ at 
eighteen. Raised in an orthodox Catholic family, she went on to have fi ve 
children in quick succession:

‘I was nearly nineteen when my daughter was born. I then had a baby 
every year, for four years—and then there was a gap of less than three 
years before the fi fth one was born . . . I hadn’t wanted to get mar-
ried—I hadn’t wanted to get pregnant at that point, and with hindsight, 
I was depressed. I was pregnant nearly the whole time . . . You know, I 
felt like for certainly most of the sixties I was just surviving, I was just 
getting by.’ 76

Not only did Ann have deep regrets about the way in which she became a 
parent and the lack of control over her fertility, but she also encountered seri-
ous diffi culties with her husband, who developed psychiatric illness himself:

‘He had a personality disorder. And that was part of the problem that 
brought me to the end of my wits . . . As the years went by, this obsessive 
behaviour became more compulsive and he would get into cleaning, and 
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he’d be on his hands and knees with a tooth brush, cleaning between the 
tiles. You know, he would take the money from his purse and polish his 
pennies with Duraglitz. He was really running into trouble. And no-one 
recognized this, so there wasn’t any help.’77

When Ann’s youngest child was two she received a visit from her health visi-
tor that she recalled as a turning point in her life:

‘[She] recognized that I was depressed and advised me to see my doctor, 
which I did. And he prescribed antidepressants. And it was when the 
antidepressants kicked in that I packed my bags and left.’78

She described the way in which she felt these drugs enabled her to break free 
from her circumstances:

‘It was at that point that I found the wherewithal—it helped me to 
see through what was stopping me leaving . . . I recognized he was ill, 
therefore I couldn’t leave. So having seen through that, as a result of 
the antidepressants, I think probably within about a month of starting 
[them], I left with the children . . . It sort of freed me up in terms of be-
ing able to recognize what was keeping me in this situation. And I think, 
having taken control, and leaving, I was into a new life.’79

Ann acknowledged that she has been prone to short periods of depression since, 
largely she felt due to what her doctor had diagnosed as seasonal affective dis-
order. However, she maintained that her problems had little to do with mother-
hood and domestic life. Instead she related them directly to the diffi culties in 
her marriage and the consequences of being unable to control her fertility:

‘I’ve never had a planned pregnancy. We were practising Catholics and 
I suppose the Pope was always sitting on the bottom of the bed. It took 
me a long time to rebel . . . much later I remarried, and if we had had 
more children I would have done it very differently. It would have been 
done very much by choice and I think I would have savoured the experi-
ence. There was no savouring the experience, there was only surviving 
it, and that was to do with my particular circumstances.’80

Ann Coles was not the only woman who referred to a husband with 
psychiatric symptoms. Barbara Vicary felt that her husband was the one 
to succumb to ‘nerves’ and ‘strain.’ Having moved from America to live in 
London with her English husband, Barbara recounted the ways in which he 
coped with pressure:

‘He was starting a company under Wilson’s government. It was terrible. 
We had a garbage disposal strike—the garbage out in London in front 



of the nicest buildings. We had an electric strike . . . My husband had a 
regular strong drink. We didn’t keep a “bar” or anything, so he would 
just keep it in the larder. [My husband] took Valium, and I was very 
worried about it. And he would take more because of stressful times, 
and I was worried about the drinking and the Valium.’ 81

Barbara remembered that she had suffered regularly from migraine head-
aches. She related these to ‘stress’ but said that she could not rule out the 
possibility of a hormonal cause. ‘Stress’ did not appear to be connected 
to her domestic role and she asserted on more than one occasion that she 
thought it was important for mothers to stay at home with their children. 
However, once again, Barbara’s testimony refl ects a recurring theme of this 
chapter, since she revealed that she had experienced marital diffi culties and 
ultimately divorced:

‘I married someone in my class at university, exactly my age, and I don’t 
happen to think that men and women mature in quite the same way. 
And I think he changed quite a bit. He developed as quite a good busi-
nessman but not much else. So I had to fi ll in with all the love and affec-
tion in the family . . . We began to live very separate lives, and they were 
very full, and they overlapped as long as the children were there.’82

After twenty-seven years of marriage, Barbara was fi nally divorced from 
her husband:

‘It was quite horrifying to me . . . and I was very naïve about it, I went to 
a lawyer that my husband got for me, and he didn’t give me very much 
fi nancially—instead of giving me half. And all that was very hard.’83

Of the women interviewed who remained happily married, many also 
presented anecdotal evidence about friends or relatives who experienced 
‘nervous breakdown’ as a result of unsatisfactory relationships. Betty Sand-
erson, for example, while never aware of feeling depressed or anxious her-
self, recalled:

‘I had a close friend at one point when the children were young who 
became very nervy—but that was because she discovered her husband 
was philandering and her marriage was actually starting to break up at 
this point. I was aware that she was becoming on the point of a nervous 
breakdown really. But I knew the reason why.’84

Margaret Windsor agreed: ‘I mean the old terminology was “nervous break-
down”—and that was usually connected with relationship breakdown.’85 
Margaret was interviewed with her friend Doris Carter who was able to 
relate this to circumstances in her own family:
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‘I think Aunty Gladys was the only one that—yes, she had terrible 
nerves. And her husband left her with Patricia as a little girl . . . I think 
it was Albert leaving her.’86

In a similar way, Eileen Roberts remembered a woman she knew at her 
playgroup:

‘One mum, her husband, he was a teacher, but he got involved with a 
student and she had a breakdown. He didn’t go off, but he was having 
an affair with this young girl.’87

These oral testimonies suggest that, despite adverse circumstances, many 
women were still able to fi nd contentment and satisfaction from their role 
as mothers and homemakers. It is certainly true that women encountered 
signifi cant emotional hardship and economic inequality if their marital 
relationship broke down; however, previous histories have been dispropor-
tionately infl uenced by the notion that domestic life itself was the cause of 
emotional disorder.

Not all respondents diagnosed with anxiety or depressive disorders were 
able to trace the cause to their own marriages. A notable number main-
tained that their parents’ relationship had had a marked infl uence on them 
in later life. During a period when divorce was socially ostracized and dif-
fi cult to obtain, it is not surprising that some women witnessed diffi cult or 
tense relationships between their parents. Others recalled specifi c incidents 
or traumatic experiences that were to affect them later in adulthood. A small 
number of interviewees remarked that they were infl uenced by their own 
relationship with their parents. These accounts support the contention that 
domesticity had little to do with neuroses, since these women often remem-
bered the onset of symptoms occurring long before they were married.

Frances Wilson, for example, experienced a ‘breakdown’ by the time she 
took her A’ Levels. To Frances, there were clear and straightforward reasons 
for this.

‘I was a scholarship pupil at a direct grant school . . . it was an abso-
lute revelation, but I was unhappy because I had to conceal my home 
background. At one point, we were homeless and living in a homeless 
hostel . . . so self-esteem was low by the time I left school. I’d collapsed 
by the time A’ Levels came, and had a nervous breakdown . . . we were 
living in this one room and my parents were terribly unhappy, and I 
think what happened to me—which was really an adolescent anxiety 
state—was a perfectly natural, normal response to incredible stress . . . 
living in one room with my parents constantly quarrelling.’88

Frances recounted a story of resilience and a long struggle with minor 
mental conditions, culminating much later with the diagnosis of depression. 



However, she was keen to assert early on in the interview, that: ‘I can explain 
why, and it had nothing to do with domesticity.’89 When asked how she felt 
about domesticity and her role as a mother, Frances affi rmed:

‘Domesticity suited me very well. I was content with that. And of 
course the children just made it so super. Family life was good. I have 
to say that although I’d had very poor parenting myself, from some-
where or other I’d got a good idea of what I wanted. And although 
nobody had told me that shouting was bad for self-esteem, in here 
[pointing to her head] I knew it was. And I never shouted at them. I 
never said shut-up to them.’90

Judith Morgan was another interviewee to recall that her upbringing and 
events from her childhood had affected her emotional security in later life. 
Judith’s parents were both in the teaching profession and she felt that undue 
pressure was put upon her to succeed. Judith maintained that her mother’s 
desire for academic achievement also had a negative effect on her:

‘I always felt she was a bit before her time. My friend’s mothers didn’t 
go out to work . . . and I learned by her mistakes . . . I felt I couldn’t 
divide my time up—not that I couldn’t—I didn’t want to. So it certainly 
made me very aware when I had children of my own. She never actually 
had time for us.’ 91

Judith developed symptoms of anxiety during her adult life; however, she 
believed that this was due to the fact that her mother was anxious and over-
protective. She believed that these traits were consequently projected onto 
them as children:

‘I am convinced, having had psychiatric help, that it actually has rubbed 
off—that you know, you’re not born with fear, it’s something that you 
learn. I think when somebody’s constantly putting that in your face, 
then you are going to pick it up at some point . . . And funnily enough, 
a lot of the fears diminished after her death—as if she had sort of held 
me for many years.’92

Judith’s mother was agitated and apprehensive about all aspects of life 
and was prone to making telephone calls expressing concern about nor-
mal daily events:

‘I travelled endlessly when I was teaching, and it worried her. I would 
get endless phone calls where she would say “do you have to go there? 
The weather’s not very good—can you not go?” That was very dif-
fi cult to come to terms with because it fi ltered into your existence the 
whole time.’93
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Her mother’s anxiety is interesting in itself since, to Judith, there appeared 
to be no obvious cause. She maintained that it had little to do with domestic 
life since her role as a teacher was central to her life. Moreover, it appeared 
to be unrelated to her career as the symptoms continued into old-age. How-
ever, during the interview it became clear that Judith’s parents experienced 
diffi culties in their marriage:

‘It was very volatile. Very, very volatile. My father drank quite a lot in 
the early stages of the marriage which my mother wasn’t happy about. 
And he became belligerent and aggressive. And so there were times when 
he used to hit her about. And I remember this as a young child, and be-
ing very upset by the fact that there was this sort of unease all the time. 
And he was going to leave, but he never did—so there was this unrest. 
And they bickered and quarrelled and fought until their dying day. We 
were just brought up on that which is not nice . . . I often used to think 
“why don’t they get divorced. You know, surely it must be easier than 
all this agro.” But I don’t think it was done. I didn’t know any of their 
generation or anyone within the family who got divorced.’94

As children, the older women in this cohort were often witness to trau-
matic war-time events, some of which were to make a signifi cant impact on 
them in future years. Judy Giles has observed that for many women during 
this period, hopes and aspirations for the future were framed by the knowl-
edge that they had survived where so many others had not.95 Eileen Roberts 
attended a school in London where six teachers and thirty-nine children 
were killed during a bombing raid. Her best friend was buried under debris 
for three days. She asserted that ‘you just don’t get over anything like that.’96 
She also remarked that the strain had badly affected relationships within 
her family:

‘My father, because of the war, became very religious . . . he became 
very strict—Baptist. I wasn’t evacuated. My father wouldn’t let me go to 
be evacuated, because of this religious thing—we went into the air-raid 
shelter, and then he decided that no, we weren’t going to do that. If we 
were going to get killed, we were going to get killed and that was that. 
So we slept in the house all the time—right through the blitz . . . you 
just don’t get over anything like that really.’97

Eileen intimated that the war had affected her father’s psychological 
health. His behaviour became erratic and normal family activities were sud-
denly banned: ‘We weren’t allowed to go to the pictures; he threw my moth-
er’s make-up away; he used to read the bible to us every night—a complete 
change.’98 She remembered her mother and father shouting at each other 
and found this ‘distressing.’ Eileen thought it possible that her family were 
predisposed to depressive disorders:



‘If I look back, I’d probably always suffered from depression—but it 
wasn’t acknowledged you see. Nobody talked about it, there was little 
understanding of these conditions . . . I mean Dad was a depressive. I 
just think it’s familial and that’s the way you are.’99

In Eileen’s case, the onset of anxiety and depression was clearly unrelated 
to domestic life since she remembered feeling unwell before her marriage 
and the birth of her children:

‘I was like this when we lived in Luton, when I was travelling up to 
London—I couldn’t keep awake, and I’d get into the offi ce and I’d 
start typing, and I’d go into the cloakroom and I’d sit down and go 
to sleep.’100

Eileen and her husband had always wanted a large family and had chosen 
to have fi ve children. She was strongly of the opinion that there was great 
value in being at home with them.

Respondents thus shared the perception that some individuals might be 
predisposed to mental illness; however, many also indicated that environ-
mental factors could trigger illness. When asked to comment on the cause of 
their illness, women referred to traumatic events and dysfunctional relation-
ships, and not to aspects of domesticity and mothering. Some of the women 
interviewed vividly recalled that the onset of symptoms was before marriage, 
and others remarked that husbands were more likely to be predisposed to 
anxiety and depression due to the pressures they experienced at work.

CONCLUSION

This chapter has suggested that historians have disproportionately empha-
sized the negative aspects of housework and mothering. Consequently, 
they have often failed to foreground the possible links between mental 
illness and other situational circumstances—in particular, relationship 
breakdown. It has been suggested that it would be productive to move 
beyond a feminist analysis and place these fi ndings within the context 
of their time, acknowledging both the disadvantages and advantages of 
women’s role in the home. Giles argues that much of the feminist histori-
ography has accepted Friedan’s narrative unquestioningly.101 Indeed, this 
approach has permeated the whole of society to the extent that a number 
of respondents initially assumed that the prime objective of this research 
would be to illustrate discontent and disillusion among women of this 
period. Betty Sanderson, for instance, was concerned that she ‘hadn’t 
been a very good person’ to interview, since she was unable to provide 
any real discontent with her role. This was also exemplifi ed in the testi-
mony of Barbara Rogers, who recalled: ‘I had people saying I had wasted 

104 Ali Haggett



Housewives, Neuroses, and the Domestic Environment in Britain 105

my education, but I never felt guilty about staying at home and felt it was 
the right thing to do at the time.’102 The hopes and aspirations conveyed 
by these women must be understood as the product of a specifi c historical 
moment,103 and thus, it is possible that given the different opportunities 
that emerged during the late 1960s and early 1970s, some women may 
have made different choices. However, this should not detract from the 
experience of many who look back on their lives as happy and success-
ful. Indeed, Gwen Collins aptly noted, ‘Well we weren’t trying to “fi nd 
ourselves” or whatever it is you’ve got to do—”fi nd your identity,” or 
whatever you’ve got to do today!’104

These fi ndings would certainly suggest that Judith Hubback might not 
have been speaking on behalf of the majority of married women when she 
claimed in 1957 that ‘brains are a distinct handicap to a woman’s pros-
pect of happiness and contentment.’105 The present fi ndings differ sub-
stantially from those highlighted by feminist scholars. It is suggested here 
that the ideas emanating from these authors originated not from the expe-
rience of the average suburban housewife, but rather that they were for-
mulated by a unique group of women who were largely unrepresentative 
of married women. The biographies of both contemporary sociologists 
of the 1950s and 1960s and later academics suggest that they emerged 
from untypical backgrounds that were either highly academic or politi-
cal.106 Betty Friedan claimed that her feminism had its roots in suburban 
captivity; however, Daniel Horowitz and Judy Giles have recently shown 
convincingly that, to the contrary, her experiences as a labour journalist 
and her involvement with the Popular Front played a signifi cant role in 
fostering her feminism.107 Ann Oakley, daughter of social policy theorist 
Richard Titmuss, pertinently admitted that ‘feminism has never been a 
mainstream or a fashionable political belief. You have to be a bit of an 
outsider to be a feminist. That describes me exactly.’108 However, she still 
identifi es the roots of her feminism in her experiences as ‘a conventional 
suburban housewife.’109 A Mass Observation investigation undertaken in 
1957 into ‘The Housewife’s Day’ perhaps more accurately describes the 
milieu in which post-war women found themselves:

‘It is fashionable to look on housewives as an under-privileged group, 
overworked, underpaid and undervalued—legitimately dissatisfi ed with 
their lot . . . to the contemporary eye, her domestic day of varied, over-
lapping activities may look muddled and wasteful. That she should pre-
fer it that way is a point rarely considered.’110

It is thus possible that for Ann Oakley and other feminist theorists the 
experience of being a suburban housewife had been shaped by factors that 
were unrepresentative of most middle-class wives and that resulted in an 
alternative evaluation of the role. Future investigation, therefore, should 
not only consider the negative aspects of domesticity, but also draw upon 



and validate the voices of those who considered their experiences positive 
and worthwhile.
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6 ‘I Thought You Would Want to 
Come and See His Home’:1 
Child Guidance and Psychiatric Social 
Work in Inter-War Britain

John Stewart

INTRODUCTION

This chapter examines child guidance in the inter-war period and its per-
spective on, and engagement with, the home life of its child ‘patients.’ Con-
cern with the home derived in part from child guidance’s organisational 
structures and the respective roles of those who carried out its work, in 
part from the psychiatric model employed, which emphasised the need to 
understand the whole child and his or her environment, and in part from 
an increasing emphasis on the child’s relationship with its parents in the 
domestic setting. While child guidance was in principle a clinic-based form 
of psychiatric medicine, it was through observation and treatment in the 
home that mental maladjustment was to be tackled.

The present chapter is intended as a contribution to the important, but 
as yet imperfectly understood, international movement for child guidance. 
Historians such as Margo Horn, Theresa Richardson, and Kathleen Jones 
have analysed child guidance in its American homeland, although they pay 
relatively little attention to its international dimensions.2 British child guid-
ance has been less well served, although important contributions have been 
made by Harry Hendrick and Deborah Thom for England, and by Lynn 
Abrams for Scotland.3 This bears out Roger Cooter’s recently made point 
about the limited historical writing on children’s medical welfare.4 The pres-
ent chapter is thus part of a broader project that seeks to address these gaps 
in the historiography and to provide a more detailed and nuanced account 
of child guidance than previously by analysing how different practices and 
philosophies took root in different parts of Britain.5 As will be evident even 
from this chapter, the project has identifi ed a wide range of rich, but previ-
ously unexploited, archival material from important centres such as Bir-
mingham and Glasgow.

Finally, this chapter seeks to contribute to the history of social work, a 
fi eld of welfare provision seriously under-researched and little understood.6 
The inter-war period was crucial in this history because of the impetus to 
professionalisation provided by the training and practice of psychiatric 



social workers, a profession that emerged after 1918 in an organic relation-
ship with child guidance. Moreover, the latter’s increasing emphasis on the 
home afforded signifi cant opportunities for psychiatric social work and its 
claims to ‘scientifi c’ knowledge and observation.

CHILD GUIDANCE

What was child guidance and what did it seek to achieve? Although it 
had deep historical roots, the movement is generally agreed to have begun 
in the United States in the immediate aftermath of the First World War. 
Child guidance was part of the broader, and self-consciously interna-
tional, concern for ‘mental hygiene.’ As Mathew Thomson has suggested, 
the latter derived from ‘an expansion of interest’ during the inter-war era 
in the ‘prevention of mental disorder’ and the ‘promotion of environ-
mental conditions to encourage positive mental health among the normal 
population.’7 As we shall see, child guidance was to be concerned with the 
environment and the ‘normal’ child. We should note also the idea of men-
tal hygiene as a form of preventive medicine and of mental health being 
something that, in modern conditions, could be hard to maintain. As the 
Institute of Medical Psychology wrote to British local authorities in the 
early 1930s: ‘Post war conditions have induced and increased the inci-
dence of nervous disorders; that increase is likely to be maintained unless 
co-ordinated action is taken to get at the root of the problem.’8 Here chil-
dren had a key role to play. A report on the Liverpool clinic by a member 
of its medical staff claimed that child guidance was ‘particularly valuable 
as a key to mental hygiene in that, at an early age, slight abnormalities 
are often easily corrected.’ In turn, this would avert ‘the grosser forms of 
problem.’9 Good mental health in childhood was, in other words, the key 
to good mental health in later life.

Central to the development of child guidance, in the United States and 
subsequently in Britain, was the New York-based philanthropic organisa-
tion the Commonwealth Fund. In Britain, the fund operated through its 
‘English [sic] Mental Hygiene Program.’10 The fund was keen to promote 
a medicalised approach to child mental and emotional well-being, and it 
is this medical model—the classic, or American, model—on which I focus. 
This was adopted by most child guidance clinics in England and by some of 
the leading clinics in Scotland as well as being adopted more or less intact 
in continental European countries such as the Netherlands.11 Adopting such 
an approach had a number of important implications for the way in which 
child guidance was organized and sought to achieve its aims.

First, much emphasis was placed on teamwork through co-opera-
tion between psychiatrists, psychologists, and psychiatric social work-
ers.12 Nonetheless, the medically qualifi ed psychiatrist was the lead fi gure. 
Child guidance was thus to be a branch of medicine and not of education 
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or psychology, despite the claims made by members of these professions, 
most notably in Scotland.13 But even here, certain key clinics adhered to 
the American model. The reports of the Notre Dame Clinic in Glasgow, 
for instance, routinely described the children referred to it as its ‘patients.’ 
These patients manifested their problems as ‘symptoms’ in turn brought 
about by ‘aetiological factors.’ What they required, therefore, was ‘diagno-
sis’ and ‘treatment.’14

Secondly, the child guidance team was to be located not in schools or as 
attachments to the justice system. Rather, child guidance was the provenance 
of the clinic. The idea of a ‘clinic’ itself attested to the medicalised approach 
to child guidance. The clinic, though, was not just a particular building. As 
one early publication by the London Child Guidance Council put it: ‘A Child 
Guidance Clinic is not primarily a “place,” though, of course, it must have a 
location: it is primarily a specially trained staff.’15 This alerts us to a central 
theme of this chapter, that much ‘child guidance’ was actually carried out 
in the home, rather than the clinic, by psychiatric social workers. It is also 
worth mentioning that many child guidance practitioners sought to spread 
the movement’s message through popular publications such as Mother and 
Child. Founded in 1930, and so an almost exact contemporary of the found-
ing of British child guidance, this journal carried articles by psychiatrists and 
psychiatric social workers for its lay readership. In 1937, for instance, Doug-
las MacCalman, the psychiatrist and leading exponent of child guidance, 
wrote on ‘Familiar Problems of Child Upbringing.’16

Thirdly, child guidance sought to deal not with the abnormal, the mentally 
defective, or problems that were primarily educational. Rather, it dealt with 
the ‘normal’ child. Any children, so the argument went, might fi nd them-
selves in circumstances that could cause emotional or psychological upset 
or damage. Such problems—usually referred to as ‘maladjustment’—might 
manifest themselves in a range of ways, from ‘diffi cult’ behaviour through 
to bed-wetting or stammering. Although its leading proponents undoubt-
edly promoted a medicalised version of child guidance, they also acknowl-
edged that diffi culties ‘medical, psychological, social, educational, familial, 
and personal’ could, in varying degrees and combinations, be involved.17 
The Medical Director of the Birmingham clinic, C. L. C. Burns, remarked 
that it was ‘often said that there are really no problem children but only 
problem parents.’ This was indeed a major theme in child guidance work. 
Nonetheless, Burns continued that this was ‘an exaggeration of the truth’ 
as there were ‘many other factors besides the parents in the production of 
neurosis or behaviour disorder in children.’18 Maladjustment thus had mul-
tiple causes and the child in its totality—from its physical health through 
its measurable intelligence to the emotional landscape of its home—had 
to be examined. As another psychiatrist prominent in the movement, R. 
D. Gillespie, remarked, the ‘antithesis between Mind and Body may be an 
interesting philosophical problem’ but it had ‘no place’ in a child guidance 
clinic.19 This was therefore a consciously holistic approach, in keeping with 



an inter-war movement in Western medicine that sought to move away from 
purely ‘scientifi c’ understandings of health and disease.20

Unless properly treated, the problems that any child might encounter 
would not only cause unhappiness in childhood, but would also work 
against proper adjustment and social integration in adulthood. As Mac-
Calman observed: ‘the normal child has to bear vast personal and environ-
mental strains if he is to grow up to healthy adulthood. We err too much 
on the side of expecting him to be able to meet these diffi culties.’21 Gaining 
and maintaining good mental health during childhood and adolescence was 
not, in other words, easy. The London Child Guidance clinic issued a fl yer 
seeking fi nancial support, which asserted that: ‘Learning to Drive is child’s 
play, compared with—Learning to Live!.’ Pursuing the motoring metaphor, 
it continued that ‘a crash may mean stealing, violence, rudeness or truancy, 
and a breakdown is tragic.’ Whatever happened, childhood was a ‘nervous 
time, anyway, especially for parents.’22 Averting mental ill-health was thus 
as important as averting any other disease. Dr William Moodie, Medical 
Director of the London Child Guidance Clinic, remarked that ‘the unstable 
child of to-day is the neurotic adult of tomorrow—a disturbing element in 
the community, unhappy and ineffi cient in himself and a source of misery to 
those with whom he associates.’23

Who then were the children who attended child guidance clinics? The 
Dundee clinic in a 9-month period in the mid-1930s dealt with 78 cases, the 
majority of whom were between 2 and 16 years old. Their ‘maladjustments’ 
could be placed in various categories, most notably behaviour diffi culties 
such as stealing and truancy, habits such as stammering and masturba-
tion, and ‘undesirable character traits and faulty social adaptation’ such as 
moodiness and timidity.24 Clearly, this was not an exact science and catego-
ries and their contents varied across locations. Nonetheless, this, and other 
similar evidence, bears out Thom’s broad conclusion about the clientele of 
British clinics.25 The British experience in turn roughly replicates the experi-
ence of the United States, where, for instance, a 1930s textbook on child 
guidance broke down problems into three categories: socially unacceptable 
behaviour; personality problems; and ‘bad’ habits.26

If such problems resulted in a child being referred to child guidance clin-
ics, what happened to them once actually there? As one of its annual reports 
explained, on arrival at Notre Dame each ‘patient’ was examined physically 
to ‘eliminate the possibility of bodily disease.’ The psychologist would then 
‘estimate the patient’s intellectual endowment and this method of attack-
ing an intellectual problem.’ The third member of the team, the psychiatric 
social worker, was charged with making ‘numerous visits to the home, in 
order to view the child in relation to the emotional life of the family.’ When 
all data had been gathered, a case conference was held at which information 
was pooled ‘and interpretation of the problem is suggested and a plan of 
treatment is decided.’ If, during the course of treatment, new information 
came to light, then further case conferences would be convened. No case 
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was to be closed ‘unless there is lack of co-operation on the part of the par-
ents or complete disappearance of the symptoms originally complained of 
and the personality diffi culties subsequently uncovered.’27

The demand for child guidance increased dramatically in the inter-war 
period. At the end of the 1920s there was only one clinic that specifi cally 
designated itself as dealing with ‘child guidance.’ Ten years later there were 
nearly fi fty clinics in England and Wales and around thirteen in Scotland.28 
London, which had the fi rst designated clinic, had nine recognised institu-
tions by 1939.29 Individual clinics reported steady rises in patient numbers. 
Liverpool, for instance, had 47 cases referred in 1930 and 103 the following 
year. By 1935 this had risen further, to 166; and in the last full year of peace 
to 268.30 Many clinics complained of inadequate income and resources, and, 
although other factors were involved, rising demand prior to 1939 contrib-
uted to the embedding of child guidance in the post-war welfare state.

BRITISH CHILD GUIDANCE AND 
PSYCHIATRIC SOCIAL WORK

While psychiatrists were undoubtedly the occupational group with the high-
est status in the ‘classic’ child guidance team, psychiatric social workers had 
considerable scope to infl uence the information given about the child, or more 
accurately the child and its home and family circumstances, to the case confer-
ence. It also fell largely to the psychiatric social worker to ‘interpret’ the psy-
chiatric diagnosis to children and their families. As Thom remarks, this meant 
that although in theory psychiatric social workers had little formal power, in 
practice ‘their recommendations could affect the future of a child radically.’31 
However, child guidance, through the medium of the psychiatric social worker, 
became less concerned with the child per se. Rather the emphasis was on the 
child in its domestic setting and, thereby, on the parents.

Jones has analysed this trend in the United States.32 One authority cited 
is Helen Leland Witmer, a perceptive analyst of child guidance, its his-
tory, and its practitioners. In an important work published in 1940 she 
acknowledged the shift towards treatment on the part of the psychiatric 
social worker, utilising the insights of psychiatry in case-work practice. 
Famously, Witmer observed that child guidance clinics had come to recog-
nise that ‘parents as well as their children were their patients’—hence the 
dictum ‘for every problem child a problem parent.’33 These remarks fi nd a 
British echo in Moodie’s brusque observation that: ‘Parents often feel that 
they are the cause of their children’s diffi culties, and in so far as they are 
responsible for their training and upbringing, this is true.’34 This, of course, 
has to be qualifi ed in the light of the range of factors identifi ed earlier—not 
least by Dr Burns—in the creation of maladjustment. Nonetheless, it does 
point to the issue of parental responsibility, something also highlighted by 
other chapters in this volume.35



In the United States the practice of psychiatric social work contributed to 
the tensions between the three main professional groups involved in child guid-
ance. But by the same token, advocates of child guidance based on psychiatry 
had explicitly supported the employment of psychiatric social workers and, 
crucially, the latter were also to have dedicated training programmes. Daniel 
Walkowitz observes that the period of the 1920s was, in the United States, a 
‘signifi cant historical “moment” in the production of social workers’ profes-
sional identities.’36 The same can be said of Britain. In both countries, more-
over, psychiatric social work played a key role in this professionalisation—in 
Britain, for instance, through the creation of the Association of Psychiatric 
Social Workers (APSW).37 This body was in close contact with, and modelled 
on, its American counterpart. British psychiatric social work undoubtedly 
developed its own practices and philosophies. But at least in its early days it 
was strongly infl uenced by the American experience and emerged, as in the 
United States, in an organic relationship with child guidance.

In the late 1920s, leading members of the Child Guidance Council, a body 
set up to promote the development of child guidance in Britain, travelled to 
the United States to examine American practice and philosophy. The report 
that they produced on their return stressed ‘the necessity for an adequate 
staff of specially trained social workers, as they are an indispensable part 
of the Clinic.’ All the successful clinics visited used social workers, and it 
thus appeared impossible ‘to treat the maladjusted child without their assis-
tance.’38 One member of this visiting group was the social worker Miss St 
Clair Townsend. She produced a further report devoted solely to psychiatric 
social work, the rapid growth of which in the United States was ‘one of the 
most striking facts in the history of Mental Hygiene work’ in the last ten 
years. She attributed this primarily to the work of the National Committee 
for Mental Hygiene and to the instruction given at Smith College.39 It was 
at the latter that Mary C. Jarrett, the leading fi gure in the development of 
American psychiatric social work, had set up a training course in 1918.40

The fi rst course in psychiatric social work in Britain was created at the 
London School of Economics (LSE) in 1929. It was fi nancially underwritten 
by the Commonwealth Fund as part of its English Mental Hygiene Program. 
The fi rst generation of British psychiatric social workers and the LSE course 
tutors were taken to America to observe child guidance in practice, again 
with Fund support. The extent to which British psychiatric social workers 
fully bought into American practices and theory is a complex issue not dealt 
with here.41 It is worth noting, though, that those British social workers 
who visited Smith College would have been exposed not simply to American 
ideas, but also to those emanating from Continental Europe. Jarrett was 
keen to utilise contacts with psychiatric clinics in Berlin and Vienna.42 More 
generally, it is also notable that one of the declared aims of the APSW was 
‘to contribute towards the general purposes of mental hygiene.’43

For present purposes, however, what is important is that the profession 
emerged alongside child guidance, and that it had both psychiatric and social 

116 John Stewart



‘I Thought You Would Want to Come and See His Home’ 117

work dimensions. A sense of what the training of psychiatric social workers 
involved can be gained from the 1929 LSE syllabus. Apart from their practical 
placements—which could take place at, inter alia, the London Child Guid-
ance Clinic—trainees had a total of sixty hours of lectures over the academic 
year, of which seventeen were to be devoted to psychiatry, twelve to psychol-
ogy, seven to mental defi ciency, six to general psychology, fi ve to abnormal 
psychology, four to social casework, three to the administration of the Men-
tal Defi ciency Acts, and two each to the administration of mental hospitals, 
social case report presentation, and social work.44 To be accepted on this 
course, applicants were expected to have prior social work experience.

Psychiatric social work training thus consisted of a rather uneasy mix 
between, on the one hand, ‘traditional’ social work concerns such as case-
work, and, on the other, new analytical and ‘scientifi c’ approaches such as 
psychiatry. Roy Lubove has argued that in America this raised the critical 
question that, if psychiatric knowledge was fundamental to social work, 
how then were psychiatric social workers to be distinguished from the psy-
chiatrist and psychotherapist? The obvious answer here, at least for Lubove, 
was ‘the social worker’s inferior training.’45

But of course this was not how psychiatric social workers perceived their 
role. In the United States Jarrett had forcefully, and successfully, argued the 
case for specialised training with explicitly psychiatric and psychological 
foundations. This would give the psychiatric social worker the ability to both 
gather relevant data and interpret the outcome of the case conference.46 As 
such, she (since social work was at this point predominantly a female occu-
pation) would employ ‘scientifi c’ method and insights. Comparable argu-
ments were made by British psychiatric social workers and their supporters. 
Dr Moodie stressed that social work investigation into a child’s environment 
was ‘no matter of question and answer.’ Rather, it was ‘scientifi c observation, 
with the co-operation of parents and guardians.’ Such ‘scientifi c observa-
tion’ was of vital importance if the social worker was to give the psychiatrist 
information appropriate for diagnosis.47 Miss Goldberg, addressing a Lon-
don child guidance conference in 1939, claimed that the ‘psychiatric social 
worker is in a unique position to act as interpreter as she has knowledge of 
both the family background of a child and the nature of clinic treatment.’ 
Using the analogy of translating foreign languages, she continued that ‘the 
social worker’s interpretative task is twofold: 1. The interpretation of clinic 
treatment to the family. 2. The interpretation of family attitudes to the thera-
pist.’48 The social worker’s role in both diagnosis and treatment was crucial.

PSYCHIATRIC SOCIAL WORKERS IN THE HOME

Such statements about the role of social workers bring out the centrality of 
the home to child guidance and to the part therein of the psychiatric social 
worker. It was in the home that a child’s mental and emotional problems 



often started, from where crucial information could be gathered, and in 
which some measure of treatment could be effected. Given child guidance’s 
holistic approach, this is unsurprising. Moodie told a Liverpool audience in 
1933 that there was an ‘epidemic of what people call freedom’ but which 
was, in fact, licence. This disturbing situation arose because of the failure of 
guidance in the home and at school.49 Beatrice Robinson, a social worker at 
one of the London child guidance clinics, told readers of Mother and Child 
that only a ‘superfi cial observer’ could see the child and his environment 
as separate and distinct from one another. Any such ‘sharp dividing line’ 
vanished ‘when we study the relationships which the child constructs with 
those around him.’50

In her home visits, then, what more explicitly was the social worker’s 
role? Writing in the journal Mental Hygiene, the APSW chair, Miss M. 
A. Lane, suggested that there was ‘no doubt that the material gathered 
from interviews with relatives and friends and from observations of the 
patient’s home’ was best obtained by a social worker. Her particular 
training and experience enabled her ‘to evaluate the facts and understand 
the signifi cance of what she learns from them.’ Psychiatrists appreciated 
such ‘social history.’ More than this, though, the social worker had a 
crucial role in explaining both illness and treatment to family members 
and in this way ‘she may be able to adjust the social environment to the 
patient’s needs.’51

Bridget Yapp, another psychiatric social worker who also wrote exten-
sively on the subject, likewise argued that it was ‘often impossible’ for 
psychiatrists and psychologists to gain an adequate picture of family cir-
cumstances ‘solely by interviewing the child’s parents and others concerned 
with him, inside the clinic.’ Rather, social workers sought to visit the home 
even before a clinic visit. The relationship with the parents was crucial, and 
the social worker aimed to establish that the clinic existed ‘to help parents 
and not merely to interfere, as is sometimes suspected’—a revealing com-
ment on contemporary suspicions of both social workers and psychiatry. 
Parents might be initially hostile but, Yapp continued, generally realised 
that a ‘child’s diffi culties cannot be understood without the fullest possible 
knowledge of the circumstances of his life, including the sort of home in 
which he lives.’ So, she claimed, the social worker was often greeted with 
expressions such as: ‘I thought you would want to come and see his home.’52 
The subordination of the clinic, purportedly the locus of child guidance, is 
notable here.

The engagement of parents in this manner was seen as a positive aspect of 
child guidance work. Another social worker, Pauline Shapiro, asserted that 
her colleagues acted as a ‘friend and confi dante of the parents’ a point also 
made, in identical language, by Moodie. Indeed Moodie, revealingly, also 
suggested that because of this relationship parents would confi de more easily 
in the social worker than in the psychiatrist.53 At Notre Dame in Glasgow, 
meanwhile, it was claimed that a monthly visit by the social worker ‘and 
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the time spent quietly discussing things in the home atmosphere, has proved 
of more value than a weekly visit paid by the parents to the Clinic.’ Once 
again, the downgrading of the clinic’s role is notable. The aim of social work 
was to ‘establish friendly relations with the parents.’ Rather disingenuously, 
it was then argued that there was ‘no idea in the visiting of any inspec-
tion of, or inquiry into, home conditions or family circumstances.’ As will 
become apparent, this was true only insofar as the socio-economic environ-
ment was played down as a contributory factor to the child’s problems. The 
social work department’s principal role was thus ‘to help the Team to assess 
the contribution made by the social environment to the problem, and, as far 
as possible, to adjust unfavourable conditions.’54

But how was this to be achieved? First, the psychiatric social worker 
fed information about the home environment into the case conference, 
thereby signifi cantly shaping diagnosis. A 1933 report from the Edin-
burgh Catholic Child Guidance Clinic gives us some insight into the 
ascribed causes of child mental ill-health, and the important point here is 
how often ‘the home’ was seen as the fundamental causal factor. Of the 
eleven children treated for ‘backwardness,’ for example, psychological 
tests had shown ‘poor mental ability’ in over half. In three cases, however, 
the trouble was ‘partly accounted for by unhappy home conditions.’ In 
another diagnostic category, ‘nervousness,’ in all cases the condition was 
again mainly due to ‘unhappy home conditions.’ Of the children who 
were ‘diffi cult at home,’ meanwhile, nearly all had been ‘wrongly handled 
at home.’55

Given the economic problems of inter-war Britain, it is inevitable that 
occasional reference was made to socio-economic circumstances. In Liv-
erpool, for instance, the child guidance clinic’s social worker observed 
that her cases were mixed in terms of social class. Of those from the 
poorest parts of the city, she continued, ‘I am sure that the fundamental 
problem in most instances is that of unemployment, poverty and material 
deprivation generally, and with these the Clinic is not designed to cope.’56 
Nonetheless, it is clear that when child guidance workers used the expres-
sion ‘environment’ they were not generally concerned with socio-eco-
nomic explanations for child ‘maladjustment.’ As another Notre Dame 
report put it, in nearly every case seen ‘environment played a large part in 
the production of symptoms.’ What this implied for treatment was that 
‘in many cases the re-adjustment of the environmental factors resulted in 
the adjustment of the problem.’ And of these environmental factors ‘the 
most important was found to be the emotional relationship between the 
child and its parents’ since ‘the child tends to mirror the attitude of its 
parents.’ Picking up on the issue of ‘bad handling,’ the report continued 
that if parental attitudes were abnormal ‘either in the direction of over-
domination or over-protection, the child is found to suffer.’ Parents were 
consequently made to realise this and to change attitudes so that, in turn, 
the child might make a ‘satisfactory re-adjustment.’ Hence in the majority 



of cases treatment involved ‘the adjustment of the parent-child situation 
and . . . the alleviation of physical disorders which were found to be play-
ing a part in the production of symptoms.’57

At least in the fi rst of these—the ‘adjustment’ of the parent–child rela-
tionship—the social worker played a key role. In a further British report 
on American child guidance from the late 1920s it was noted that recom-
mended treatment most frequently engaged with ‘the child’s home life and 
environment; here, the supervision is undertaken by the social worker.’ In 
consequence, it was generally the case that treatment that had ‘begun by 
seeking to modify the behaviour of a child has developed into trying pri-
marily to modify the behaviour of his parents.’58 In fact by the late 1930s 
it was recognised in the United States that modifying parental behaviour 
of itself raised important philosophical issues in psychiatry, given that 
they were not, in the fi rst instance, the ‘patients.’59 But at least initially the 
British approach seems to have followed the early American pattern.

Shapiro, for instance, argued that adjustment was ‘often effected by 
means of the social worker’ through her ability to discuss with the parents 
the psychiatrist’s advice and ‘by making suggestions for putting it into 
practice.’ Shapiro illustrated her point through the case of ‘Hilda,’ a four 
year old brought to a clinic as a result of temper tantrums and attacks on 
her baby sister, for which she was severely punished by her mother. Hilda 
was found to be physically healthy and of above average intelligence. The 
social worker discovered, though, that the child had been spoiled by her 
father since birth and it was he to whom she appealed when punished by 
the mother. The psychiatric diagnosis was thus that Hilda was ‘normal,’ 
and that it was the parents who needed to change. Shapiro observed that 
the social worker, as an ‘experienced and impartial “onlooker”’, was able 
to understand the attitudes of both parents. She could thus be of ‘immedi-
ate assistance’ in reassuring the mother that Hilda was ‘normal’ and in 
alerting the father to the ‘dangers’ of over-indulgence. The social worker 
also arranged for Hilda to enter the local infants’ school, and in so doing 
briefed the teacher on the child’s home situation.60

Here we see both aspects of the social worker’s role in practice—supply-
ing crucial information and interpreting the consequent diagnosis. All this 
was done as an ‘impartial’ observer, a testament to the social worker’s ‘sci-
entifi c’ training. Shapiro’s observations also raise, however, questions about 
what exactly went on in the domestic discussions when the social worker 
came to call; and, in turn, what was the actual content of child guidance, 
particularly in the home setting. On the fi rst of these we can make only 
general observations. Of course, it is now virtually impossible to reconstruct 
these conversations of over half a century ago.

On the other hand, there is evidence of what would not have been dis-
cussed. In important respects, British and American experience almost 
certainly diverged here. Many child guidance practitioners argued for open-
ness with children on sexual matters. But this was problematic. In 1930 the 
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psychiatrist at London’s Maudsley Hospital, Dr Mapother, wrote to the 
Commonwealth Fund outlining possible obstacles to British acceptance of 
child guidance. Among these was ‘a marked tendency to suspicion of what 
is vaguely called Psycho-analysis of the Child.’ This, he continued, was 
construed as meaning ‘detailed psychological investigation, and perhaps 
particularly such investigation of sexual matters . . . I have heard it said 
that the party of suspicion is largely a Roman Catholic one.’61

Mapother overstated the case, but his remarks draw attention to two 
issues, namely, the role of Roman Catholic child guidance clinics and the 
association of psychoanalysis with sexuality. Regarding the former, one of 
the most successful clinics in Britain was based at the Catholic teacher train-
ing college, Notre Dame, in Glasgow. While in many respects a pioneering 
institution, it also had a clear and specifi c Catholic agenda that, for example, 
did not allow social workers or psychiatrists to raise matters such as birth 
control with their patients’ parents. It is notable too that Notre Dame, like 
other Roman Catholic clinics, would only employ Catholic social workers 
and would ideally have liked to engage a Catholic psychiatrist, a situation 
that in fact prevailed at its smaller counterpart in Edinburgh. The intersec-
tion of religious belief and child guidance was important in Scotland and 
almost certainly so in other centres with large Catholic populations, for 
instance, Liverpool.62

As to psychoanalysis and sexuality, it was certainly not the case that 
‘problems’ such as masturbation were ignored or neglected by child guidance 
workers. The psychiatrist R. G. Gordon, by the late 1930s Medical Director 
of the Child Guidance Council, wrote in Mother and Child that ‘irrational 
disapproval’ by parents of their child’s habit of masturbating could lead to 
unhealthy feelings of guilt and shame—‘not a very good preparation for the 
parent of the next generation.’63 But whether for this, or indeed any other, 
‘problem,’ one course of ‘treatment’ was avoided. As Moodie forcefully 
put it: ‘The psycho-analytic method is never employed in a Child Guidance 
Clinic.’ The child requiring treatment was ‘always extremely conscious of, 
and acutely worried by his own abnormal thoughts.’ But he would engage 
with a trusted adult ‘and this discussion, which need only follow the lines 
of an ordinary commonsense conversation, is all that is required.’ In the 
great majority of cases, therefore, ‘no discussion of the child’s thoughts is 
necessary or advisable.’64 With the benefi t of hindsight, this was perhaps an 
unfortunate approach. In the 1980s the internationally famous psychiatrist 
John Bowlby, recalling the early history of the child guidance movement in 
which he himself had played an important part, expressed his regret over 
‘our complete ignorance of either the occurrence or the ill-effects of physical 
and sexual abuse.’65

From the perspective of the psychiatric social workers, there are sug-
gestions, albeit elusive and tantalizing, in the Commonwealth Fund fi les 
that some British trainees who paid educational visits to the United States 
were extremely uncomfortable with the sexual nature of the information 



to which they were exposed. A report on one of these, for example, dis-
cussed a British student’s dealings with a patient whose problems, so it 
appeared, arose out of the ‘marital disharmony’ of his parents. It was 
further remarked that both parents seemed more concerned with discuss-
ing their own problems ‘than in telling about the patient.’ The trainee had 
admitted ‘some sensitivity about intimate information on marital situa-
tions’ and had been ‘at fi rst rather overwhelmed by the frankness of these 
parents.’ She had, the report concluded, ‘discussed her own problems and 
is handling same. It is too early to gauge results.’66 In this context a com-
parison of materials written by and for British psychiatric social workers 
with their American counterparts is instructive, with the latter being much 
more inclined to employ the language and concepts of psychoanalysis and 
to discuss sexual issues.67

For at least some British social workers it would appear that, for reli-
gious or cultural reasons, one important aspect of psychiatric theory was 
out of bounds. The unwillingness of psychiatrists themselves to engage with 
such matters further reinforced this position. Graham Richards observes 
that while sex was undoubtedly one reason for British inter-war interest in 
psychoanalysis, it was ‘equally a source of cultural resistance.’68 As far as 
psychiatric social workers were concerned, therefore, their role in the home 
was not to delve deeply into the minds of individual family members, far 
less to attempt to uncover any hidden sexual ‘causes’ of maladjustment. The 
implication is thus that what they did talk about on these home visits was a 
watered down, ‘practical’ version of psychiatry almost certainly accompa-
nied by more ‘traditional’ social work practices such as ‘practical’ advice on 
household and family organisation.

CONCLUSION

Child guidance started off as a clinic-based form of preventive medicine 
based on the scientifi c claims of medicine and, especially, psychiatry. In 
practice, however, its focus came to be on the home and the dynamics of 
familial relationships. By the late 1930s this was more or less openly recog-
nised in Britain as in the United States. As MacCalman put it: ‘we do know 
. . . that parent-child relationships play a huge part in the production of 
nervous and behaviour disorders.’ ‘Is it a visionary dream,’ he continued, 
‘to believe that a vast system of parent education could be organized?’69 
Although none of this was necessarily incompatible with a more clinic-
based approach, the structures and holistic philosophy of child guidance 
also required a central role for the psychiatric social worker and her inter-
ventions in the home. As we have seen, the child’s ‘environment’ referred 
primarily to the emotional landscape of the home and not its socio-eco-
nomic circumstances. In this respect, the British experience again mirrored 
that of the United States.70
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In training and practice, though, many British social workers shied 
away from the more controversial and challenging aspects of contempo-
rary psychiatric theory. Given the limited nature of the British profession’s 
training and the cultural and other constraints within which it operated, 
it seems reasonable to argue that a movement that sought to present itself 
as scientifi c and clinic-based actually was, in practice, simply a new form 
of home-oriented social casework. This was despite the repeated claims to 
‘scientifi c’ training and modes of observation by its supporters. Nonetheless, 
even such relatively modest levels of scientifi c training undoubtedly had a 
major infl uence on the professionalisation of social work. British psychiatric 
social work, after the Second World War, successfully embedded itself in the 
welfare state and for a time enjoyed considerable professional prestige, not 
least through the intellectual standing of the British Journal of Psychiatric 
Social Work.71

As to the ‘patients,’ it can be argued that the child moved from being, at 
fi rst, at the centre of the picture to, by the end of the 1930s, an individual 
located fi rmly in a particular version of its ‘environment’ that focused on 
the home and the familial relationships it encompassed. Although evidence 
is hard to obtain, it is not unreasonable to assume that at least some children 
benefi ted from their visits, however brief, to the clinic and to subsequent 
social work intervention. Equally, some parents almost certainly found the 
advice reassuring in the face of their children’s apparently unfathomable 
behaviour. Of course, psychiatric theory claimed to be non-judgemental, 
and we have seen how psychiatric social workers laid great emphasis on 
their detached, ‘scientifi c’ approach.

What is further apparent, however, is that by the outbreak of the Second 
World War child guidance was not about the child per se. Rather, it was 
about parents and their purported shortcomings. Not for the fi rst time in 
British welfare history, the child slipped from view, to be replaced by an 
attitude that, implicitly if not explicitly, ‘blamed’ parents for children’s men-
tal or emotional ‘ill-health.’ All this was, furthermore, to have resonances 
beyond the inter-war era. These can be seen in, for example, Bowlby’s 
post-war theories and in the conclusions drawn from the wartime evacu-
ation surveys, which also had a notable input from individuals involved in 
child guidance. Child and family policy in the welfare state, it might thus 
be argued, drew at least some of its inspiration and ideas from the curious 
history of child guidance and psychiatric social work in the 1930s and their 
associated fi xation on the home.
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7 Rabbits and Rebels
The Medicalisation of Maladjusted 
Children in Mid-Twentieth-Century 
Britain

Sarah Hayes

INTRODUCTION

On 17 December 1927, in an article in The Lancet, Dr. E. A. Hamilton-
Pearson, chief physician at the Children’s Department of the Tavistock 
Clinic for Functional Nervous Disorders in London, highlighted the fi ndings 
of a Home Offi ce investigation that had been running for seven years and 
that was aimed at seeking scientifi c explanations for the causes of juvenile 
delinquency. Hamilton-Pearson stated that the study had been ‘undertaken 
in no narrow psychological spirit, but with the object of exploring all fac-
tors, physical as well as psychological and environmental.’ In particular he 
emphasised one key fi nding:

An environment characterised by a harsh unbending discipline may 
produce a psychological rabbit or a rebel against any form of authority. 
In one type the confl ict resulting from non-adaptation remains un-re-
solved, a collecting point for irresolutions, a neurosis. In another type, 
the confl ict is resolved in action which is at variance with accepted stan-
dards, a delinquency. 1

This statement neatly expresses three crucial elements of contemporary 
formulations of child behavioural disorders. First, it suggests that by the late 
1920s a medical model had been developed in Britain relating to children 
whose behaviour was considered to be socially problematic. As Hamilton-
Pearson succinctly suggested, this model consisted of two polarised catego-
ries of children: psychological ‘rabbits’ and delinquent ‘rebels.’ Secondly, 
this model was built around the concept of ‘non-adaptation,’ more com-
monly expressed as ‘maladjustment,’ according to which the environment 
was considered to be a crucial aetiological factor. Finally, deviation from 
‘accepted standards’ was a primary criterion in the identifi cation of children 
considered to be in need of medical intervention.

This chapter examines the ways in which medical conceptualisations 
of maladjustment evolved and became established in Britain in the early 
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decades of the twentieth century, and the manner in which social concerns 
about behavioural and emotional diffi culties in children led not only to 
their evaluation and categorisation, but also to subsequent intervention by 
specialist medical professionals. It also explores the development of theo-
ries about the aetiology of maladjustment, notably theories that sought to 
identify the relative infl uence of hereditary and environmental factors on 
the emotional and behavioural development of children. The fi rst section 
focuses on the process by which the notion of the social ‘rebel’ became 
increasingly medicalised during this period, refl ecting the changing ways in 
which medical professionals identifi ed and defi ned maladjustment. Follow-
ing scientifi c studies into the causes of criminality, shifting medical, judicial, 
and educational perceptions of delinquency resulted in the classifi cation of 
delinquent children as ‘pre-psychotic.’ Professional medical intervention was 
considered necessary as a preventative measure to protect society from the 
potential dangers of untreated psychotics. Secondly, the chapter explores the 
emergence of the concept of the ‘psychological rabbit’ and shows how medi-
cal and social fears concerning the ‘pre-neurotic’ child shaped approaches to 
‘delicate’ children as the growing infl uence of psychoanalytic theories placed 
increasing emphasis on the wider social problems caused by unrecognised 
and unresolved neuroses.

These developments were greatly infl uenced by the work of the American 
psychiatrist William Healy (1869–1963), and British psychologists Cyril 
Burt (1883–1971) and John Bowlby (1907–1990). These fi gures have been 
the subject of continued historical analysis for many decades, largely through 
their contributions to the development of professional interest in the role of 
the domestic environment in the aetiology of child behavioural problems. 
However, historians have overwhelmingly chosen to focus on one particular 
element of their work: the ways in which professional attention increasingly 
highlighted the role of parents, specifi cally mothers, in seeking explanations 
for maladjusted behaviour in children. Whilst this was undoubtedly a key 
feature of theoretical developments during the inter-war period, it fails to 
fully represent the complexities of contemporary notions, and therefore pres-
ents a restricted image of professional approaches to maladjusted children. 
This chapter aims to show how professional consideration of ‘good’ or ‘bad 
parenting’ was far more complex than historians have acknowledged. Poor 
parenting and mothering was only one of a range of factors identifi ed within 
the domestic environment that could lead to maladjustment.

In addition, this chapter highlights ways in which medical notions of 
‘environment’ changed signifi cantly within this period. In the mid and late 
nineteenth century, professionals dealing with child health and welfare 
were concerned with environmental factors defi ned exclusively in economic 
terms, emphasising in particular the effects of fi nancial deprivation on the 
physical health of the nation. In the early decades of the twentieth century, 
this focused shifted signifi cantly to a new consideration of the signifi cance 
of a child’s home and educational environment, concentrating on domestic, 



familial, and social relationships, and to an emphasis on the importance of 
this external social environment on maintaining the stability of the internal 
emotional environment of all individuals.

CONCEPTUALISATIONS OF MALADJUSTMENT: 
THE ‘INTERNAL ENVIRONMENT’

The term maladjusted was applied throughout the twentieth century to an 
individual (child or adult) who had failed, in one way or another, to adapt 
to socially dominant standards of behaviour. The concept of a maladjusted 
child had become fi rmly established in Britain by the end of the 1920s, par-
ticularly following the emergence of the Child Guidance Movement from 
1927 onwards in Britain. Subsequently this category of child became the 
focus of interest for a wide range of agents, including medical professionals, 
educationalists and the State, leading to the recognition of maladjustment as 
a statutory ‘handicap’ in 1944. Much of the literature relating to the history 
of maladjustment locates the origins of the condition fi rmly within the inter-
war period and associated exclusively with child guidance, citing the 1920s 
as the decade when the term fi rst appeared.2 However, it was clearly not 
a totally new concept in the twentieth century. The idea of mental adjust-
ment was fi rst conceived in the mid–nineteenth century in the context of the 
emergence of evolutionary science and empirical psychology. Recognition 
of maladjustment was based on growing realisations that mental health was 
largely dependent on an individual’s ability to adjust mentally and emotion-
ally to his external surroundings. For example, in 1855 the English philoso-
pher Herbert Spencer (1820–1903) wrote:

Mental life consists initially in the continuous adjustment of internal 
relations to external relations, of the individual organism to its material 
and social environment.3

Spencer’s Principles of Psychology introduced the idea that social life 
could be analysed scientifi cally. He argued that human life was built around 
social confl ict, in particular the continual fi ght for limited resources, and that 
only those individuals who were physically and mentally adjusted to their 
environment would survive, a theory of the ‘survival of the fi ttest’ that pre-
ceded Darwin’s Origin of the Species.4 Emphasis on the scientifi c study of the 
human mind and human behaviour, which emerged in the middle decades 
of the nineteenth century, led to a new understanding of the signifi cance of 
internal adjustment. This notion was reinforced in other areas of scientifi c 
investigation. Physiologist Claude Bernard (1813–1878) was particularly 
prominent in promoting the concept of the importance of the ‘internal envi-
ronment of the organism’ in this period.5 Most importantly, new concepts of 
the internal environment revealed the implications that the failure to adjust 

130 Sarah Hayes



Rabbits and Rebels 131

might have on an individual’s physical and mental state. This became a key 
factor in developing conceptions of mental illness and psychiatric medicine 
throughout the late nineteenth century and early twentieth centuries. The 
relationship between internal psychological stability and insanity was further 
reinforced by the work of psychiatrist Charles Mercier (1852–1919), who 
argued that sanity or insanity was dependent on the ‘stability or instability of 
the highest nervous arrangements,’ determining the ability of an individual 
to adjust to external stresses.6 The realisation that mental problems could 
arise through an inability to adjust to external factors marked the beginnings 
of a signifi cant move away from established assumptions that madness and 
lunacy were inherent, inherited, and incurable.7

Whilst theories emphasising the importance of internal adjustment were 
driving the emergence of psychology from within the established discipline 
of philosophy in the second half of the nineteenth century, these new psy-
chological approaches began to be applied in other areas. Most notably, in 
the later decades of the nineteenth century, these ideas were increasingly 
incorporated into the judicial and education systems. The medical model of 
maladjustment that became established in Britain in the early 1920s evolved 
from concerns around three specifi c types of children in the late nineteenth 
century. From the 1880s onwards, doctors warned of problems with overly 
nervous or ‘delicate’ children, the judicial system raised fears about crimi-
nal or ‘delinquent’ children, and educationalists were concerned with those 
considered educationally subnormal, offi cially categorised as ‘dull and 
backward’ children. Commentators distinguished between the ‘socially dis-
turbed,’ including such groups as juvenile delinquents, and the ‘emotionally 
disturbed,’ including neurotic and psychotic children who may or may not 
behave anti-socially.8 By the early decades of the twentieth century, com-
mon factors had been identifi ed across each of these types of problem child, 
bringing professional approaches to the three different categories together, 
and resulting in the creation of a new model of maladjustment. Scientifi c 
investigations into the aetiology of child behaviour problems soon con-
cluded that the common factors shared by these groups were to be found in 
the children’s domestic and social environments.

’DELINQUENT REBELS’ AND THE 
DOMESTIC ENVIRONMENT

The medical model of the delinquent ‘rebel’ has a long history. Concerns about 
juvenile delinquency were clearly not new in the 1920s. Since the mid-nine-
teenth century, there had been growing concerns amongst both profession-
als and lay philanthropists about increasing numbers of children entering the 
criminal justice system. Offi cially, the term ‘juvenile delinquent’ was used to 
refer to children who had appeared before a court of law as a result of criminal 
activity. Socially, the term was used more loosely to refer to any child who 



displayed challenging or diffi cult behaviour within the child’s home, school, 
or community. The medical model of delinquency became established through 
international interest in seeking scientifi c explanations for criminality. Delin-
quent children were those who, by committing crime, had failed or refused to 
meet social expectations of behaviour. These expectations were framed around 
specifi c, and highly gendered, categories of behaviour. Delinquent behaviour 
was perceived in two ways, with acts labelled either criminal or immoral. 
Boys were most commonly labelled as delinquent predominantly as a result 
of aggressive behaviour, stealing in the form of petty theft or burglary, and 
truancy. Girls, however, were most likely to be labelled delinquent through 
sexual behaviour that was deemed inappropriate, such as forming relation-
ships with older men or keeping undesirable company. This discrepancy was 
highlighted in the earliest medical studies of delinquency. For example, a 
comparative survey carried out in Chicago in 1916 noted that 70% of male 
delinquents were arrested for theft, as opposed to 30% of females. However, 
73% of female offenders were found guilty of sexual offences, compared to 
only 4.5% of males.9 Female delinquents were most often charged with pros-
titution, but others appeared in court for ‘exhibitionism,’ ‘extreme obscenity,’ 
and ‘the grave misdemeanour of deliberately teaching bad sex knowledge.’10 
Female delinquents were also associated particularly with lying and the mak-
ing up of ‘false and dangerous accusations’ or ‘secretiveness.’ These girls were 
perceived as transgressing the idealised ‘accepted standards’ of behaviour for 
women defi ned by established domestic ideologies, which valued qualities such 
as modesty, morality, and respectability.11 Notions of delinquency were there-
fore framed around socially constructed expectations of behaviour dependent 
on biological sex.

Until the mid-nineteenth century, any child who was accused of criminal 
behaviour was treated in the same way, and within the same system, as 
adult offenders. In the second half of the nineteenth century, approaches 
to juvenile criminals began to change. Through the work of key individu-
als, in particular in Britain the teacher and philanthropist Mary Carpenter 
(1807–77), growing recognition of the complexities of dealing with child 
criminals resulted in a re-evaluation of the treatment of young offenders by 
both magistrates and police.12 The fi rst signifi cant step in the medicalisation 
of delinquency was the intervention of magistrates requesting the involve-
ment of medical professionals in the judicial process. This initially occurred 
in the United States, where, in the fi rst two decades of the twentieth century, 
the criminal actions of children began to be interpreted medically as symp-
toms of deeper internal emotional problems. This new approach evolved 
largely through the work of psychiatrist William Healy (1869–1963). In 
1909, Healy founded the Juvenile Psychopathic Clinic, attached to the Chi-
cago Municipal Court, at the behest of Judge Meritt W. Pinckney of the 
juvenile court.13 This clinic was established with the aim of employing medi-
cal and psychological approaches to research and dealing with the reasons 
for repeated criminal behaviour, and followed previous models established 
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by psychologists Wilhelm Wundt (1832–1920), James Cattell (1860–1944), 
and Lightner Witmer (1867–1956).14 After successful work in Chicago, 
Healy was invited to set up a similar clinic in Boston, opened in 1917, by 
Judge Harvey H. Baker. Healy’s subsequent work with recidivist juveniles 
presented to the courts led him to challenge the established beliefs of the 
‘Progressive Child Savers’ who promoted welfare legislation and philan-
thropic funding to alleviate the economic poverty that they believed to be 
the overriding factor in creating juvenile delinquents.15 Healy believed that 
criminality was the result of buried emotional factors that created psycholog-
ical conditions such as emotional maladjustment and mental abnormalities, 
resulting from mental confl icts and ‘bad habits of mind.’16 He emphasised 
particularly that the emotional and behavioural problems of these children 
arose as a result of the inter-play of many complex factors, explaining ‘the 
anatomy of delinquency’ using medical rhetoric and physiological terms to 
describe behaviour. Healy’s stated aim was to understand ‘the relationship 
of mental life to conduct,’ placing it in the context of ‘the complexity of 
human nature in relation to complex environmental conditions.’17

Healy, together with psychologist Augusta Bronner (1881–1966), carried 
out extensive comparative studies in the hope of identifying common infl u-
ential factors. They established an original methodology based on a ‘triple 
team’ consisting of psychiatrist, psychologist, and a new form of medical 
professional, a psychiatric social worker. The aim was for the team to work 
together to assess all areas of the child’s life, including physical health, men-
tal and emotional state, intelligence level, and domestic environment. Healy 
and Bronner were, therefore, among the fi rst to actively explore the role of 
the domestic environment in the aetiology of emotional and behavioural 
problems in children. Assessment of the child’s domestic environment was 
carried out by a female psychiatric social worker, whose role was to visit 
the child’s home, interview the child’s parents, and gauge such factors as the 
condition of the home, number of siblings, and nature of the parent/child 
relationship.18 The social worker’s report, based on a subjective middle-class 
opinion of the home and the parents, was considered of crucial importance 
in aiding the subsequent psychiatric diagnosis.

Healy was one of the fi rst to identify the implications of family rela-
tionships, observing that ‘the problem of crime must hark back to parental 
guardianship,’ but acknowledging the complexities of issues that affected 
this factor.19 In considering the environmental background of each child, 
Healy considered three elements: ‘home conditions’, ‘family relationships’, 
and ‘bad companionship.’20 Within the category of ‘home conditions,’ the 
dominant factor appeared to be ‘extreme lack of parental control,’ noted in 
46% of the delinquents. This had occurred in some cases because of paren-
tal negligence, the type of behaviour that would be identifi ed in later studies 
as ‘bad parenting.’21 However, in many cases lack of control occurred not as 
the result of deliberate neglect by uncaring parents but because of domestic 
pressures, such as the economic need for both parents to work, or practical 



diffi culties in coping with large families. Poverty was considered a factor in 
only 24% of cases, a fi gure that challenged established views of the aetiol-
ogy of delinquency.

Whilst prioritising the signifi cance of environmental factors, however, 
Healy concluded that ultimately, delinquency had a ‘many sided aetiology’ 
with ‘combined types of causations.’22 He considered that environmental fac-
tors might not always be the overriding determinant, as delinquents often 
came from families where no other siblings were offenders, despite sharing 
the same environmental conditions. This observation relied on the belief that 
siblings within a domestic unit received the same style and quality of parenting, 
an assumption that Healy never questioned. However, this anomaly led him to 
seek further explanations for delinquent behaviour. He suggested that:

A mental process immediately precedes conduct . . . whatever infl uences 
the individual towards offence must fi rst infl uence the mind of the indi-
vidual. To ascertain the driving forces which make for social offence is to 
get at the mental mechanisms antecedent to the behaviour in question.23

Healy concluded that mental mechanisms were unique to each individual 
and ‘social and biological backgrounds must take second place to these caus-
ative factors of delinquency.’24 Healy thus challenged established notions 
of ‘general causation’ that were popular within psychological thinking at 
the time, locating the motivation for delinquent behaviour in the mind of 
the individual. This was signifi cant in placing responsibility for anti-social 
behaviour with the individual, rather than seeking to blame hereditary fac-
tors, parental neglect, or poverty.

One signifi cant aspect of Healy’s work was his emphasis on the fact that 
many delinquent adolescents had begun their criminal careers at a very 
young age and that professional, specifi cally psychiatric, intervention was 
crucial at as early a stage as possible.25 Healy’s fi ndings were reinforced by 
other contemporary research into the causes of criminality, in particular 
that of psychiatrist Bernard Glueck (1884–1972), who carried out a detailed 
study into the background of prisoners in Sing Sing Prison in 1917. He 
argued that individuals who had committed minor offences, such as pilfer-
ing, in childhood were likely to continue as repeat offenders into adulthood. 
In addition, Glueck identifi ed a psychopathic delinquent type:

unstable individuals who from early childhood show psychopathic 
traits such as impulsiveness, irritability and emotionalism. They are in 
frequent confl ict with the school authorities on account of an inability 
to adapt themselves to the required regime.26

Glueck stressed the importance of emotional stability and adaptation, link-
ing ‘emotionalism’ with potential psychiatric illness and concluding that 
delinquency was ‘the direct result of physical or social maladjustment.’27
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The linking of delinquent behaviour to psychopathic personality types 
reshaped the view of delinquency, raising the possibility that problems in 
children were indicative of incipient mental illness. The medical model of 
delinquency thus rapidly shifted from ‘pre-criminal’ to ‘pre-delinquent’ to 
‘pre-psychotic.’ As Margo Horn has pointed out, these studies ‘paved the 
way for emphasis on intervention during childhood.’28 The recognition and 
treatment of maladjustment was increasingly seen, therefore, as being of 
crucial importance in the long-term prevention of crime and the mainte-
nance of social stability.

The role of the social and domestic environment in the aetiology of malad-
justment became a major focus following the publication in 1915 of Healy’s 
seminal book The Individual Delinquent, which set out the fi ndings of fi ve 
years’ work at the psychopathic clinic. Healy’s ideas were disseminated and 
adopted by professionals working with delinquent children throughout the 
world. Leading professionals dealing with behaviourally problematic chil-
dren in Britain, within both the judicial and medical arenas, were aware of 
Healy’s work in the United States and were incorporating his ideas into their 
own work from 1915 onwards. In England, for example, the leading expert 
in this fi eld was considered to be psychologist Cyril Burt (1883–1971). Burt 
cited both Healy and Bronner throughout his work, with their theories of 
the multi-factional nature of maladjustment clearly framing the formulation 
of his own ideas and reinforcing medical approaches to criminality. This is 
evident in one of Burt’s earliest statements regarding delinquency: ‘A crime 
. . . is only a symptom. It is a mental symptom with a mental origin.’29 
Regarding the management of child criminals, he further stated that the 
‘aim must not be punishment, but treatment.’30 Burt subsequently became 
one of the primary agents in developing Healy’s medical model of the delin-
quent ‘rebel’ in Britain. In 1925, Burt published an account of his own work 
with juvenile delinquents in London, The Young Delinquent. This book was 
well received and, like Healy’s earlier publication, proved highly infl uential 
in shaping approaches to child criminals in Britain. Furthermore, Burt felt 
that his own survey was of greater relevance than Healy’s in representing 
‘the ordinary city delinquent’ rather than the older, hardened recidivists of 
the Chicago Psychopathic Clinic.31

Historians have consistently criticised Burt’s work for emphasising the 
hereditary nature of behavioural problems in children, linking diffi culties 
to inherited intelligence levels.32 However, analysis of this work shows that 
Burt developed an acute awareness of the infl uences of a number of signifi -
cant environmental factors. Whilst Burt devoted a section of thirty pages 
to hereditary factors, referring to certain children as inherently ‘immorally 
defi cient,’ a much longer chapter was concerned with the complex infl u-
ence of the external domestic and social environments.33 The signifi cance 
of environmental factors, and in particular the home, was ultimately the 
dominant message of Burt’s work, although some contemporaries (like later 
historians) chose to focus exclusively on Burt’s interest in heredity.34 Others, 



however, did note his prominent argument for the signifi cance of environ-
mental factors. For example, Dr. R. Evelyn Lucas, a Rockefeller Medical 
Fellow working at the Maudsley Hospital, challenged an earlier review of 
Burt’s book: ‘Surely no one who has read Burt’s careful and thorough work 
can fail to appreciate the very great stress which he lays on environmental 
conditions of every type.’35

Burt’s theories in The Young Delinquent also illustrate the ways in which 
the defi nition of ‘domestic environment’ underwent a signifi cant shift in 
the early decades of the twentieth century. In considering ‘home circum-
stances,’ Burt explored the input of poverty, overcrowding, and ‘absence of 
facilities for recreation.’ However, he challenged the established economic 
interpretation of environment, which carried with it an inherent assumption 
that poverty itself, defi ned by Burt as ‘economic stress,’ caused behavioural 
problems and crime. He stated, for example:

All attempts to rectify environmental factors should proceed from one 
prime consideration: how have they affected the delinquent himself? 
Time, money and labour are constantly lavished upon an effort to ame-
liorate material conditions which, however much they may shock the 
cultivated visitor, however sordid and unsanitary they may seem, have 
yet, no real psychological connexion with the child’s misconduct.36

Burt concluded that if ‘the majority of delinquents are needy, the majority of 
the needy do not become delinquents.’37 He observed that there were ‘as many 
virtuous children in the tenements of Hoxton as in the mansions of Mayfair.’38 
These comments illustrate the ways in which, by the mid 1920s, the notion of 
the domestic environment had begun to encompass both psychological and 
material elements. Burt suggested that it was ‘relative’ rather than ‘absolute’ 
poverty that led to delinquency, poverty induced by ‘extravagant wants as 
much as by an insuffi cient income.’39 Like Healy, Burt concluded that factors 
other than economic hardship were more signifi cant, ranking poverty as one 
of the least signifi cant factors in the aetiology of delinquency.

Burt’s main methodology in seeking to explain anti-social behaviour in 
children was the comparative study of delinquent versus non-delinquent 
school children. The scientifi c observation and comparison of children, in 
terms of physical growth, perceived intelligence, and behaviour, had histori-
cal precedents in the child study movement of the late nineteenth century. 
Child study had developed as a trend amongst Victorian scientists to exam-
ine, observe, and compare behaviour in children, and was founded predomi-
nantly on the work of British psychologists Francis Galton (1822–1911) 
and James Sully (1843–1923), and the American psychologist G. Stanley 
Hall (1844–1924).40 Quantitative comparison of children resulted in the 
establishment of idealised ‘scientifi c’ standards of ‘normal’ and ‘abnor-
mal’ children, assessed in terms of intelligence, temperament, and behav-
iour. In the inter-war period, comparison studies of children by sex, class, 
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and intelligence became a key tool in theoretical and policy development. 
This approach was supported by the Board of Education, which granted 
Burt permission to carry out psychometric testing in a number of different 
schools. Burt subsequently explored a comprehensive range of infl uential 
factors—hereditary, environmental, psychological, and physical—construct-
ing a list of fi fteen infl uences that he considered to be of signifi cance in the 
aetiology of delinquency.41 Environmental factors featured prominently in 
this list. Burt identifi ed two specifi c areas of concern under the title of envi-
ronment, defi ned as ‘the home’ and ‘outside the home.’ In doing so he raised 
awareness of a range of issues that could be signifi cant in the aetiology of 
maladjustment. Heading the list as the most infl uential factor of all, in Burt’s 
opinion, was ‘defective discipline.’ In some cases, he accredited weak dis-
cipline either to ‘moral or intellectual weakness’ or to ‘physical weakness.’ 
However, in a signifi cant number of cases, he noted that this was due to ‘the 
absence of parent at work,’ again acknowledging the stress placed on fami-
lies by external pressures, rather than by deliberate parental neglect.42

Familial relationships were also a prominent feature of Burt’s approach, 
evident in his investigation into ‘defective family relationships’ as a signifi -
cant factor in the aetiology of delinquency, a detail rarely mentioned in 
historical analyses.

Many outbreaks of juvenile crime arise ultimately out of the emotional 
relations subsisting between the child himself, and the various members 
of his family . . . Nearly every tragedy of crime is in its origin a drama 
of domestic life.43

Rather than focusing on bad parenting, Burt identifi ed a much more sig-
nifi cant problem, the ‘broken home.’ This he defi ned as households experi-
encing ‘prolonged absence from parents.’44 Others compared the ‘disturbed 
home,’ where one or both parents were missing, with the ‘normal home,’ 
defi ned as ‘both child’s own parents present.’45 Contemporary awareness 
of the problems caused by the absence of one or other parent from the 
family unit was an issue that has been largely neglected by historians, but 
was a factor that featured prominently in professional explanations for 
delinquency in the early and mid twentieth century. Healy and Bronner, 
for example, noted in 1916 that one parent was absent in over 50% of the 
families studied.46 A range of professional and State investigations presented 
several key reasons why prolonged parental absence might occur, highlight-
ing the complexities of family circumstances. Firstly, following a noticeable 
peak in Home Offi ce fi gures on delinquency in the closing years of both 
the First and Second World Wars, many professionals highlighted the nega-
tive psychological effects on children of prolonged absences of fathers, and 
increasing demands on mothers, due to conscription.47 This was consid-
ered particularly with regard to boys who had been ‘left too much to their 
own devices’ with greater opportunities for ‘misapplied energy.’48 Even in 



peacetime, fathers could be absent for long periods due to employment. The 
importance of the presence of the father in the home was frequently high-
lighted by experts throughout the mid-twentieth century, but contemporary 
focus on the signifi cance of fathers is often ignored in historical preoccupa-
tions with the role of mothers.

A second factor that was found to impact signifi cantly on the emotional 
well-being of children was the death of a parent. Problems arose, however, 
not only from the immediate loss of the parent and the resulting grief, but 
from the substantial changes that occurred in family structure. In particular, 
the introduction of a new parenting fi gure in the household began to be recog-
nised as a signifi cant element in the aetiology of maladjustment. Burt was 
amongst the fi rst to acknowledge this: ‘Inquiring into domestic circumstances 
of case after case, the investigator cannot fail to be struck with the marked 
recurrence of one suggestive item—the presence of a foster parent.’49

Burt defi ned the term ‘foster parent’ as stepmothers, stepfathers, grand-
mothers, aunts or ‘a guardian or recipient related neither by matrimony or 
by blood.’50 He argued that step-parents, and stepmothers in particular, were 
more likely to display impatience, indifference, jealously and hostility. Burt’s 
surveys suggested that problems occurred particularly when the step-parent 
had children of his or her own from previous relationships.51 This factor 
was highlighted in later child guidance studies. In 1936, for example, Muriel 
Barton-Hall and Fred Hopkins, psychologists working at the Liverpool Child 
Guidance Clinic, observed that ‘mild forms of behaviour disturbance which 
would be understood by the child’s own parents are less readily tolerated by 
the substitute parents.’52 Emanuel Miller, Director of the East London Child 
Guidance Centre, also suggested the possible signifi cance of the grandmother 
as a ‘hidden potent force in family affairs,’ highlighting the complexities of 
family dynamics and presenting a precursor for family therapy.53

Finally, maladjustment could occur when a parent or child needed hospi-
tal treatment. The frequency and nature of treatment of many infectious dis-
eases meant that family members admitted to hospital might be absent from 
the domestic environment for substantial periods of time. Stays of several 
months or, particularly in cases of tuberculosis, even years were common. 
In other cases, parents might be incarcerated in asylums or prisons. The full 
emotional impact of long-term separation of the child from its parents was 
not recognised until the 1940s, when the medicalisation of delinquency was 
taken a stage further by psychiatrist John Bowlby (1907–1990).54 Bowlby 
carried out a detailed study of a group of child criminals referred to him by 
the courts for pilfering. In seeking to understand the motivation of these 
children, he noted that a signifi cant proportion of these adolescents had 
been separated from their mothers at an early age, as a result of the death of 
the parent, the breakup of the family, or through hospitalisation. This reali-
sation formed the basis for the formulation of his seminal theory of ‘mater-
nal deprivation,’ which subsequently dominated medical and governmental 
approaches to maladjusted children in the following decades. Underlining 
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the signifi cance of the domestic environment, Bowlby published the results 
of the study in 1944 in a paper entitled ‘Forty-four juvenile thieves: Their 
characters and home lives.’55

Notions of the home and the domestic environment, however, encom-
passed many factors other than just parenting. The position of the child in 
the family was considered to be of signifi cance, for example, with profes-
sionals noting that the eldest child in particular was more susceptible to 
maladjustment than younger siblings, with the ‘only child’ being considered 
at even greater risk of developing behavioural problems. This issue featured 
prominently amongst psychoanalytic explanations of maladjusted behav-
iour. Maladjustment in eldest children was seen to arise most frequently as a 
result of feelings of jealously on the arrival of younger siblings, whilst prob-
lems in only children were explained, in psychoanalytic opinion, as arising 
through ‘over-fussy’ mothering.56

Another factor considered to be important was the infl uence of a child’s 
wider social environment. Burt, for example, argued that the social environ-
ment was, in many cases, of greater signifi cance than any other. Again, this 
element of Burt’s work is rarely mentioned in historical accounts, but he 
strongly suggested that ‘Infl uences that affect him (the delinquent) beyond 
the circle of his family life may at times be the sole factors in his delin-
quency.’57 He identifi ed specifi c areas where problems might occur:

Outside of the child’s home, these are the chief conditions that make for 
juvenile delinquency—unemployment, uncongenial school or work, de-
fective or excessive facilities for leisure hour amusements, the infl uence, 
deliberate or unintentional of adult friends and strangers, and above all, 
the infl uence of associates of the child’s own age. None is so powerful 
as the last.58

Burt considered the infl uence of ‘school-fellows, work-fellows or play 
fellows . . . of the same age and sex’ to be signifi cant in 18% of his cases. 
He also recognised that this factor was the most diffi cult for parents to deal 
with, challenging the assumption later made of parental neglect and ‘bad 
parenting’ as the defi ning factor in delinquency.

Burt was also one of the fi rst to note the potential infl uence of the rapidly 
growing media in shaping children’s behaviour in the 1920s. He observed 
that ‘I have noted an excessive passion for the cinema among over 7% of 
my delinquent boys . . . and in a few cases have had to rank it as the prin-
cipal cause of crime.’59 In raising awareness of the ‘Power of the Pictures,’ 
he argued that the cinema, still a novelty in the mid 1920s, was potentially 
harmful, fi rstly as a ‘faculty of imitativeness,’ secondly in providing a stand-
ing temptation to steal money for admittance, and fi nally in presenting ‘wild 
emotionalism’ and ‘immoral frivolity and vice’ as ‘the normal characteristics 
of the everyday conduct of adults.’60 This factor featured highly in Burt’s 
aetiological list, above that of defective family relationships. It was not only 



Burt who considered that the cinema could have signifi cant effects on chil-
dren’s moral perceptions. Other psychologists also started to investigate this 
possibility in this period. In the United States, for example, L. L. Thurstone 
concluded from his investigation in 1931 that ‘motion pictures can be used 
to affect the social attitudes of school children and that these effects can be 
objectively measured.’61 In Britain, this line of research was continued into 
the 1940s by Dr. W. D. Wall. His survey of 2,058 adolescents in Birming-
ham led him to argue that adults, in the context of both home and school, 
were failing to provide children with the basic social skills that were of pri-
mary importance in desired social integration, and that the behaviour of a 
signifi cant number were consequently being shaped by cinematic example:

For very many the screen is the only source of information on many top-
ics about which adolescents are avid for information. On whole areas of 
human life—on how to behave, on the relationship between people, on 
how to make the most of ones’ physical self, on the techniques of social 
intercourse, on the coin of light conversation our school curricula are 
silent. The emotional and social education of the growing youth is left 
to the vivid realism of the screen.62

Finally, an environmental factor that was considered by many profession-
als to be of major signifi cance in the aetiology of maladjustment was the 
classroom. Following the introduction of compulsory education with the 
Education Act of 1876, all children of school age were expected to conform 
to a range of daily educational demands. Burt revealed the problems of the 
‘one size fi ts all’ approach inherent in the system, as the issue of problem-
atic children within the education system increasingly became the subject of 
professional attention. He stated:

The strain of sitting for four or fi ve hours a day over lessons for which 
he has neither taste nor ability is apt to induce in an active frame a vig-
orous recoil.63

Burt’s concerns regarding the high burden of expectation placed on chil-
dren within the classroom environment were echoed by several prominent 
educationalists at the time, for example, by Maria Montessori, who warned 
of the problems, both physical and emotional, of children being forced to sit 
at desks for hours at a time.64

Within the classroom, professional attention initially focused on the prob-
lems of mental defi ciency and feeble-mindedness. However, fears around 
children identifi ed as ‘mentally defi cient’ soon shifted to concerns over the 
‘mentally unstable.’ Initially, this label was applied primarily to children 
identifi ed as delinquent, prompting a desire to identify potential delinquents. 
Sources show that attempts were actively being made by the State to iden-
tify pre-delinquent children through the education system, emphasising ‘the 
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importance of getting hold of the delinquent or potential delinquent at as 
early an age as possible.’65 Reporting to the Central Association for Mental 
Welfare in July 1922, for example, Dr. Hughes, the School Medical Offi cer 
for Stoke on Trent, stated:

The juvenile delinquent is found not so much among what is called the 
mental defi cient children in the legal sense, as among the temperamen-
tally unstable child. It is the temperamentally unstable child we want to 
get hold of.66

In describing the methods employed to identify such children, Dr. Hughes 
stated:

The second method I tried was sending out special forms to the Head 
teachers, giving just a few indications of what I regarded as likely 
symptoms.67

This comment illustrates that the view of delinquency as a symptom of a 
medical condition needing professional intervention was framing approaches 
within the education system well before the establishment of child guidance 
in England. Notions of the ‘pre-delinquent’ or ‘pre-psychotic’ child, central 
to the work of the child guidance clinics in the United States at this time, 
were already at the forefront of professional attention within an educational 
context in Britain by the early 1920s.

By the end of the 1920s, the model of the delinquent ‘rebel’ had devel-
oped further with the emergence of psychoanalysis as a primary tool in 
the understanding and treatment of maladjusted children. Initially, the psy-
choanalytic approach developed around considerations of the internal emo-
tional environment, ignoring theories into the signifi cance of the external 
environment. The main agent in this development in Britain was Austrian 
analyst Melanie Klein (1882–1960). Klein developed a technique of analys-
ing children through interpretation of play, and identifi ed the role of uncon-
scious aggression in promoting anxiety in young children. She argued that 
play highlighted unconscious ‘phantasies’ that could give rise to feelings of 
extreme guilt, anxiety, and disappointment in even very young children, 
manifesting in angry, aggressive, and sadistic behaviour, together with prob-
lems such as wetting and soiling. This was an important theory in seeking 
to explain troublesome behaviour in delinquent ‘rebel’ children. She went 
on to identify the complex interplay between a child’s internal fantasies and 
real experiences, and the ways in which the development of a child’s internal 
world, expressed through play, gave insight into its external relationships. 
Klein’s theories, however, met with hostility from many of her contempo-
raries, with one key criticism being her lack of acknowledgment or inves-
tigation into the possible signifi cance of the home environment or familial 
relationships on a child’s behaviour. This issue was taken up and developed 



by one of Klein’s pupils, John Bowlby, whose work was to prove of major 
signifi cance in the development of the medical model of maladjustment, 
with a professional dominance spanning over fi fty years.

The psychoanalytic model of maladjustment acknowledged and reinforced 
the notion of the aggressive, anti-social and disobedient behaviour of delin-
quent ‘rebels’ as a key symptom of internal emotional confl ict. Throughout 
the 1930s and 1940s, psychoanalytic theory dominated approaches to the 
assessment and management of delinquent children. It also became a pri-
mary factor in the conceptualisation and identifi cation of a second category 
of maladjusted child, the psychological ‘rabbit.’

PSYCHOLOGICAL ‘RABBITS’ AND THE 
EDUCATIONAL ENVIRONMENT

Whilst notions of juvenile delinquency and psychotic rebels were formu-
lated around scientifi c, medical, and fi nally psychoanalytic explanations of 
behaviour, the concept of a maladjusted ‘rabbit’ developed following long-
standing concerns with children who were considered to be overly nervous 
or emotionally ‘delicate.’ In the late nineteenth century, a signifi cant rise in 
professional and State interest in the overall health of children resulted in 
new ways of thinking about the well-being of children. Initially, attention 
focused on physical and mental development. 68 However, following grow-
ing interest in the emerging discipline of psychology, professionals within 
the medical, judicial, and educational spheres began to place importance on 
moral, temperamental and emotional development. These elements became 
incorporated within medical notions of normal or abnormal child mental 
health, highlighted particularly in professional conceptualisations of the del-
icate child. Mirroring the development of scientifi c theories on the aetiology 
of criminality, increasingly professional attention moved from hereditary 
notions of ‘pre-disposition’ to physical or mental illness to a focus on the 
effects of the child’s social and domestic environment on emotional health.

A delicate child was considered to be particularly vulnerable or pre-dis-
posed to disease or illness. Initially, the term encompassed children who 
were in poor physical condition, for example, malnourished or anaemic.69 
Most importantly, the condition was seen as a degenerative process, which, 
if left unattended, would result in ‘a delicacy of the whole system’ leading 
to ‘functional derangement.’70 The possibility of degeneration emphasised, 
and provided justifi cation for, the importance of professional medical inter-
vention as a preventative measure. Initially, the classifi cation of ‘delicate’ 
was assessed predominantly in the context of infectious or contagious dis-
eases, particularly tuberculosis. Whilst historians, such as Linda Bryder, 
have focused on children who were considered physically delicate, few have 
highlighted the fact that, from the late nineteenth century onwards, children 
were also being seen as delicate in terms of susceptibility to mental problems 
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resulting from nervous or emotional disorders.71 Concerns around this type 
of child emerged largely from the work of the Child Study Movement. In 
addition, those working in the fi elds of neurology and physiology increas-
ingly highlighted the dangers of ‘nervous disease’ in children. Emphasis on 
this aspect of physiological health became a prominent feature of Victorian 
medical practices following the publication of A Practical Treatise on Ner-
vous Exhaustion (Neurasthenia) in 1880 by American neurologist George 
M. Beard (1839–1883).72 The application of the term ‘nervous’ has been 
examined in historical studies of medical approaches particularly to women 
in this period.73 However, it also became a primary consideration in fram-
ing approaches to children at this time, particularly amongst the middle 
classes, becoming an infl uential factor in late nineteenth-century debates 
about the development of children’s brains. The condition of a child’s mind 
thus became linked with physiological concerns. Several prominent medi-
cal professionals, inspired by the work of Charles Mercier, insisted that 
problems within the nervous system could adversely affect mental state. 
Emotionally delicate children were considered to be particularly suscep-
tible to nervous conditions. The emergence of scientifi c child study can be 
placed within the context of Victorian preoccupation with neuroses, and 
fears amongst nineteenth-century doctors and psychologists that children 
in particular were prone to nervous exhaustion, through over-stimulation. 
Subsequently, worries that brain exhaustion could cause long-term damage 
to children’s mental health became widespread within Victorian society, 
reinforced by doctors such as asylum psychiatrist James Crichton-Browne 
(1840–1938).74 The medical model of the ‘nervous child’ developed fur-
ther in the inter-war period, following the work of Dr. Hector Cameron 
(1878–1958), who emphasised the preventative nature of intervention in 
childhood and argued that psychological approaches should be applied 
increasingly in nurseries and schools.75

The work of the Child Study Movement appealed particularly to 
teachers, who were represented signifi cantly amongst the membership. 
Approaches to child behaviour, framed by psychological theory, were 
subsequently disseminated throughout the education system by liberal 
educationalists keen to promote child study teachings. Psychological 
approaches were increasingly introduced as a means of understanding 
and managing problems in the classroom. Following the introduction 
of compulsory education, behaviourally problematic children became a 
prominent concern for the Home Offi ce and the Board of Education. Par-
ticularly signifi cant were children considered to be underachieving aca-
demically. The introduction of the Mental Defi ciency Act in 1913 and 
the Elementary Education (Defective and Epileptic Children) Act in 1914 
led to the removal of many children classifi ed as mentally subnormal or 
feeble minded into colonies or segregated institutions. Others were identi-
fi ed as delinquent. However, a large number of children remained who, 
according to their I.Q. assessments, were not mentally defi cient, but were 



considered ‘educationally subnormal’ and offi cially categorised as either 
‘dull’ or ‘backward.’

It became increasingly clear that academic achievement was not solely 
dependent on a child’s intelligence level, but could be affected by other fac-
tors. This realisation was reinforced by the work of U.S. psychologist Light-
ner Witmer (1867–1956) who was one of the fi rst to apply the notion of 
maladjustment to children who were underachieving, but not delinquent. 
In 1896, Witmer, following the example of Wilhelm Wundt’s experimental 
clinic in Leipzig, opened the fi rst psychological clinic dealing specifi cally 
with problems of maladjustment at the University of Pennsylvania in Phila-
delphia.76 Witmer recognised that many educational problems were not the 
result of pre-determined and fi xed hereditary factors, but could be explained 
by either physical problems or environmental infl uences. Witmer focused on 
developing a psychological approach to education which placed emphasis 
on the differing needs of individual children, In Britain, the practice of edu-
cational psychology developed by Witmer, and also G. Stanley Hall, was 
promoted primarily by Cyril Burt, and became formally validated by the 
State when Burt was appointed the fi rst offi cial educational psychologist by 
London County Council in 1913.77

Burt’s contribution to the treatment of behaviourally problematic chil-
dren is most frequently located in an educational context. Initial attention 
had focused on the problems raised with the presence of mentally defi cient 
and feeble-minded children who could not learn. However, following the 
removal of these children from mainstream schools under the terms of the 
Elementary Education Act of 1914, educational attention shifted to other 
children who were equally problematic within the classroom environment, 
through either disruptive behaviour or low academic achievement. Malad-
justed children were prominent within this category of child, particularly 
since in many cases their I.Q. ratings, the defi nitive tool for categorisation, 
were signifi cantly higher than average. Burt highlighted the problems arising 
from ‘functional nervous disorder’ and ‘psycho-neurosis’ in school children 
in 1925, identifying two categories, ‘neurasthenia’ and ‘anxiety states.’78 He 
argued that whilst these forms of neuroses were clearly apparent in overly 
introverted children, they could also be present as an unrecognised cause of 
delinquent behaviour.79 In both cases, psychoneurosis could result in low 
academic achievement, with children categorised within the education sys-
tem as backward or educationally subnormal. In 1937, he investigated the 
aetiology of backwardness in more detail, highlighting a range of environ-
mental factors in both the school and the home that could lead to low aca-
demic achievement.80

Medical focus on overly nervous school children was reinforced by the child 
guidance movement. Child guidance became formally established in Britain 
with the opening of the East London Child Guidance Clinic on 21 November 
1927. This clinic, located at the Jewish Free School, Bell Lane, Spitalfi elds, 
operated under the direction of psychiatrist Emanuel Miller (1893–1970). 
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A year later, the London Child Guidance Clinic opened at Tudor House, 
Canonbury Place, Islington. The British Child Guidance Council was formed 
shortly after. The aim of child guidance in Britain was ‘to explore the evil (of 
maladjustment) at its roots, to destroy the causes rather than to prune the 
diseased branches of established neuroticism.’81 Fears over both delinquency 
and neuroticism continued to shape professional approaches to maladjust-
ment within this model.

In 1921, Healy’s methodologies came to the attention of the infl uential 
philanthropic Commonwealth Fund of America and were subsequently 
used in the establishment of the fi rst Child Guidance Clinics throughout 
the United States. As Margo Horn has shown, the attention of the child 
guidance clinics quickly moved from dealing primarily with the crimi-
nal behaviour of juvenile delinquents to incorporating a large number of 
children displaying a wide range of habits and behaviours that were not 
criminal, but of concern or irritation to adults around them. This shift of 
attention resulted in the medicalisation of a range of behaviours that were 
newly interpreted as outward symptoms of deeper internal problems, indic-
ative of either an existing or a potential psychiatric condition that needed 
medical intervention and treatment. Within the child guidance model of 
maladjustment, symptoms considered indicative of internal confl ict were 
categorised in three ways: fi rst, ‘undesirable habits’ such as thumb sucking, 
nail biting, masturbation, stammering, and, most commonly, enuresis or 
bed-wetting; secondly, ‘personality traits’ such as over-sensitivity, apathy, 
and excessive imagination or lying; and fi nally, ‘undesirable behaviours’ 
such as disobedience, bullying, temper tantrums, defi ance, and immoral 
sexual behaviour.

Accounts of work carried out at clinics both in Britain and in the 
United States show that children were presented at a clinic usually dis-
playing only one of these symptoms, but that frequently the medical 
professionals would further identify other less obvious problems. Discov-
ery of previously unnoticed problems, missed by the untrained parental 
eye, would validate the diagnosis of an underlying medical condition, 
identifi ed as either neurosis or psychosis, and the need for professional 
intervention and psychiatric treatment. With this new emphasis on the 
complexities of diagnosis, the medical model of the delinquent child 
became encompassed within a new broader model of maladjustment, as 
delinquency increasingly became seen as only one outward sign amongst 
many of internal emotional confl ict. Horn has noted that a shift of atten-
tion occurred within Commonwealth Fund clinics, from juvenile delin-
quents to mildly problematic, predominantly middle-class, children, as 
work with this second group was more likely to attain positive results 
of successful ‘re-adjustment’ than the deeply ingrained, challenging, and 
often un-resolvable problems of working-class immigrant child criminals. 
Increasingly these behaviours were emphasised as indicative of future, 
rather than existing, neurotic or psychotic illness, emphasising the notion 



of the ‘pre-psychotic’ or ‘pre-neurotic’ child, with ever-increasing impor-
tance placed on the social and emotional origins of mental illness. Psychi-
atric intervention in childhood was seen as a crucial preventative measure 
in maintaining the mental health of the nation.

With the arrival of child guidance in Britain in 1927, the child guidance 
model of the maladjusted child was adopted, incorporating the psycho-
logical ‘rabbit’ alongside the delinquent ‘rebel.’ Emphasis on the potential 
problems of ‘pre-neurotic’ children was further reinforced by the advent 
of psychoanalysis. Melanie Klein, for example, suggested that excessive 
obedience and passivity could also be an indication of maladjustment in 
the form of neurosis that, without specialist psychoanalytic intervention, 
would otherwise have remained undetected. Klein believed that guilt and 
anxiety, whilst frequently manifesting as aggressive behaviour, could be an 
unrecognised problem in apparently well-behaved and docile children.

In small children, too, an over-strong rejection of reality (often disguised 
under an apparent docility and adaptability) is, therefore, an indication 
of neurosis and only differs from an adult neurotic’s fl ight from reality 
in its form of expression.82

Studies in the problems of neurosis in small children was carried further 
by Klein’s student, John Bowlby. Bowlby began his medical training in 
1929, just at the point when child psychiatry and child psychoanalysis were 
emerging as specialised professional fi elds. Qualifying in 1933, Bowlby 
initially trained in adult psychiatry at the Maudsley Hospital in London, 
and in 1936 was employed at the London Child Guidance Clinic.83 After 
qualifying in psychoanalysis in 1937, he began training as a child analyst 
under Melanie Klein. Bolwby began to challenge Klein’s theories, question-
ing one of her main premises, that unconscious fantasy was the overriding 
factor in determining emotional problems rather than real experience and 
trauma. His clinical work highlighted cases where, in his view, the role of 
the parents was clearly signifi cant in the problematic behaviours of overly 
nervous children. This view was enforced particularly by two psychiatric 
social workers at the London Child Guidance Clinic, Molly Lawden and 
Nancy Fairbairn, who, following the American model, reported on visits 
made to the child’s home, their domestic environment, and also observed 
the relationships and interactions among child, parents, grandparents, and 
siblings. As Bowlby described:

It was these two who fi rst introduced me to the notion that unresolved 
confl icts from the parents’ own childhood play a large part in causing 
and perpetuating the problems of their children.84

Bowlby explained this in psychoanalytic terms as ‘transgenerational 
transmission of neurosis,’ articulating his fi ndings in a paper presented 
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to the British Psychoanalytic Society in 1939.85 His work with both delin-
quent and neurotic children led Bowlby to redefi ne the model of malad-
justment that had been established by the child guidance clinics and that 
had dominated approaches to problem children throughout the 1920s and 
1930s. Bowlby set out a detailed analysis of ‘personality types,’ dividing 
the population into two basic categories: ‘emotionally normal’ and ‘unsta-
ble.’ Unstable personalities were further divided into eight subcategories: 
obsessive/perfectionist; inhibited/nervous; hysterical; cheerful manic; 
aggressive manic; affectionless thief; schizoid types—hysterical, solitary, 
or obsessional; and fi nally, epileptic.86 The simple polarised medical con-
cept of maladjusted ‘rabbits and rebels’ consequently became a far more 
complex model defi ned using detailed psychiatric terminology, seeing mal-
adjustment as a sign of mental abnormality.

The increasingly complex model of maladjustment that developed from 
the 1940s, whilst being welcomed by medical professionals, was met with a 
greater degree of scepticism and hostility by others involved in the day-to-
day management of maladjusted children. Although child guidance clinics 
were overwhelmingly seen as the main agents dealing with these children, by 
the 1940s the most challenging cases were being managed by privately run 
residential homes or schools. These homes were initially established by key 
individuals who were prominent in promoting alternative forms of educa-
tion, most notably Homer Lane (1875–1925), A. S. Neill (1883–1975), Dr. 
Frederick Dodd (1892–1950), Otto Shaw (1908–1976), and David Wills 
(d.1981). These authors challenged the established educational approach 
to children, particularly the unrealistic expectations placed on children 
who were unable to cope with the social and educational environments in 
which they were placed, but also began to contest the increasingly com-
plex psychiatric models of maladjustment that were being developed by 
the medical profession, presenting by contrast a much more pragmatic and 
simplifi ed view of maladjustment. Frederick Dodd, for example, defi ned 
a maladjusted child simply as one ‘unable to cope with the circumstances 
with which faced.’87 The most forceful view was put forward by A. S. Neill, 
who challenged the belief that maladjusted children were psychologically 
abnormal, but said they were simply ‘angry ‘cos of lack of love mostly.’88 
David Wills emphasised the social environment in his defi nition, drawing 
on Bowlby’s earliest work, stating:

A maladjusted child is one whose capacity to make relationships, and 
thus to identify and acquire moral standards, has failed to develop ow-
ing to early deprivation or maltreatment.89

The key aim of the alternative educationalists was to provide a ‘protected 
environment in which to act out anti-social impulses,’ thus reinforcing the 
belief that ‘nurture’ rather than ‘nature’ was the most signifi cant factor in 
the aetiology of maladjustment.90



CONCLUSION

In 1938, Noel Harrison, psychologist at the London Child Guidance Clinic, 
gave a lecture to a group of students in which he concluded that the mal-
adjusted child was ‘the square peg in the round hole.’91 By the late 1930s, 
therefore, it is evident that a medical model of maladjustment had become 
established around the notion of children who did not fi t. In particular, they 
did not fi t the behavioural expectations that society placed on them, especially 
within an educational environment that demanded long hours of concentra-
tion and obedience, together with uniform targets of academic achievement. 
Many could not match the social expectations of middle-class parents who 
desired the ‘ideal child,’ in keeping with prevailing domestic ideologies. Their 
behavioural and educational problems could not be understood within estab-
lished medical models of deviancy and inherited sub-normality. The medical 
model of maladjustment therefore was a means of presenting a scientifi c expla-
nation for a range of behaviours and undesirable habits in children. Whether 
in the form of the worried parent presenting the child to a child guidance clinic, 
the teacher faced with an under-achieving or disruptive child in the classroom, 
or the psychiatrist identifying potential neurotics or psychotics, intervention 
became justifi ed in order to prevent future problems for society.

By the end of the 1930s, the general consensus amongst professionals 
dealing with behaviourally problematic children was that the domestic envi-
ronment was a primary factor and that ‘maladjustment starts at home.’92 
However, most acknowledged the aetiological complexity of maladjustment, 
emphasising fi ve particular factors in the aetiology of the condition: familial 
relationships; conscious and unconscious parental behaviour; the place of 
the child in the family; economic pressures (though not necessarily poverty); 
and, most signifi cantly of all, the broken home. Thus, while psychoanalytic 
focus increasingly highlighted the role of parents’ behaviour in the causation 
of behavioural and emotional problems in children, a range of other envi-
ronmental factors was also considered to be signifi cant in the aetiology of 
maladjustment. Extensive effort was put into scientifi c and medical studies 
seeking to identify common denominators in the external environments of 
the children being investigated, demonstrating considerable understanding, 
rather than condemnation, of the daily problems faced by parents.
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8 ‘Allergy con amore’
Psychosomatic Medicine and the 
‘Asthmogenic Home’ in the Mid-
Twentieth Century

Mark Jackson

INTRODUCTION

In March 1962, The Times newspaper reported the strange case of a man 
whose asthma had apparently been cured by the death of his wife. Accord-
ing to his general practitioner, the patient had quite suddenly developed 
asthma at the age of forty-fi ve, but clinical tests had revealed no evidence 
of allergy to the familiar array of immediate environmental triggers, such as 
pollen and dust. However, a clue to the possible emotional and domestic ori-
gins of his illness emerged when it became apparent that the man had ‘never 
had an attack of asthma’ since the death of his ‘formidable and overpower-
ing wife.’ With little hint of irony, the report concluded that the patient ‘had 
obviously been allergic to his wife.’1

The implicit, and moralising, link between emotional tension and asthma 
evident in The Times report was echoed in other popular representations 
of asthma and allergy during the 1950s and 1960s. In Allergy, a play fi rst 
performed in 1966, for example, the Scottish playwright Cecil Philip Taylor 
(1929–81) explored the manner in which emotional stress could precipitate 
allergic skin complaints. One of the play’s central characters, Christopher, 
develops a ‘very nasty, ugly red rash’ whenever he contemplates committing 
adultery with Barbara; in response to concerns that the rash might be infec-
tious, he insists that it is merely an allergy ‘to adultery.’2 At around the same 
time, as Jo Gill argues elsewhere in this volume, the American confessional 
poet Anne Sexton (1928–74) captured the emotional desolation of subur-
ban marriage by referring to a married couple as ‘two asthmatics whose 
breath sobs in and out through a small fuzzy pipe.’3 Links between asthma 
and sexual passion also appeared in newspaper cartoons from this period. 
Reg Smythe’s Andy Capp cartoon in the Daily Mirror in March 1958, for 
example, not only suggested symptomatic similarities between certain emo-
tions (notably love) and asthma but also hinted at a possible causative rela-
tionship between the two states.4

These popular cultural images of asthma and other allergies as the prod-
ucts of particular emotional states were paralleled, and perhaps legitimated, 



by prominent medical preoccupations with the psychological determinants 
of allergic diseases in the post-war period. Although scientifi c understand-
ings of the material causes and immunological mechanisms of allergy had 
developed rapidly during the early twentieth century, interest in the emo-
tional triggers of asthma, hay fever, and eczema persisted. Indeed, during 
the middle decades of the twentieth century, allergists and other physicians 
on both sides of the Atlantic regularly attempted to identify not only the 
psychological contours of the ‘allergic personality,’ but also the emotional, 
rather than merely material, elements of domestic life that could precipi-
tate asthma attacks in vulnerable individuals. During the 1940s, 1950s, and 
1960s, the ‘asthmogenic home’5 became both an aetiological explanation 
for asthma, particularly in children, and a site for clinical investigation and 
psychological intervention.

The aim of this chapter is to explore and explain the clinical dimen-
sions and popularity of psychosomatic approaches to asthma in the middle 
decades of the twentieth century. The fi rst section sets out earlier, traditional 
approaches to asthma, which, while recognizing the immediate biological 
causes of the condition, nevertheless acknowledged the role of emotions 
as triggers of asthma attacks and construed asthma as a form of hereditary 
neurosis. In addition, this section will trace the persistence of such accounts 
following the substantial reframing of asthma and hay fever as allergic phe-
nomena in the fi rst decades of the twentieth century. Focusing on the work 
of Helen Flanders Dunbar (1902–59), Erwin Pulay (b. 1899), John Freeman 
(1876–1962), and many other allergists and physicians, the second section 
explores the proliferation of psychological theories of asthma during the 
1940s and 1950s, linking developments particularly to the rise of psycho-
somatic medicine in this period and to novel concerns about the emotional, 
as well as material, hazards posed by modern homes and families. In the 
process, I argue that psychodynamic theories of asthma became popular in 
the mid-twentieth century not only because, by playing on prevalent fan-
tasies of the ‘good mother,’ they sustained implicitly conservative attempts 
to reinforce gendered notions of domesticity, but also because, at the same 
time, they legitimated nascent radical, holistic, and ecological critiques of 
biomedical reductionism that emerged predominantly in the forms of social 
or psychosocial medicine in the post-war period.

ASTHMA AND THE ALLERGIC PERSONALITY

The term asthma has a long history, stretching back to ancient medical texts. 
In Hippocratic, Galenic, and Chinese traditions, asthma constituted merely a 
generic form of dyspnoea, that is, diffi culty breathing or shortness of breath. 
Typifi ed by panting or wheezing, or what the Roman stoic philosopher Seneca 
referred to as ‘a sort of continued “last gasp”’, asthma was most commonly 
attributed to humoral imbalance.6 Over subsequent centuries, treatises by 
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physicians tended to confi rm traditional uses of the term, but also began to 
challenge ancient accounts of the condition. During the seventeenth century, 
for example, studies by the Belgian Jan van Helmont (1577–1644) and two 
English doctors, Thomas Willis (1621–75) and John Floyer (1649–1734), 
not only focused attention on the lungs as the organic seat of the disease 
but also identifi ed particular environmental triggers of asthma, such as dust, 
feathers, tobacco smoke, and certain foods, as well as speculating on the pos-
sible familial distribution of asthma. In addition, these authors recognized 
the ability of both exercise and emotions to trigger asthma attacks.7

During the late eighteenth and early nineteenth centuries, the introduc-
tion of novel diagnostic techniques, such as percussion of the chest, aus-
cultation with a stethoscope, and spirometry, and the emergence of a more 
scrupulous pathological anatomy facilitated the gradual differentiation not 
only between ‘asthma’ as a distinct condition of the lungs and the more 
general symptom of dyspnoea, but also between the renal, cardiac and bron-
chial forms of asthma regularly described in medical treatises.8 As clinical 
confi dence in locating asthmatic symptoms in the lungs grew during the 
nineteenth century, medical authors restricted the use of the term asthma to 
the bronchial form, which was often found in conjunction with hay fever.9 

Increased medical interest in bronchial asthma during the late nineteenth 
century also generated new understandings of the aetiology and pathogen-
esis of asthma, which came to be regarded, much like hay fever, as a form 
of ‘hereditary neurosis’ in which ‘tonic contraction of the circular fi bres’ 
resulted in obstruction of the smaller bronchi.10 

As asthma and hay fever became more closely linked as analogous forms 
of neurosis, the social characteristics of asthma were transformed. Accord-
ing to some eighteenth-century authors, such as the Scottish physician John 
Millar (1733–1805), asthma was primarily a disease of artisans. During the 
nineteenth century, however, asthma and hay fever came to be regarded by 
clinicians on both sides of the Atlantic as predominantly ‘aristocratic dis-
eases,’ or as manifestations of what George Beard (1839–83) referred to as 
neurasthenia or American nervousness,11 rarely found in either municipal 
or charitable hospital wards but regularly diagnosed and treated by physi-
cians privately attending the educated, intelligent élite.12 In both cases, the 
social contours of the disease may well have dictated the preferences of doc-
tors and their patients for climate therapy (or ‘hay fever holidays’ as they 
were known in the United States) in seaside resorts or continental mountain 
retreats, affordable only by the rich and generating, in the process, a brand 
of health tourism.13

In the early twentieth century, approaches to asthma were in many ways 
transformed by the work of a young Austrian paediatrician, Clemens von Pir-
quet (1874–1929). Drawing on his observations of incubation times in chil-
dren with infectious diseases and in those undergoing serum therapy at the 
Universitäts Kinderklinik in Vienna, in 1906 von Pirquet introduced the term 
allergy to denote any form of altered immunological reactivity.14 Although 
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von Pirquet’s formulation of allergy was not immediately accepted by his col-
leagues, in the early decades of the twentieth century altered immunological 
reactivity was rapidly implicated in the pathogenesis of hay fever, asthma, 
urticaria (or nettle-rash), eczema, food idiosyncrasies, supersensitivity to 
aspirin and other drugs, reactions to bee stings, infectious diseases such as 
tuberculosis, and a variety of diffuse clinical manifestations including rheu-
matism, eclampsia, migraine, and epilepsy. In this way, gradual adherence to 
Clemens von Pirquet’s language of allergy or altered reactivity established the 
foundations both for the construction of a novel category of disease and for 
the growth of a new medical specialty.15

However, it is important to recognize that, although altered immunologi-
cal reactivity was implicated in many pathological processes, von Pirquet’s 
notion of allergy did not precipitate any clear, or immediate, revolution in 
theories of disease. On the contrary, well-established, alternative explana-
tions of asthma and hay fever persisted. In addition to studying the role of 
pollen, local irritation of the nasal or bronchial mucous membranes, bacte-
rial infections, and heredity, for example, a number of writers also contin-
ued to stress the nervous origins and class distribution of both conditions. 
In the eighth edition of his book on the principles and practice of medicine, 
published in 1914, a Canadian physician and Regius Professor of Medicine 
at Oxford, Sir William Osler (1849–1919), echoed the views of several nine-
teenth-century authors when he suggested that there was ‘in the majority of 
cases of bronchial asthma a strong neurotic element.’16 At around the same 
time, the American paediatrician W. C. Hollopeter echoed Osler’s thoughts 
(as well as reiterating earlier formulations of the disease) by insisting that 
the predominance of asthma amongst ‘the better educated classes and those 
of fair social position’ supported the assertion ‘that the disease is essen-
tially a neurosis.’17 Some years later, Sir Humphry Rolleston (1862–1944), 
Regius Professor of Physic at Cambridge, objected to the manner in which 
preoccupations with hypersensitivity often excluded consideration of the 
effect of ‘refl ex causes acting on an irritable nervous system,’ pointing out at 
the same time that the effi cacy of adrenalin in treating asthma attacks was 
probably related to its ability to stimulate the sympathetic nervous system, 
thereby ‘abolishing the dominance of vagotonia.’18

More particularly, in the present context, medical writers also continued 
to emphasize and investigate the emotional determinants of asthma. In an 
address on asthma presented to a regional meeting of the British Medical 
Association in 1921, for example, Arthur Hurst (1879–1944), the founder 
of the British Society of Gastroenterology, discussed cases of ‘hysterical and 
emotional asthma,’ in which ‘an idea or an emotion’ or, on occasions, ‘any 
little excitement, business worry, or annoyance’ might precipitate an asthma 
attack in patients with ‘an irritable bronchial centre.’19 Hurst’s approach 
found general acceptance. As Humphry Rolleston pointed out in 1927, 
Hurst’s description of asthma as ‘the reaction of an over-excitable bronchial 
centre to blood borne irritants and to peripheral or psychical stimuli’ carried 
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the distinct advantage of including cases bought on by emotions as well as 
those precipitated by other mechanisms.20

Similar preoccupations were evident in the contemporaneous studies of 
North American allergists. In 1929, for example, Horace Baldwin, work-
ing in the Asthma Department of the Cornell Clinic at Cornell University 
Medical College in New York, published the results of ‘continued obser-
vation of twenty-fi ve patients’ attending the clinic. His survey of the vari-
ous stimuli involved led him to conclude that, in addition to the role of 
specifi c proteins and respiratory tract infections, asthma was triggered in 
thirteen of the patients by the ‘infl uence of psychoemotional states such as 
nervous strain and nervous fatigue, depressions and worry.’ The cases that 
Baldwin cited to support this assertion were instructive. For some patients, 
asthma attacks were precipitated by the strain of caring for dying relatives; 
in another case, a patient whose asthma was stimulated by ‘argumenta-
tion and aggravation’ improved when the ’whole family gradually adopted 
tacitly a program of quiet and compromise.’ In his fi nal example, which 
prefi gured the domestic circumstances alluded to in The Times many years 
later, Baldwin suggested that an attack could be provoked by depression or 
excitement as well as by ‘the nervous strain felt by the patient over increas-
ing incompatibility with his wife.’21

Clinical interest in the emotional and psychological determinants of 
asthma and hay fever was especially evident in studies carried out by Erich 
Wittkower (1899–1983) into what he termed the ‘allergic personality.’ Witt-
kower was a German physician who had come to England in the early 1930s 
to work at the Tavistock Clinic in London and who later became professor 
of psychiatry at McGill University in Canada and president of the Ameri-
can Psychosomatic Society. Shortly after his arrival in London and with the 
support and collaboration of John Freeman, director of the world’s largest 
allergy department at St. Mary’s Hospital in London, Wittkower set out ‘to 
investigate the mental make-up’ of hay fever patients attending Freeman’s 
clinics. As Wittkower acknowledged, as the result of widespread recogni-
tion of the role of emotions in triggering asthma and hay fever, allergic dis-
eases had often been ‘the subject of studies demonstrating the interplay of 
mind and body.’ ‘In these conditions the emotional origin of single attacks is 
generally admitted,’ he wrote, ‘but it is still a controversial subject whether, 
or to what extent, asthma, migraine and urticaria can be considered as part 
manifestations of a general psychopathological constitution.’22

Having reviewed previous literature on the role of ‘nervous temperament’ 
in the aetiology of allergies, Wittkower exposed 55 patients from Freeman’s 
clinic (as well as a similar number of control cases) to an extensive psycho-
logical examination, in order to collect information about the ‘psychologi-
cal make-up’ and ‘personality structure’ of hay fever patients in particular, 
and to ‘elucidate the psychodynamics of allergic diseases in general.’ With 
regard to hay fever, Wittkower identifi ed various factors in childhood that 
might precipitate the development of hay fever:
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the data in general seem to indicate that the early development of the 
hay-fever patients studied was infl uenced by various adverse circum-
stances, which were liable to render their adjustment to life more diffi -
cult than that of the control group of patients examined for comparison. 
In contrast to the control group, the hay-fever patients frequently come 
from small families in which ‘nervousness’ is common. Often they are 
‘delicate’ children or have been treated as such. A fair number of them 
are ‘only’ children. In a majority of these their impressions of childhood 
are unpleasant.23

Wittkower’s tentative assumption from the statistical evidence ‘that 
hay-fever patients are ill-equipped for life and therefore liable to malad-
justment’ was apparently supported by personal accounts of the patients. 
Although he recognized the possible sources of error in retrospective 
studies of childhood experiences using adult patients, his interviews sug-
gested that most patients with hay fever had been ‘shy, self-conscious 
and hypersensitive children.’ Although outwardly polite and well-man-
nered, many patients had been as children ‘openly disobedient, stubborn, 
obstreperous, cantankerous and given to fi ts of temper.’ In contrast to 
the ‘easy-going, carefree, happy-go-lucky type of children predominantly 
encountered among the control group, the hay-fever patients were serious 
children, disinclined to associate with others, wrapped up in their own 
minds and exceedingly ambitious.’ Such qualitative evidence led Witt-
kower to conclude that, in the particular context of hay fever, ‘Almost 
uniformly the character traits pointing to an emotional maladjustment 
are more frequent and more pronounced in the hay-fever group than in 
the control group.’24

Signifi cantly, neither the medical nor the social impacts of these per-
sonality traits ceased with the onset of adulthood. On the contrary, Witt-
kower’s studies suggested that emotional maladjustment in childhood 
bestowed hay fever patients ‘with qualities of character likely to render 
adjustment and integration within society diffi cult’ throughout their lives. 
In addition to demonstrating incomplete adjustment in their sexual life 
(an issue that was to fi gure strongly in later formulations of the psycho-
dynamic origins of asthma), adult hay fever patients apparently displayed 
the same character qualities that they had in childhood ‘often in an accen-
tuated form’:

More than half of the hay-fever patients, in contrast to a few of the 
control group, were shut-in, self-absorbed, self-centred, unsociable, and 
eclectically sociable. They felt lonely, imperfectly understood, isolated, 
aloof, detached, outside of everything. Unable to cope with the business 
of their life they turn away from reality and take refuge in a dream world 
of their own. Most of them are extremely sensitive, abnormally tender, 
constantly wounded—the ‘mimosa-like natures’ of Kretschmer.25
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Wittkower’s assessment of the personality of hay fever patients was 
supposedly transferable to patients with other allergic conditions, such as 
asthma, urticaria, and migraine. While he acknowledged that the precise 
nature, direction, and biological mechanism of the link between constitu-
tion, emotions, and allergies was still unclear (but possibly mediated by the 
autonomic nervous system), Wittkower suggested that the ‘allergic tendency 
may be regarded as a part manifestation of an inherited organ inferiority 
which long before the actual onset of allergic symptoms prepares the soil for 
the development of a neurotic constitution in the sense of Adler.’26 Although 
Wittkower appeared to prioritize hereditary over environmental factors 
in the generation of the allergic personality, his preoccupations with early 
childhood experiences, with sexual adjustment, and with the emotional con-
tours of patients and their families provided a crucial framework for subse-
quent psychodynamic interpretations of the role of home and family life in 
the aetiology of asthma.

THE ‘ASTHMOGENIC HOME’

For most allergists attempting to establish the theoretical and practical 
parameters of their discipline during the fi rst few decades of the twentieth 
century, Wittkower’s analysis of the allergic personality proved relatively 
marginal. Although most allergists and other physicians readily accepted 
both the role of emotions in triggering asthma and the possibility of a con-
stitutional predisposition to allergies, their clinical interest was more acutely 
absorbed by the problems of identifying the immediate material determi-
nants of allergies, such as pollen, dust, certain foods, and animal dander 
(referred to collectively as allergens), elucidating the immunological mecha-
nisms and mediators of allergic reactions, and more accurately diagnosing 
and treating a spectrum of allergic diseases. Thus, in the allergy clinic at St. 
Mary’s Hospital, Freeman and his colleagues were largely preoccupied with 
refi ning the diagnosis of allergies by applying purifi ed allergen preparations 
to the skin and conjunctiva of patients, or with perfecting the therapeutic 
technique of allergen desensitization that had been developed by Freeman 
and his early collaborator at St. Mary’s, Leonard Noon (1877–1913).27

In addition, it is noticeable that some contemporary allergists distanced 
themselves from the inferences that could be drawn from Wittkower’s psy-
chological approach to asthma and hay fever. In an extensive account of 
research being carried out at the Asthma Research Clinic at Guy’s Hospital 
in London during the 1930s, for example, a feature in The Times suggested 
that psychological, rather than biological, explanations for the appar-
ent worsening of asthma at home, and its improvement away from home, 
should be accepted only with caution, noting in particular that troubled 
domestic circumstances could not be readily implicated in the aetiology of 
the condition.

‘Allergy con amore’ 159



It is diffi cult to explain such cases except in terms of psychology, but the 
possibility exists that a chemical and not a psychological explanation 
ought to be looked for. There may be houses, or even districts, the at-
mosphere of which is charged with some “allergic substance,” capable 
of producing asthma. Parents’ quarrels seem to have played no part 
in causing the disease, because in none of the cases studied was there 
any evidence of marital disharmony. The comment is made: “This is an 
interesting point, because in child guidance clinics, problem-children 
often appear to result from strife in the home.”28

During the 1940s and 1950s, however, psychodynamic accounts of 
asthma, in which emotions and psychological traits played a critical role, 
became more commonplace in both medical and popular literature. In some 
cases, psychodynamic approaches shaped contemporary formulations of 
the aetiology and pathogenesis of asthma; in others, they initiated or legiti-
mated novel approaches to treatment, most notably the use of hypnosis or 
relaxation to reduce allergic sensitivity or the rising reliance on removing 
asthmatic children from their homes and placing them in residential open-
air schools. In both cases, psychodynamic interpretations of the asthmatic 
persona fi xed clinical attention on the emotional factors in early childhood 
or the psychological constraints of domestic life that might be contributing 
to the frequency and severity of asthma attacks in both children and adults. 
Increasingly, asthma was regarded as the product of a particular, and by 
inference pathological, domestic and familial environment.

The proliferation of psychodynamic interpretations of asthma and other 
allergies in the post-war years was largely stimulated and encouraged by 
the emergence, and growing popularity, of psychosomatic medicine in that 
period. Supported fi nancially partly by the Josiah Macy Jr. and Rockefeller 
Foundations and partly by the National Research Council, psychosomatic 
medicine emerged initially in North America during the 1920s and 1930s. 
The contours of psychosomatic medicine at that time were shaped by a 
number of distinct, but interlocking, clinical and scientifi c traditions, most 
notably the theoretical and practical dimensions of Freudian psychoanaly-
sis, attempts to develop a brand of clinical holism that effectively resisted 
the biological reductionism and specialization sweeping through modern 
medicine, and the physiological studies of Walter Cannon (1871–1945) and 
others into the impact of emotions (such as fear and rage) on the autonomic 
nervous system and hormonal regulation.29 In 1939, leading proponents 
of psychosomatic medicine, such as the Hungarian-born psychoanalyst 
Franz Alexander (1891–1964) and the American psychiatrist Helen Flan-
ders Dunbar (1902–59), founded a new journal, Psychosomatic Medicine, 
dedicated to reforming ‘medicine by scientifi cally reintegrating the “mind” 
into medicine.’30 Three years later, they established the American Society 
for Research in Psychosomatic Problems, later named the American Psy-
chosomatic Society.31
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Although the fi eld of psychosomatic medicine was, from the start, frag-
mented by disputes about whether the relationship between mind and body 
in disease was one of causation or correlation,32 there were also signifi cant 
points of agreement between different proponents. Most medical commenta-
tors, for example, focused their research on a narrow range of what appeared 
to be paradigmatic psychosomatic diseases: asthma; essential hypertension; 
rheumatoid arthritis; peptic ulceration; ulcerative colitis; hyperthyroidism; 
and neurodermatitis.33 Under the guiding intellectual and entrepreneurial 
hand of Hans Selye (1907–82), these pivotal psychosomatic diseases, often 
referred to by Franz Alexander and his colleagues as the ‘magic seven,’34 
later became those linked most clearly to biological formulations of stress.35 
In this context, it is worth noting that advocates of psychosomatic medicine, 
at least in the early years of this society, also largely agreed that the impact 
of psychological insult was mediated through somatic mechanisms (whether 
hormonal or neurological), thereby eschewing what they regarded as an 
artifi cial divide between psychiatry, on the one hand, and somatic medicine, 
on the other. In addition, it is clear that early formulations of psychoso-
matic medicine were heavily infl uenced by psychoanalytical approaches to 
mental and physical health, with the result that many leading fi gures in the 
fi eld focused predominantly on the impact of emotional, and often explicitly 
sexual, factors in early childhood and on the psychological dynamics of the 
family and the home.

These preoccupations are particularly evident in the extensive technical 
and popular writings of Helen Flanders Dunbar. Born in Chicago in 1902, 
Dunbar graduated in philosophy, divinity and medicine before training as a 
psychoanalyst and setting up practice as a psychiatrist and analyst in New 
York. Although her professional reputation was challenged by a high-pro-
fi le case in which one of her patients died in the early 1950s and although 
she herself died relatively young in 1959, Dunbar’s impact on the fi eld of 
psychosomatic medicine was immense. During the 1930s, Dunbar pio-
neered an extensive study of the familial, social, economic, and emotional 
backgrounds of 1,600 patients, the results of which led her to formulate 
the notion of an ‘accident-prone’ personality. During the same decade, she 
became the fi rst chief editor of Psychosomatic Medicine and, subsequently, 
a founding member of the American Psychosomatic Society.36 She published 
widely, not only scientifi c and clinical studies of the impact of emotions on 
the body, which, like Selye’s studies of stress, were heavily infl uenced by 
the physiological researches of Walter and Ida Cannon,37 but also popular 
books on the relationship between mind and body.38

According to Dunbar, the roots of many diseases were to be traced back 
to childhood experiences, the results of which ‘may be reaped years later 
and turn out to be the fundamental or contributing causes of an illness.’ 
These experiences, she argued in 1947, were generally more important than 
hereditary factors and constituted what she referred to as ‘the delayed-action 
mines of childhood, planted either in the shock of some single incident or 
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in the steady friction of a confl ict between mind and environment.’ In these 
circumstances, the role of the physician was to ‘locate these mines before 
their fi nal, disastrous explosion.’39 Signifi cantly, according to Dunbar, aller-
gies offered a prime example of these psychosomatic processes in operation. 
Pointing out that conventional clinical approaches to allergies, such as iden-
tifying and avoiding specifi c allergens, had led to an inappropriate ‘subor-
dination of the emotional factor’ by clinicians and as a result often proved 
unsuccessful, she argued conversely that in many allergies, most notably 
asthma and hay fever, it was essential to combine the expertise of the aller-
gist and the psychiatrist in order to effect a cure.40

More specifi cally, in a chapter entitled ‘Allergy con amore,’ Dunbar 
linked the emergence of asthma and hay fever in both children and adults 
to particular emotional confl icts, revolving especially around the emotional, 
and implicitly sexual, relationship between children and their mothers:

There are certain specifi c emotions which seem to be linked especially 
to asthma and hay fever. A confl ict about longing for mother love and 
mother care is one of them. There may be a feeling of frustration as 
a result of too little love or a fear of being smothered by too much. 
A second emotional confl ict characteristic of the allergic is that which 
results from suppressed libidinal desire, often closely associated with 
the longing for mother. The steady repetition of this emotional history 
of “smother love” in the asthmatic is as marked as the contrasting his-
tory of hostility and unresolved emotional confl ict in the sufferer from 
hypertension.41

Dunbar’s approach, in which children were thought to be either ‘in 
search of love’ or afraid to explore their ‘strong sexual curiosity,’ extended 
to other allergic phenomena, including migraine and eczema. In eczematous 
patients, for example, the impact of ‘smother love’ was literally to smother 
the body in disease:

One of the delayed-action mines of childhood explodes, appropriately 
enough, on the surface. The explosion takes the form of the common 
skin diseases, and the fuse is usually shorter than that of most other 
such mines. Eczema and its medical relations generally make their ap-
pearance while the victim is still young. Smother love has enveloped 
them so completely that, in a sense, their body is covered by it, and the 
skin is the part most immediately affected.42

By prioritising the emotional determinants of asthma, hay fever, and 
eczema, Dunbar did not dismiss the role of pollen or other immediate physi-
cal triggers of allergic reactions. Nor indeed did she ignore the fact that 
many people had a ‘very keen longing for mother love’ without develop-
ing allergies. Faithful to her balanced, psychosomatic vision of health and 
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disease, she pointed out that the ‘longing [for mother love] and the pollen 
(or dust or food) must be considered in their relation to each other and 
to the individual.’43 Nevertheless, it was only through the ‘acquisition of 
emotional stability,’ mediated by effective psychotherapy, that patients with 
asthma were literally able to ‘breathe again.’44

Dunbar’s explicitly psychoanalytical interpretation of asthmatic children 
and adults, and in particular her emphasis on the mother–child relationship, 
found expression and support elsewhere, not only amongst colleagues in psy-
chosomatic medicine in North America but also amongst those in Europe. 
In 1951, for example, Margaret Lowenfeld (1890–1973), working at the 
Institute of Child Psychology in London, explored the origins of childhood 
asthma in a presentation to the Alfred Adler Medical Society. According to 
Lowenfeld, ‘just as there is general agreement about the phenomena and the 
stimuli in asthma, so there is consensus of opinion that under psychologi-
cal treatment of any kind, asthmatics reveal themselves as aggressive, and 
that they have a smothering relationship with their mothers.’45 A few years 
later, Theodora Alcock, an international expert on the Rorschach test and 
a member of the Tavistock Clinic of Human Relations in London,46 simi-
larly reviewed the personality characteristics of asthmatic children based on 
studies carried out in Cambridge. Citing the work of Alexander, Dunbar, 
Wittkower, and others, Alcock suggested that her overall conclusion, that 
‘the asthmatic personality appears characterized by confl icting factors, and 
a high degree of emotional tension without appropriate release,’ was ‘con-
sistent with psychoanalytical and other fi ndings concerning the ambivalent 
attitude of asthmatics based on an unresolved dependence on an omnipo-
tent mother-imago.’ Echoing Dunbar’s emphasis on the interdependence of 
allergic constitution and emotional environment, Alcock inferred that those 
‘with an allergic inheritance may fi nd an outlet in asthma, if their uncon-
scious need is for a disorder so punishing to the patient and his parents, 
while also so provocative of loving attention.’47

While Lowenfeld, Alcock and others largely adopted Dunbar’s psychoan-
alytical framework for understanding and treating asthma, other research-
ers developed a rather different version of the mind–body relationship, 
one in which bodily, rather than psychological, mechanisms were central. 
Between the 1920s and 1940s, for example, the Austrian physician Erwin 
Pulay (b.1899) published a series of books on allergies and other conditions 
in which he argued that the state of hypersensitivity was mediated predomi-
nantly by the function of the endocrine glands.48 In Allergic Man, translated 
into English from the original German version in 1945, Pulay suggested that 
hypersensitivity constituted essentially a form of intolerance that became 
manifest in either physical or mental idiosyncrasies. Although he acknowl-
edged the manner in which an inherited predisposition served to determine 
both physical and psychological characteristics, he argued nevertheless that 
‘the individual only achieves individuality by the guidance of his hormones,’ 
mediated by interaction with the environment.49 In particular, mental and 
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physical health and disease were fashioned by the balance and functions of 
the sex hormones, which operated to maintain effective ‘oxydisation’ of the 
tissues. According to Pulay, the tendency to many diseases, including allergy, 
was particularly evident in those inhabiting what he termed an ‘intersexual 
state,’ characterized by hormonal imbalance, ‘faulty oxydisation’ with the 
build-up of toxic waste products in the body, and ‘a displacement of the 
heterosexual tendency.’50

Biological intolerance therefore always appears to be linked up with 
a disturbance of equilibrium among the sexual hormones themselves. 
Reduced to a general formula, this means that the sexual hormones 
intervene in allergic reactions . . . Hay-fever, like asthma and the char-
acteristic allergic diseases, belongs to the group of diseases associated 
with the intersexual state.51

Signifi cantly, Pulay’s formulation of hypersensitivity and intolerance 
offered not only innovative understandings of the pathogenesis of asthma 
and hay fever couched in the relatively new language of hormones,52 but 
also novel routes to treatment:

The author discovered that men suffering from hay-fever, and who 
had not proved amenable to therapeutic treatments, could be cured if 
given female sexual hormone injections, while in women the attacks 
could be reduced in severity by the injection of anterior pituitary lobe 
hormone.53

Although Pulay’s idiosyncratic approach to hypersensitivity attracted 
little overt support from European and North American physicians, there 
was clearly some clinical interest during the middle decades of the twentieth 
century in the relationship between allergies and endocrine function.54 Until 
1965, for example, allergic diseases were classifi ed together with endocrine, 
metabolic, and nutritional disorders in the World Health Organization’s 
infl uential International Classifi cation of Diseases.55 More broadly, Pulay’s 
linkage between constitution and allergy and his association between the 
mental and physical manifestations of the allergic personality also echoed 
the general preoccupations of psychosomatic medicine in this period. At the 
same time, however, Pulay’s framing of asthma and hay fever also refl ected 
older, traditional understandings of the relationship between allergy, class, 
and culture. Thus, his twinned assertions that the ‘allergic subject’ consti-
tuted a ‘representative of the highest order of the human race, in which 
lie rooted those principles that constitute what we recognise and value as 
humanity,’ and that hypersensitivity was associated with ‘gifts of the highest 
order and therefore the most brilliant accomplishments,’56 clearly echoed 
the presumptions of late Victorian and Edwardian commentators such as 
the ear, nose, and throat surgeon Morell Mackenzie (1837–92) that hay 
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fever and asthma were nervous diseases ‘almost exclusively confi ned to per-
sons of cultivation.’57

During the post-war years, psychosomatic formulations of asthma and 
other allergic conditions were not confi ned to the work of psychiatrists and 
psychologists such as Alexander, Dunbar, Lowenfeld, and Alcock. On the 
contrary, although clinical allergy remained largely preoccupied with per-
fecting the technique of desensitization or increasingly with exploiting a 
range of new anti-allergy preparations being developed by major pharma-
ceutical companies,58 allergists were also interested in the emotional deter-
minants of allergic diseases. In Britain, the leading allergist during these 
years was arguably John Freeman. Director of the allergy clinic at St. Mary’s 
Hospital in London, Freeman devoted much of his time and energy to devel-
oping vaccines and improving the effi cacy of prophylactic desensitization. 
However, he was also keen to identify and address the emotional triggers 
of asthma attacks as well as the impact of the modern home environment. 
Although he rejected the notion that allergy was ‘all nerves,’ he argued that 
‘emotions, moods or tensions are always part of the story,’ and that from 
this perspective, the ‘infl uence of the home crops up with monotonous regu-
larity’ in the case histories of allergic patients.59

In a substantial monograph on allergic diseases, published in 1950, Free-
man explored the ‘home infl uence’ on allergies in depth. As Freeman was 
aware, the material domestic environment was often a trigger for exacerba-
tions of asthma, hay fever, and eczema; plant pollen, dust mites, and pets, 
for example, could all be guilty of provoking attacks in sensitive individuals. 
However, Freeman was convinced that in many cases of intractable aller-
gies, sometimes appearing only at home in the form of ‘weekend asthma,’60 
it was not the physical contents of homes that made people sick, as his 
patients often assumed, but rather ‘the human environment.’ In particular, 
he argued that the homes of allergy sufferers differed ‘in emotional tension 
from the normal homes.’61 According to Freeman, ‘asthmogenic families’ 
or ‘asthmogenic homes’ were marked by ‘a greater degree of emotionalism 
and nervous tension,’ evident in ‘excessive parental attention’ and the cor-
responding ‘emotional infantilism’ of the children. Indeed, the correlation 
between the domestic emotional environment and allergies was suffi ciently 
strong for Freeman to suggest that ‘asthma or any of the toxic idiopathies 
thus become, so to speak, our piece of litmus paper from which we may be 
led to suspect an abnormally strained atmosphere in the home.’62 Distancing 
himself from explicitly Freudian interpretations of asthma with character-
istic panache, Freeman nevertheless, like the psychoanalysts, pointed to a 
disordered parent–child relationship as a major cause of asthma and other 
allergic conditions.

I don’t think we need invoke Oedipus complexes, though the Freudians 
would naturally incline towards them; indeed psychiatrists seem to de-
tect a screw loose in both parents and children on these occasions. There 
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seems (to the non-psychologist at least) to be no evidence of anything 
more abnormal than the extreme sloppy-mindedness on the part of the 
parents, though of course this has led to gross and harmful mismanage-
ment of the child.63

In this context, Freeman often remarked on the ‘extraordinary prevalence 
of the Only Child in the Allergy Clinics.’64 Although he recognized that the 
Second World War had dislocated family life and resulted in a decrease in 
family size, he did not consider that these external factors accounted for the 
frequency with which only children suffered from allergies and attended the 
allergy clinic during the post-war years. Instead, he was inclined to explain 
this phenomenon in terms of emotional suffocation within the home, driven 
by social anxieties about mothering.

I think that all this well-meant zeal for dancing attendance on their tiny 
families must be due in part to the incessant propaganda to which young 
mothers nowadays are being subjected from books, lectures, welfare cen-
tres, clinics, the wireless, and so forth; according to some at least of these 
admonitory voices, the mothers cannot take too much trouble in brood-
ing over their young: according to the evidence of the asthma clinics, they 
most certainly can overdo it . . . These admonitory voices of today would 
do better if they told the mothers to relax, to be less fussy with their 
children, and to interfere less; in short, they should teach the mothers to 
wean their children emotionally, as well as from the breast.65

Contemporary formulations of causative links between the home environ-
ment and asthma by British physicians in the mid-twentieth century found 
echoes in the work of North American allergists. Although Warren T. Vaughan 
(1893–1944), for example, shared many of Freeman’s preoccupations with 
identifying and manipulating the immunological responses of allergy patients, 
he also regularly explored the emotional or nervous triggers of asthma and hay 
fever.66 Signifi cantly, however, in the hands of American physicians, psycho-
somatic theories of asthma were translated into a particular form of clinical 
intervention which involved removing the asthmatic child from the disordered 
home environment in order to effect a cure. As Carla Keirns has argued, ‘par-
entectomy,’ as it became known, was pioneered in particular by M. Murray 
Peshkin (1892–1980), who established the Jewish National Home for Asth-
matic Children with the express purpose of treating asthmatics in a residential 
setting away from their parents.67 Although he originally believed that sepa-
ration reduced exposure to physical allergens, Peshkin subsequently became 
convinced that clinical improvement was the result of the removal of adverse 
emotional factors, in particular contact with the patient’s mother.

When I repeatedly observed a child in a convalescent home rendered 
symptom-free by his separation from his home environment and that a 
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visit by his mother could precipitate a major attack of asthma, I realized 
more then ever before that hospitalization and removal of the child to a 
convalescent home was in effect the separation of the child from the asth-
matogenic emotional climate which existed in the child’s own home and 
that it was this adverse psychogenic factor which was principally respon-
sible for pushing the asthmatic child into a state of intractable asthma.68

Although British allergists were generally more cautious than their North 
American counterparts about the value of parentectomy, since it appeared 
to over-simplify the factors involved in intractable asthma and lead to the 
‘indiscriminate separation of children from their homes,’69 they were not 
entirely averse to adopting similar, although more limited, strategies that 
neatly removed patients from both their material and emotional domestic 
environments. From the 1930s through to the 1970s, for example, British 
asthmatic children were sent to open-air schools in rural or coastal settings 
or relocated for periods to residential settlements in mountainous areas in 
Europe, such as Font Remeu in the Pyrenees and Davos in Switzerland, 
where each child ‘is taken away from the over-anxiety of home, visits a new 
country, and receives concentrated treatment in an optimistic atmosphere.’70 
While the benefi ts of such retreats included fresh air, a simple diet, regular 
exercise, and an opportunity to receive the latest pharmaceutical interven-
tions, the popularity of such havens testifi ed to the status and credibility of 
psychodynamic approaches to allergic diseases in the post-war period.

CONCLUSION

Psychosomatic interpretations of asthma and other allergic conditions did 
not pass unchallenged. In particular, some allergists on both sides of the 
Atlantic continued to emphasise the role of foods and synthetic chemicals 
in the environment and to resist the relentless focus on psychological fac-
tors. In 1957, for example, Ethan Allan Brown, president of the American 
Academy of Allergy, complained that ‘in present-day journals (the editors 
of which should know better) there are papers (by physicians who should 
also know better) stating that not only asthma, but all allergy as such is 
“psychosomatic”’.71

In spite of such reservations, by the 1960s it had become a truism to 
suggest that asthma and other allergies could be triggered or exacerbated 
not only by physical irritants in the indoor and outdoor environments, but 
also by the emotional and psychological dynamics of the patient’s home and 
family, especially by over-anxious parenting and a disturbed relationship 
between mother and child. Indeed, for many clinicians, asthma had become 
‘the example par excellence of psychosomatic illness, the clearest demon-
stration of that complex inter-relationship of body, intellect and emotion.’72 
More particularly, as Aaron Lask argued in a comprehensive survey of the 
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impact on asthmatics of their ‘attitude and milieu’ published in 1966, the 
causes (and by inference the treatment) of asthma were to be located pre-
dominantly in disordered childhood experiences: ‘Psycho-analytical study of 
asthma has revealed the complexity of the psychobiological nexus in infancy 
that lays down the asthmatic pathway.’73

Clinical adherence to psychosomatic understandings of asthma were 
echoed in popular accounts of the disease, evident not only in the vignettes 
outlined at the start of this chapter, but also in much broader media cover-
age of allergies in the post-war period. During the 1960s and 1970s, for 
example, medical reports in The Times regularly emphasized the emotional 
or psychological determinants of asthma and eczema in particular. Although 
readers were sometimes cautioned both about the manner in which clini-
cians tended to ‘overstress the psychological, or psychosomatic aspect of 
disease’ and about the dangers of treating asthmatic children as invalids, 
they were nevertheless reminded that emotional factors often triggered 
attacks, that asthma and eczema tended to occur among children who were 
over-protected by their parents, and that the attitudes and responses of both 
doctors and parents were crucial to recovery and on-going management.74

Signifi cantly, asthma and eczema were not the only conditions during the 
middle decades of the twentieth century that were thought to be generated 
by emotional disturbances at home or by disordered mother-child relation-
ships. As John Stewart and Sarah Hayes argue elsewhere in this volume, the 
emotional environment of the home became central to the efforts of psy-
chiatrists, psychologists, and social workers in Child Guidance Clinics both 
to understand and treat ‘maladjusted’ children and to combat the social 
problems posed by juvenile delinquency. Of course, the home environment, 
and especially the behaviour of mothers, had for many decades been a target 
for public health reformers, or ‘hygienists,’ anxious to improve the nation’s 
physical and mental health, to raise intelligence levels, and to reduce both 
infant and maternal mortality rates.75 But in the post-Second World War 
period, particularly under the infl uence of research by John Bowlby (1907–
90) in Britain and the popularizing work of Benjamin Spock (1903–1998) in 
North America, many social, behavioural, and physical problems were forc-
ibly recast primarily as the products of maternal deprivation and familial 
disharmony.76 Equally, during the 1970s, the German-born psychoanalyst 
Hilde Bruch (1904–84) suggested that anorexia nervosa and a variety of 
other eating disorders were largely the product of particular family expecta-
tions and dynamics.77

More strikingly, in 1948, the German psychoanalyst Frieda Fromm-
Reichmann (1889–1957) introduced the notion of the ‘schizophrenogenic 
mother.’78 According to Fromm-Reichmann and her colleagues, schizo-
phrenia, much like asthma, could be triggered by dominant, over-protec-
tive mothers. Although Fromm-Reichmann’s formulation of the aetiology 
of schizophrenia was contested, sometimes being dismissed as a ‘psychiat-
ric myth,’ it was extensively discussed amongst psychiatrists and enjoyed 
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considerable support, particularly from proponents of existential psychiatry 
such as R. D. Laing (1827–1989).79 Importantly, however, in Laing’s for-
mulation of the concept, articulated most clearly in The Divided Self fi rst 
published in 1959, whole families, rather than just mothers, contributed to 
the emergence of madness. ‘Not only the mother but also the total family 
situation may impede rather than facilitate the child’s capacity to participate 
in a real shared world, as self-with-other.’80

The rising popularity of psychodynamic formulations of asthma and 
many other conditions as products of the emotional environment at home 
in the years following the Second World War depended on the ability of 
such theories to appeal to diverse political and professional interests and 
agendas. On the one hand, preoccupations with the impact of mothering on 
asthma echoed and reinforced conservative attempts to ensure that mothers 
stayed at home to rebuild families and restore domestic and social stability 
in the wake of the social and familial disruption wrought by global confl ict. 
Framed by stark evidence of the impact of evacuation and homelessness on 
children, post-war commentators emphasized the importance of the ever-
present, caring ‘good mother’ to ensure the healthy mental and physical 
development of her children.81 The broader social and political, as well as 
psychological and physical, implications of women’s domestic role were 
clear. As the Beveridge Report on Social Insurance and Allied Services had 
suggested even during the war: ‘In the next thirty years housewives as moth-
ers have vital work to do in ensuring the adequate continuance of the British 
race and of British ideals in the world.’82

On the other hand, psychosomatic theories of asthma also appealed to 
radical political and professional critiques of biomedical reductionism and 
Western forms of capitalism. Psychosomatic medicine itself emerged as a 
form of holisitic opposition to disease theories that prioritized the somatic 
over the psychological and that failed adequately to link mind and body. 
In this sense, psychosomatic approaches to asthma and other conditions 
were intended to be both humanizing and anti-reductionist. At the same 
time, such approaches shared much in common with social or psychosocial 
medicine, according to which the roots of many physical and mental condi-
tions were located in the structures and inequalities of societies and families, 
not merely in individual biology. According to the Scottish playwright and 
doctor James Lorimer Halliday (1897–1983) writing in 1948, for example, 
the increased incidence of psychosomatic disorders, declining fertility, rising 
rates of sickness and absenteeism from work, deepening unemployment, 
juvenile delinquency, class war and regional nationalism, mass emigra-
tion, the decline of religious faith, and the popularity of escapist pursuits 
such as gambling were all attributable to progressive social disintegration 
and the emergence of what he termed a ‘sick society.’83 For Halliday, much 
like Laing and many others, the solution to such widespread psychosocial 
problems lay not only in effectively combining psychological with physical 
approaches to disease, but also in exposing and challenging the ‘roots and 
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growth of this Western civilization, including those of its typical economy, 
the market economy.’84

By the 1980s, the popularity of psychosomatic theories of asthma and 
other allergic conditions was beginning to wane. In some ways, psychologi-
cal approaches were rendered increasingly redundant by technical develop-
ments in medicine. The identifi cation of immunoglobulin (Ig) E in 1967 
and greater clarifi cation of the biochemical pathways involved in allergic 
reactions had paved the way for a new generation of anti-allergy pharma-
ceutical products, such as antihistamines, bronchodilators, and topical ste-
roids, which offered immediate relief (as well as commercial profi t) from 
disease.85 In addition, the predominance of allergies amongst only children 
and small families, interpreted by Wittkower, Freeman, and others as the 
result of emotional suffocation, was reframed in biological terms as the 
product of modern hygienic lifestyles.86 At the same time, the social and 
political dimensions of debates about rising trends in allergies were shift-
ing. In particular, widespread anxieties about familial and social stability 
were partly displaced by concerns about the impact of modern lifestyles on 
the environment and, in turn, about the impact of environmental changes 
on health. Thus, debates about rising trends in asthma during the closing 
decades of the twentieth century focused more on global patterns of indoor 
and outdoor pollution than on psychological mechanisms or domestic har-
mony. While patients, families, and physicians remained alert to the impact 
of emotions on asthma, psychoanalytical preoccupations with the mother–
child relationship and the emotional environment gradually receded.
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9 ‘Skeletons in the Medicine Closet’
Women and ‘Rational Consumption’ 
in the Inter-War American Home

Nancy Tomes

INTRODUCTION

In 1914, the home economist Christine Frederick noted the growing infl uence 
of health-related product advertising on the American home. ‘Health boards 
may think they are responsible for the aseptic attitude of the modern house-
keeper,’ she wrote in the trade journal Advertising and Selling, ‘but Platt’s Chlo-
rides, vacuum cleaners, and dustless dusters did it,’ referring to three heavily 
advertised products whose promotional campaigns stressed the necessity for a 
sanitary home. Likewise, she continued: ‘Pure food champions and pure food 
laws have told us what to avoid to keep out of an early grave, but Heinz, 
Beechnut, National Biscuit, and other honest manufacturers, through advertis-
ing, have told us what is pure food and how and where we can get it.’1

Although public health authorities would surely have objected to Freder-
ick’s dismissal of their own efforts, her point that in the United States national 
advertising had become a health force to be reckoned with by the 1910s 
was beyond dispute. Not only had manufacturers amply demonstrated their 
capacity to alter personal and household hygiene through extensive advertis-
ing; their successes had also inspired public health workers to adopt similar 
methods of persuasion. Starting in the early twentieth century, health reform-
ers began to borrow heavily from the new ‘sciences’ of advertising, marketing, 
and public relations to promote not-for-profi t health causes, from well-baby 
crusades to anti-fl y campaigns. By the 1920s, the public health educator had 
begun to ‘visualize his task’ as that of ‘a salesman selling health,’ in the words 
of Philip Jacobs, the Publicity Director for the National Tuberculosis Associa-
tion (NTA).2

Of course this mirroring of medical and commercial health advice was by 
no means a new phenomenon. As Roy Porter showed in his classic Health 
for Sale, the profi tability of the so-called sick trade has long worked to blur 
the boundaries between science and commerce. But the rise of a mass con-
sumer economy dependent upon aggressively marketed, brand-name goods 
certainly expanded the range of that confusion in the early 1900s. New forms 
of mass-mediated market mimicry developed, in which advertisements came 
increasingly to resemble public health messages, and public health messages 



came to resemble product advertisements. To the extent that historians have 
noted this convergence, they have tended to assume that the two streams 
of health persuasion reinforced scientifi c expertise in a relatively straight-
forward fashion. Although scholars have noted confl icts surrounding spe-
cifi c product lines, such as constipation remedies and infant foods, they 
have rarely questioned the premise that commercial advertising worked to 
amplify medical authority.3

Historical accounts of scientifi c motherhood and the conduct of the mod-
ern home are a case in point. In her 2006 Perfect Motherhood, Rima Apple 
argues that starting in the late 1800s, women of all classes gradually came 
under the infl uence of a reinvigorated medical authority. Expectations that 
doctors would be ‘dominant’ and mothers would be ‘obsequious,’ in Apple’s 
words, emerged simultaneously in inter-war medical advice literature and 
advertising copy. Expert advice and commercial extortions represented a 
seamless web, in which advertisements reinforced the central message deliv-
ered to wives and mothers of the inter-war era: Trust your doctor, and put 
your faith in science.4

But a closer look at the inter-war period suggests that the mirroring pro-
cess, whereby expert and commercial health advice came to resemble each 
other, eventually undermined clear-cut faith in scientifi c expertise. The blur-
ring of distinctions between information and advertising raised troubling 
questions about the reliability and consistency of scientifi c ‘fact.’ Although 
advertisements appeared deferential to medical opinion, they often recom-
mended health strategies that doctors vehemently opposed. Far from view-
ing commercial advertising as a benefi cial ally, American doctors distrusted 
the advertising profession as a wily, dangerous adversary over which they 
had too little control. The fact that women, the traditional bulwarks of 
medical authority in the home, were also the prime targets for commercial 
persuasion made these tensions all the more signifi cant.

To offset the infl uence of a market mimicry that made expert fact and 
advertising artifi ce hard to distinguish, medical leaders agreed that Ameri-
can consumers, in particular women, needed to be better trained to make 
wise choices among products, information, and advisors. They were joined 
by other nonmedical groups, chief among them home economists and 
consumer advocates, who agreed that true obedience to expert authority 
required learning to distinguish the ‘real’ truth from false claims. While the 
need for rational consumption applied in theory to all product choices (and 
to men as well), the stakes were particularly high when it came to women’s 
shopping for health-related items. A poor choice of apparel or furnishing 
could be disappointing, but an ill-considered diet, drug, or cosmetic could 
sicken, maim, and even kill. Thus maintaining health in the modern home 
required new vigilance against what a 1949 article in Hygeia referred to as 
the ‘skeletons in the medicine closet.’5

Yet as this chapter documents, the project of promoting ‘rational’ health 
consumption quickly became mired in confl ict among the experts themselves. 
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Heated battles developed as industry groups resisted medical criticisms of 
their selling techniques, and lay critics questioned the medical profession’s 
credentials as consumer advocates. Thus, women intent upon becoming 
‘rational consumers’ increasingly encountered a host of squabbling com-
mercial and professional groups, all claiming to be the ‘true’ advocate of the 
concerned mother and housewife.6

These controversies emerged early and noisily in the United States, due 
to the precocious development of its advertising industry and the educa-
tional emphasis of its public health movement. But the underlying tensions 
between simultaneously popularizing scientifi c expertise and encourag-
ing a robust commercial culture were by no means unique to the United 
States. The problem of market mimicry, and its potential threat to scientifi c 
authority, emerged in many cultures during the same time period. Distinc-
tive national traditions, of both medical authority and advertising regula-
tion, ensured that those tensions played out in very different ways. But as 
advertising practices and consumer-centered economies expanded in the 
early twentieth century, concerns that modern scientifi c progress might be 
undercut by a robust, unscrupulous commercialism certainly appeared in 
places other than the United States.7

This chapter examines how these dynamics unfolded in the inter-war 
United States, hoping that future work will trace out how they evolved in 
other countries. Using the ‘lady consumer’ and the contents of her medicine 
cabinet as a focal point, I dissect the tensions generated by the simultane-
ous expansion of a mass consumer economy and ‘democratization’ of public 
health in the years between 1910 and 1940. In the fi rst part of the chapter, 
I explore how the streams of health information generated by for-profi t and 
non-profi t health campaigns came to mingle and overlap in those years, so 
that in style and content, public health messages and product advertisements 
reinforced each other. The second part of the chapter examines the efforts 
by different expert groups to combat the commercialization of health advice, 
and to aid consumers, especially women, to distinguish advertising fi ction 
from public health fact when making product choices. In the conclusion, I 
suggest some ways in which these pre-Second World War debates anticipated 
persistent tensions in health promotion in a modern consumer culture.

LADY CONSUMERS AND THE INTER-WAR HEALTH ‘SELL’ 

As Rima Apple has argued, modernizing American women’s roles as health 
consumers required replacing the traditions of domestic medicine, in which 
wise women handed on homemade medicines and cleaning solutions from 
one generation to the next, with the tasks of the modern woman shopper, 
carefully selecting and utilizing pre-packaged products to promote her fam-
ily’s health. Skilled shopping emerged as one of the key roles that women 
needed to master in order to function as the ‘chief operating offi cers’ of their 



newly rationalized homes. In the words of one inter-war mother, becoming 
‘modern’ meant that ‘you go and buy, you don’t make.’8

Refl ecting this shift from ‘making’ to ‘buying,’ personal and household 
care products emerged as the backbone of the inter-war mass consumer 
economy. While less expensive than consumer durables such as appliances 
and furnishings, non-durable goods such as food, cleaning products, and 
medicinal drugs were more quickly used up and thus more frequently pur-
chased. Manufacturers had a huge investment in encouraging the purchase 
of non-durable goods, which traditionally fell to the ‘lady consumer,’ as the 
author T. Swann Harding referred to her in 1930. Women were ‘the shop-
pers of the world,’ agreed a contemporary advertising text.9

Women thus became the major target for a new style of health promotion 
that equated good health with the wise choice and use of an increasing array 
of product lines, from food and toothpaste to household cleaners and over-
the-counter drugs. The woman consumer’s responsibility for ‘buying health’ 
was made all the more challenging by the market mimicry that character-
ized for-profi t and non-profi t forms of persuasion. Commercial advertisers 
sought to make their promotional campaigns more scientifi c, while public 
health educators sought to make their educational crusades more effective. 
As a result, their styles of persuasion converged in many important ways.10

First, to make their products and their selling methods more respect-
able, leading advertising agencies began in the early 1900s to abandon the 
carnivalesque excess of the nineteenth-century medicine show in favour of 
more low-key, sophisticated appeals to buyers. Proprietary drug companies 
sought new respectability by making their promotional campaigns for over-
the-counter drugs more science-based. Manufacturers of non-drug products, 
such as food, soaps, and even cigarettes, sought to exploit the burgeoning 
popular interest in health and beauty. The promise that the regular purchase 
and use of a specifi c product would promote good health, buttressed by 
elaborate appeals to modern science, became a commonplace of early twen-
tieth-century advertising.

This aggressive use of the health sell expanded at a time when there 
existed relatively little regulation of advertising claims and practices. The 
Pure Food and Drugs Act of 1906 gave the new Food and Drug Admin-
istration (FDA) oversight only of label and packaging material; the FDA 
had no power to reprimand manufacturers for making false claims in their 
advertisements. That power rested with the Federal Trade Commission 
(FTC), founded in 1914, which investigated complaints about fraudulent 
advertisements as a form of unfair trade practice. From the late 1920s, 
the commission’s power to compel both manufacturers and advertising 
agencies to appear before its special committee on fraudulent advertis-
ing helped tone down promotional claims. But until 1938, when the law 
was changed, the courts’ requirement that the FTC prove that deceptive 
advertising practices hurt competitors, as opposed to consumers, limited 
its effi cacy. Moreover, the volume of advertisements under its review meant 
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that regulatory scrutiny focused primarily on only the most dangerous and 
extreme examples of proprietary medicine fraud.11

In addition to federal regulation, professional and trade groups pro-
moted their own voluntary standards of what was termed ‘ethical advertis-
ing.’ Perhaps the best known of these was the model statute promoted by 
the trade journal Printers’ Ink, which proposed to make a misdemeanor of 
‘any assertion, representation or statement of fact which is untrue, deceptive 
or misleading.’ But as with the FTC, the focus of ethical advertising initia-
tives remained on the outer fringes of patent medicine excess. Extravagant 
claims for the health values of comparatively harmless products such as 
toothpastes or disinfectants remained acceptable so long as the advertiser 
stayed away from exaggerated promises to cure life-threatening diseases. 
‘”Puffi ng” is one thing; lying another,’ as an editorial in Printers’ Ink put it 
succinctly in 1916.12

Between 1900 and 1920, the style of product advertisements changed in 
striking ways that made such puffery all the more effective. Advertisements 
for branded goods evolved from densely printed, text-heavy, comparatively 
unadorned statements of a product’s virtues to a more complex visual state-
ment combining fewer words with more images. The art of copy-writing 
distilled the item’s appeal into a few memorable lines, while technical inno-
vations in printing and engraving allowed advertisements to incorporate 
much richer visual images.13

Ironically, the ability of advertisers to invoke health issues in these more 
sophisticated messages depended heavily on the contemporaneous efforts of 
public health educators in these decades. From the late 1800s, health reform-
ers had increasingly realized that public health improvements required not 
only strong laws and regulations, but hygienically informed and disciplined 
citizens. To cultivate the latter, local and state public health departments, 
voluntary health associations, and commercial interests such as life insur-
ance companies began to dedicate substantial resources to popular outreach. 
The pioneers of the new public health publicity, as it came to be called, were 
often men and women with backgrounds in business, journalism, reform, 
and social work rather than medicine.14

To get their messages across, public health educators borrowed many of 
the same communication strategies developed by advertising professionals. 
The public health equivalent of copy-writing was the ubiquitous slogan, 
which became a hallmark of Progressive-era public health crusades. In place 
of the densely printed tracts distributed by nineteenth-century sanitarians, 
public health workers developed short, snappy phrases, such as ‘Spitting 
spreads death’ and ‘Death lurks in the fi lth on a fl y’s feet.’ Public health 
messages combined such slogans with striking symbols and social tableaux 
to illustrate the lessons of health.15

The greater scope and sophistication of popular health education only 
redoubled its potential for commercial appropriation. The more women 
shoppers came to be aware of germs, vitamins, and tooth decay, the more 



readily manufacturers could use that knowledge to market disinfectants, 
vitamin-enhanced foods, and toothpaste. By shaping selling campaigns 
around scientifi c principles of health preservation and disease prevention, 
manufacturers sought to reap big rewards in terms of increased sales. As an 
executive of the J. Walter Thompson agency explained in a 1930 staff meet-
ing: ‘The discovering of new merchandising angles and of themes for adver-
tising campaigns which wish to be sound as well as novel, is leading more 
and more into territories formerly populated solely by chemists, biochem-
ists, dieticians, doctors, specialists in all the several branches of science.’16

Inter-war advertisements incorporated appeals to modern science in var-
ied ways. At a symbolic level, many surrounded their product claims with 
icons of the modern hospital and laboratory, such as petri dishes, micro-
scopes, and test tubes. Representations of the white-garbed scientist/doctor 
and the nurse became standard characters in the repertoire of commercial 
art. Simultaneously, advertising copy reproduced arguments from contem-
poraneous public health writings, albeit in more exaggerated, dramatic 
fashion. A case in point was the commercial appropriation of the new pub-
lic health’s emphasis on ‘fl ies, fi ngers, and food,’ that is, the role of insect 
vectors, casual contact, and food contamination as sources of disease trans-
mission. Recurrent public health warnings about death-bearing housefl ies 
and mosquitoes were echoed in promotions for a wide range of commer-
cial items, from Thermos bottles to insecticides. In a style strongly reminis-
cent of the public health slogans of the era, a 1926 Fly-Tox ad caught the 
reader’s attention with the question, written in large type, ‘What is your 
baby worth?,’ followed by vivid descriptions of the insect ‘assassins’ and 
their innocent victims: ‘With the germ of fever fi ring their blood, little bod-
ies writhe in the burning torture of fl aming torment. The end sometimes 
is tragic.’ The dangers of touch and cough also furnished excellent copy 
for soap and disinfectant promotions, as in the 1930 Listerine appeal to 
the ‘Careful Mother,’ which equated free use of that product with a loving 
maternal concern.17

The parallels between public health message and product advertising 
were amplifi ed by their placement in the mass media of the time period. As 
newspapers and mass-circulation magazines grew increasingly dependent on 
advertising revenue, the demarcations between editorial, article, and adver-
tisement became less distinct. An editorial on vacuums might be accompa-
nied by an article on the vacuum’s hygienic virtues, which would be situated 
next to an advertisement for a Hoover that repeated the same arguments. 
Women readers could no doubt distinguish editorials from advertisements, 
but the convergence in their messages inevitably weakened the distinctions 
between the different types of information.

In addition to advertisements themselves, for-profi t and non-profi t enter-
prises also relied upon similar strategies for conducting promotional cam-
paigns. To entice the ‘lady consumer,’ national corporations used attractive 
store displays, free samples, cents-off coupons, informational brochures, 
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and celebrity endorsements to draw attention to new product lines. At a 
more local level, department stores sponsored fashion shows and developed 
elaborate window displays to draw in female customers, while Chambers of 
Commerce and Rotary Clubs sponsored fairs and other events to promote 
the economic health of their communities.

Public health reformers actively collaborated with these efforts, seeking to 
embed their work in the everyday world of the citizen-shopper. They found 
businesses happy to support the anti-tuberculosis campaigns and other pub-
lic health initiatives as a means to improve their own public image. The spin-
ning of public health campaigns as marketing events for the whole family is 
well illustrated in a 1921 article about the Rotary Club’s ‘Health Week’ that 
appeared in the American Journal of Public Health. The author explained 
how local businessmen had been recruited for the event by emphasizing it as 
an opportunity to pitch their goods to women consumers:

The shoe man can emphasize the merits of common sense shoes for 
children and grown-ups, the hardware man can bring out the value of 
seeking good ventilation when purchasing a furnace, the plumber the 
merits of sanitary plumbing, the electrical fi xture man can point out the 
need of proper lighting. The dry goods merchant may show the hygienic 
features of various kinds of clothing, underwear, etc., and the grocer 
may bring to the fore the sanitary care with which the packages sold in 
his establishment are wrapped, or their nutrient values.18

The distribution of free booklets, a tactic thought especially well suited to 
women consumers, was another strategy that both non-profi t and for-profi t 
groups employed widely in the early 1900s. Between 1900 and 1940, pub-
lic health departments, voluntary health societies, and agricultural exten-
sion services published and distributed millions of handouts concerning 
personal and household health issues, from simple ‘do and don’t’ cards to 
lengthy pamphlets. Similarly, national manufacturers, following the lead of 
the proprietary medicine companies, began to commission attractive, often 
lavishly illustrated cards and booklets that combined useful health informa-
tion with product promotions. Deliberately or not, the commercial booklets 
often resembled their non-profi t counterparts, albeit in glossier form. For 
example, Johnson and Johnson, the manufacturer of home fi rst aid prod-
ucts, produced a Household Handbook that bore a striking resemblance to 
the American Red Cross’s popular home health care textbook.19

The commercial imitation of the child health programmes developed 
by the NTA and other inter-war groups offers a particularly good exam-
ple of the crossover between non-profi t and for-profi t promotional cam-
paigns. Originally begun in 1915 as part of the Christmas Seal campaign, 
the NTA’s Modern Health Crusade evolved into a well-organized, widely 
emulated programme of child health education built around health chores 
such as hand washing and teeth brushing. By the early 1920s, more than 



7 million American children were participating in the Modern Health 
Consumers’ crusade through their public schools.20

The Modern Health Crusade’s success precipitated a host of commer-
cial imitations, which exploited the sensitivity mothers were assumed to 
have toward their children’s requests for specifi c products. One of the most 
ambitious of these child-centered promotions was the ‘HCB’ club devel-
oped by the J. Walter Thompson Company in 1928 to promote Cream of 
Wheat. Membership entitled children to a free HCB chart and gold stars 
to affi x to it; after four weeks of faithfully eating hot cereal every morn-
ing, participants got an HCB button and learned that the initials stood for 
‘Health helps Chevaliers win Battles.’ Like the Modern Health Consum-
ers’ Crusade, the Cream of Wheat campaign targeted public schools for 
participation. School districts agreeing to participate in the club got free 
samples of the cereal, charts to keep for each student, and health lesson 
plans ‘emphasizing the Hot Breakfast Idea.’ As the advertising executive 
who developed the idea explained, the school materials did not specify that 
children must eat any particular brand of hot cereal, but ‘the psychology of 
this plan (as we have heard in many instances) is that the child comes run-
ning home with a sample and exclaims, “Teacher says we must eat Cream 
of Wheat,”’ and the mother would buy that brand. Thus, he observed, ‘we 
get the backing of the school authority without their being conscious of this 
questionable partiality.’21

These commercial ‘knock-offs’ of non-profi t health campaigns annoyed 
public health educators. As voluntary health associations developed their 
own trademarks and promotional campaigns, they became concerned 
about commercial infringements upon their symbolic capital. For example, 
in 1919, the American Red Cross (ARC) refused to accept Johnson and 
Johnson advertising in its publications because the ARC felt the manufac-
turer unfairly invoked the red cross emblem in its promotional campaigns. 
Similarly, in 1920, the NTA registered its double-barred cross with the 
U.S. Patent Offi ce ‘to conserve the emblem so that it would not be used by 
unscrupulous vendors of patent medicines and organizations that were not 
approved by the National Tuberculosis Association,’ in the words of the 
organization’s fi rst historian, Adolphus Knopf. The increasing prominence 
of commercial materials in the classroom prompted educators to develop 
guidelines for their use, and some states and cities passed laws prohibiting 
or circumscribing their presence in public schools.22

TEACH THE TRUTH AND THE TRUTH ONLY

The blurring of boundaries between commercial and non-commercial 
health promotions clearly worried medical leaders. As the noted public 
health authority Charles Chapin wrote in 1915, ‘Clear, forceful and catchy 
writing is worse than useless if it fails to teach the truth and the truth only,’ 
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and sternly warned the new breed of ‘publicity men’ to ‘stop fi lling your 
columns with tommy-rot, hot air and dope.’ Likewise, editorials in medi-
cal and public health journals routinely denounced the misuse of medical 
authority to sell mouthwash and toilet paper. To guard against misinforma-
tion, experts needed to help American consumers, in particular the women 
shoppers who made the bulk of health related purchases, to acquire a more 
discerning sense of the difference between scientifi c fact and advertising fi c-
tion. Becoming more adept at resisting the health ‘sell’ became the mark of 
the responsible wife and mother.23

One of the most robust bids to become the woman consumer’s trusted 
advisor came from the American Medical Association (AMA). Building on 
its long-standing efforts to combat medical quackery and fraud, the AMA 
vigorously asserted its credentials as a disinterested, reliable guide to medi-
cines and household remedies.24 One claim to virtue rested on the voluntary 
advertising codes the organization imposed on its rapidly expanding line 
of professional journals. In 1905, the AMA Board of Trustees decided that 
only preparations meeting the standards of its newly established Council 
on Pharmacy and Chemistry would be allowed to buy advertising space in 
its publications. Many of the association’s constituent state medical societ-
ies, as well as other medical journals, eventually adopted the same policy. 
By 1930, the AMA reported that ‘nearly one half the medical publications 
in the United States have agreed to limit advertisements for proprietary 
medicaments to those accepted for [the Council of Pharmacy and Chemis-
try’s] New and Nonoffi cial Remedies,’ thereby exercising ‘a salutary infl u-
ence on advertising.’25

The AMA’s scrutiny of advertising primarily concentrated on the cancer 
cures and other egregious frauds that concerned the FTC and FDA in this 
era. Only occasionally did the association take on mainstream manufactur-
ers for claims that the FTC had allowed to pass. A case in point was the 
AMA’s criticism of a 1930 Listerine advertisement that touted the prepara-
tion’s antiseptic action. The advertisement claimed: ‘We could not make this 
statement unless prepared to prove it to the entire satisfaction of the U.S. 
Government and the medical profession.’ In fact, the AMA’s Chemical Lab-
oratory tested the product and issued a report in 1931 roundly disputing its 
germicidal powers. While the AMA could point to this action as a sign of its 
vigilance, Listerine ads continued to tout its germ-fi ghting powers.26

In 1930, the AMA introduced its ‘seal of approval’ programme as another 
way to counter unscientifi c advertising claims. Modeled loosely on the mag-
azine Good Housekeeping’s seal of approval programme (begun in 1910), 
the AMA’s programme aimed to help women consumers distinguish between 
good and bad health products. As its popular health magazine Hygeia (later 
renamed Today’s Health) explained the seal’s purpose in 1944: ‘One way 
of distinguishing between reliable statements and nonsensical advertising 
puffery is to look for some sign of actual consideration by a scientifi c group, 
an indication of this being the appearance on the package or in advertising 



matter of a ‘seal’ such as those of the Councils of the American Medical 
Association and of the American Dental Association.’27

The AMA’s seal programmes were administered by its Councils on Phar-
macy and Chemistry, Foods, and Physical Therapy. (Another committee was 
eventually established to screen cosmetics.) Manufacturers submitted their 
products and advertising material to the Councils, and if their health claims 
were found ‘unobjectionable,’ the company then got permission to use the 
AMA seal in its advertising. Only products bearing the seal might purchase 
advertising space in Hygeia and other AMA publications. Given the increas-
ing size of the AMA’s inter-war publishing empire, manufacturers interested 
in cultivating physician goodwill had considerable incentive to comply with 
its advertising guidelines.28 

‘CONSUMERS MUST LEARN TO READ THE LABELS’

The AMA’s bid to become the trusted authority on consumer health issues 
faced competition in the inter-war period from a new breed of lay con-
sumer advocates. Unlike their Progressive-era predecessors, members of this 
inter-war generation took a more skeptical view of physician leadership. As 
educated lay people, many with backgrounds in engineering, nursing, or 
journalism, they did not accept the argument that consumers should just 
follow doctors’ directions. They not only felt competent to form their own 
judgments about health matters, but also questioned how well the medi-
cal profession was performing as the patients’ advocate, especially when it 
came to policing health commercialism.29

The lay consumer advocates who emerged in the 1930s fell into two dis-
tinct and mutually hostile camps. One group, exemplifi ed by Ruth de Forest 
Lamb and T. Swann Harding, emerged within the Food and Drug Adminis-
tration, the federal regulatory agency set up explicitly to protect consumers’ 
health interests. Not surprisingly, this group took a positive view of the fed-
eral government’s consumer initiatives and saw stronger government regu-
lation as the key to consumer health protection.30 A second group emerged 
from the ‘consumers’ clubs’ founded in the late 1920s; its main exemplars 
were Consumers’ Research, a not-for-profi t consumer advocacy organiza-
tion founded in 1929, and its rival Consumers Union, founded in 1936, 
ultimately the more successful of the two groups. Compared to Lamb and 
Harding, the free-standing consumer groups tended to be far more critical 
of the federal regulatory process. So while sharing a distrust of commercial 
advertising and medical authority, the two factions differed in the tone and 
content of the strategies they recommended.31

For all their internal divisions, inter-war consumer advocates stressed sim-
ilar themes in their advice to the modern health consumer. In articles for mass 
market magazines as well as popular books, they articulated the outlines of a 
new kind of health consumer consciousness. Consumers, especially women, 
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had to resist the siren call of modern advertisements, and instead had to learn 
to read product labels, the only place where manufacturers had to conform 
to real ‘truth in advertising.’ Women needed to ignore the self-serving argu-
ments of manufacturers and to support stronger federal regulation of adver-
tising. Last but not least, they needed to understand that the AMA’s advice 
about health goods refl ected medicine’s economic interests, and had to be 
approached with suitable caution.

The texture of their advice is nicely captured in an article T. Swann 
Harding published in the 1930 Journal of Home Economics, entitled ‘The 
Consumer and the Medicine Cabinet.’ As a people, he suggested, Ameri-
cans were particularly prey to the infl uence of advertising. ‘The alarm with 
which a comparatively empty medicine cabinet in an American bath room 
is habitually viewed, exemplifi es admirably the power of advertising pro-
paganda.’ Not only had advertising made Americans highly ‘health-con-
scious,’ he noted, but ‘we are easily cowed by pathological myths and more 
easily persuaded to buy what is “good” for us than any other people on 
earth.’ Commercial interests fi ercely resisted any regulation of advertising 
as a restraint on their rights of ‘free speech,’ arguing that such censorship 
was ‘unAmerican.’32

In such a commercialized atmosphere, Harding noted, the ‘lady consumer, 
who remains predominantly the home purchasing agent in this country, 
faces almost insuperable obstacles in the effort to get her money’s worth.’ 
To be sure, her situation was far better than her grandmother’s, because 
the FDA now had power to regulate the safety of medicines. But the work 
remained incomplete, he warned, because ‘human ingenuity in devising new 
frauds can normally outdistance the orderly processes of logic and science in 
authoritatively disproving the claims of old ones.’ Nor could women depend 
on medical authorities to point them in safe directions. Physicians’ advice 
refl ected their own economic interests: Not only were doctors opposed to 
self-care that would rob them of a patient’s fee, but also medical journals 
had become too dependent on advertising revenue, in spite of their adver-
tising codes. In a slap at the latter, Harding noted: ‘It is even true that the 
advertising pages of our best medical journals fl aunt before the physician’s 
hurried attention many drug compounds which are either impotent or have 
been imperfectly tested clinically and biologically.’ Given the limits on cur-
rent law, the modern woman consumer had to become wary in her shop-
ping habits. ‘Consumers must learn to read the labels,’ Harding emphasized, 
because they were the only part of a product’s promotional package that 
had to be reasonably accurate.33

Consumer advocates outside the ranks of government agreed with the 
majority of Harding’s arguments, but were far less willing to make excuses 
for the federal regulatory process. Emphasizing instead how political pres-
sures on the FDA and FTC rendered their judgments untrustworthy, these 
consumer advocates called for independent scrutiny of consumer products 
by groups such as their own, unbeholden to either government or industry 



infl uence. In that spirit, Consumers’ Research began to compile information 
on consumer products and ultimately to set up its own testing facilities. 
In exchange for their dues payments, subscribers received regular issues of 
the group’s Confi dential Bulletin, which contained detailed evaluations of 
specifi c product groups. These evaluations were presented as superior to all 
others because Consumers’ Research accepted no paid advertising or fi nan-
cial support from any group that might profi t by its evaluations.

For the public as a whole, consumer advocates pioneered a new kind of 
guide to consumer products, epitomized by the 1933 best seller, 100,000,000 
Guinea Pigs: Dangers in Everyday Foods, Drugs, and Cosmetics, by Arthur 
Kallet and F. L. Schlink. Its success led to the publication of other ‘guinea pig’ 
books on women’s hygiene, food and nutrition, and children’s health. While 
scorned by manufacturers and the AMA alike, the idea of consumer rating 
of goods proved attractive enough to convince publishers to put out more 
‘guinea pig’ books, and both Consumers’ Research and Consumers Union 
signed up suffi cient numbers of subscribers (including many physicians) to 
keep their work afl oat even during the Great Depression.34

In their approach to the AMA, these groups manifested a kind of criti-
cal consumer consciousness that would become increasingly mainstream in 
the post-Second World War period. At the core of this consciousness was a 
critical awareness that physicians were not doing a very good job in their 
role as consumer advocates. These new-style consumer experts differed from 
traditional sectarian critics of the regular profession in that they espoused 
mainstream scientifi c views, and criticized organized medicine for not being 
scientifi c enough: physicians were failing to protect their patients because of 
economic confl icts of interest that made them soft on advertising hyperbole.

A case in point was the consumer advocates’ scorn for the AMA’s adver-
tising policies, especially in its journal for lay people, Hygeia. Established in 
1922, the magazine was intended to provide doctor-friendly advice on top-
ics of interest to the general public, in particular wives and mothers. Hyge-
ia’s early issues stressed the dangers of patent medicine, and after 1930, the 
magazine only accepted advertisements for products that had the AMA seal 
of approval.35 Yet early in the 1930s, probably to offset the Depression’s 
effect on its advertising revenue, Hygeia hired an advertising editor and 
began to feature a monthly column, entitled ‘Among Hygeia advertisers,’ 
that struck a markedly more pro-advertising tone. As Charles Mohler, the 
advertising editor wrote in 1934: ‘True, advertising is commercial, but it is 
intensely human, always likely to be closely allied to one’s everyday inter-
ests . . . that is why you will fi nd it exceedingly profi table to read each and 
every advertisement in Hygeia in a careful and leisurely manner.’ In another 
editorial, he noted: ‘In this issue of HYGEIA there are examples of new and 
important ideas which are basically important to the industries they repre-
sent, and at the same time they mean much to the health or the comfort and 
happiness of people in general.’ The very next sentence inquired, ‘Do you 
know that it is now possible to have a chocolate fl avored drink delivered 
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fresh from the dairy daily?’ and went on to praise Krim-Ko Chocolate Fla-
vored Drink for allowing mothers to get their children to ‘drink milk much 
more readily than if the plain milk were offered to them.’ The editor then 
directed readers to the advertisement in that month’s issue to fi nd out more 
about the product.36

Consumer activists were quick to note the contradictions inherent in the 
AMA’s advertising policies. As F. J. Schlink, one of the founders of Con-
sumers’ Research, noted in a 1932 letter, ‘There are many things about the 
American Medical Association which are exceedingly admirable, and their 
technical information generally is critical and reliable to a degree which 
is hardly equaled by any other professional organization in America.’ Yet 
regarding their advertising policy, ‘we fi nd much to disagree with. You need 
hardly go farther in coming to a judgment of their policy, than to read the 
page which appears in each number of HYGEIA, signed by, I believe, a Mr. 
Mohler, their advertising “editor”—as they term him.’37

From Hygeia’s standpoint, what seemed to matter most in distinguish-
ing the good from the bad advertisement was its portrayal of the medical 
profession. Many Hygeia advertisements couched their product’s virtues 
in doctor-friendly terms, a trait that surely helped them pass the AMA’s 
critical scrutiny. Extravagant or incorrect claims might be tolerated if the 
overall message of the advertisement supported the physician’s authority 
and dignity. But as inter-war consumer advocates warned, this strategy let 
many misleading claims be passed on to the magazine’s readers, and hardly 
entitled the medical profession to disparage consumer groups’ own efforts 
at consumer protection. Thus they raised serious questions about the pro-
tection to be found in simply ‘following the doctor’s directions,’ as the medi-
cal advice givers suggested.

CONCLUSION

While sharing a deep distrust of commercial advertising, physicians and lay 
consumer advocates arrived at different strategies for negotiating this new 
health information environment. The AMA developed strategies that rested 
on trust in medical authority, as its seal of approval programme, while lay 
consumer advocates emphasized a more skeptical strategy based on close 
label reading. Yet they remained in agreement that more strict regulation 
of advertisements would best serve to protect American women from these 
misleading claims of health puffery.

Concerns about the health risks of misleading advertisements were cen-
tral to New Deal battles over strengthening federal regulatory power over 
advertising. Business interests wanted to preserve the widest latitude for 
their exercise of commercial freedom of speech; consumer advocates wanted 
a stricter regulation of advertising claims. After years of political manoeu-
vering, the U.S. Congress in 1938 fi nally passed the Wheeler Lea Act, which 



strengthened the regulatory power of both the FDA and the FTC. A major 
sticking point throughout the battles over the new law was the regulation 
of advertising. The law that resulted was a compromise: the FTC was given 
the power to regulate advertising as a fraud perpetuated on consumers, as 
well as business competitors; the FDA was given stronger powers to regulate 
the safety of drugs, foods, and (at last) cosmetics. But the 1938 legislation 
overhaul still allowed for considerable latitude in drawing the line between 
‘puffi ng’ and ‘lying.’38

In his 1940 book Good Health, Bad Medicine, physician Harold Aaron, 
the medical consultant to Consumers Union, summed up the existing situa-
tion. ‘The new Food, Drug and Cosmetic Act is, in some respects, a marked 
improvement over the old Act, but there are still too many loopholes 
through which the artless consumer can be peppered by drug advertisers’ 
dum-dum bullets.’ As a consequence, health educators needed to take into 
account two factors fundamental to the conduct of American life: ‘fi rst, a 
continuous and intense advertising campaign by the proprietary food, drug 
and cosmetic industry; and second, a Federal Food Drug and Cosmetic law 
that does not adequately safeguard consumers against fraud and hazards.’ 
In that spirit, Aaron offered his own home medical guide, which provided 
a more rigorous consumer-oriented division of home medical remedies into 
lists of approved and not approved remedies.39

In subsequent decades, the tensions between advertising fi ction and public 
health fact that emerged so sharply in the 1930s would continue to intensify. 
The inter-war marketplace had generated an anxiety producing message: It 
was possible for the skillful woman consumer to ‘buy’ health for her family, 
but only by scrupulously uncovering deceptions that might transform her 
pantry or her medicine chest into a source of debility and death. For the 
modern wife and mother, becoming adept at sorting through this confl ict-
ing muddle became an increasingly important facet of running a modern 
home. Despite several decades of reform and regulation, the same theme 
would carry through into the post-Second World War period, as powerful 
new products such as prescription drugs came onto the market. Federal 
regulation would continue to block the most outrageous of drug dangers 
and frauds, yet leave ample room for misleading promotions aimed at ‘lady 
consumers’ and their families. Business and medical groups would continue 
to tout voluntary advertising codes as the best protection to combat adver-
tising distortions while preserving commercial freedom of speech. Last but 
not least, consumer advocates would create an advice industry based on the 
simple principle that consumers should trust no one but themselves: not the 
manufacturers, the federal government, or the medical profession. The seeds 
of mistrust sown in the inter-war era would in the 1960s burst into a full-
blown consumer health revolution.40

Over a half century later, the bitter fruits of that mistrust are now being 
harvested. In the post-Second World War period, a post-industrial economy 
highly dependent on the manufacture and sale of health-related products 
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and services accelerated the cycle of regulation and controversy already evi-
dent by 1938. Further strengthening of the food and drug laws in 1962 
would produce similar paradoxes: more stringent rules for product safety 
that in turn generated more fears of misuse and overuse. The growing prof-
itability of health care has generated fi erce battles over how much mar-
ket forces should be allowed to operate. Business interests have played on 
issues of consumer choice and advertising freedom as central to allowing the 
market to foster scientifi c progress. Meanwhile, consumer advocates have 
become increasingly critical of how those choices are framed. The end result 
has been a mushrooming of consumer initiatives, from lengthy guides to the 
‘best and worse drugs,’ to hospital score cards and databases of incompetent 
physicians.

But the underlying tensions evident even in the 1930s remain: American 
consumers face a host of confusing opinions about what it means to be an 
enlightened health consumer. Is the escalating use of antibiotic soap a good 
or bad development? Is a high-fi bre, low-fat diet a preventive against breast 
cancer? The parties to these debates profess a common commitment to pub-
lic health, yet arrive at remarkably different conclusions about the answers 
to such questions. Sadly, the advice fi rst developed by consumer advocates 
almost sixty years ago still retains its relevance. In the words of Harold 
Aaron, ‘Skepticism is an important requirement in all search for knowledge. 
In health care, next to the ability to buy competent medical care, it is per-
haps the most important quality that the consumer should possess.’41
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10 The Home Fires
Heat, Health, and Atmospheric 
Pollution in Britain, 1900–45

Stephen Mosley

INTRODUCTION

By 1900, coal smoke from Britain’s home fi res was widely acknowledged 
to be a major urban environmental problem. In providing warmth indoors, 
the family hearth—closely associated with the very idea of ‘home’—simulta-
neously polluted the atmosphere outdoors.1 Doctors, architects, anti-smoke 
activists, and others all drew attention to the damaging effects of domes-
tic air pollution, which included blackened buildings, stunted vegetation, 
begrimed belongings, wasted fuel, diminished sunlight, and high death rates 
from respiratory diseases. In 1908 the British Medical Journal charged that 
house, rather than factory, chimneys were the ‘greatest offenders’ in polluting 
city air. Its report on smoke abatement concluded: ‘The prevention of smoke 
nuisances must inevitably tend to a higher hygienic standard, to brighter cit-
ies, cleaner homes, and happier dwellers, and . . . the general improvement of 
the nation.’2 Yet in spite of growing knowledge and concern, the traditional 
open coal fi re remained unregulated and the public’s preferred form of home 
heating throughout the fi rst half of the twentieth century.

This chapter seeks to explain why, despite its many disadvantages, the 
open fi re was retained in the majority of British homes during the period 
1900–45. Historical studies of atmospheric pollution problems in twenti-
eth-century Britain are currently thin on the ground. Only a few authors 
have attempted to unravel the political, technical, economic, and cultural 
complexities of smoke control after the First World War.3 Building upon 
these pioneering studies, this chapter explores contemporary debates about 
home heating systems, indoor and outdoor air pollutants, and their inter-
relationships in three sections.4 The fi rst section surveys the main sources 
of urban smoke pollution, including the open fi replace, and examines its 
effects on human health and well-being. The next part is concerned with 
modernist planning for light and air, particularly inter-war housing schemes 
that used ‘smokeless’ appliances for space heating. It also looks at reform-
ers’ attempts, in the absence of any legislative restrictions, to persuade the 
British people to reduce domestic smoke emissions voluntarily. The third 
section enquires into contemporary theories about domestic air quality and 
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thermal comfort, making the tensions between indoor and outdoor environ-
mental conditions evident. In addition, it considers the heating choices of 
the British public. Paradoxically, traditional open fi res—while irredeemably 
smoky—were highly valued for their ‘hygienic advantages’: for their brisk 
ventilation and their radiant heat. Modernist aspirations to admit more 
health-giving sunlight and fresh air to Britain’s gloomy industrial cities were 
to be frustrated by a failure to tackle effectively the crucial issue of how 
homes were heated.

THE SMOKE NUISANCE

By the dawn of the twentieth century, most of Britain’s large towns and 
cities had enjoyed a considerable measure of success in cleaning up environ-
mental ‘nuisances’ relating to land and water. In stark contrast, a solution to 
the problem of reducing smoke pollution in urban areas remained elusive. In 
1899 The Builder, the country’s leading architectural periodical, reported:

Insanitary conveniences, defective drains, foul methods of sewage dis-
posal, polluted streams, are all being steadily improved, and so rapid 
has been the progress in recent years that the day does not seem far dis-
tant when they shall be known only as historical evidences of the lack 
of civilisation in the nineteenth century. But while other nuisances are 
being gradually abated, the smoke nuisance increases year by year . . . 
and no man can estimate the human suffering it entails by shutting out 
the invigorating sunshine and by poisoning the air we breathe.5

The sense of achievement that many contemporaries undoubtedly expe-
rienced as newly constructed water supply and waste disposal systems 
improved urban health and local environments was tempered by the notion 
that smoke pollution in Britain was going from bad to worse. In fi n-de-siècle 
London, according to Bill Luckin, the city’s befogged inhabitants believed 
that its atmospheric conditions were ‘even more potentially dangerous than 
the water problem that had triggered catastrophic mid-century cholera.’6 
Rising levels of air pollution had gradually enveloped great cities such as 
Glasgow, London, and Manchester in a permanent smoke haze.

Coal smoke was hardly a new phenomenon in British cities, but by the 
early twentieth century the problem had reached an unprecedented scale. 
Between 1851 and 1911 the nation’s population rose sharply from 20.8 mil-
lion to 40.8 million, with almost 75 percent of Britons living in urban areas 
by the latter date. During the same period, coal consumption in Britain 
more than trebled from 60 million to some 189 million tons, substantially 
increasing smoke emissions in rapidly expanding cities.7 The early and mid-
Victorians, especially in the Midlands and the North, had mainly attrib-
uted large-scale smoke pollution to the forests of tall factory chimneys that 



dominated Britain’s urban-industrial landscapes. There was a shift in focus, 
however, as a growing number of late-Victorian publications highlighted 
the various human and environmental problems caused by the less obvi-
ous emissions from private homes.8 By 1900, it had become apparent that 
Britain’s home fi res were major polluters of city air.

During the fi rst half of the twentieth century, anti-smoke societies—
active in Britain since the 1840s—continued to build a strong case against 
atmospheric pollution through books, pamphlets and journal articles, press 
campaigns, slide shows and fi lms, and clean air conferences and exhibi-
tions.9 Domestic chimneys were key targets, as Ernest Simon, Chairman of 
the Smoke Abatement League of Great Britain, disclosed in 1922:

Hitherto the efforts of reformers have been directed almost entirely 
against factory smoke. The fi rst step on the road to success is to realise 
that the house chimney is a much more dangerous enemy than the fac-
tory chimney, both because domestic smoke is far greater in quantity 
and far more harmful in quality than factory smoke, and because fac-
tory smoke is already rapidly decreasing, and will almost certainly be 
immensely reduced in the next 10 or 20 years.10

As emissions from industrial smokestacks gradually abated, due to 
tougher regulation, increased combustion effi ciency, and a move from coal 
to gas and electricity, the nation’s home fi res—which were exempt from 
smoke control laws—came to be seen as the chief contributors to the smoke 
nuisance. In 1940, the consumption of coal for domestic purposes had 
peaked at over 50 million tons per annum: a fourfold increase on that for 
the 1840s.11 And unlike industrial boiler furnaces, domestic grates had not 
improved much over time in terms of their effi ciency.

In his 1945 Chadwick Public Lecture on ‘Coal in Relation to Atmo-
spheric Pollution,’ the government scientist Albert Parker declared that: 
‘The domestic open fi re produces more smoke per ton of coal burned than 
any other appliance in general use.’12 Parker, Director of Fuel Research at 
the Department of Scientifi c and Industrial Research, supplied his London 
audience with estimates, reproduced in Table 1, that seemed to confi rm the 
belief that domestic emissions constituted a more serious pollution problem 
than factory smoke.

While accounting for less than a quarter of the nation’s annual coal con-
sumption in the late 1930s, Parker’s fi gures showed that the traditional open 
fi replace produced almost half of all urban smoke.13 Moreover, ground-level 
domestic smoke emissions were considered to be more harmful than those 
from industrial chimneys, even though industrial coal users emitted far more 
acid-forming sulphur dioxide than Britain’s householders.

Tall smokestacks were designed to reduce local air pollution—and pla-
cate local critics—by discharging their sulphurous emissions high into the 
atmosphere, to be diluted and dispersed by the prevailing winds.14 Domestic 
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fi res, because of their ineffi ciency and the low level at which their smoke was 
discharged, were widely held to be the ‘greater evil.’ Burning coal at a lower 
temperature than industrial boiler-furnaces, the incomplete combustion of 
fuel in open grates produced more smoke particulates and ‘tarry’ soot in the 
urban environment. Household fi res had a marked impact on air quality, as 
Thomas Horsfall, an active member of the Manchester and Salford Noxious 
Vapours Abatement Association, explained:

house smoke . . . is poured into the stratum of air which supplies us 
with that which we breathe in the streets and in our houses, and it en-
ters the air at so many different points that it becomes more thoroughly 
incorporated with the air in which we move and breathe than does mill 
smoke . . . sending far more soot into the lungs, the clothes, and the 
houses of the inhabitants.15

In 1920 Dr Caleb Saleeby, a noted writer, journalist and eugenist, set the 
tone for detractors during the inter-war years when he described Britain’s 

Table 1 Nature and Quantity of Pollution from Coal in Great Britain for 1936–38

Type and use of fuel

Quantity of coal 
(millions of tons 

per annum)
Pollution produced 

(millions of tons per annum)

  
Smoke Ash

Sulphur 
dioxide

Coal:

Domestic grates 42 1.1 0.1 1.0

Electricity power
stations

14 small 0.1 0.4

Railways 13 0.4 0.1 0.4

Collieries and various 
industrial uses

68 0.8 0.2 2.4

Coke and gas:

Coke ovens and 
use of coke

20 small small 0.5

Gas industry at 
gas works

19 small small 0.1

In using gas – nil nil small

In using coke – nil small 0.2

Total 176 2.3 0.5 5.0

Source: The Investigation of Atmospheric Pollution: 26th Report (London, 1949).



home fi res as ‘a disgusting and deadly system of coal combustion, which nei-
ther our mines nor our national purse nor our bodies can afford.’ Indeed, the 
same year the Newton Committee on Smoke and Noxious Vapours Abate-
ment reported: ‘We are satisfi ed that domestic smoke . . . causes serious 
danger to health and damage to property.’16 By the early twentieth-century, 
evidence that linked sulphurous smoke emissions with a number of adverse 
health effects was mounting.

The omnipresent smoke-cloud that shrouded Britain’s towns and cities was 
recognised as a major contributor to an upturn in mortality from common 
respiratory conditions. By 1901 the ‘increasingly lethal’ bronchitis group of 
respiratory diseases had, as Simon Szreter has pointed out, unobtrusively 
become the nation’s ‘most important single killer,’ accounting for over 16 
percent of all deaths.17 Government concerns were voiced by Neville Cham-
berlain, who as Minister of Health told the House of Commons in 1923:

I should not be surprised if, owing to the great attention which has been 
given to certain complaints, some Hon. Members thought that the most 
fatal diseases were tuberculosis and cancer. That is very far from being 
the case. Easily the fi rst in their fatal effects are those diseases, which are 
classed as respiratory diseases—pneumonia, bronchitis, and diseases of 
that kind—and I am afraid that we must attribute the very high mortal-
ity which we suffer from these diseases to the congested conditions and 
polluted atmosphere which are to be found in our largest towns.18

Death rates from respiratory diseases in industrial centres stood in stark 
contrast to those for England and Wales as a whole, as Table 2, compiled by 
Dr H. Osborne, Medical Offi cer of Health for Salford, helps to illustrate. In 
his investigation into air pollution, Osborne acknowledged that the causes 
of bronchitis and other respiratory conditions were ‘numerous and com-
plex.’ Other variables that needed to be taken into account included damp 
housing, cold weather, tobacco smoking and occupational exposure to 
harmful substances. Nonetheless, Osborne argued that these data—taken 
from the Registrar-General’s statistical review for 1923—demonstrated a 
strong correlation between ‘atmospheric impurity’ and ‘excessive mortal-
ity from respiratory disease.’19 Anti-smoke activists consistently used high 
death rates from respiratory diseases to keep the issue of air pollution in 
the public eye.

The relationship between atmospheric pollution and respiratory illness 
attracted most public attention in the wake of protracted winter smog epi-
sodes, when the demand for open fi res was at its peak.20 Smog—a term neolo-
gised in 1905 by Dr Harold Des Voeux of the London-based Coal Smoke 
Abatement Society to describe the fusion of smoke and fog—was a recurring 
problem in Britain’s cities. Cold and fog were thought to be relatively harmless 
in rural areas, but not when married together with the urban smoke cloud. 
It was becoming increasingly clear to contemporaries that thick sulphurous 
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smog caused mortality from respiratory diseases to rise sharply, particularly 
among the sick and the elderly. Osborne reported that during prolonged peri-
ods of winter smog, it ‘is the common experience of medical practitioners 
to fi nd their bronchitic patients dying off like fl ies . . . Smoke-laden fog may 
set up respiratory disease in those previously healthy; it often kills off those 
already suffering from bronchitis.’ In 1924 Marion Fitzgerald, an authority 
on domestic heating and former Sanitary Inspector for Woolwich, likened 
deadly smog visitations to a ‘form of air raid . . . kill[ing] its hundreds of 
victims by acting as a sort of poison gas.’ Over a decade before the infamous 
smog disaster of December 1952, the National Smoke Abatement Society 
drew attention to no fewer than eight ‘fatal smoke fogs’ in London, Glasgow, 
and Manchester, which, taken together, had claimed in excess of 5,000 lives.21 
However, concerns about the adverse effects of smoke on health were not 
limited to death-dealing respiratory diseases.

Smoke pollution—by absorbing and scattering light—was recognised to 
lower sunshine levels signifi cantly in early twentieth-century towns and cit-
ies. It blocked out, reformers complained, as much as 50 percent of avail-
able sunlight and daylight.22 Beneath the pall of smoke, ‘sun-starved’ urban 
populations were thought to be deteriorating physically, mentally, and mor-
ally. In 1889 a British Medical Association investigation had revealed that 
the incidence of rickets, a disease of childhood caused in part by sunlight 
deprivation, was greatest in smoky industrial towns and mining areas. The 
gloom and grime, which compelled families to spend more time indoors 
in poorly ventilated rooms, was also believed to help spread the ‘White 
Plague,’ tuberculosis. Coal smoke had long been associated with degenera-
tion, and fears that these ‘diseases of darkness’ were turning Britain into 

Table 2 Death Rates from Non-tubercular Respiratory Diseases for 
 the Year 1923

Town Deaths per million

Salford 3092

Liverpool 3067

Southwark (London) 2699

St. Helens 2614

Leeds 2243

Newcastle 2199

Birmingham 2038

England and Wales (average) 1867

Source: Adapted from H. Osborne, The Problem of Atmospheric
Pollution, (Manchester, 1924).



a nation of ‘physical ineffi cients’ were greatly heightened after large num-
bers of urban recruits for both the Boer War and the First World War were 
rejected for active service because of their poor physiques. The smoke nui-
sance, Saleeby declared in 1920, was mainly responsible for the nation’s 
cities being ‘crammed with rickety, tuberculous and stunted people.’23 But 
town populations were not only perceived to be undersized and unhealthy; 
the contaminated air and lack of light were considered to be primary factors 
in reducing them mentally and morally too.

Smoke meant an arduous daily battle against dirt, particularly for the 
nation’s housewives who did most of the washing and cleaning. Maintain-
ing high standards of domestic cleanliness—which promoted both health 
and respectability—in the face of ‘ever-invading’ soot and grime placed an 
unrelenting strain on women, as Salford’s Robert Roberts observed:

Women wore their lives away washing clothes in heavy, iron-hooped tubs, 
scrubbing wood and stone, polishing furniture and fi re-irons. There were 
housewives who fi nally lost real interest in anything save dirt removing. 
Almost every hour of the week they devoted to cleaning and re-cleaning 
the same objects so that their family, drilled into slavish tidiness, could sit 
in state, newspaper covers removed, for a few hours each Sunday evening. 
On Monday purifi cation began all over again. Two of these compulsives 
left us for the ‘lunatic asylum,’ one of them, I remember vividly, passing 
with a man in uniform through a group of us watching children to a van, 
still washing her hands like a poor Lady MacBeth.24

Dirty air not only entailed drudgery, it was also closely associated with 
mental illness and the ‘degradation of the human spirit.’ According to anti-
smoke reformers, the murky atmospheric conditions contributed to a broad 
range of psychological problems and moral failings, including depression, 
drunkenness, gambling, criminality, and a disinclination to work. By the 
early decades of the twentieth century, smoke pollution was inextricably 
linked with death, disease, and degeneration, and restoring clean air and 
sunlight to Britain’s ‘malurbanised millions’ was believed by many contem-
poraries to be ‘the next great task of public health.’25

THE SMOKELESS CITY

In their 1922 book The Smokeless City, Ernest Simon and Marion Fitzger-
ald quoted an old Italian proverb: ‘All diseases come in the dark and are 
cured in the sun.’ Modern medical research, they argued, had rediscovered 
the importance of sunlight for public health:

medical science has proved that sunlight is both a disinfectant and a 
healer . . . The germs of tuberculosis are rapidly killed by being exposed 
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to the action of direct sunlight, but have been found to be virulent af-
ter two months when kept in the dark. Those towns which have their 
sunlight diminished through smoke are deprived to a greater extent of a 
powerful, natural germicide, and in such places man’s bacterial enemies 
have every opportunity to lead prolonged and mischievous lives. That 
sunshine is also a healer is proved by the excellent results obtained by 
the sun-cures for tuberculosis and other diseases . . . It has a great stim-
ulating effect on the skin, helps to keep the muscles well-nourished and 
vivifi es the blood by increasing the amount of haemoglobin. If sunlight 
is so potent for healing it must also play an important part in maintain-
ing the human body in health.26

By the inter-war years, the work of the Nobel Laureate Niels Finsen, 
Auguste Rollier, Sir Henry Gauvain, and others had raised public awareness 
of the medicinal value of the ultraviolet component of sunlight. Most domestic 
hygiene manuals of the day routinely proclaimed the benefi ts of sunshine for 
an individual’s physical and psychological well-being. For example, in 1939 
the author of The Modern Woman’s Home Doctor wrote: ‘In these times it is 
hardly necessary to emphasise the health-giving qualities of sunlight. Expo-
sure to air and sunlight . . . promotes the health of the body as a whole . . . 
[and] creates a healthy outlook on life.’ Women in particular, in their roles as 
homemakers and mothers, were exhorted to do everything in their power to 
see that children were not deprived of light.27 It is hardly surprising, therefore, 
that the need to protect sunlight from pollution became a key part of anti-
smoke campaigns. The propaganda of both the Sunlight League (founded in 
1924) and the National Smoke Abatement Society (founded in 1929) stressed 
the role played by natural light in curing and preventing ‘diseases of dark-
ness,’ particularly rickets and tuberculosis. In short, sunlight had re-emerged 
as a useful tool for rebuilding the nation’s health.28

Anti-smoke activists shared an ambition to open up congested, ‘sunless’ 
industrial cities to light and air with Britain’s fi rst generation of town plan-
ners. Indeed, there was some overlapping membership between the two 
groups, with both Thomas Horsfall and George Cadbury being leading 
advocates of smoke abatement and town planning. Planning for sunlight, 
space, and fresh air, and attention to hygienic principles in design, were 
defi ning characteristics of the infl uential British Garden City Movement 
and the international Modern Movement in architecture. In 1902 Ebenezer 
Howard, in his Garden Cities of Tomorrow, had argued that workers would 
be healthier if ‘the free gifts of Nature—fresh air, sunlight, breathing room 
and playing room’ were maximised in urban areas, and the ‘smoke fi end’ 
banished by the development of alternative sources of heat and power, par-
ticularly electricity.29 His ideas for the Garden City incorporated low-density 
housing, broad streets, open spaces, and generous gardens to facilitate air 
circulation and sunlight penetration. Re-interpreted by town planners such 
as Raymond Unwin, co-designer of Letchworth and Chief Architect at the 



Ministry of Health, suburban ‘garden city style’ estates constructed by local 
authorities and private builders sprouted throughout Britain after the First 
World War.30 But if aspirations to make Britain’s cities brighter, cleaner, and 
healthier places were to be achieved, then the problem of domestic smoke 
still had to be addressed.

Post-World War One reconstruction—Lloyd George’s government had 
promised to build ‘Homes fi t for Heroes’—offered a real opportunity to 
reduce urban air pollution. To ease an acute housing shortage, the Addison 
Act of 1919 provided state subsidies for both local authority and private 
housing schemes that conformed to Ministry of Health siting and design 
guidelines. Reformers were quick to suggest that all government subsidised 
housing should be equipped to utilise ‘clean’ fuels such as gas, coke, or elec-
tricity for cooking and heating. In 1920, the Newton Committee—whose 
investigations into smoke abatement had been disrupted by the war—issued 
an interim report recommending that the Ministry of Health should decline 
to approve any housing scheme that failed to use ‘smokeless methods’ for 
supplying heat and power.31 Simon and Fitzgerald argued in The Smokeless 
City that:

the house-building on a large scale, which is now going on, and must 
go on for many years to come, gives a unique opportunity for new 
methods, if only those responsible for housing—the Government, local 
authorities and private builders—will rise to the occasion and design 
houses from the point of view of fuel economy and smokelessness. In 
the past it was urged, with some reason, that it was impracticable to 
attempt smoke abatement by altering existing appliances . . . The situa-
tion is now changed and it is possible to construct houses provided with 
better methods of heating for a very small increased capital outlay, and 
in some cases, even for less, than on the old-fashioned method.32

Enterprising builders, some reformers claimed, could save between ‘3 to 5 
percent’ per house on construction costs by eliminating open coal fi res and 
chimney stacks from future developments.33

During the inter-war years, a number of local authorities and private 
builders took up the challenge. In 1926, a survey of municipal housing 
schemes by the Smoke Abatement League of Great Britain highlighted sev-
eral ‘courageous experiments’ in ‘smokeless’ heating. Liverpool City Coun-
cil, it reported, had built 250 all-electric houses, eradicating the open hearth 
completely. Some local authorities, including those at Bermondsey, Gates-
head, Glasgow, Hackney, Leeds, Manchester, Swansea, and Woolwich, had 
constructed a ‘considerable number’ of part-electric houses, wiring kitchens 
and bedrooms for electrical appliances while retaining the traditional open 
fi replace in the living room. In addition, councils at Acton, Dundee, and Hull 
had between them installed central heating systems in almost 700 new fl ats 
and houses, with the latter planning to build a further 1,100 homes along the 
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same lines. But the survey found that gas most commonly replaced solid fuel 
in post-war housing schemes, especially in the kitchen. Of 362 respondents 
to the Smoke Abatement League’s questionnaire, 172 local authorities dis-
closed that the smoky ‘old-fashioned’ kitchen range had been superseded by 
modern gas cookers. Answers about the provision of gas fi res revealed that 
26 councils had fi tted them in the main room of all houses built since 1919, 
while some 43 councils had installed them in bedrooms.34 However, these 
initiatives represented only a modest step towards the ideal of the smokeless 
city. The Smoke Abatement League had undertaken the survey not only to 
illustrate how domestic smoke emissions could be cut and to bring examples 
of best practice to public notice, but also in the hope of inspiring others to 
follow the lead of ‘progressive’ local authorities. This action was deemed 
necessary as the Ministry of Health had failed to implement extensively the 
Newton Committee’s policy recommendation on smoke reduction in state 
subsidised housing. In September 1926, commenting on the construction of 
‘the fi rst half million’ post-war houses, Simon and Fitzgerald bemoaned a 
missed opportunity to clear the air, which, they argued, was mainly down 
to a ‘lack of enthusiasm for smoke abatement on the part of the government 
department concerned with the health of the people.’35

The failure of the Ministry of Health to take suffi cient action to promote 
smokeless heating was compounded in December 1926 when domestic coal 
fi res were left untouched by the provisions of the new Public Health (Smoke 
Abatement) Act. This legislation modifi ed the smoke clauses in the Pub-
lic Health Act of 1875, tightening the regulation of industrial emissions 
through the introduction of stiffer fi nes and a broader defi nition of the 
‘smoke nuisance’ (which expanded to include soot, ash, grit, and non-black 
smoke).36 For many anti-smoke activists the passing of the 1926 Act was 
an unsatisfactory outcome to campaigning efforts, as the Sunlight League’s 
Caleb Saleeby explained:

this Act—the miserable triumph of a quarter of a century’s agitation so 
far as I was concerned—may limit factory smoke, but in other respects 
it is reactionary, and it explicitly fails to deal with our new houses. 
But all new houses henceforth should be equipped, as they can be, for 
smokeless use. Science has shown us how to distil our coal instead of 
burning it like barbarians, and thus to get nothing but good out of 
it—fertilisers for fresh green food from the soil, artifi cial warmth and 
light for ourselves, and no obstruction to the Light of Life.37

Despite the lack of central government leadership on this issue, experi-
ments in smokeless home heating continued into the 1930s, most notably 
with the installation of coke-burning grates on Manchester City Council’s 
huge Wythenshawe housing estate. During the 1930s, rebuilding also took 
the form of apartment blocks on inner city sites as Britain’s terraced slums 
were slowly cleared. Smokeless fuels began to be introduced in modern 



high-rise fl ats, such as the Gas, Light and Coke Company’s Kensal House 
project, built using government subsidies in Kensington, London, in 1937. 
Designed as ‘the last word’ in working-class fl at living, Kensal House com-
prised three fi ve-storey blocks whose residents were warmed by a clean, 
effi cient gas and coke fuel system. However, the vast majority of the 4 mil-
lion homes built between the wars—around 1.5 million constructed with 
government subsidies under a series of housing acts—were still heated by 
smoky open fi res.38

In the absence of any legislation that prohibited the burning of raw coal 
in the home, education was widely thought to be the key to abating domes-
tic smoke emissions. Anti-smoke societies continually pushed the idea of 
‘good citizenship’ in their publications, attempting to persuade the British 
people to switch to ‘clean’ heating technologies and cut down air pollution 
voluntarily. For example, in its 1913 pamphlet ‘The Coal Smoke Nuisance’ 
the Coal Smoke Abatement Society insisted that it was a ‘citizen’s duty’ to 
make use of smokeless fuel in heating the home, and ‘play his part in the 
great task of abating the smoke nuisance and of making his city a cleaner, 
healthier, and more sunny dwelling-place.’ The crucial question was how to 
get people to participate and to recognise that where smoke reduction was 
concerned ‘his or her little mite,’ as the Society’s treasurer Dr Harold Des 
Voeux put it, really did make a difference.39 To this end, smoke abatement 
exhibitions were regularly staged to give householders a better understand-
ing of their role in both causing and curing the problem, such as the ‘Clear 
the Air’ exhibit shown at Olympia, London, in 1938. Organised by the 
National Smoke Abatement Society, with assistance from the gas industry, 
its ‘most arresting’ feature was a diorama showing the transformation of a 
smoke-begrimed urban landscape into a ‘clean white city bathed in vivid 
sunlight,’ accompanied by the slogan ‘We CAN work this miracle.’40 As for 
the manufacturers of smokeless fuels and heating appliances, by the 1930s 
they were strongly emphasising health issues and good citizenship in mar-
keting their products.

During the inter-war years, the gas and electricity industries attempted 
to persuade the public that their clean, convenient, and controllable heat-
ing systems were the solution to the domestic smoke problem.41 In a 
hard-fought competition for customers, advertising for both the British 
Commercial Gas Association and the British Electrical Development Asso-
ciation stressed not only the labour-saving qualities of modern appliances, 
but also the responsibilities of householders in preventing atmospheric 
pollution and improving the health of their wider communities. The Brit-
ish Commercial Gas Association produced a remarkable range of adver-
tisements and publicity materials addressing these themes. ‘Smoke! Soot! 
Fogs!’ exclaimed a 1931 advertisement, ‘Shutting out the sun. Destroying 
health. Damaging property. Delaying transport. What makes our skies so 
fi lthy? Coal smoke . . . You can help to fi ght this evil, to clean the sky, to 
let in the sun. Use gas, the smokeless fuel.’ Another promoting the use of 
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Figure 10.1. What’s Going Up Your Chimney? (1938). (Image reproduced by per-
mission of the National Gas Archive, Warrington.)



gas and coke fi res (Figure 10.1) inquired: ‘What’s going up your chimney? 
No smuts, no smoke with gas and coke, the fuel of clean homes and clean 
cities.’ In an intensive campaign, the gas industry also sponsored a docu-
mentary fi lm The Smoke Menace (1937) and distributed a lavishly illus-
trated anti-smoke booklet Britain’s Burning Shame (1938) in which Kensal 
House—rechristened as ‘Cleanliness House’—featured prominently. In 
the 1940s Mr Therm, one of the best known contemporary advertising 
characters, even taught the nation’s children that a ‘magic smokeless city’ 
could be brought into being if coal was properly converted into gas.42

The electricity industry was ‘signifi cantly under-advertised’ in compar-
ison with its rival, but British Electrical Development Association pro-
paganda (Figure 10.2) similarly promised ‘Cleaner cities, healthier cities, 
and happier people’ if householders substituted electric fi res and cookers 
for their coal-fuelled counterparts. In 1934 Caroline Haslett, Director 
of the Electrical Association for Women, argued that as this new energy 
source reached more and more homes it was ‘no vain dream to visualize 
brighter cities, clear of smoke’—liberating women from ‘soul-destroying 
drudgery.’43 The manufacturers of solid smokeless fuels also harnessed 
both public spiritedness and health concerns in their advertising. Accord-
ing to Lt-Col. W. A. Bristow, Managing Director of Low Temperature 
Carbonisation, air pollution was ‘sapping the vitality of the race,’ and 
the company’s advertisements reminded readers: ‘Be a Good Neighbour 
by burning Coalite smokeless coal.’ But such appeals, and related edu-
cational activities, met with only limited success in reducing domestic 
smoke emissions.44

While there are few comprehensive statistics regarding the installation 
and use of heating appliances in inter-war Britain, a number of reports 
and surveys conducted by organisations such as Political and Economic 
Planning (PEP), Mass Observation, and the National Union of Towns-
women’s Guilds provide valuable data on the types of heating employed 
in the home and the public’s preferences. Reports on fuel supply and 
the demand for household appliances published by PEP, an independent 
non-party organisation committed to furthering national reconstruction, 
showed that right up to the end of the Second World War over 90 percent 
of working-class dwellings depended on the traditional coal fi re or range 
to heat the main living room. Although smokeless heating appliances 
were beginning to become common in new suburban housing (mainly in 
bedrooms) and multi-storey blocks of fl ats (where the delivery and stor-
age of coal presented diffi culties), PEP’s investigations revealed that the 
majority of low-income, inner-city households rarely used gas or electric 
fi res. However, PEP estimated that in 1939 there were 10.1 million gas 
and electric cookers in use, shrinking the smoke clouds over cities, with 
most British housewives choosing to cook with gas. But it pointed out 
that ‘the gas or electric cooker is mainly or exclusively used in summer,’ 
with over half of all households reverting to the smoky coal-fi red range 
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Figure 10.2. Rational Planning Calls for Electricity (1938). (Image reproduced by per-
mission of the Senior Archivist, Museum of Science and Industry in Manchester).



during the winter months as it combined heating with cooking.45 Social 
survey data also helped to highlight the public’s continuing attachment 
to the open coal fi re. During the summer of 1939 Mass Observation, as 
part of an enquiry into people’s homes, asked the question: ‘What type of 
heating would you like if you could choose?’ Some 73 percent of respon-
dents opted for an open coal fi re or range, 11 percent for an open coke 
fi re, with the remaining 16 percent split between gas, electric and other 
forms of domestic heating.46 An extensive wartime housing survey by the 
National Union of Townswomen’s Guilds found 88 percent of English 
respondents in favour of coal fi res, with the fi gure rising to 91 percent in 
Scotland, while a 1943 report on the design of dwellings by the Society 
of Women Housing Managers concluded: ‘Evidence from all parts of the 
country showed an overwhelming demand for an open coal fi re in the liv-
ing room.’47 Thus, a different question now arises: ‘Why did the British 
insist on a traditional open hearth for home heating?’

THE HOME FIRES

During the fi rst half of the twentieth century, despite concerted anti-smoke 
propaganda and advertising campaigns, the majority of British homes—old 
and new—were still heated by open fi res. National fi gures for domestic fuel 
consumption show that in 1938 bituminous coal (with minimal assistance 
from anthracite) provided heat in 80 percent of all households, gas and 
coke 10 percent and 6 percent respectively, with electricity warming just 4 
percent of British homes.48 As late as 1952, a survey for the Coal Utilisation 
Council found that the ‘great mass’ of city-dwellers were still ‘one room 
families,’ living and eating around the open coal fi re. Contemporary reports 
and surveys clearly indicate that smokeless fuels and appliances played only 
a ‘subsidiary role’ in domestic heating systems, with modern gas and electric 
fi res generally being used ‘intermittently’ by the better-paid to warm bed-
rooms for short periods. Furthermore, they demonstrate that most Britons 
defi nitely preferred coal fi res to any other means of warming living rooms, 
even though a switch to the ‘instant heat’ of gas and electricity would do 
away with the dirty and time-consuming daily chores of lighting, refuelling, 
and ash removal. This reluctance to adopt new technologies undoubtedly 
frustrated reformers and power companies alike, and according to Arnold 
Marsh, General Secretary of the National Smoke Abatement Society, it pre-
sented ‘perhaps the most formidable obstacle on the road to a smokeless 
Britain.’49 At a time when expectations of cleanliness, comfort, and con-
venience were rising, the ‘old-fashioned’ open hearth continued to hold its 
own against all competitors.

The British favoured open coal fi res for a number of interconnected 
reasons. Coal maintained its popularity for home heating partly because 
it was relatively cheap, and partly because householders were unwilling to 
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bear the costs of installing and running smokeless appliances. The running 
costs of gas and electricity, particularly in the early decades of the twentieth 
century, were often ‘prohibitive for cottage tenants,’ while space heating 
appliances were usually ‘landlord’s fi xtures’: it was therefore ‘prudent’ for 
tenant-occupiers—most housing was rented before 1945—to continue to 
use existing solid-fuel systems. In 1946 a government committee on domes-
tic fuel policy, chaired by the indefatigable Ernest Simon, reported: ‘Coal 
has been so cheap in the past that, in spite of its very low effi ciency, the 
cost of heating by the open coal fi re has not been regarded as excessive.’ 
Unsurprisingly, smoke abatement and higher fuel effi ciency standards were 
key objectives of the Simon Report, which also recommended the estab-
lishment of ‘experimental’ smokeless zones in urban areas. Nonetheless, it 
noted that for the ‘continuous heating of rooms’ coal-fuelled appliances still 
cost the consumer only ‘about half as much as gas or electricity.’ In addi-
tion, the Simon Report recognised that supplies of affordable proprietary 
solid smokeless fuels, such as Coalite and Suncole, were extremely limited 
between the wars. Coke, though more plentiful, was hard to sell: it was dif-
fi cult to ignite and often made a poor blaze in the hearth.50 There were, then, 
compelling economic and practical reasons for the open coal fi re to remain 
the householder’s fi rst choice.

However, cost, practicality, and availability were not the only factors that 
delayed the adoption of cleaner fuels and smokeless appliances. Overcom-
ing misgivings about technological change, as Sydney Bushell and Catherine 
Gordon observed in 1926, was also an obstacle to reform. ‘Any woman,’ 
they wrote, ‘will naturally feel somewhat daunted when she begins to inquire 
about smokeless methods of warming rooms, heating water and cooking. 
She may have little or no experience of the alternatives which are offered to 
her.’51 To those who were accustomed to using a coal fi re for all purposes, 
the prospect of abandoning a tried and tested technology and familiar work 
practices could be genuinely alarming.

Sentiment as well as habit bound the British people to the domestic hearth. 
It not only performed vital household functions, providing heat, light, hot 
meals, and boiling water, but was also the hub around which home life 
revolved. In 1904 Hermann Muthesius, architect and cultural attaché to the 
German embassy in London, pithily encapsulated its socio-cultural signifi -
cance when he declared:

To an Englishman the idea of a room without a fi re-place is quite sim-
ply unthinkable. All ideas of domestic comfort, of family happiness, 
of inward-looking personal life, of spiritual well-being centre around 
the fi re-place. The fi re as the symbol of home is to the Englishman the 
central idea both of the living room and of the whole house; the fi re-
place is the domestic altar before which, daily and hourly, he sacrifi ces 
to the household gods. This is why the English have never thought, and 
will never think, of relinquishing the fi re-place, however irrational it 



is, however much trouble it causes and however doubtful its practical 
value. To the English, to remove the fi re-place from the home would 
be like removing the soul from the body. Out of love for the fi re-place 
they overlook all its faults . . . In England the fi re-place remains and will 
always remain.52

At roughly the same time, the British Medical Journal anticipated a ‘very 
long and arduous confl ict in weaning the Englishman from the essentially 
national pleasure of a bright coal fi re.’ And over three decades later, the 
Mass Observation report on housing conditions listed ‘homeliness’ and 
‘cheerfulness’ as two of the main reasons the public gave for preferring the 
traditional open fi replace. ‘Non-coal heating,’ Mass Observation concluded, 
‘fail[ed] to satisfy some deep-seated aesthetic demand that is satisfi ed by the 
old-fashioned, dirty, smoky, coal-fi re.’53

Widely appreciated by contemporaries for its uplifting ‘homely’ attributes, 
the open hearth was also considered to be a more hygienic choice for domes-
tic heating than many of its smokeless rivals. More than any other domes-
tic appliance of the day, the open fi replace was deemed to be an ‘essential 
feature of British comfort and British health.’ Unlike gas and electric fi res, 
a blazing coal fi re could be used to incinerate most household refuse, both 
improving home hygiene and reducing the volume of municipal waste for 
collection and disposal. In addition, Britain’s home fi res were highly prized 
as ventilators of interior spaces. As the chief Ministry of Health architects 
Raymond Unwin and S. Pointon Taylor emphasised in 1926, ‘the value of 
the smoke fl ue for ventilation is one of the reasons why people cling to the 
coal fi re.’ 54 During the fi rst three decades of the twentieth century, long-
standing concerns over ‘vitiated’ indoor atmospheres often eclipsed anxieties 
about smoke pollution outdoors. The sanitarian Alfred T. Schofi eld put the 
problem simply in his popular book The Directory of Domestic Hygiene 
(1927): ‘the foulest outdoor air is purer than the best indoor; and the evils of 
cities is not the air of their streets, but the indoor lives of their inhabitants.’55 
Hygiene writers regularly warned that the ‘stagnant’ air of overcrowded and 
ill-ventilated housing was just as pernicious a health hazard as contaminated 
food and water. When too many people were crammed into too little domes-
tic space, they stressed, oxygen levels fell, carbon dioxide levels rose, and 
concentrations of dangerous bacteria increased (including tubercle bacilli), 
as did accumulations of ‘organic effl uvia’ produced by human respiration. It 
was assumed that air exhaled from the lungs contained an ‘anthropotoxin’ 
(a small proportion of the ‘waste poisons’ of the human system), and the 
authors of domestic advice manuals from Mrs Beeton’s Book of Household 
Management (1906) to The Property Owners’ Handbook (1922) routinely 
cautioned readers against the inhalation of ‘re-breathed air.’ Indeed, Agnes 
Baden Powell’s Handbook for Girl Guides (1912) warned Britain’s future 
homemakers: ‘People’s breath is poisonous; do not breathe the air which 
other people have used already.’ The harmful effects of continually breathing 
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the ‘vitiated’ air of confi ned spaces were thought to include headaches, dizzi-
ness, nausea, and, ultimately—as numerous experiments on laboratory ani-
mals had appeared to show conclusively—death.56 Paradoxically, the open 
fi replace, although smoky and ineffi cient, had crucial work to perform in 
safeguarding the home against these potentially deadly pollutants.

The traditional open hearth was recognised to be the primary ventilating 
agent in most early twentieth-century homes. In 1927, for example, Scho-
fi eld wrote in The Directory of Domestic Hygiene:

There is no doubt that the great safety valve of most rooms is the open 
chimney, which is of far more importance as an air shaft than as an 
outlet for the smoke. Were it not for the English love for an open fi re-
place, and hence an open chimney, it is hard to say what would become 
of large numbers of the population. No chimney ought, therefore, to 
be stopped up; and under ordinary circumstances, no room should be 
without one.57

In 1936, a Building Research Station study showed that an apartment 
heated by an open fi re provided 4.5 air changes per hour: a ventilation rate 
more than suffi cient to keep the indoor atmosphere in a ‘wholesome’ condi-
tion. As the Encyclopædia Britannica explained, ‘when a bright fi re is burn-
ing in an open grate, it rarely happens that any other outlet for foul air from 
a room need be provided.’ The Model Byelaws for buildings issued in 1937 
only insisted on the provision of special means of ventilation in the rooms 
of new houses if they did not contain an open fi replace.58 The British pub-
lic long remained unenthusiastic about gas and electric fi res, and the closed 
stoves that were popular in the United States and continental Europe, not 
only because they were considered unattractive, but also because they were 
believed to be of negligible value for ventilation purposes. Furthermore, as 
early gas heaters were often badly designed and constructed, it was regu-
larly pointed out that they posed an ever-present threat to home health, as 
the dangerous carbon monoxide gas they produced during combustion often 
leaked into rooms, causing headaches, lethargy, and sometimes even death. In 
1926, R. Storry Deans MP informed the House of Commons that ‘although I 
may be told that the smoke from my coal fi re assists in poisoning the people 
outside, I prefer that very much to being poisoned myself by a gas fi re within 
my own house.’59 The notion that gas fi res were insalubrious and inadequate 
ventilators in comparison with open fi res took a long time to die away.

There was another health-related explanation for the householder’s reluc-
tance to use closed stoves and modern heating appliances—overheated air. 
Worries that stove-heated rooms undermined health by excessively drying 
the air had a long lineage. In 1843, for instance, Dr Andrew Ure remarked 
upon the ‘sallow and withered complexions’ of foreigners subjected to the 
malign infl uence of closed stoves, contrasting their hot, stuffy apartments 
unfavourably with the ‘fresh invigorating atmosphere of an English parlour, 



as heated by the open cheerful grate.’60 By the early twentieth century, ideas 
about overheating had assumed national importance as climatological theo-
ries about human progress gained ground. The infl uential American geogra-
pher Ellsworth Huntington’s Civilization and Climate (1915), for example, 
explicitly linked cool, changeable climates and Euro-American superiority, 
dynamism, and productivity. Monotonous heat both outdoors and indoors, 
Huntington argued, played a major role in impairing a population’s health, 
vigour, and effi ciency. As the belief that national destinies were shaped by 
climate spread during the inter-war years, public health experts on both 
sides of the Atlantic sought to answer the thorny question: ‘What should the 
ideal indoor environment be like?’61

Leonard Hill, Director of Applied Physiology at the National Institute of 
Medical Research, perhaps did most to defi ne what constituted ‘ideal’ atmo-
spheric conditions in the British home environment. By the mid-1920s, his 
research had begun to overturn the erroneous idea that ‘re-breathed air’ was 
a prolifi c source of ill-health in overcrowded dwellings. Rather, Hill insisted 
that it was ‘the mischief of coddling indoors in overheated and draught-
less rooms’ that caused listlessness and increased susceptibility to illness, 
particularly colds, tuberculosis, and ‘nervous troubles.’62 As early as 1913, 
he complained that ‘heat stagnation’ often accompanied the installation of 
modern heating systems:

Central heating, gas-radiators, and other contrivances are now displac-
ing the old open fi re and chimney. This change greatly improves the 
economical consumption of coal and the light and cleanliness of the 
atmosphere. But in so far as it promotes monotonous, windless, warm 
atmospheres, it is wholly against the health and vigor of the nation. 
The open fi re and wide chimney ensure ventilation, the indrawing of 
cold outside air, streaky air—restless currents at different temperatures, 
which strike the sensory nerves in the skin and prevent monotony and 
weariness of spirit. By the old open fi res we were heated with radiant 
heat. The air in rooms was drawn in cool and variable of temperature. 
The radiator and the hot air system give us a deadly uniform heat—the 
very conditions we fi nd unsupportable on a close summer’s day.63

Central heating, seldom encountered outside of public buildings and 
blocks of fl ats or offi ces before the 1950s, was roundly condemned as 
‘hygienic decadence’ by one inter-war commentator, as its uniform warmth 
was physically unchallenging to the hardy British race. To ensure a healthy 
home, according to Hill, atmospheric conditions indoors needed instead to 
closely resemble those of a sunny and stimulating spring day outdoors. In 
choosing a space heating appliance, he advised his readers that the ‘essential 
principle’ was to ‘avoid heating the air and secure a suffi cient movement of 
cool fresh air . . . while warming the body by radiant heat.’64 The human 
body was believed to be ‘better adapted’ to radiant heating technologies, 
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particularly the blazing coal fi re, which replicated the way in which the 
sun warmed the earth. During the inter-war years Hill, who was also the 
vice-president of the Sunlight League, continually pressed for the adoption 
of improved gas fi res (with adequate fl ues and a brighter radiant output) as 
a measure to prevent smoke pollution. But he nonetheless maintained: ‘We 
must see to it that the method of house warming is contrived on the same 
lines as the open fi re, otherwise we may lose in health . . . more than we gain 
from light.’65

At a time when the importance of sunlight to health was unquestioned, 
defenders of the traditional open fi re were quick to stress the purported 
‘benefi cial properties’ of its radiant heat. In 1926 Marie Stopes, an expert on 
the composition of coal as well as family planning, argued that:

A glowing coal fi re gives out something subtle, yet intensely ‘nourish-
ing’ to the system, ‘nourishing’ in a way that vitamins and ultra-violet 
rays are ‘nourishing.’ Whatever this stimulating infl uence may be, it is 
either absent or very weak in radiation from anthracite stoves or gas 
and electric fi res. Hence, for health, a brightly glowing coal fi re should 
be present in every nursery, and in the chief living room of every house 
. . . in the interests of the race, of the health and happiness of the in-
dividual, as well as in the name of science, may I stress the immense 
importance of not fl outing the natural instinct of the British people to 
use bright coal fi res.66

The Coal Utilisation Council, founded in 1932 to promote the better use 
of coal (and to better compete against gas and electricity), quoted Stopes’s 
views on the value of Britain’s home fi res to health in an early sales brochure 
entitled No. 1 Paradise Street: The House of Your Dreams:

“I say emphatically that any woman who can afford it and yet rears her 
children without exposing them daily in winter to the benefi cial radia-
tion of a bright coal fi re, is doing them a deliberate injury.” These are 
strong words, but they represent the considered opinion of a famous 
woman scientist, who adds that such a fi re gives out something subtle 
yet intensely nourishing to the system . . . Nowadays we all appreciate 
the benefi ts to be derived from allowing the rays of the sun to play upon 
the bare skin. The rays from a coal fi re have a similar effect and, apart 
from the comfort of having their ordinary bath in front of the nursery 
fi re, the children will derive real benefi t from having a “bath” in the 
rays of the fi re itself.67

Overheating also featured prominently. The brochure advised against 
installing other types of fi re on the grounds that they scorched the air, dried 
the skin, and made children ‘fretful and feverish.’ While few health experts 
and household manuals of the day made such forceful and extravagant 



claims, many recommended the use of radiant heat in the living room—and 
radiant heat remained synonymous with the open coal fi re.68

Although the alleged benefi ts of radiant heat received scant attention in 
the 1946 Simon Report, a lengthy appendix summarised the latest research 
on thermal comfort requirements in the home. It concluded that overheating 
and incorrect humidity—and not ‘vitiated air’—were the main causes of dis-
comfort and ill-health (although the harmful effects of draughts and under-
heating were not neglected). It also specifi ed the conditions that made for ‘a 
pleasant and invigorating’ indoor atmosphere, which included: air free from 
‘objectionable odours’ (‘anthropotoxins’ no longer merited discussion as a 
threat to health); adequate and variable air movement, ‘for the body is stimu-
lated by ceaseless changes of environment’; and room temperatures ‘as cool 
as is compatible with comfort.’ While it was ‘notoriously diffi cult’ to defi ne a 
‘comfort zone’ that suited all people, the Simon Report suggested that an air 
temperature between 62 and 70 degrees Fahrenheit, with a relative humidity 
between 30 and 60 percent, constituted its lower and upper limits in winter. 
A moderate 65 degrees Fahrenheit was the generally accepted ‘ideal’ indoor 
temperature, adjudged to be the most compatible with health and comfort.69 
The Simon Report, which played a major role in setting heating standards in 
Britain’s post-Second World War homes, recommended that all new dwell-
ings should be provided with ‘a fl ue suitable for a solid fuel appliance’ in 
the living room, supplemented by the means to heat one bedroom by gas 
or electricity. Such a combination of heating and ventilation would avoid 
the thermal monotony thought so harmful to health and native vitality and, 
Simon and his colleagues hoped, help to open up the British home (‘In cold 
weather . . . the smallest in the civilised world’) by allowing families to make 
better use of previously ‘wasted space’ upstairs.70 The ineffi cient open coal 
fi re, however, was to be gradually replaced by improved heating appliances 
capable of burning solid smokeless fuels, preferably slow-combustion stoves 
that could be opened when the living room was occupied to reveal a homely, 
‘cheerful’ glow. But echoing the words of the Newton Committee’s 1920 
interim report on domestic smoke that there was ‘still a strong prejudice’ in 
favour of the open hearth, the Simon Report cautioned that the traditional 
method of heating rooms ‘has been and still is very popular . . . Indeed, the 
open coal fi re is a national institution.’71 Despite being marketed as a ‘cosy’ 
form of open fi re, effi cient, labour-saving ‘openable’ stoves were to be found 
in only a small proportion of British homes by 1950.72

CONCLUSION

During the fi rst half of the twentieth century, a growing body of evidence 
linked the nation’s home fi res to a wide range of health and environmen-
tal problems. Yet, as Lord Newton noted, any move to outlaw the tradi-
tional open hearth was commonly viewed ‘in the nature of high treason.’73 
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Without public support, politicians of all parties were reluctant to interfere 
with the rights of millions of Britons to enjoy an open coal fi re in their 
own homes. Despite growing awareness of its damaging effects, the open 
fi re had retained its place in the public’s affections for three main reasons: 
fi rstly, the ‘homely hearth’ was still central to everyday British family life; 
secondly, the lack of an acceptable and economic alternative technology; 
and thirdly, the popular notion that the traditional open fi replace was a 
‘healthier’ choice for domestic heating and ventilating than many of its 
‘modern’ rivals. While the socio-cultural, economic, and technical obsta-
cles to smoke abatement have thus far attracted most historical interest, 
this chapter has shown that the important health dimensions of the ques-
tion should not be neglected.

By 1945, most of Britain’s newer homes had mixed heating systems. In 
general, open fi res took pride of place in the living room, supplemented by 
gas and electricity in the kitchen and bedrooms. The increased use of gas 
and electricity for cooking did help to reduce levels of urban air pollution, 
particularly during the summer months. However, during the inter-war 
years these ‘modern’ fuels made only a modest contribution to smoke 
abatement.74 That the coal fi re was still fi tted as standard in both local 
authority and private housing developments—sanctioned by the Ministry 
of Health—was a major concern for those working towards the modern-
ist ideal of the sunlit, smokeless city. Responses to wartime investigations 
into home heating were equally worrying for anti-smoke activists and util-
ity companies, as householders indicated overwhelmingly that they were 
willing to sacrifi ce the cleanliness and convenience of gas and electricity 
for a cheerful blaze in the hearth. At a time when ideas about making a 
family comfortably warm in winter were being redefi ned, the notion that 
Britain’s heating systems should resemble its changeable climate—provid-
ing robust ventilation and variable, ‘invigorating’ radiant heat—added 
another positive aspect to the open fi re’s attractions. Its use to maintain 
a healthy atmosphere indoors undoubtedly obstructed efforts to improve 
air quality outdoors.

‘Homes for All’ was the slogan after the Second World War, with the 
newly-elected Labour Party committed to ‘building a better Britain.’ The 
1943 pamphlet ‘Your Home Planned by Labour’ stated that:

The men and women who have fought and toiled to make victory pos-
sible must not live out their lives in cramped and ugly streets. Children 
shall not be denied sunlight—or opportunity. Women must be released 
from the endless drudgery of tenement or slum. Labour means to get 
new homes for the British people. Modern. Sunlit. Labour-saving. La-
bour plans to end the long era of mean streets and stunted lives.75

But despite the promise of a brighter future, the smoky open fi re continued 
to be the main source of heat in Britain’s homes. It took the catastrophic 



‘Great Smog’ of December 1952, which claimed the lives of some 4,000 
Londoners, to persuade the British people to give up their open coal fi res.76
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11 Coal, Clean Air, and the 
Regulation of the Domestic 
Hearth in Post-War Britain

Catherine Mills

INTRODUCTION

In July 1956, Anthony Eden’s Conservative Government successfully steered 
a bill for clean air through parliament and on to the Statute book.1 The Clean 
Air Act substantially strengthened the regulatory controls in place at the end 
of the Second World War. It predetermined a national standard of air qual-
ity, created a tariff of fi nancial penalties, established a Clean Air Council to 
monitor pollution levels and co-ordinate research, and removed the necessity 
for the plaintiff to demonstrate in court that smoke created a nuisance. The 
main thrust of legislation was the regulation of domestic smoke emissions. 
The Act encouraged local authorities to introduce and enforce smoke pollu-
tion controls: the burning of bituminous coal would be prohibited or heavily 
restricted in a zone by zone progression across towns and cities, particularly 
those identifi ed as ‘black’ by the House of Commons Committee on Air Pol-
lution in 1953, namely urban and industrial areas that were prone to high 
levels of atmospheric pollution and frequent natural fogs.2

The introduction of alternative cleaner fuels for domestic space and water 
heating posed economic and logistical problems for local authorities, placed 
an additional fi nancial burden on individual households, and demanded 
sweeping technological and cultural changes. Moreover, as Stephen Mos-
ley has suggested in the preceding chapter, there was strong and persistent 
popular resistance to any restriction of domestic coal burning throughout 
the 1940s and into the 1950s.3 The traditional open coal fi re was regarded 
by many as a birthright; it provided a cheap source of domestic heat and 
hot water, a means of hygienic rubbish disposal, and healthy ventilation. 
The roaring fl ames symbolised warmth, comfort, and prosperity, and rep-
resented the very heart of the home around which family life revolved.4 A 
recent study by Peter Thorsheim has also revealed that the nation’s coal 
miners perceived smoke control as a potential threat both to their future 
employment and to their fi ercely guarded concessionary coal allowances.5

Yet by 1970, the British love affair with the open coal fi re appeared to be 
in decline. Ninety percent of the 324 ‘black’ authorities had either planned 
or implemented smoke control programmes.6 Domestic coal consumption 
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had fallen from 37.5 million tons in 1956 to 19 million tons in 1970.7 In 
contrast, sales of electricity for the same period had risen from 23,755 giga-
watt-hours to 78,989, and gas from 2,591 million therms to 6,133.8 This 
shift in energy sources was refl ected in improvements in air quality. Nation-
ally, domestic smoke emissions had fallen from 1.32 million tons in 1956 to 
0.64 millions tons in 1970 and sulphur dioxide from 0.88 to 0.5.9

Historical accounts of urban air pollution in post-war Britain have 
largely provided a broad political survey of the background to the 1956 
Act.10 Scholars such as Parker, Brimblecombe, and Ashby and Anderson 
have argued that the occurrence of the London smog in December 1952, 
which is now thought to have claimed as many as 12,000 lives, operated as 
a catalyst for government intervention.11 Subsequent implementation of pol-
icy at local level has attracted very little study. Scarrow has suggested that 
variables such as a local authority’s geographical proximity to established 
smoke control areas, their status and fi nancial resources, their perception of 
need, and the nature of their local industry all infl uenced the speed and suc-
cess of implementation.12 This chapter seeks to explain what strategies local 
authorities employed and exploited to overcome resistance and implement 
successful smoke control programmes, and how local and national factors 
shaped these policies.

The opening section of this study draws upon the previous chapter and 
sets out contemporary tensions at play, which in the post-war period revolved 
more specifi cally around the 1956 Act. This is followed by two contrasting 
local authority case histories of Sheffi eld, including the small neighbouring 
Urban District Council of Rawmarsh dominated by coal mining, and Coven-
try.13 Sheffi eld had a reputation for high quality steel products, and for low 
environmental quality. This contrasts with Coventry’s image as a centre of 
light industry and modern housing. Both authorities were declared ‘black’ by 
the Beaver Committee, and subsequently introduced successful smoke con-
trol programmes. These two studies highlight the extent to which the home 
became a focus of government intervention, and expose class and gender 
dimensions explicit in local initiatives. Local government offi cials targeted 
prosperous homes and housewives, partly through the rhetoric of health, but 
primarily by exposing economic and environmental aspects of pollution in 
order to convince local populations of the importance of compliance.

CONFLICTING TENSIONS

Although gas and electricity were permitted fuels under the 1956 Act, these 
were relatively expensive options and it was proposed that coke and man-
ufactured solid smokeless briquettes, such as Coalite and Rexco, would 
largely replace coal as a domestic energy source.14 Effi cient combustion of 
solid smokeless fuels required either the adaptation of the traditional open 
fi replace or the installation of new appliances, together with a gas poker 



for clean ignition.15 Slum clearances were underway, and fi re grates capable 
of burning smokeless fuels had been incorporated into Harold Macmillan’s 
ambitious social housing programmes. Nevertheless, the Committee on Air 
Pollution (hereafter the Beaver Committee, named after the chairman Sir 
Hugh Beaver) estimated that roughly 12 million fi replaces in England and 
Wales still required conversion in 1953.16 The average cost per household 
for the owner-occupier and private tenant was estimated at £10.17 The local 
authority was responsible for up to 70 percent of the total costs, but the 
remaining expense fell to the householder, and only in cases of extreme 
hardship would a total grant be made available.

Although solid smokeless fuels were of a similar calorifi c value to coal, 
they were more expensive, diffi cult to light, and glowed rather than produc-
ing fl ames. Coke was roughly 50 percent cheaper than the branded smoke-
less fuels, but supply was dependent on the production of town gas and 
was often erratic.18 Domestic supplies of coke had the ‘last call’ on produc-
tion, which amounted to roughly 15 to 25 percent of the total.19 At the 
end of 1953, carbonisation was only up to pre-war production levels, and 
a recommendation to increase output had fallen on ‘stony ground.’20 Fire-
places in London County Council Flats in Peckham had been converted to 
burn coke, but local coal merchants had insuffi cient supplies to meet their 
needs.21 Coke was also bulky, and it was not profi table for fuel merchants to 
sell small quantities, yet many householders did not have suffi cient storage 
space for an economically viable order. As an anonymous contributor rather 
fl ippantly pointed out in the Medical Offi cer, you ‘can’t lay in stock . . . if 
you live in a tower block.’22

Moreover, coke was often associated with poverty; it was commonly known 
as ‘cinders’ particularly amongst the elderly, and often described as ‘second 
hand coal’ or ‘coal with the goodness burnt out.’23 Many erroneously believed 
coke combustion produced toxic fumes that would both poison the occu-
pants of the room,24 and cause severe damage to the lining of the chimney.25 In 
contrast, as Mosley has already suggested, a coal fi re was often defended as a 
healthy heating option.26 As one Sheffi eld resident suggested: ‘Give me a good 
coal fi re any day. I have to keep warm, I have bronchitis.’27 Soot and smoke 
were imbued with antibacterial properties that cleansed the atmosphere, the 
open grate provided a constant source of ventilation that removed the build 
up of stale air in the home, and the radiant heat of coal allegedly produced the 
British complexion and ‘nourished’ the human body.28

Although the Beaver Committee made it abundantly clear that air pol-
lution ‘fosters disease and can cause death’ and confi rmed an association 
between pollution and ‘the incidence of bronchitis and other respiratory 
disease,’ the scientifi c evidence was equivocal.29 The specifi c role of coal 
smoke in the pathogenesis of respiratory disease was poorly understood. 
Exposure to polluted air had a non-specifi c effect, typically but not exclu-
sively on persons already suffering from cardio-respiratory illnesses, par-
ticularly the elderly. Establishing a causal relationship between respiratory 
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diseases and air pollution relied on epidemiological studies. Editorial com-
ment in the Medical Offi cer claimed that pioneers in the fi eld had been 
ridiculed as ‘cranks,’ and their methodology had been ‘thrown back in their 
teeth by those who like a nice coal fi re.’30 The main criticism was that there 
was no means of separating out the specifi c effects of exposure to smoke, 
which in itself was a chemical cocktail, from environmental factors, such 
as temperature and background infections.31 It was also suggested that the 
introduction of the National Health Service had increased the number of 
elderly sufferers being kept alive, and dirty air simply advanced their death 
and artifi cially infl ated rates of mortality.32 Amongst the industrial work-
ing classes, unremitting dirty air and chronic bronchitis had largely become 
accepted as part of everyday life.33 As suggested in the preceding chapter, 
appeals and educational activities had met with only limited success, and 
abatement activists predicted apathy and resistance to change amongst the 
urban population, particularly in relation to their health.34

Sir Hugh Beaver had identifi ed the ‘pressure of public opinion’ as a 
critical factor in securing government interest in domestic smoke control. 
Demand for reform stemmed from concerned politicians such as Norman 
Dodds, Member for Dartford, and Anthony Greenwood, Member for Ros-
senthwaite, public fi gures such as Caroline Haslett, the president of the 
Women’s Electrical Association, and the National Smoke Abatement Society 
(NSAS).35 Dodds had consistently warned of a potential repeat of the Lon-
don smog disaster as the winter months of 1953 approached, and Green-
wood pressured for greater regulation and control.36 Haslett promoted the 
use of electricity in the home environment.37 The NSAS, in contrast, had 
lobbied parliament for the regulation of domestic emissions since the late 
nineteenth century, and had funded Gerald Nabarro’s Private Members Bill 
in 1955 in response to the government’s apparent indifference to the recom-
mendations of the Beaver Committee.38

These individuals and groups of individuals, who were convinced of the 
environmental and health benefi ts of smoke control, were a select minor-
ity and were far from representative of the industrial working classes. The 
NSAS was described as a ‘voice crying in the wilderness,’ whose meetings 
were ‘attended by a few enthusiasts who believed in the cause.’39 Their mem-
bership primarily consisted of local authorities and interested organisations 
such as the Solid Smokeless Fuels Association (SSFA), and the National Coal 
Board (NCB). By their own admission, the NSAS had aimed its propaganda 
at the ‘better informed sections of the community.’40 There had been no 
substantial grass-roots activism for regulation and control of the domestic 
hearth since either the London smog disaster in 1952 or the subsequent pub-
lication of the Beaver Committee reports, and nothing to indicate that there 
had been any substantial change in thinking amongst either the mining com-
munities or the majority of urban dwellers burning bituminous coal in the 
terraces, back-to-backs, and pre-war developments in Britain’s industrial 
cities and towns. Moreover, the claims in West Bromwich that regulation 



violated ‘the right of a householder to manage his own affairs according 
to his circumstances and inclinations,’ following the County Borough’s 
attempts to be the fi rst authority to obtain orders under the 1956 Act, did 
not bode well for other local authority initiatives.41

SHEFFIELD

Set amongst the foothills of the southern Pennines, Sheffi eld was often 
described as ‘a dirty picture in a beautiful frame.’42 Residents who were born 
after 1920 had never seen the cream stone of the civic buildings, buses were 
withdrawn on roughly fi fty days per year, the horizon was never visible, to 
hang out washing to dry was fruitless, and in 1956 the rate of mortality 
from bronchitis for the County Borough was roughly 17 percent above the 
national average.43

Two key features contributed to Sheffi eld’s pollution problem: its topog-
raphy and an economy based on steel. River valleys converge from the south 
and the west and drain into the main river Don, producing a rough radial 
pattern. Spurs and bold ridges separate the valleys, and the range of relief 
extends from 45 metres above sea level in the northeast to 450 metres in the 
southwest. The city originated at the convergence with the Don and devel-
oped out along the valley bottoms. Heavy industry and associated housing 
largely concentrated in the Don basin to the northeast of the city and the 
later more prosperous residential developments on high ground to the south 
and west.44

A substantial amount of fuel was required to process steel, and it was 
estimated that more coal was burned in a 10 square mile area of Sheffi eld 
than in any other European city.45 The close proximity of roughly 15,000 
domestic dwellings each with at least one open hearth burning bituminous 
coal signifi cantly increased the amount of smoke discharged to the atmo-
sphere, and it was claimed that more ‘dirt’ fell on the industrial east end 
than anywhere else in the world (Figure 11.1). 46 During the winter months, 
temperature inversions locked polluted air into the valley bottoms, whilst 
the surrounding higher ground would often be bathed in sunlight.47 The 
landscape produced marked variations in both measured pollutants and 
individual experiences of dirty air, and highlighted the role of the natural 
setting of a city in shaping its environmental problems.

In the early 1950s, Llywelyn Roberts, the Medical Offi cer of Health 
(MOH) for Sheffi eld, drew attention both to the signifi cant rise in nuisance 
complaints from the public and to an improvement in the cooperation 
shown by industry towards the Corporation’s smoke inspectors.48 The City 
Authorities, in conjunction with their neighbours, had begun seeking greater 
controls over both industrial and domestic smoke.49 In 1955, the Sheffi eld 
Citizens’ Committee for Clean Air was launched under the direction of the 
Socialist Medical Association,50 and in July 1956, the Bishop of Sheffi eld 
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presided over a ‘Brains Trust,’ a panel of experts responding to questions on 
the ‘probable effects’ of regulation of the city’s pollution problem.51 Rob-
erts suggested that increased support for smoke abatement was a result of 
post-war coal shortages that had fostered an appreciation for new effi cient 
appliances, and a developing awareness of the effects on health of breathing 
dirty air highlighted by the London smog deaths of 1952.52

However, when regulation of domestic smoke was made possible under 
the new legislation, public support for clean air appeared to have dwindled. 
An estimated 90 percent of the city’s urban dwellers were identifi ed as either 
having no interest in, or being openly hostile towards, conversion to smoke-
less fuels, largely upon the grounds of cost.53 Local press coverage had proba-
bly exacerbated resistance. The Sheffi eld Star reported that legislation would 
add six pence on to the cost of the rates, and the Sheffi eld Telegraph claimed 
that the quality of ‘coke was in doubt.’54 To combat any potential public 
misunderstanding and resistance, the Corporation embarked on an inten-
sive programme of public education largely carried out under the auspices 
of the Superintendent Smoke Inspector, Joe Batey, known locally as ‘Smokey 
Joe,’ together with the Health Education Service.55 The City Authority had 
fi rst appointed smoke inspectors in 1854 and, with the exception of a brief 

Figure 11.1. Neepsend Power Station in the Don Valley, illustrating the close prox-
imity of housing to industry. Local Studies, Sheffi eld Libraries.



period in 1875, the position remained a specialist technological appointment 
in Sheffi eld.56

Nationally, campaigns to combat resistance and misunderstanding had 
a long continuity in smoke abatement reaching back to the 1880s.57 In 
terms of intervention, Sheffi eld also had a wealth of experience and support 
to draw upon. The Corporation had pursued an active smoke abatement 
policy throughout the nineteenth and early twentieth centuries.58 The early 
focus was industrial emissions, and offenders had often been prosecuted 
with vigour.59 The Sheffi eld and Rotherham Clean Air Committee, origi-
nally established in 1927, had in its various guises accumulated some 30 
years of experience, and was the fi rst of its kind to possess statutory powers 
of abatement. The intention behind a regional framework was to address 
the problem of smoke drifting across authority boundaries. Richard Winter-
bottom, the Labour Member for Sheffi eld Brightside, had played a promi-
nent role in the drive for national policy initiatives. He maintained active 
communication between central Government and local industrialists, and 
had at one time supported the use of nuclear power to alleviate Sheffi eld’s 
pollution problem.60 Roberts, Batey and Alderman Patience Sheard, Chair 
of both Health and Clean Air Committees, were also all active and enthusi-
astic supporters of the proposed smoke control programme.

The city became the focus of much research, and by the time the fi rst 
smoke control order became operational in 1959, this provided a readily 
accessible body of knowledge. In 1949, the University of Sheffi eld’s Fuel 
Research Department had resumed a programme of research under the 
direction of Professor R. J. Sergeant. This study was primarily aimed at pre-
venting industrial pollution. Towards the end of 1956, the Medical Research 
Council had selected the University’s Department of Social and Industrial 
Medicine to study the medical effects of air pollution. Later in 1962, a fur-
ther research unit was established in the Department of Geography, jointly 
funded by the Ministry of Technology, the Centre for Environmental Stud-
ies, and the Gas Council, to explore pollution problems in relation to the 
physical environment.61

The clean air campaign was intensive. Those living within the proposed 
smoke control area were visited in their homes, information leafl ets were dis-
tributed to all ratepayers, the media were provided with data sheets contain-
ing ‘facts and fi gures’ relating to Sheffi eld’s pollution problem, and a press 
conference was held.62 Local women’s organisations and youth clubs were 
targeted. Posters were displayed on the side of all public vehicles. There were 
competitions, and the library service showed promotional and educational 
fi lms and handed out free bookmarks and car stickers. The Director of Edu-
cation sent a circular and teaching material to all school heads suggesting 
ways in which the clean air campaign could be incorporated into lessons.63 
The promotion culminated in a civic luncheon presided over by Edith Sum-
merskill, Member of Parliament for Warrington and a vocal supporter of 
clean air, and a public exhibition. According to the local press, Summerskill 
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was deliberately chosen by the Corporation to appeal to women. She carried 
with her a jar of air, ‘Sheffi eld’s muck,’ which represented ‘dirty curtains, 
covers and paintwork, doorsteps that turn black, nylon slips that turn grey 
the minute you put them on, the ceaseless toil in an atmosphere where you 
hesitate to put your washing out, the backbreaking, heart breaking job of 
keeping your home clean in an industrial area.’ 64

The notion that the home environment could be harmful in this way 
resonates with broader themes developed in this volume. As with health 
educational campaigns directed at women, attempts to ally women in the 
battle against urban air pollution had a long history, linked to Victorian 
notions that cleanliness was central to respectability.65 During the middle 
decades of the twentieth century, William Beveridge reinforced the role of 
women as protectors of family health and the home environment.66 In the 
post-war years, the idea that the use of an open coal fi re ‘blackened’ a wom-
an’s reputation as an effective homemaker, originally asserted by Caroline 
Haslett in a letter to the Times, was a theme that the NSAS fully exploited. 67 
Although women had often been featured taking an active part in the more 
technological aspects of pollution control in the Society’s journal, Smoke-
less Air, a conference was organised specifi cally for women designed to both 
highlight and promote their potential role in domestic smoke abatement.68 
In 1949, ‘Smokeless Homes’ was introduced as a regular journal feature, 
and provided comment on domestic aspects of smoke abatement. The Soci-
ety reinforced its perception of female responsibilities under the 1956 Act at 
its annual conference with an afternoon session entitled ‘Clean Air and the 
Housewife,’ chaired by Mrs. D. Charlton of the Women’s Advisory Coun-
cil on Solid Fuel.69 The conversion to cleaner burning fuels also became a 
theme featured in women’s journals, such as an article in She, which offered 
advice on ‘Hiding the Fireplace’;70 and in education, clean air became the 
remit of domestic science rather than of science education.71 The women of 
Sheffi eld and Coventry, where propaganda was less focused and intense (see 
later discussion), appeared neither to rally to the cause nor to resist reform. 
Similarly, in West Bromwich, plans to invite a group of housewives to join 
the County Borough’s Clean Air Committee failed to come to fruition.72 
This apparent indifference to smoke control may simply have refl ected a 
continued acceptance of restriction and public control that persisted in the 
aftermath of war.73

Sheffi eld’s public exhibition was declared open by six-year-old Susan 
Ward, a ‘citizen of the future,’ who was dressed in white to contrast with 
the black smoke.74 The display stands were deliberately placed so that visi-
tors had to move round the exhibition in a clockwise direction designed 
to show the problem of air pollution, the solutions, and the end result: a 
clean and modern environment both inside and outside the home.75 Smoke-
damaged lungs were displayed, and the education package for local schools 
was themed ‘Smoke Spells Danger’ and contained data relating to respira-
tory diseases and urban air pollution.76 Nonetheless, in comparison to civic 



pride, the potential health benefi ts of smoke control were minimised.77 The 
focus on a clean and attractive urban space was linked into a wider public-
ity campaign, ‘Sheffi eld on the Move,’ which was designed to promote a 
refashioned image of the city.78

A ‘low intensity campaign’ continued until the fi rst smoke control 
area became operational on the 1 December 1959 in a small mixed area 
in the southwest of the city. This was immediately followed by an area 
containing relatively prosperous suburban housing on the pollution free 
southern and western fringes of the city. This measure was to serve as a 
warning to the industrial valleys in the northeast that the Corporation 
intended to pursue smoke control in an area-by-area extension over the 
next fi ve years, whilst offering industry, in particular, time to prepare. It 
also offered the Corporation an administrative and economic advantage. 
The houses were described as ‘of a better class,’ built after 1951, and 
most would already be equipped with closed grates capable of burning 
smokeless fuel demanded under local by-laws as part of Sheffi eld’s earlier 
smoke abatement measures.79 The occupiers were also more likely to be 
able to afford both the cost of smokeless fuels and the 30 percent charge 
towards conversion of fi re grates if required, and consequently less likely 
to resist regulation.

From commencement of the fi rst order in 1959 through to 1974, there 
were only six objections to smoke control, two of which reached the inquiry 
stage and were subsequently rejected.80 Public responses to smoke control 
largely mirrored the Corporation’s policy of implementation; household-
ers in the more prosperous residential suburbs that had experienced the 
benefi ts of clean air ranked damage to property and contents over health 
concerns, and openly supported smoke control.81 Batey had recognised this 
notion of experience as a positive motivator of change early in the cam-
paign, when he noted that ‘the contribution that the domestic chimney 
makes to the pollution of the city air, is only appreciated when people can 
see for themselves the improvement in the clarity and cleanliness of the 
atmosphere.’82 Although he did not refer to the journal, this concept had 
been originally advocated in the Medical Offi cer in 1951.83 In contrast, the 
residents of Carbrook, a less prosperous area of dense industrial terracing 
in the Don Valley earmarked for slum clearance, were anxious about their 
health, but lacked enthusiasm for smoke control despite living in a vis-
ibly polluted environment.84 Nationally most domestic violations involved 
low-income households.85 Although in cases of hardship householders 
could claim the full cost of a modern closed fi re grate, there was no similar 
subsidy for fuel. Only a ‘small percentage’ of residents initially defi ed the 
new regulations,86 and throughout the period under scrutiny, there was 
only one prosecution.87 This may refl ect the Corporation’s adoption of a 
policy of persuasion and advice that followed the recommendations of the 
NSAS, which believed that manpower would be better employed in the 
extension of smoke control rather than in its enforcement.88
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By the end of the 1960s, Sheffi eld was in a position to promote a new 
image, ‘the clean air city,’ vigorously supported by the local press, which 
devoted considerable space to smoke control and the benefi ts it brought to 
the city.89 ‘The buildings had lost their soot and grime . . . the horizon was 
visible on a winter’s day . . . housewives could take clean washing from 
the line and relief was brought to sufferers of bronchitis.’90 When the fi nal 
smoke control area became operational in 1972, Sheffi eld claimed to be the 
cleanest industrial city in Europe,91 and in a position to compete in tour-
ism and conference markets. Refl ecting the national trend, levels of smoke 
pollution had fallen from an average 255 micrograms of smoke per cubic 
meter in 1959 to 47.5 micrograms in 1972, the number of ‘smoggy days’ 
had reduced by 80 percent, and the rate of bronchial mortality had fallen 
in line with the national average.92 Capitalising on this success, attention 
was subsequently shifted towards ‘invisible pollutants,’ particularly from 
vehicle exhausts.93

The picture was different in Rawmarsh. A small urban district council 
dominated by coal mining, and located fourteen miles northeast of Sheffi eld, 
Rawmarsh had remained a member of the Sheffi eld and District Smoke 
Abatement Committee despite the withdrawal of neighbouring Rotherham 
in 1955. Whilst Sheffi eld celebrated success, Rawmarsh was named and 
shamed as ‘a polluter’ in the national press. The Council’s civic head Ernest 
Payne claimed that ‘there is nothing like a coal fi re . . . smokeless fuels took 
hours to make a good fi re and then had poor heating quality . . . I just 
do not believe that domestic coal causes damage to health.’ He attributed 
high levels of respiratory disease amongst the urban population to labour in 
heavy industries.94

Rawmarsh was a coal mining community and Payne was an ex-miner, 
as were a majority of its councillors. Their persistent rejection of gov-
ernment requests to implement smoke control supports assumptions that 
urban district councils were too small, and the houses of insuffi cient rate-
able value, to raise adequate funds to bear the cost implications of smoke 
control,95 and that coal mining communities were unwilling to implement 
changes that would challenge the dominance of the industry or devalue 
miners’ concessionary coal allowance.96 The high coal consumption per 
capita in Sheffi eld, Scarrow suggested, made the progress of the city ‘espe-
cially impressive.’97

COVENTRY

Coventry had been an important engineering centre with a history of car 
production since the 1890s. During the Second World War, engineering 
expertise was turned over to the construction of aircraft parts, tanks and 
armaments. As a consequence the city was heavily bombed. During Opera-
tion Moonlight Sonata on 14 November 1942, roughly 4,300 homes and 



three quarters of the city’s factories were destroyed in a single night,98 and 
post-war reconstruction removed many of the structural problems experi-
enced in Sheffi eld.

Plans for redevelopment were ambitious,99 and Coventry emerged as 
‘an exemplar of a new type of city, in tune with the demands of a modern, 
more democratic and equitable age.’100 As part of the redevelopment pro-
gramme, the Corporation embarked on the cumbersome process of estab-
lishing the authority to both introduce a smokeless zone in 35 acres of the 
civic and commercial centre of the city, and to demand ‘prior approval’ 
of industrial fuel burning installations under a Local Act of Parliament 
which was granted in 1948.101 The 1936 Public Health Act defi ned the 
emissions of smoke, soot, ash, grit and gritty particles as a nuisance, 
and local authorities were empowered to serve abatement notices and 
instigate court proceedings for non-compliance. The 1936 Act, however, 
contained no provision for the declaration of a smokeless zone or ‘prior 
approval’; these measures could only be achieved with the enactment of 
separate orders.

The Corporation had agreed that failure to protect their new symbols 
of civic pride and consciousness from the ‘blackening and corrosive effects 
of urban pollution’ would be ‘a short sighted policy,’ without a conscious 
effort to ensure clean air.102 When the smokeless zone became operational in 
March 1951, the city was established as ‘the leading authority in the fi eld’ 
of smoke abatement,103 and claimed an atmosphere that was ‘remarkably 
free of smoke pollution of a serious nature.’104 It was much to the chagrin of 
the Chief Public Health Offi cer (CPHO) Ronald Williams that the city was 
designated ‘black’ by the Beaver Committee in 1953.105

Implementation of smoke control orders under the 1956 Act began with 
a process of education and propaganda similar to events in Sheffi eld. An 
exhibition entitled ‘Down with Smoke’ was opened by Sir Hugh Beaver 
in 1957. It consisted of lectures, demonstrations, displays and a competi-
tion to win a modern gas appliance.106 Posters were displayed in public 
areas, and a small mobile exhibition stand was created (Figure 11.2).107 
The early emphasis on civic pride continued, since the lower than average 
national rate of bronchial mortality (0.46 per 1000) in the County Borough 
offered little health incentive to cleanse the air.108 Offi cers of the public 
health department visited all homes in the proposed smoke control areas to 
answer questions, assess attitudes, offer advice and information, and pre-
empt any hostility. To combat potential storage diffi culties resulting from 
conversion to smokeless fuels, the Corporation entered into an agreement 
with the West Midlands Gas Board (WMGB) that deliveries of coke would 
be made fortnightly.109

Although the women of Coventry, as in Sheffi eld, were targets of clean 
air propaganda, in contrast the Public Health Department opted to focus 
on the ‘citizens of the future’ in the struggle against urban air pollution. 
Under the auspices of the Warwickshire Clean Air Council, city and county 
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schools were provided with pollution monitoring equipment, and senior 
pupils took daily measurements under the supervision of teaching staff.110 
The instruments were part of Warwickshire’s monitoring network and the 
data was sent to the Corporation analyst.111 In 1960, a special conference 
for schoolchildren was held.112 This became an annual event and involved 
pupils in demonstrations, lectures, exhibitions, fi lms, and organised visits. 
In 1963 a tour of the local gas works was arranged for senior pupils to 
observe the production of smokeless fuels,113 and a poster competition was 
devised for junior pupils, both activities designed to ‘foster interest in the 
young minds.’114

The fi rst two smoke control orders under the 1956 Act, Tile Hill and 
Allesley in the west of the city, became operational on 1 September 1961. 
As in Sheffi eld, these areas offered the Corporation similar geographical and 
administrative advantages. Their location ensured the city benefi ted from 
the prevailing westerly winds. Tile Hill constituted two large corporation 
estates already fi tted with approved appliances capable of burning smoke-
less fuels, and Allesley Park comprised a new private development of owner-
occupied homes.115

In December 1961, Coventry experienced a dense and persistent smog 
with an attendant rise in mortality from respiratory and cardiac diseases, 

Figure 11.2. ‘Public Health Inspectors Department Stand, Coventry Clean Air Exhi-
bition 5th–8th February 1957’. Coventry Libraries and Information Service.



particularly in the over sixty-fi ves.116 A proactive broader based education 
programme with a much stronger emphasis on health, entitled ‘Smoke Kills 
and Blights,’ began the following year. Invitations were sent to ratepayers 
associations, local societies, women’s organisations, and local schools to 
attend a public exhibition and a discussion.117 Demonstration vehicles from 
the WMGB, SSFA, and NCB toured both the operational and proposed 
smoke control areas.118 The NCB also opened a Housewarming Centre in 
the City to supplement the work of the Public Health Department by offer-
ing advice, demonstrations, and the opportunity for local authority tenants 
to view and select replacement appliances before installation.119

In 1962 conversion grants were revised in response to impending short-
ages of coke. This was a result of experiments by the gas industry to produce 
town gas from oil.120 The revision offered the householder a wider choice 
in domestic fuel. It also facilitated the city’s Medical Offi cer of Health, Dr. 
Thomas Morrison Clayton, in his vigorous encouragement of what was a 
growing trend towards gas and electrical heating in the city, and initiated a 
further shift in the focus of the campaign focus towards the promotion of 
the modern home: ‘[H]eating one room in our houses and leaving the rest 
as ice boxes is more appropriate to the stone age and not the space age,’ he 
commented, whilst noting that an unnamed assurance company suggested 
from their records that elderly people live on average fi ve years longer in a 
centrally heated home.121

Although many residents had pre-empted smoke control orders and vol-
untarily adopted cleaner burning fuels, there were small pockets of resistance 
to the early orders.122 Local coal merchants exploited a loophole in the 1956 
Act that was not closed until its amendment in 1968, and continued to sell 
bituminous coal in smoke control areas.123 Householders who contravened 
orders at Tile Hill received letters and were visited by public health offi cers. 
A number of tenants experienced diffi culty in lighting coke fi res. In these 
instances, the gas board provided individual demonstrations on the use of 
coke.124 Allesley Park was a development of predominately young people 
who were struggling to buy their fi rst home and could ill afford the cost of 
conversion.125 Many of these householders initially responded to proposed 
smoke control ‘as a splendid idea,’ but enthusiasm had waned when it was 
understood additional costs were involved, estimated at roughly £6.00 per 
residence.126 Although ample warning was given, roughly two thirds of the 
residents had failed to carry out conversions by the agreed date, and 400 
cases were referred to the Health Committee for authority to serve statu-
tory notices. The Chief Public Health Offi cer, however, believed that the 
failure to adapt fi replaces was a result of delay during the summer fol-
lowed by a sudden demand on local builders, rather than a demonstration 
of strong objections.127

The Corporation was vigilant in its enforcement. Fuel merchants who 
were suspected of supplying or encouraging the use of coal in a smoke con-
trol area were reported to their governing body. To prevent a small minority 
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who persistently burnt bituminous coal under the cover of darkness and the 
weekends, public health staff were drafted onto night and weekend duties. 
These offences, Morrison Clayton believed, were motivated by a desire to 
‘get one up on the Corporation.’ Like Joe Batey in Sheffi eld, he too similarly 
observed that once the benefi ts of clean air had been experienced individual 
resistance dissipated.128

Local economic diffi culties in the late 1960s resulted in a temporary sus-
pension of smoke control orders until the early 1970s.129 Fortunately for the 
Corporation, emissions of smoke had peaked in 1963 at 130 micrograms 
per cubic meter and from then onwards had declined steadily. By 1966, only 
30 percent of homes still used smokeless fuel as their primary source of heat; 
the remaining 70 percent used piped fuels, of which 15 percent had whole 
house or central heating.130

CONCLUSION

For both Sheffi eld and Coventry Corporations, the potential obstacles that 
cleansing the air posed in 1956 were either self-limiting or readily resolved. 
The fi nancial provisions contained within the Clean Air Act eased some 
of the economic burden of conversion to modern and effi cient fi re grates 
for individual households. Local government offi cials addressed the tech-
nological and cultural challenges posed by smoke control through the 
medium of public education campaigns, designed to dispel residual igno-
rance and misconceptions surrounding both solid smokeless fuels and the 
‘cosy coal fi re.’

Scarrow has argued that there was an emerging trend in the use of 
cleaner burning fuels, and it is diffi cult to evaluate the success of the local 
authority campaigns. 131 On the eve of Sheffi eld’s fi rst order in 1959, a large 
majority of the city’s population still believed that smoke control would 
entirely prohibit an open fi re in the home.132 As pointed out in the late 
1970s in relation to smoke control in Manchester, ‘an absolute standard 
made offenders so obvious they were quickly reported by the public or 
neighbours.’133 However, once householders had been regularly supplied 
with coke of a consistent quality and practice had led to satisfactory meth-
ods of combustion, there was minimal resistance to the prohibition of the 
coal fi re in the two local authorities. With the exception of the coal min-
ing districts, particularly in Yorkshire, this was generally the position for 
England as a whole.134 Inadequate supplies of coke often resulted in a sus-
pension of orders specifi c to individual localities.135 Although it is unclear 
whether the programme in Sheffi eld was impeded, in Coventry scarcity of 
coke led to the promotion of piped fuels.

The promotion of clean and effi cient heating systems in the domestic 
environment by city authorities paralleled and fed into wider campaigns 
to refashion and modernise the urban space. Although it is possible to 



suggest that the technological background of Joe Batey explains the stron-
ger emphasis on civic pride as opposed to health imperatives in Sheffi eld’s 
clean air campaign, Batey worked in close liaison with Roberts, the city’s 
Medical Offi cer of Health. Roberts, however, had already adopted an envi-
ronmental focus in the city’s slum clearances, and stressed the need to 
stimulate an appreciation not only of improved housing but also of their 
immediate surroundings.136 Similarly, Beaver, in a paper presented before 
the NSAS’s annual conference at Scarborough in 1954, had also asked 
‘that people turn their minds’ to the ‘oasis in the centre of Manchester,’ the 
‘clean white’ of Nottingham’s suburbs, and ‘other civic efforts.’137

Pollution problems varied greatly between the two cities, and explana-
tion for the variance in emphasis placed on health imperatives between the 
two campaigns may lie in differing perceptions of risk. Sheffi eld’s dirty air 
was unremitting but familiar, and attendant health risks had become an 
accepted part of everyday life. Coventry, in contrast, experienced episodic 
smog against a backdrop of relatively clean air and the early introduction 
of smoke control. It was the unfamiliarity of the increase in morbidity and 
mortality from cardio-respiratory diseases that provoked the health ini-
tiatives behind Coventry’s campaign, and the arousal of health anxieties 
expressed by residents of the Don Valley, who had the misfortune to witness 
both episodic and chronic high levels of smoke pollution.138

The ambiguity of health imperatives in the local histories of smoke con-
trol parallels the preliminary analysis of the relationship between respiratory 
health and the politics of clean air within the national context. This suggests 
that health anxieties were often obscured by competing tensions in the polit-
ical, socio-economic, and medical arenas, and were visibly infl uential only 
at the time of the London smog disaster in 1952. In the immediate post-war 
period there was grumbling unease surrounding the incidence of disease in 
urban rather than rural settings. The medical evidence was equivocal and 
what little debate there was on air pollution focused upon fuel effi ciency. 
The publication of Doll and Hill’s cohort study in 1957, establishing a close 
correlation between cigarette smoking and respiratory diseases, largely dis-
placed the anxieties surrounding urban air pollution.139

It is unlikely that a campaign promoting health would have been any 
more successful in achieving local smoke control. It was only when the pol-
luted atmosphere was cleansed and the benefi ts became tangible, in terms 
of both health and the material environment, that an interested response, 
albeit still rather muted, was observed. However, if popular enthusiasm 
for smoke control was dependent on personal experience of clean air, the 
method of implementation adopted by local authorities disadvantaged those 
who were most likely to benefi t from reform. The zone-by-zone expansion 
that focused upon new corporation housing and the prosperous residential 
suburbs denied the occupants of the urban industrial terraces the advan-
tages of early progress, and the experience of a smoke-free environment, 
that would in turn promote a greater desire for change.
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12 Cockroaches, Housing, and Race
A History of Asthma and Urban 
Ecology in America*

Gregg Mitman

INTRODUCTION

On July 7, 1961, a 46-pound, 12-year-old, malnourished boy from a Rio de 
Janeiro favela—or slum—stepped off a plane in Denver hoping to escape the 
shackles of poverty and longing for a life free from the struggle to breathe. 
It was just one week after photojournalist Gordon Parks’s exposé of life 
among Latin America’s urban poor appeared in Life magazine. Flavio da 
Silva had been living with his family in Catacumba, one of the many squat-
ter settlements of Rio. The family had fl ed the rural poverty of northeastern 
Brazil in search of a better life, but had found instead—like many of the 
favelados, or slum dwellers, that made up roughly 10 percent of the city’s 
population—an equally harsh existence in the urban environment. Illness, 
exacerbated by poverty, had taken its toll on the eldest da Silva son. At 
night, or when the smoke of the open cooking fi re fi lled the da Silvas’s six-
by-ten-foot home, Flavio would succumb to violent coughing. With heav-
ing chest, blue-tinged skin, and throbbing veins, his whole body would be 
consumed in the fi ght to breathe. This fi ght with bronchial asthma had left 
a visible mark on the boy; when doctors at the Children’s Asthma Research 
Institute and Hospital (CARIH) in Denver saw Flavio in Life, they recog-
nized his expanded chest and knew its cause. Convinced that the boy, in 
their institution, could be saved from the death that would soon meet him 
in his Rio slum, CARIH doctors wrote to the magazine’s editors and offered 
free treatment. Other concerned and inspired Americans also reached out, 
sending hundreds of letters and donations to Life to help rescue Flavio from 
a life without hope.1

Gordon Parks, Life’s fi rst African-American photographer, had been sent 
to Brazil in March of 1961 to capture in pictures and words the tragedy of 
poverty in Latin America. His article focused on the life of Jose da Silva, his 
wife, and their eight children. It was the second of a fi ve-part series titled 
‘Crisis in Latin America’ that Life’s editorial board had planned for that 
spring. Fearful that poverty, widespread illiteracy, and social injustice offered 
a fertile ground for Communist revolution, President John F. Kennedy 
announced early in his administration a $500-million plan—the Alliance for 
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Progress—to end hunger, disease, and illiteracy in Latin America. While Ken-
nedy’s advisors struggled with how to implement their Cold War plans for 
universal education and economic development in the Western Hemisphere, 
Americans took comfort that summer in knowing that the compassion of a 
nation had rescued Flavio, a ‘symbol of impoverished millions,’ from the grip 
of want, disease, and despair.2

But while the nation seemed fi xated on this Brazilian child, the weak cries 
of American children, suffocating under the weight of economic, environmen-
tal, and racial injustice, remained largely unheard. When a Life en Español 
version of Parks’s article appeared, the Brazilian magazine O Cruziero was 
outraged by the hypocrisy in America’s neglect of its own urban poor and 
sent reporters to document the harsh conditions of New York City’s slums. 
Unfamiliar with the city’s geography, the O Cruziero reporters searched the 
Wall Street district and chose a Puerto Rican family as their subject. Several 
staged shots later—a sleeping child covered in cockroaches, another crying in 
anguish from hunger—their work was done.3 The O Cruzeiro reporters need 
not have gone to such lengths if they had only known where to look. In New 
York City, Chicago, New Orleans, and other American cities, conditions of 
despair approximating those of Catacumba were commonplace, even if a veil 
of inattention kept them hidden. As the Spanish Harlem writer and activist 
Piri Thomas observed, in America ‘there ain’t no bright sunlight to reveal the 
stark naked truth of garbage-lepered streets.’4

The truth of America’s urban ghettoes—overcrowded conditions and 
decaying housing, high infant mortality, crime, poverty, and disease—began 
to well up in the early 1960s. So, too, did asthma, a disease that had mys-
teriously begun disproportionately to affl ict African-Americans and Puerto 
Ricans living in poor urban neighbourhoods. Some 40 years later, public 
health experts, physicians, and community activists have expressed dismay 
at the alarming increase of childhood asthma morbidity and mortality at 
the turn of the millennium, particularly among people of colour living in 
impoverished inner city communities. Among Blacks and Latinos in New 
York City, for example, hospitalization and death rates are 3 to 5 times 
those of Whites. In East Harlem, where hospitalization rates for asthma 
are 10 times the national average, an estimated 23 percent of children suf-
fer from the disease.5 To date, a host of factors, including genetic differ-
ences based on ethnicity, socioeconomic status, exposure to dust mite and 
cockroach allergens, air pollution, and inadequate access to health care, 
have been cited to account for asthma’s rise. But the roots of this urban 
public health crisis extend deep into our past, at least as far back as when 
Flavio fi rst came to the United States to be cured. Under what conditions 
asthma became visible in urban America, and how those conditions of vis-
ibility and invisibility have shaped divergent explanations and strategies 
for action, is the subject of this chapter. America’s urban asthma epidemic, 
long in the making, is a product of the ecology of injustice that structures 
urban space and life.



ASTHMA, GEOGRAPHY, AND RACE

In the fall of 1962, Dr. Leonard Greenburg noticed something peculiar 
about the pattern of emergency clinic admissions for asthma reported by 
New York City hospitals. Greenburg had spent the past decade looking for 
convincing evidence of a link between air pollution and higher rates of ill-
ness and death in New York City. As the fi rst commissioner of New York 
City’s Department of Air Pollution Control, he had been relatively inef-
fective in containing the city’s growing air pollution menace. Even when a 
six-day siege of smoke, haze, and smog paralyzed the city in November of 
1953—shutting down LaGuardia Airport, crippling commuter traffi c, and 
halting bus service—Greenburg was unable to mobilize city offi cials to take 
action.6 Despite sulphur dioxide concentrations that far surpassed those of 
London’s 1952 killer fog and regardless of increased hospital admissions, 
Greenburg could offer little proof that air pollution jeopardized the health 
of New York City’s residents. Without suffi cient funds, staff, political will, 
or conclusive scientifi c data, Greenburg could do little but watch as major 
polluters, such as the electric company Consolidated Edison, and numerous 
apartment-house incinerators added to the thousands of tons of particu-
late matter, sulphur dioxide, and other air pollutants each year. When he 
resigned as air pollution commissioner in 1960 to take up a position as 
professor and chairman of the department of preventive and environmental 
medicine at Yeshiva University, Greenburg devoted his career to fi nding the 
smoking gun that he lacked as chief watchdog and regulator of New York 
City’s air quality.7 Many physicians assumed that a relationship existed 
between air pollution and asthma, suspecting that air pollution contributed 
to increased sickness and death. To test this assumption, Greenburg combed 
the records of New York City hospitals during periods of high levels of air 
pollution looking for a corresponding increase in asthma patient admis-
sions. But Greenburg found no such correlation. What he did fi nd was far 
more puzzling and surprising.8

Increasing numbers of asthma patients had been inundating emergency 
rooms in New York City over the previous decade with no obvious cor-
relation to days of poor air quality. Among four New York City hospi-
tals, Greenburg and his colleagues found a two-and-one-half- to eightfold 
increase in the number of asthma visits to emergency clinics from 1952 to 
1962. No one knew the cause. But two hospitals stood out, both located in 
upper Manhattan and serving poor, minority communities. At Harlem Hos-
pital, located on Lenox Avenue between 136th Street and 137th Street, one 
out of every four visits to the emergency room, excluding trauma and obstet-
ric visits, was for asthma. At Metropolitan Hospital, located on East 97th 
Street and Second Avenue, one out of every seven visits was for asthma.9

Similar patterns were occurring in other major U.S. cities. Beginning in 
August 1958, offi cials from the United States Public Health Service and their 
affi liated Robert H. Taft Sanitary Engineering Laboratory in Cincinnati, 
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Ohio, worked closely with Tulane University researchers to investigate a 
recurring asthma epidemic in New Orleans. Since the mid 1950s, an unusual 
annual pattern of spikes in asthma admissions to Charity Hospital, which 
catered to the city’s urban poor, appeared each summer and fall. The New 
Orleans asthma zone—the communities that radiated outward from Clair-
borne Avenue, the thriving main street of New Orleans’ Black community 
and main thoroughfare of the city’s largest African-American Mardi Gras 
parade—was surrounded by three of the largest city landfi lls, one of which 
was known to local residents as Dante’s Inferno because of the spontane-
ous ignition of toxic chemicals that occurred during the drier months of the 
year. October and November were the worst months. On some days, more 
than 200 patients, many of them under the age of 30, streamed into the 
emergency room for the fi rst time, struggling to breathe. On normal days, 
the average number of asthma admissions was 25.10 By the early 1960s, the 
fall outbreaks of asthma among poor, African-American communities in 
New Orleans had become so common that local New Orleanians referred to 
the annual event as the fi fth season.11 An emerging epidemic appeared tied 
to the urban ecology of America’s inner cities and was symptomatic of the 
disparate spaces in which Americans lived and breathed.

The environmental conditions endured by the African-American commu-
nity that Harlem Hospital served were as bad as those faced by the asthma 
patients of New Orleans. The great migration of Blacks from the rural South 
to northern industrial centers after the First World War had turned Har-
lem into a vibrant centre of Black literary and artistic life during the 1920s 
and continued apace after the Second World War. Fleeing Jim Crow and a 
depressed agricultural economy, 1.5 million African-Americans left during 
the 1950s what Kenneth Clark described as the ‘miasma of the South, where 
poverty and oppression kept the Negro in an inferior caste.’12 Seeking educa-
tional and economic opportunities in the North, Blacks encountered instead 
the harsh realities of an urban environment isolated spatially, socially, and 
economically from the goods, services, and employment that sustained the 
health of the city and the majority of its White residents.

Of the 240,000 residents who lived in 1960 in Central Harlem (a three-
and-one- half square mile area lying between 110th Street to the south and 
the Harlem River to the northeast) 94 percent were African-American. 
Limited largely to low-paying, unskilled or semi-skilled service jobs, Har-
lem residents earned one-third less than the average New Yorker. A severe 
housing shortage coupled with infl ated rents resulted in overcrowded and 
dilapidated housing conditions that were unparalleled elsewhere in the city. 
Decaying tenement buildings built before 1929 provided the bulk of avail-
able housing. Slum landlords showed up when high rents were due but were 
absent when renters pressed for repairs. More than half of the housing units 
in Harlem were classifi ed in the 1960 Census as unsafe, inadequate, or in 
need of major repair. Many units lacked heat or plumbing; often apart-
ment dwellers relied upon gas ovens as their only source of warmth in cold 



winter months. ‘Rats and roaches,’ one resident living on West 117 Street 
complained, ‘were literally moving the tenants out of the building.’ More 
often than not, the Department of Health failed to prosecute landlords for 
housing code violations.13

Such conditions, exacerbated by the discriminatory policies of the city’s 
social and health agencies, led to signifi cant health disparities. The infant 
mortality rate in Central Harlem was nearly double that of New York City 
as a whole in 1961. Tuberculosis affl icted twice as many Harlem residents 
as it did those living in the rest of the city. Poverty, poor housing, and inad-
equate access to medical care were just a few of the factors that contributed 
to a population vulnerable to diseases that were less threatening under other 
economic and ecological circumstances. In the 1960s, few middle-class sub-
urban Whites were likely to view asthma as a deadly illness. But nearly half 
of New York City’s poor, Black welfare mothers surveyed in 1966 consid-
ered asthma to be a very serious disease.14

Similar conditions of poverty, degraded housing, and poor quality health 
care prevailed in the neighbourhood served by Metropolitan Hospital, where 
Greenburg’s team found the second highest rate of hospital asthma admissions 
in New York City. Located on the southern edge of Spanish Harlem, heart of 
New York City’s Puerto Rican community, Metropolitan became the primary 
health-care provider for the city’s poor, Hispanic population. In the prosperous 
post-war economy of the United States, many Puerto Ricans saw migration as 
a path to upward social mobility. Of the roughly 800,000 Puerto Ricans who 
came north for low-paying jobs in the blue-collar trades and manufacturing 
industries between 1940 and 1960, almost 80 percent fl ew from San Juan to 
New York City.15 Many expected to return to their beloved isla verde once 
their economic future was secure. But ‘los Estados Unidos,’ observed Dolores 
Montanez, could be a ‘cold place to live—not because of the winter and the 
landlord not giving heat but because of the snow in the hearts of people.’16 In 
Spanish Harlem, the median income was roughly equivalent to that of Central 
Harlem and far below that of other New York neighbourhoods. ‘Old-law’ ten-
ement buildings dating back to the nineteenth century were common in East 
Harlem. In these fi ve- or six-story buildings, families lived in crowded quar-
ters; three or more people often occupied a single room that lacked adequate 
ventilation and sunlight. Rates of respiratory infections and tuberculosis were 
high in these crowded conditions. A survey of 80 Puerto Rican families living 
in East Harlem, undertaken in the 1950s, showed 14 percent had a member 
of the household with chronic bronchial asthma. In the majority of cases, the 
family member was a child whose symptoms developed after immigration.17

In the early 1960s, the hot zones of urban asthma in New York City 
were geographic areas with high concentrations of African-American or 
Puerto Rican families, many of whom had come north after the Second 
World War. Both epicentres of these concentrations—Central Harlem and 
Spanish Harlem—also had the greatest concentration of poverty in New 
York City and some of the highest population densities per square mile in 
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the world. Epidemiologists puzzled over whether population or environ-
ment could account for the unprecedented rise in hospital admissions for 
asthma. Events that transpired in Harlem and throughout the nation, how-
ever, quickly transfi xed attention upon race as the determining factor.

On a hot summer evening in July, just two weeks after President Lyndon 
B. Johnson signed the Civil Rights Act of 1964 into law, thousands of Blacks 
in Harlem, many of them teenagers, took to the streets in anger and protest. 
It was neither the beginning nor the end of a series of long hot summers that 
saw riots and devastation in the cities of Chicago, Cleveland, Detroit, New-
ark, and Los Angeles. Frustration and anger that set ghettoes burning would 
be later channelled into calls for Black Power; out of the ferment of youth 
came the energy that tore down and built a new image of the Black ghetto, 
one founded upon self-help, community action, and racial pride.18

While the Black community transformed anger and rage into a positive 
force of social change, White psychiatrists and clinical allergists looked upon 
such emotions as the pathological seat of the nation’s rising asthma epidemic. 
In late July of 1965, irate Watts residents and a prickly Los Angeles police 
force and National Guard clashed in a fi restorm that left 34 people dead and 
hundreds injured on the West coast. The events prompted New York Times 
reporter John Osmundsen to popularize the fi rst of several explanations 
for the sharp rise in asthma among New York City’s African-American and 
Puerto Rican populations. ‘An emotional epidemic that has probably never 
been paralleled in the annals of medicine’ was sweeping the urban ghetto, 
Osmundsen wrote. Medical authorities suspected, he reported, that ‘ten-
sions arising from the civil rights movement’ were its likely cause.19

The impulse to invoke race to explain the increase in urban asthma fi rst 
witnessed in the early sixties speaks both to the popularity of psychosomatic 
explanations of asthma during the period and to the medical profession’s deep 
and ongoing history of looking to racial difference to account for observed 
health disparities. Osmundsen acknowledged that other factors, including air 
pollution, housing, socioeconomic status, and geography, might be involved 
in inner-city asthma. But he noted that whatever role such factors played, they 
were ‘doing so against a background of emotional confl icts which have been 
reported widely in medical literature to be associated with asthma attacks.’20

Many psychiatrists regarded asthma as based upon deep-seated emotional 
insecurities coupled with an intense dependent need. Nevertheless, the mecha-
nisms by which emotional process interacted with the respiratory, immunologi-
cal, and central nervous systems remained obscure. According to psychosomatic 
theories of asthma, anger, which a child might repress for fear of losing his 
mother’s affection, could provoke an asthma attack. Another provocation 
might be the confl ict between a wish for independence and a felt dependent 
need. In the case of White children, psychiatrists ascribed such emotional ten-
sions to such factors as an overprotective mother, which factored into Murray 
Peshkin’s parentectomy treatment at CARIH.21 As asthma rates among Afri-
can-Americans and violence in American ghettos soared, some psychiatrists 



and clinical allergists working in the fi eld of asthma seized upon the ‘Black 
personality’ as a likely cause of the disease in African-American children and 
the increasing preponderance of asthma within the Black ghetto.

The associations of asthma with the psychology of race owed much to 
social science research in the post-war era that painted a portrait of a Black 
psyche damaged by centuries of racial prejudice and discrimination. In their 
highly infl uential 1951 book The Mark of Oppression, Columbia University 
psychiatrists Abram Kardiner and Lionel Ovesey argued that self-hatred was 
a common trait of the Black personality. Black children, seeing their parents 
as members of a ‘despised and discriminated-against group,’ aspired to be 
White. ‘Accepting the White ideal,’ these physicians argued, was a ‘recipe 
for perpetual self-hatred, frustration, and for tying one’s life to unattainable 
goals.’ Hatred of White society was another mark of oppression that the 
psychiatry community saw manifested in the Black psyche as uncontrolled 
rage. To liberal social scientists, the violence and aggression witnessed in 
the urban race riots of the 1960s were unhealthy. Not only did they lead, 
as Helen V. Mclean at the Institute for Psychoanalysis in Chicago argued, 
to a greater number of health problems in the Black community, they also 
threatened liberal hopes for an integrated society by propelling the civil 
rights movement toward Black nationalism.22

To epidemiologists and physicians, the epidemic wave of asthma among 
poor African-Americans was symptomatic of the damaged Black psyche and 
the pathology of racial prejudice in America. In his New York Times article, 
Osmundsen suggested that it was not ‘hard to see how’ asthma, ‘precipitated 
by confl icts between hostile feelings and dependent needs,’ could ‘arise among 
members of racial minority groups on whom civil rights activities focus.’23 
Signs that psychiatrists used to evaluate the Black personality also became a 
part of the clinical diagnosis of the Black asthmatic child. Records of medical 
evaluation conferences at the Children’s Asthma Research Institute and Hos-
pital in Denver, for example, reveal that the psychology of race fi gured promi-
nently in the evaluation of Black children admitted to the home. When Mary, 
an eight-and-a-half-year-old African-American child from a poor neighbour-
hood in Kansas City, entered CARIH in 1959, part of the discussion for treat-
ment centered on her alleged ‘feelings of racial inadequacy.’ ‘She believes that 
her color is bad and is obsessed with being different and inferior in color,’ 
wrote one attending physician. ‘She’s struggling with this inside herself, but 
she hasn’t really resolved this at all.’ Two years later, physicians regarded 
Mary’s resolution of these racial confl icts, achieved through the help of play 
therapy, as one indication of her successful rehabilitation.24

COCKROACHES, HOUSING, AND ASTHMA

To presume that asthma emerged from the psychological blight of a segre-
gated society ignored the environmental inequities of the urban ghetto visible 
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to African-American and Latino residents. The ecology of injustice was evident 
everywhere in the deteriorating conditions of the inner city where poor people 
of colour lived. The distribution of allergens and pollutants was not equal in 
the economically and racially segregated spaces of the city. Neither was medi-
cal care. But the inability of epidemiologists and physicians to perceive such 
environmental inequities only points to how White privilege blinded medical 
authorities and prevented them from recognizing that the urban ecology of 
asthma was different from other breathing spaces where predominately White 
middle- and upper-class Americans lived.25

In the early 1960s, the ghetto was among the places least familiar to 
those in the clinical fi eld of allergy. Consequently, they had few clues in their 
doctor’s bag of skin tests and allergenic extracts to help identify important 
environmental factors that might be responsible for the increase of asthma 
observed within the city’s poor African-American and Latino communities. 
Allergists neither knew nor worked with nature in the urban ghetto. And 
when they did turn to nature as an explanation for the rise in urban asthma, 
they were quick to give it agency through the voice of racial privilege.

Racial assumptions and prejudices about the sanitary habits of ethnic 
minorities focused attention on the cockroach as the next likely suspect 
in the seemingly unending search for the cause that could account for the 
marked increase in urban asthma. To call someone a cockroach was to 
invoke the vile behaviours of this most despised insect. It was a common 
racial slur levelled against New York City’s immigrant Puerto Rican popula-
tion.26 And it led, along with the growing reports of occupational asthma in 
the pest control trade, two Washington, DC, physicians, Dr. Harry Bernton 
and Dr. Halla Brown, to the fi rst of numerous studies on asthma, cockroach 
infestation, and exposure in the urban ghetto.

Working with allergy clinics in seven hospitals in New York City, the phy-
sicians tested 589 patients for sensitivity to an extract derived from the body 
parts of the German cockroach, Blattella germanica, the most common urban 
pest. The two physicians classifi ed patients and their responses according to 
four ethnic groupings—Puerto Rican, ‘Negro’, Italian, and Jewish. Bern-
ton and Brown based the design of their study on an unpublished survey 
of cockroach infestations in New York City slums that allegedly found the 
dwellings of Puerto Rican and ‘Negro’ families to have the severest infesta-
tion rates, while the homes of Italian and Jewish residents had fewer cock-
roaches. In the entomological survey, ethnicity rather than class served as the 
primary category of analysis; differences in median income or housing con-
ditions were left unexamined. Among the patients screened in public clinics, 
Bernton and Brown found that 59 percent of Puerto Ricans and 47 percent 
of African-Americans were sensitive to cockroach allergen. In contrast, only 
17 percent of Italians and 5 percent of Jews reacted positively. The order 
of cockroach sensitivity by ethnic group corresponded almost identically 
to the severity of cockroach infestations found by the cockroach survey. 
Furthermore, 63 percent of the patients involved in the study were reported 



to be asthmatic. These fi ndings, Bernton and Brown argued, emphasized the 
need for urban allergy clinics to make screening for cockroach sensitivity a 
standard part of clinical diagnosis and, they suggested, offered a plausible 
explanation for the city’s growing asthma epidemic.27

Although Bernton and Brown acknowledged class to be a confounding 
factor in the differential exposure of ethnic groups to cockroaches, such 
subtleties were easily lost in the popular press. Furthermore, in drawing 
attention to the heritability of asthma, their paper made it easy to infer that 
differential asthma rates might be explained according to biological racial 
differences. Just weeks after Bernton and Brown published their fi ndings 
in the Southern Medical Journal, the New York Times announced in early 
September 1967 that allergy to cockroaches had been identifi ed as a possible 
cause of the ‘startling rise in recent years in the incidence of asthma among 
New York Negroes and Puerto Ricans.’28

Cultural attitudes toward the cockroach played heavily into epidemiologi-
cal assumptions that highlighted race rather than class as the primary deter-
minant in understanding the New York City outbreaks of asthma. But to 
downtrodden African-Americans and Latinos, cockroaches had nothing to do 
with their cleanliness or behaviour. Rather, cockroaches spoke to the despica-
ble ways of slumlords that turned the ghetto into a colony of White America. 
To the residents of Harlem and Spanish Harlem, the life of the cockroach 
was linked, not to race, but to the inhumanity of beings toward one another. 
In their eyes, the cockroach spoke, not through the voice of privilege, but 
through the protest cries against economic, racial, and social injustice.

Contrary to popular opinion, cockroaches possess few fi lthy habits. They 
are in fact the felines of the insect world, constantly grooming their anten-
nae, which they use to detect precious water and food resources. In the trop-
ics, where the majority of the estimated 4,000 cockroach species abound, 
the relatively constant warm temperatures and high humidity are paradise 
to this water-loving, heat-craving insect. But cockroaches have been on this 
planet a long time—Thomas Henry Huxley believed them to be the arche-
typal insect—and throughout their evolutionary history they have managed 
to adapt to virtually every ecosystem on Earth. Less than 1 percent of the 
known species have come into close contact with humans. Of these, the Ger-
man, American, and Oriental cockroach are the most common domestic spe-
cies. None of them are endemic to North America; they came from tropical 
Africa and east Asia, successfully colonizing the temperate urban landscape.29 
In torrid climates, exposure to these allergenic species is directly related to 
social status. In the Dominican Republic, for example, scientists have found 
that among poor children inhabiting drafty wood-frame homes, where mois-
ture sources such as toilets and sinks are generally located outside the living 
quarters, the incidence of cockroach sensitivity is low. In these shanties, the 
ideal abode for cockroaches—high humidity and limited air movement—is 
lacking. In contrast, the tight masonry construction characteristic of better 
built homes eliminates rapid air exchange and creates pockets of dead air 
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with higher humidity, a virtually fi ve-star hotel for the ubiquitous urban 
cockroach. The incidence of cockroach allergy among the human residents 
of Dominican homes of better quality construction is signifi cantly greater 
than among those who live in drafty wood-frame homes.30

In northern American cities, however, a different set of environmental 
factors—human and natural—conspired to create a quite different ecology 
of human–cockroach interactions. Old tenement apartment buildings that 
made up the majority of housing stock in Harlem in the 1960s were fertile 
breeding grounds for Blattella germanica and its domestic cousins. Cock-
roaches were a nightmare, not only for the residents of urban, low-income 
apartments, but also for pest control experts hired to exterminate them. In 
buildings with falling plaster, cracks in the ceilings and walls, leaky fau-
cets and toilets—all the result of years of neglect by landlords who skirted 
around the New York City’s Board of Health and ignored the pleas of ten-
ants—cockroaches found a welcome home. Leaky pipes offered a source 
for the cockroach’s most valued natural resource: water. Their antennae 
are like dowsing rods that can search through the subterranean caverns of 
wood, brick, and mortar to fi nd a prized moisture source. Garbage left by 
landlords to accumulate under the stairways of tenement buildings also 
served as a magnet for these highly gregarious creatures that congregate in 
kitchens and other food outlets, coming together, like humans, for conver-
sation and a meal. The German cockroach is also highly mobile. Plumbing 
connections, heating and venting systems, and electrical conduits all serve 
as express highways for the frequent migration of cockroaches from one 
apartment to another to escape the application of pesticides or to fi nd better 
food and water supplies. The much higher cockroach populations found by 
urban entomologists and pest control experts in lower socio-economic com-
munities were a function not of race but of deteriorating housing conditions 
that provided a perfect ecological niche for this pre-eminent evolutionary 
survivor of the insect world.31

When Gordon Parks turned his camera on the American ghetto in 1968, 
he found conditions of poverty that equaled those of any Rio de Janeiro 
slum. In his Life essay on the Fontenelles, a Black family struggling to sur-
vive in Harlem, Parks confronted White middle-class readers with another 
America of their own making. The Fontenelles lived in a ‘building ain’t fi t 
for dogs’ and owned a cat ‘to keep the roaches and rats in check.’32 While 
the Brazilian magazine O Cruzeiro had pasted cockroaches on the face of 
a Puerto Rican child in its fabricated story of New York City poverty, such 
scenes of cockroaches crawling on the faces of sleeping infants were a com-
mon part of life in New York City slums. The New York Amsterdam News, 
the Black newspaper of Central Harlem, regularly featured advertisements 
for rat and roach pesticides like ‘Kill Jo Paste’ next to Primatene tablets, an 
over-the-counter asthma medication. In The Cool World, Warren Miller’s 
gritty 1961 novel of life in Harlem, only ‘E Z Kill roach powder’ and ‘Kill 
Kwik rat pellets’ lined the shelves of the local hardware store. By the 1960s, 



epidemiological evidence and everyday experience confi rmed that asthma 
and roaches had become part of the urban ecology of America’s choking 
cities.33 But to isolate cockroaches as the cause of the fi rst epidemic wave of 
urban asthma would be to miss the larger environmental inequities at work 
in the ghetto that combined to make conditions ripe for the spread of an 
emerging disease and an opportunistic insect.

THE URBAN ECOLOGY OF ASTHMA

Race riots, not asthma, were what fi nally brought national attention to the 
conditions of poverty, poor housing, and lack of quality medical care that 
prevailed in the ghetto and contributed to the urban ecology of a disease. 
The passage of the Economic Opportunity Act by Congress in August 1964, 
just weeks after the country looked with trepidation upon the summer fi re-
storm in Harlem, formed the backbone of President Johnson’s ‘War on Pov-
erty.’ An infusion of funds over the next eight years into existing and newly 
established federal programmes including Aid to Families with Dependent 
Children, Food Stamps, Head Start, and Medicare and Medicaid helped to 
lessen the toll of poverty—hunger, poor health, economic insecurity, and 
lack of opportunity—that faced an estimated 10 million poor Americans 
living in urban areas in 1964. When the Kennedy administration fi rst turned 
its attention to poverty in America, rural Appalachia, not the inner city, 
was the place foremost in its mind. But the incendiary racial violence that 
erupted and spread across America’s urban landscape in the summers of the 
mid-1960s fi xed the eyes of the White House on another America in their 
midst. The need to secure the Black vote for the Democratic Party in the 
upcoming 1964 re-election campaign likely played a part as well. In looking 
to the root cause of racial disorder, Washington offi cials found themselves 
confronting deep structural economic and social inequalities. When the Eco-
nomic Opportunity Act passed, just two months after the Civil Rights Act 
became law, the federal government put poverty and race at the centre of 
efforts to address the problems that plagued America’s cities and stirred 
social unrest.34

New York City proved an important testing ground for the future direc-
tion of federal anti-poverty programmes. In the early 1960s, Richard 
Cloward, professor at the Columbia School of Social Work, helped to cre-
ate Mobilization for Youth (MFY) on Manhattan’s Lower East Side. A pilot 
experiment in combating poverty, MFY was built upon principles of oppor-
tunity and empowerment. Lack of access to education and employment and 
the absence of political power had locked inner-city youth into a cycle of 
poverty and despair. This was the argument Cloward and his Columbia col-
league Lloyd Ohlin advanced in their highly infl uential book Delinquency 
and Opportunity, which captured the interest of Kennedy’s circle of advi-
sors. With funds from the President’s Committee on Juvenile Delinquency, 
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Cloward and others put theory into practice and built MFY into an organi-
zation that relied upon community residents, rather than professional social 
workers from outside, to teach and train one another. MFY also invested 
resources into community action programmes. Through its legal services 
unit and its community action workers, MFY counselled residents on issues 
of direct relevance to their lives. Staff members also advised on the recourse 
citizens had in affecting change. Lawyers, for example, informed tenants of 
their rights regarding landlords, including the provision to strike and refuse 
to pay rent when a landlord did not provide the minimum services required 
by law. ‘Inclusion of the poor,’ Cloward insisted, ‘will help to overcome a 
long-standing colonialism in the social welfare fi eld.’35 The federal War on 
Poverty embraced this grass-roots community activist approach, mandating 
that federal anti-poverty funds be distributed to agencies in which the poor 
had an active voice and local control. Tensions mounted between local com-
munity action groups and established social service agencies. The agencies 
feared that federal dollars were being used to harass city agencies and redis-
tribute power within municipal government and society at large. Shortly 
after the Harlem riot, City Council President Paul Screvane accused MFY 
of instigating racial unrest through subversive tactics, including rent strikes, 
civil rights protests, and the printing of infl ammatory literature.36

Community empowerment was an issue not of ‘administrative effi ciency 
and experience, but of justice.’37 As the community members gained a voice 
and power in controlling the places in which they lived, worked, and played, 
the political economy of inequality shaped protest and action. Health became 
a political watchword and rallying cry. Harlem Area Youth Opportunities 
Unlimited (HARYOU) was an MFY analogue created in 1962 with the aid 
of the Harlem Neighbourhoods Association and the President’s Committee 
on Juvenile Delinquency. It saw the ‘problems of the Central Harlem com-
munity’ as ‘but symptoms of a wider social pathology.’ ‘Social action’ and 
‘social protest’ offered the means by which the community could ‘move 
from disorganization and pathology to health.’ High rates of infant mortal-
ity, tuberculosis, venereal disease, suicide, and asthma were but indicators 
of larger forces at work that suffocated the life of a community and its 
residents. ‘Nothing short of a concerted and massive attack upon the social, 
political, economic, and cultural roots of this pathology is required,’ argued 
HARYOU board members, ‘if anything more than daubing or a displace-
ment of the symptoms is to be achieved.’38

Housing offered a politically potent issue around which citizens and 
activists organized to address the integrated problems of economic, envi-
ronmental, and social injustice. To Harlem residents, housing was the most 
visible environmental problem they confronted on a daily basis. Housing 
starkly revealed the system of economic dependency and exploitation that 
characterized the socioeconomic conditions in Harlem. It also highlighted 
the costs of a degraded environment on physical, psychological, and social 
well-being. Through HARYOU, Harlem youth, who might have otherwise 



been immersed in the politics of street gangs, got a taste of the power of pro-
test and social action in affecting environmental change when they worked 
as aides to the Community Council on Housing in one of the most sweeping 
rent strikes in Harlem’s history.

In the fall of 1963, the prominent Black writer and civil rights activist 
James Baldwin had asked a crowd gathered in Foley Square what effect 
a rent boycott by Harlem residents would have on the ‘White economic 
power structure.’39 Two months later residents put his rhetorical question 
into action. On December 1, with the support of the Community Council 
on Housing and energetic youth mobilized by HARYOU, 585 families in 50 
tenement buildings in the neighbourhood of 117th and 118th Streets went 
on a collective strike. Until landlords corrected countless housing violations 
that threatened the health and safety of residents—garbage-strewn hall-
ways, inadequate heat, falling plaster, walls littered with rat holes, broken 
toilets and windows, leaky plumbing and roofs, and rats the size of small 
dogs—tenants refused to pay rent. Within a matter of weeks, the strike had 
grown to 167 buildings and over 2,000 residents. An estimated $60,000 in 
rent did not fl ow out of Harlem into the New York City bank accounts of 
White landlords in January of 1964.40 When Jesse Gray, the leader of the 
rent strike, orchestrated the mailing of 200 rubber rats, each with a letter 
signed by a Harlem resident urging emergency repairs in slum housing, to 
New York Governor Rockefeller, he was mobilizing nature, albeit synthetic, 
to make visible the structural inequalities at play in the urban ecology of the 
city and to organize Harlem residents around issues of health and housing as 
a means to gain political and economic control of their own community.41

In East Harlem, too, housing and health were at the centre of a bat-
tle waged by young Puerto Rican activists for the ‘self-determination for 
all Latinos’ and the ‘community control’ of their ‘institutions and land.’ 
Inspired by the Black Power movement, the Young Lords, with chapters in 
Chicago and New York City, formed a powerful political organization in 
the late 1960s that agitated for social justice and community empowerment 
in the urban barrios of America. Fighting against ‘attacks’ on their ‘land by 
urban removal, highway destruction, universities and corporations’ and the 
‘violence of hungry children, illiterate adults, diseased old people,’ what was 
called ‘the violence of poverty and profi ts,’ the Lords launched a ‘garbage 
offensive’ in July of 1969. Their goal was to bring visibility to the miasma 
of want and disease that emanated from the streets of East Harlem. Armed 
not with guns but with brooms, Puerto Rican youth took to the streets 
to clean their neighbourhood and barricade the main thoroughfares of El 
Barrio—Madison, Lexington, and Third Avenues—with garbage that the 
city’s sanitation department had failed to collect. The mayor’s offi ce got the 
message. But the garbage carried away by the city’s trucks did not remove 
conditions of despair.42

By the fall of 1969, the Lords had grown their political base and extended 
their community reach through campaigns for free clothing drives, a day-care 
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centre, a breakfast programme for school-aged children, and a free health 
clinic. But the Lords lacked an affordable space in which to house such pro-
grams. After a minister, a Cuban exile fearing another socialist revolution 
in his midst, refused to allow use of his Methodist church as a community 
centre during weekdays when the building was unoccupied, Lords activists 
and their supporters took control of the church on December 28 after Sun-
day services. The First Spanish Methodist Church, located in the heart of the 
Barrio, became La Iglesia de la Gente—the People’s Church—servicing the 
needs of over 3,000 community residents for eleven days before helmeted 
police offi cers surrounded the Lords’ sanctuary and forcibly removed and 
arrested more than 100 people.43

Undeterred by the arrests and eviction, the Lords continued their efforts 
in community activism. Tuberculosis and lead poisoning became a focus of 
political action for the Lords. These ‘diseases of oppression’ plagued the 
people of East Harlem and were seen as symptomatic of the dilapidated 
housing and overcrowded conditions in which New York City’s Puerto 
Rican population lived. On Saturdays, the political and health revolutionar-
ies devoted their time to giving tuberculin tests in the Barrio. In one instance, 
they stole a city TB truck and screened more than 1,000 community resi-
dents for tuberculosis in a single day. They also tested children for lead poi-
soning, using the results to prod health authorities to take action regarding 
the environmental risks posed to children growing up in the old tenements 
of East Harlem’s slum.44

In the politicization of health and housing, youth groups such as HARYOU 
and the Lords made visible the environmental and health disparities faced 
by people of colour living in urban ghettos. Asthma was one such disparity. 
The struggle to breathe was just one symptom of a widespread pathology 
of urban decay grounded in economic, social, and racial inequalities. But 
asthma, newly visible in the urban ghetto in the 1960s, had yet to gain 
the political traction that more visible, serious diseases such as tuberculosis 
had in mobilizing community activists seeking an end to poverty and social 
injustice. During the 1980s, rates of asthma in the inner city again climbed 
and once again drew media and medical attention to the disease. In this 
new political climate, asthma became the signature disease around which 
activist groups rallied to make visible the disparate environments in which 
Americans live, work, and play.

CONCLUSION

In the 1970s, the news media, physicians, and public health experts, which 
had fi rst drawn public attention to asthma as an emerging inner city disease, 
became relatively silent about the epidemic. By then, the spikes in asthma 
emergency room admissions seen in inner city hospitals during the 1960s had 
become less prominent. John Salvaggio, the physician at the Louisiana State 



University School of Medicine and Charity Hospital who had spent more 
than a decade trying to discover the cause of New Orleans’s fi fth season, 
tracing it unsuccessfully to burning dumps, grain elevators, and pollen loads, 
looked back on the period less through the eyes of a biomedical researcher, 
and more through the lens of ecology and political economy. Poverty, sub-
standard housing, and poor quality medical care combined to create a group 
of people ecologically vulnerable to the onslaught of allergens in their envi-
ronment. The noticeable decline in asthma emergency room admissions in 
the early 1970s was due not to the disappearance of any one environmen-
tal allergen. Rather, many factors—the replacement of housing stock in the 
neighbourhood of Charity Hospital, the creation of Medicaid, which enabled 
indigent asthmatics to seek out private medical care, the establishment of an 
outpatient allergy and asthma clinic at Charity Hospital, and the availability 
of a new generation of asthma drugs—combined to create a breathing space 
in the inner city more like that experienced by White, middle-class Americans 
for whom asthma was a less serious disease.45

But the conditions that fostered a more equitable environment in the 
urban ghetto were short-lived. During the 1970s, the programmes put in 
place by the War on Poverty were gradually dismantled. Between 1974 and 
1986, children’s poverty increased at an alarming rate, particularly in the 
central cities, where 44 percent of Black children lived below the poverty 
line. The Reagan administration’s war on welfare in the early 1980s slashed 
new housing starts for low-income residents, dismantled Community Devel-
opment Block Grants that provided support for housing rehabilitation, and 
cut federal subsidies to maintain and operate public housing.46

The effects had become particularly acute in public housing projects 
erected by the federal government after the Second World War. While groups 
like HARYOU pushed for active participation by neighbourhood residents 
in the planning, repair, and rehabilitation of housing, federal housing policy 
had evolved in a different direction to the goals of community empower-
ment set forth by the War on Poverty. Under the Housing Act of 1949, Con-
gress established a federal program for the construction of public housing 
targeted at the urban poor. Over the next two decades, however, bulldozers 
demolished more low-income housing in the name of urban renewal than 
was built. The old fi ve- and six-story tenement buildings came tumbling 
down as local authorities, under the right of eminent domain, cleared tracts 
of dilapidated housing in urban slums. But little was done to relocate dis-
placed tenants into affordable housing.47 In Harlem, 2,000 new public or 
publicly assisted housing units were added each year between 1949 and 
1970. At the same time, demolition for urban renewal projects or abandon-
ment by private owners took 3,000 units per year off the rental market. By 
1970, 20 percent of Harlem’s total housing inventory consisted of public or 
publicly assisted high-rise buildings. In East Harlem, home to the greatest 
number of public-housing projects in New York City, one out of three resi-
dents in 1965 lived in government housing.48
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The vast complex of stark towers that came to dominate the skyline of 
poor urban communities in Chicago, Detroit, New York City, and other 
American metropolises initially provided residents with central heating, 
sanitary housing, and less crowded living quarters. But they also trans-
formed once vibrant neighbourhoods into concrete islands in the sky. The 
effect was to sever community bonds forged through daily interactions with 
friends and neighbours: gossiping on the front steps, shopping at the corner 
grocery store, watching children play on the streets. Most public housing, 
due to strict federal limits on building costs, was also poorly designed and 
shoddily built. As federal subsidies for maintenance and operation costs 
declined, housing authorities found themselves fi nancially unable to address 
the deteriorating physical conditions that threatened the safety and health 
of residents. In these vertical cities—building complexes that might house 
upwards of 10,000 people—spires of concrete concentrated and magnifi ed 
the physical, psychological, and social problems they were designed to alle-
viate. Malfunctioning elevators that might stop on only a few fl oors, faulty 
heating and ventilation systems, leaky plumbing, infestations of rats and 
cockroaches, and high rates of crime and drug addiction were just a few 
of the problems that began to surface in the late 1970s and through the 
1980s.49 Another was asthma.

By the late 1980s, after nearly two decades of relative quiet, public health 
offi cials, physicians, the popular press, and community activists again turned 
the national spotlight on an emerging public health crisis in America’s inner 
cities. An initial wake-up call came when the Centers for Disease Control 
reported in the late 1980s that the number of individuals with asthma had 
increased 29 percent between 1980 and 1987. In 1998, the statistics were 
even more alarming: The prevalence of asthma between 1980 and 1996 
had increased 75 percent.50 Although changes in diagnosis might account 
for some of the observed increase, most medical and public health profes-
sionals saw the trend as a real effect and not as an artifact of changing clas-
sifi cation categories. Mortality and morbidity patterns revealed widespread 
geographic variation. Prevalence and severity of asthma appeared espe-
cially acute among inner-city African-American and Hispanic populations. 
Between 1982 and 1986, for example, hospitalization rates for asthma in 
East Harlem were 16 times higher than those in Greenwich Village–Soho.51 
Minority children seemed especially vulnerable. Compared to Whites, Afri-
can-American children were almost twice as likely to suffer from asthma 
and 2 to 5 times more likely to die of the disease.52 In central Harlem, a 
2005 study found one in four children has asthma. The national average 
was one in sixteen.53 Suddenly the nation found itself confronting a ‘new’ 
urban asthma epidemic, while sadly oblivious to history and the lessons of 
the fi rst epidemic outbreaks of urban asthma in the 1960s.

Medical opinion has once again divided over whether poverty or race 
accounts for the observed disparities in asthma.54 Medical and public health 
researchers debate whether accessibility to health care, adverse affects of 



asthma medications, environmental exposures, or different genetic suscepti-
bilities can explain the current trend. At the same time, these professionals 
acknowledge that no single factor is likely to offer an adequate explanation 
of the urban asthma epidemic, even as medical research largely views urban 
asthma through the lens of individual behaviour and pathology. Large, 
federally funded research projects like the National Cooperative Inner-
City Asthma Study examine high levels of exposure to cockroach allergen, 
tobacco smoke, and other indoor materials in hopes of understanding and 
controlling inner-city asthma. Other studies, such as the decade-long Col-
laborative Study on the Genetics of Asthma, funded by the National Heart, 
Lung, and Blood Institute, search for underlying genetic difference both 
within and across African-American, Hispanic, and Caucasian populations. 
Such studies aim to unmask the genetic factors involved in asthma, includ-
ing, for example, different genetic susceptibilities to cockroach allergens, 
in hopes of leading to new treatment therapies targeted at the molecular 
level. Despite different emphases on environment or heredity, these multi-
million-dollar research efforts frame the problem of urban asthma largely 
around individuals and their ability to manage and control the disease and 
the spaces in which they live.55 But is asthma one person’s disease, or is it 
society’s problem?

Community activists who live and work in inner-city asthma zones con-
front on a daily basis the burden the disease places on the lives of children. 
Such activists tend to see asthma in ways different from the views of the 
biomedical community. ‘You can’t just get rid of cockroaches and expect 
asthma to go away,’ remarked one organizer of West Harlem Environmental 
Action (WE ACT). ‘For that matter, you can’t just put in better buses and 
expect asthma to go away. It’s all got to be approached in a social justice 
framework.’56 A puff of an inhaler might ease the symptoms of asthma, but 
it will not alleviate the underlying environmental and social conditions that 
exacerbate the disease.

Founded by Peggy Shepard and Vernice Miller-Travis in 1988, WE ACT 
is a nonprofi t, community-based, environmental justice group built on the 
principles of self-determination and community empowerment to ‘fi ght envi-
ronmental racism and improve environmental health, protection and policy 
in communities of color.’57 Shepard, a journalist by training, got her fi rst 
taste of social activism working for New York State’s Division of Housing 
and Community Renewal in the late 1970s. Over the next decade, she and 
others watched as people in poor communities of colour in Warren County, 
North Carolina, in Houston, and in other neighbourhoods drew upon pro-
test strategies and legal actions learned during the civil rights era to speak 
out. These communities challenged in the courts the disproportionate share 
of hazardous waste facilities, garbage dumps, and polluting industries that 
ended up in ‘poor, powerless, black and Latino communities, rather than in 
affl uent, white suburbs.’58 A new social movement, environmental justice, 
gathered political momentum in the 1980s. But its roots reached into the 
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past, into the era of civil rights and the take-it-to-the-streets fi ght for health 
and social justice by groups like the Young Lords.

Asthma is a disease that is today at the centre of environmental justice groups 
in New York City like WE ACT and El Puente, a community learning and 
development organization based in the Greenpoint/Williamsburg neighbour-
hood in Brooklyn, where asthma rates are twice the national average. Asthma 
is, as Brown University sociologist Phil Brown wrote, a ‘stepping point to a 
politicized view of the world.’59 Through the research and educational efforts of 
groups like WE ACT and El Puente, people suffering from asthma in the inner 
city have begun to see themselves ‘less as an individually sick person’ and more 
as a collective of people living in a world where exposures, both indoor and 
out, are a consequence of an urban ecology—physical, economic, and social—
shaped by a long history of racism and economic inequality in America.60

It is almost a half century since Flavio da Silva stepped off the plane in Den-
ver, brought there to be cured because Americans took notice. It is also almost 
a half century since the fi rst wave of urban asthma epidemics swept the United 
States. Since that fateful time that forever altered Flavio’s life and hopes, three 
generations of children in America have grown up living in conditions of pov-
erty, poor housing, and despair. How many epidemics of asthma does it take to 
notice the ecology of injustice that makes each breath a fi ght to survive?
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13 Social Science, Housing, 
and the Debate Over 
Transmitted Deprivation

John Welshman

INTRODUCTION

This volume is concerned with how historians and people in general have 
evaluated the role of families, parents, society, houses, and homes in the 
determination of health. A key concept in the recent literature on the rela-
tionship between living standards, poverty, and health has been that of 
‘deprivation.’ Deprivation might be defi ned as suffering from hardship, or 
having been dispossessed, particularly of good medical, social, and educa-
tional facilities. However, it is also clear that deprivation can have many 
meanings. As early as 1976, Richard Berthoud suggested that it was an 
umbrella term to cover all the misfortunes that people could suffer in soci-
ety, a phenomenon that was as much about the way society worked, or 
ought to work, as one existing in society itself. Berthoud suggested that 
deprivation seemed to imply a situation that was unacceptably below some 
minimum standard, even though more general inequality might be accepted 
as inevitable, if not desirable: ‘If inequality can be seen as a hill, deprivation 
is a ravine into which people should not be allowed to fall.’1 What was cru-
cial for Berthoud was the distinction between the individual and the group, 
between internal and external weakness, or between structural factors and 
individual characteristics.

Subsequently Peter Townsend introduced the concept of ‘relative depri-
vation,’ writing in his monumental survey of poverty in the United Kingdom 
that ‘individuals, families and groups in the population can be said to be in 
poverty when they lack the resources to obtain the types of diet, participate 
in the activities and have the living conditions and amenities which are cus-
tomary, or are at least widely encouraged or approved, in the societies to 
which they belong. Their resources are so seriously below those commanded 
by the average individual or family that they are, in effect, excluded from 
ordinary living patterns, customs and activities.’2 Earlier defi nitions of pov-
erty, from Rowntree onwards, had tended to be based on some conception 
of ‘absolute’ deprivation or minimum needs. But the concept of relative 
deprivation also led to controversy, most notably between Townsend and 
Amartya Sen.3
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Attempts have been made more recently to operationalise concepts of 
deprivation, through the compilation of indicators, usually combining indi-
cators of conditions and people in some composite index. These have been 
used to identify ‘underprivileged areas,’ for instance the most deprived local 
authorities in London, or the most deprived areas in England, for example, 
in the North.4 These have revealed diffi culties in distinguishing between the 
measurement of deprivation in different areas, and the kind of people expe-
riencing that deprivation. Later approaches built on the conceptual distinc-
tion between material and social forms of deprivation. Material deprivation 
was seen as the lack of goods, services, resources, amenities. and physi-
cal environment that were customary or widely approved in society. Thus, 
indicators of material deprivation might include unemployment, car owner-
ship, home ownership, and overcrowding. Social deprivation, on the other 
hand, embraced non-participation in the roles, relationships, customs, func-
tions, rights, and responsibilities implied by membership of a society and its 
sub-groups. The merits of the concept of deprivation were that it was non-
monetary and multi-dimensional, whereas poverty was a one-dimensional 
monetary measure. Townsend himself was later to distinguish between 
objective deprivation, normative deprivation, and individual subjective or 
group deprivation, arguing that each could act as a basis for explaining 
social conditions, attitudes, and behaviour.5

In these respects, deprivation might be seen as an antecedent of the con-
temporary concept of social exclusion. At the same time, the systematic 
study of deprivation as a concept, other than relative deprivation, remained 
in its infancy in the 1980s. What is clear is that these debates were played 
out against the backdrop of debates about the cycle of deprivation, or trans-
mitted deprivation, and it is these that are the real focus of this chapter. 
In June 1972, Sir Keith Joseph, then Secretary of State for Social Services, 
referred in a speech to a ‘cycle of deprivation,’ and a Joint Department of 
Health and Social Security (DHSS)–Social Science Research Council (SSRC) 
Working Party on Transmitted Deprivation was established. The large-scale 
Research Programme that was organised through the Working Party was to 
span eight years. It cost around £750,000 (1970s values), and by 1982 had 
generated some nineteen research studies, fourteen literature reviews, and 
four feasibility projects. Earlier research has provided a preliminary exami-
nation of this episode, exploring the background to the cycle speech, tracing 
the direction taken by the Research Programme, and illustrating the hostil-
ity of DHSS civil servants to the research and researchers.6 However despite 
this work, both are only beginning to attract serious attention.

This chapter explores the cycle speech and Research Programme in respect 
to one theme—that of housing. It argues that the example of housing illus-
trates differing approaches taken by social scientists, and helps to explain 
them. Joseph had exhorted researchers to look at the interrelationship of 
behavioural and structural factors, including the role of the home; contem-
porary studies highlighted the infl uence of ‘social reasons’ for homelessness; 



and a literature review noted that personal inadequacy and incompetence 
were independent of the wider housing situation, as were some aspects of 
educational attainment. However, apart from one study, researchers for the 
most part looked at housing rather than the home, and located this within 
a structural analysis, and this was especially true of the fi nal report on the 
Research Programme as a whole. Therefore the hypothesis of the cycle of 
deprivation, and the Transmitted Deprivation Research Programme, are 
central to the broader themes of this volume. In both, the key issue was, 
in explaining disadvantage, how much emphasis should be placed on indi-
vidual or familial factors on the one hand, and structural or social factors 
on the other.

SIR KEITH JOSEPH, THE CYCLE, AND DEPRIVATION

As the recent biography by Denham and Garnett makes clear, Keith Joseph 
(1918–94) is a fascinating political fi gure. Educated at Harrow School 
and Magdalen College, Oxford, his father had largely created the success-
ful Bovis construction company. As MP for Leeds North East (1956–87), 
Joseph displayed a compassionate interest in questions of health care and 
social policy from the 1950s onwards. He fi rst entered the Cabinet in 1962, 
under Harold Macmillan, as Minister of Housing and Local Government, 
but had been a junior minister from 1959. As Secretary of State for Social 
Services, 1970–74, Joseph played a central role in the background to the 
1974 health service reorganisation. He was a key advocate of monetarism 
in the mid 1970s, as well as founding a think-tank, the Centre for Policy 
Studies. In the 1980s, he served in the Thatcher governments as Secretary 
of State for fi rst Industry and then Education. Yet Joseph remained an enig-
matic character whose honesty, belief in intellectual rigour, courtesy, agonis-
ing scrupulousness, and ‘intensely nervous disposition’ were apparent to all 
who met him.7

The cycle speech was given at a conference for local authorities organ-
ised by the Pre-School Playgroups Association, at Church House, Westmin-
ster, on 29 June 1972. It was in the second half of the speech that Joseph 
developed his main theme, asking why it was that, in spite of full employ-
ment, rising living standards, and the expansion of social services since 
the Second World War, deprivation and maladjustment ‘so conspicuously’ 
persisted. By deprivation, Joseph meant ‘those circumstances which pre-
vent people developing to nearer their potential—physically, emotionally 
and intellectually—than many do now.’8 He acknowledged that depriva-
tion took many forms and had complex causes, including those that were 
economic, personal, and to do with patterns of child rearing. But he contin-
ued, ‘Perhaps there is at work here a process, apparent in many situations 
but imperfectly understood, by which problems reproduce themselves from 
generation to generation.’9 There was not a single process. But it seemed 
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that in a proportion of cases, the problems of one generation were repeated 
in the next. According to Joseph, social workers and teachers could often 
be sure that because of family background, a child was experiencing disad-
vantage and was likely to face the same diffi culties as ‘his’ parents.

Part of Joseph’s speech was a call for more research, and a recognition 
that the cycle was poorly understood. Joseph admitted that his theory was 
not underpinned by scientifi c research, but maintained that ‘the cycle is not 
a process that we fully understand, but a number of objective studies do 
tend to bear out the subjective belief of many practitioners that cyclical pro-
cesses are at work.’10 Joseph acknowledged that poverty did play a role in 
its causation. For this reason, he said, the Government recognised the need 
to improve access to the benefi ts that already existed, to increase welfare 
spending, and to introduce new subsidies. Research was also needed into 
the dynamics of family poverty, the mechanisms and circumstances that led 
families into poverty, its duration and effects, and the forces that enabled 
some to leave whilst others remained locked in. Joseph therefore recognised 
that longitudinal studies were relevant to, and complementary to, the cycle. 
However in the meantime, his remedies were noticeably more limited. Apart 
from playgroups and services for the under-fi ves, they focused on family 
planning, support for parents, and attention to the needs of children.11

Joseph located the issue of deprivation within the context of rising liv-
ing standards, and the role played by the home was implicit throughout the 
speech. For example, he suggested that ‘many parents had no chance when 
they were children to learn what a happy home can be,’ and he acknowledged 
that what he termed ‘living conditions’ could play a part—‘bad housing and 
overcrowding and few opportunities for recreation.’12 He acknowledged 
that the Government must continue to improve housing and abate poverty. 
Joseph argued that ‘where parents with large families are immature and in 
danger themselves of marital breakdown, the more so when they are also 
poor and badly housed, the children are virtually sure to be deprived.’13 But 
he also noted that the emotional and intellectual needs of children might not 
be met ‘and this can be in homes that are not poor and in housing that is not 
bad,’ noting that ‘there are good parents in poor homes; and bad parents in 
prosperous homes. There are good parents of large families and bad parents 
of small families.’14 Perhaps most importantly, he acknowledged the role 
played by material circumstances, including poor housing, but also argued 
that the emotional health of the home was important in the bringing up of 
children, so that his solutions focused on home helps and social workers 
tackling perceived problems.

The speech was reported in the main broadsheet newspapers, but met 
with a fairly muted immediate response.15 Undeterred, in the months after-
wards Joseph made numerous visits to inner-city areas looking for pilot 
projects for what was termed ‘Preparation for Parenthood.’ Some visits indi-
cated the potential usefulness of area initiatives where a range of schemes—
playgroups, adventure playgrounds, childminding, family planning, and the 



involvement of mothers—might enable families to escape the cycle. More 
broadly, in the autumn of 1972, the DHSS was involved in informal meet-
ings with voluntary and professional organisations. Joseph’s comments on 
these indicated some rethinking, since he stressed the debate about the cycle 
had not distracted the Government from its priorities in the areas of low 
income, unemployment, poor health, and poor housing. He conceded the 
term ‘cycle’ was ‘a shorthand one and, as such, imprecise and open to much 
conceptual questioning.’16 Better knowledge and greater sensitivity to the 
needs of her children could not on their own help a mother to fulfi l her role 
if she was hindered by isolation, poor housing, and unsympathetic public 
agencies and staff.

THE INTELLECTUAL ORIGINS OF THE CYCLE SPEECH

In explaining the timing and content of the speech, Joseph’s own back-
ground, his genuine concern with poverty, the concept of the problem fam-
ily, and the policy context of the early 1970s all played a part. Denham and 
Garnett provide numerous examples of Joseph’s charity work and concern 
with child poverty, vulnerable groups, and the homeless, which included 
the founding of the Mulberry Trust housing association and support for 
the Child Poverty Action Group.17 Nevertheless, while there is no doubt 
Joseph’s concern with poverty was genuine, his interest in low-income fami-
lies was of a particular kind, and closely bound up with the concept of the 
problem family. In 1966, for example, Joseph had included, among catego-
ries of need, problem families whose poverty was not caused primarily by 
lack of income, but by diffi culties in managing money and in using welfare 
services.18 They were dominated by families of low income and low intel-
ligence, with more than the average number of children. A cycle was created 
and repeated, whereby broken homes and bad parents were reproduced. 
Joseph saw poverty, bad housing, over-large classes in schools, and inad-
equate parenting as mutually reinforcing, but his solutions were more mod-
est. More social workers and home helps should be recruited to provide care 
in the home, and while money was important, effective social services were 
also crucial.19 With hindsight, this was a dry run for the cycle speech.

A similar discourse around ‘unsatisfactory tenants’ was a continuous 
thread in debates about housing management. A 1955 report from the Cen-
tral Housing Advisory Committee, for example, had argued that ‘the unsatis-
factory tenants of today may very well produce the unsatisfactory tenants of 
tomorrow.’20 The three main reasons given by local authorities for regarding 
tenants as unsatisfactory were rent arrears, neglect of the house or garden, 
and behaviour causing a nuisance to neighbours. The report argued that 
those owing rent comprised those on low incomes, those who would not 
pay rent regularly, and those who were ‘so incompetent in managing their 
affairs generally that they are constantly in debt.’21 It was this third group 
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that posed the most diffi cult problem, since ‘their houses are often ill-kept 
and dirty, their gardens uncultivated, their children uncontrolled and trou-
blesome.’22 The Committee considered various courses of action, including 
segregation in rehabilitation centres, and efforts by voluntary organisations 
such as Family Service Units.

The problem family concept, which exercised an important infl uence 
over public health doctors, social workers, and voluntary organisations in 
the 1940–70 period, was an essentially behavioural explanation of poverty 
and deprivation that emphasised household squalor.23 Similarly homes and 
housing were persistent aspects of Joseph’s thinking. With his private income 
enabling him to purchase a large house in Chelsea, Joseph had a happy 
domestic life with his wife and four children, and it was this awareness of his 
own privileged upbringing and circumstances that led to his compassion for 
others not so fortunate. In 1967, for example, Joseph had written of the 2–3 
million privately rented homes that ‘here are the overcrowded: the families 
living in single rooms carved perfunctorily out of unconverted, insanitary, 
multi-occupied rabbit warrens. Here are the seed-beds of delinquency and 
even crime.’24 Moreover, in 1975 Joseph queried what had been achieved 
by compulsory purchase orders and slum clearance, noting that ‘it is now 
realised that bulldozing did great social harm, destroying communities as 
well as property, and that many council estates were bound to become foci 
of social pathology.’25 It was the Home-Start charity, which used volunteers 
to befriend families, and provide assistance to those struggling to bring up 
children, which Joseph later applauded from the Lords.

A further infl uence was a concern with inter-generational continuities. 
As Secretary of State for Social Services, in the early months of 1971 Joseph 
began to visit approved schools and remand centres, and these experiences 
confi rmed his earlier suspicions that family background was a key factor 
in deprivation among families and adolescents. He became convinced that 
‘something in the parental background had virtually doomed these children,’ 
and it was not poverty alone; many children survived poverty because the 
family bonds were strong.26 Moreover Joseph was told by one Director of 
Social Services that ‘we have 20,000 households in this city. Nearly all our 
problems—delinquency, truancy, deprivation, poverty and the rest—come 
from about 800 of them. And I think that most of the families have been 
known to us for fi ve generations.’27 This striking emphasis on inter-genera-
tional continuities has obvious echoes with earlier eugenic studies of ‘bad’ 
families, such as the Kallikaks.28 Joseph’s emphasis on heredity was to lead 
to his notorious Edgbaston speech, given in October 1974, where the clearly 
eugenic tone effectively ended his chances of assuming the leadership of the 
Conservative Party. In explaining the timing and form of the cycle speech, 
others have pointed to the broader policy context of the late 1960s.29 How-
ever, the striking emphases on individual characteristics, inter-generational 
continuities, and social work solutions show how the cycle speech can be 
located in the context of a pathological emphasis on individuals and the 



family that had been a theme in debates about poverty over at least the 
previous 100 years.

THE RESEARCH PROGRAMME

The cycle speech led directly to the Transmitted Deprivation Research Pro-
gramme, though there had been discussions between the DHSS and SSRC 
as early as March 1972. The Joint Working Party was formally convened in 
June and held its fi rst meeting in July. The SSRC representatives comprised 
Professors Tony Atkinson, an economist then at Essex, Maurice Freedman 
from the Institute of Social Anthropology at Oxford, Roy Parker from the 
Department of Social Administration at Bristol, Michael Rutter, from the 
Institute of Psychiatry, University of London, and Peter Willmott, of the 
Institute of Community Studies. Its Chair was Professor Robin Matthews, 
then Chairman of SSRC. The SSRC members thus comprised specialists in 
anthropology, economics, psychiatry, social administration, and sociology. 
There were seven DHSS representatives on the Joint Working Party, includ-
ing two each from the Local Authorities Social Services Division, the Social 
Work Services Division, and the Research Management Division. Key mem-
bers included Joan Cooper and Geoffrey Otton. Like Otton, Cooper had 
been involved with the Children’s Department at the Home Offi ce, and has 
been specifi cally linked with a ‘child care’ view of delinquency.

The role played by the home in providing both the emotional context and 
material circumstances for the bringing-up of children provided a potentially 
interesting forum within which to debate the relative importance of behav-
ioural and structural factors in creating deprivation. The Working Party 
from the start saw housing as a potentially important area for research. Its 
fi rst report (1974), for instance, noted that follow-up studies of the children 
of families identifi ed as living in very poor circumstances would be useful, 
especially if comparisons could be included with slum inhabitants who had 
been rehoused. There had been a few studies of the short-term effects of 
rehousing, but very little attempt to look at the longer-term effects on the 
next generation. The extent of bad housing and poor living conditions had 
been studied, but attention should be paid to these as part of multiple depri-
vation.30 Similarly, in terms of intervention, it was noted that local authori-
ties differed in their housing policies. Some segregated ‘diffi cult families’ in 
certain estates, while others distributed such families more widely. Some 
rehoused by two generation groups, while others aimed to place them on 
housing estates where families extended over three generations. It was sug-
gested that investigations could be undertaken to determine the effects of 
these different policies, especially those for migrant families.31

Earlier research on housing had mainly been concerned with homeless-
ness, which had been a long-term concern of the DHSS, started under Rich-
ard Crossman in the Labour government, but continued under Joseph. In 
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February 1969, for instance, Brian Abel-Smith had sought to dispel some of 
the prevalent myths.32 Other reports had focused on homelessness in Lon-
don, on policies and practice and on the role of Childrens’ Departments, 
and asked what might be learnt from case records.33 An infl uential report, 
by John Greve, had been critical of views that relied on concepts such as 
‘problem family,’ arguing that ideas of the ‘deserving’ or the ‘undeserving’ 
should play no part as criteria in the allocation of services. Homeless fami-
lies were predominantly young families in the early stages of bringing up 
their children, and the greatest need was for housing of a reasonable stan-
dard, at rents they could afford, and with security of tenure.34 Moreover the 
report noted that ‘home’ was not synonymous with ‘dwelling’; a dwelling 
or house was a physical structure, whereas a home was both a place and 
a set of personal relationships. This pointed to the need for a distinction 
between ‘houselessness’ and ‘homelessness’; the latter was more complex 
being ‘something multi-dimensional, involving the quality of life, and par-
ticularly of relationships between members of a family (or household), and 
not just the possession of a roof over one’s head.’35 Greve suggested the 
emphasis was shifting from ‘house’ to ‘home,’ with all that implied psycho-
logically and emotionally.

Nevertheless other research had engaged more with familial issues 
and individual characteristics. Another study of homelessness, by Bryan 
Glastonbury, argued that its causes needed to be assessed on two levels—the 
immediate factor, and the underlying range of family problems in which 
its origins were to be found. While ‘housing issues’ were the main reasons 
for people entering temporary accommodation, what Glastonbury termed 
‘social reasons’ were also important. Thus while Glastonbury gave attention 
to ‘material circumstances,’ including illness, and family size and structure, 
he was also interested in family relationships, including marital breakdown, 
domestic violence, and behavioural diffi culties. Half the families in his sur-
vey had lost their homes because the family members could not get on with 
each other. He noted that many social workers attributed homelessness 
to behavioural diffi culties, including gambling, sexual misbehaviour, poor 
domestic management, misuse of resources, domestic fi lth, and poor per-
sonal hygiene.36 Sometimes a way of life could be handed down from gen-
eration to generation, and overall the causes of homelessness were complex 
and multi-causal.

By the time of its third report (1977), the Working Party had commis-
sioned a paper on housing and transmitted deprivation from Clare Unger-
son. She looked at values and housing, the values of those who allocated 
housing, and relationships between parents and children, making some 
suggestions about possible areas for research.37 Moreover it had funded 
a Bristol-based research project into young adults from large lower status 
council estates, to determine which achieved upward social mobility in 
terms of housing, and which remained as local authority tenants. Part of 
the work was to see how far, for newly married couples suffering from 



multiple disadvantages, whose only hope of a home lay in the local author-
ity sector, such an outcome was inevitable. But the researchers were also 
interested in the factors that contributed to the breaking out from this pat-
tern by particular individuals. Exploratory interviews had been conducted 
with offi cials of local authority housing departments to discover the extent 
to which allocation policies and practices contributed to the transmission 
of inter-generational disadvantage in housing.38 Overall, attempts were 
being made to correct the original focus on familial processes, and to look 
at the infl uence of broader structural factors.

THE HOME: LITERATURE REVIEWS AND 
ETHNOGRAPHIC FIELDWORK

This question of causation, raised by the cycle hypothesis, was to become 
much more signifi cant in the Research Programme as a whole. In her refer-
ee’s report on the Bristol application, for example, Ungerson had noted that 
‘what worries me is their apparent narrowing of causation to the allocation 
policies of local authorities.’39 Moreover, an openness to differing explana-
tions was apparent in the literature review that the Joint Working Party 
commissioned from Michael Rutter and Nicola Madge. Though this was 
not fi nally published until 1976, a large part was ready remarkably quickly, 
by June 1973. The Rutter and Madge literature review had an important 
bearing on the Research Programme as a whole, and its main thrust can be 
seen in the fi nal published version. Rutter and Madge were to examine what 
evidence existed that might support the ‘cycle of transmitted deprivation,’ 
and to consider what it was that created alleged continuities between gen-
erations. But they admitted there were some serious problems with the brief 
they had been given, and changes had been necessary. Most importantly, 
they decided that they preferred the term ‘disadvantage’ to the original 
‘deprivation’; they substituted the plural ‘cycles’ for the singular ‘cycle’; and 
they dropped the phrase ‘transmitted.’ It was from this point on that many 
researchers preferred to talk about cycles of disadvantage.

Rutter and Madge included an entire chapter on housing, outlining its 
general supply and adequacy in Britain, the situations in which disadvan-
tage was most likely to be found, and the kind of people most likely to 
suffer. They noted that the study by Glastonbury had identifi ed behav-
ioural and relationship problems within families as the underlying causes 
of homelessness. The homeless ‘frequently displayed elements of personal 
inadequacy and incompetence which were independent of the prevailing 
housing situation.’40 However, they also noted that the earlier study by 
Greve had found that personal shortcomings were not the major factor in 
the majority of cases of homelessness, and ‘socially inadequate’ families 
formed only a small core. Greve had argued that the most important per-
sonal features infl uencing housing conditions were income level and family 
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circumstances. Overall, Rutter and Madge conceded that very little was 
known about intergenerational continuities in housing, and while poor 
housing was associated with other forms of disadvantage including low 
educational attainment and delinquency, the associations were indirect and 
the mechanisms poorly understood.

Perhaps the most important point made by Rutter and Madge in con-
nection with housing came in the conclusion to their literature review. They 
argued that it was sometimes assumed that nothing less than a complete 
change of the economic and social structure could infl uence cycles of disad-
vantage. But while they shared the outrage about the circumstances in which 
many families had to bring up children, and social inequalities between rich 
and poor, they argued that researchers were deluding themselves if they 
thought that nothing short of massive social change could infl uence cycles 
of disadvantage.41 These were to be found at all levels of society, and asso-
ciations with poor living conditions provided a poor guide to levels of dis-
advantage in other respects. Although overcrowded homes were twice as 
numerous in Scotland as in England, for example, Scottish children were 
much better readers, on average, than their English counterparts. Rutter and 
Madge concluded that ‘if research into such cycles merely reconfi rms that 
children disadvantaged in one respect are often also disadvantaged in other 
respects it will have failed. What are needed are investigations to determine 
why this is often not the case and how we can bring about discontinuities in 
cycles of disadvantage. This is the challenge for the future.’42

Among the projects funded by the Working Party was one that sought 
to examine the ‘cycle of deprivation’ through intensive case studies. The 
team led by Frank Coffi eld at Keele University realised that the very static, 
immobile, type of society found in the Potteries was ideal for an inter-gen-
erational study.43 The project was interdisciplinary in scope, and aimed to 
combine the approaches of psychology, sociology, and anthropology to look 
at both individual and socio-economic factors. Housing was certainly cen-
tral to the Keele study. Coffi eld and his team noted, for example, that each 
of their four families had previously lived in private rented rooms, and it 
was beyond the resources of all of them to buy their own home and have 
a valuable asset to pass on to their children. However, while each of their 
families was housed in local authority accommodation, only one of them 
was severely overcrowded, and in general housing was not a major prob-
lem. Coffi eld and his colleagues wrote that ‘the problems which our families 
experienced were less easy to disentangle, as they were not so obviously the 
fault of the environment, of living amidst slum property, or of experiencing 
the rootlessness caused by rapid industrial change.’44 The Barker family, 
for example, possessed insurance following a fi re at their home, thereby 
disproving the familiar culture of poverty stereotype that poor people lived 
entirely for the present and failed to think about the future. Similarly, the 
Martin family looked after their garden, at least for a time, and the father 
was constantly repairing and improving household objects.45



The Coffi eld volume was the fi rst of the original studies to appear in book 
form. But as with Rutter and Madge’s literature review, its fi ndings tended 
to challenge, rather than confi rm, the cycle of deprivation theory. Coffi eld 
and his colleagues quoted Tawney that ‘the duty of Governments is to create 
the environment which encourages the best, not the worst, in mankind.’46 
But overall, they argued from their fi eldwork that the cycle of deprivation 
was too simple an idea to explain the complex lives of the families that they 
had spent so long studying in such minute detail. Employing a different 
metaphor, they concluded that ‘the web of deprivation, rather than the cycle 
of deprivation, depicts more accurately the dense network of psychological, 
social, historical and economic factors which have either created or per-
petuated problems for these families.’47 Moreover, they wrote that to miss 
the compelling force of external circumstances on the performance of the 
roles of parent or child, and to imagine that the fragile household was not 
responsive to, and sometimes even torn apart by, the pressures of poverty, 
unemployment, and insecurity, was to attribute to poor people a freedom of 
choice and a control over their lives that did not stand up to scrutiny.48 Cof-
fi eld subsequently argued that ‘distinctions between structural and individ-
ual factors more accurately refl ect traditional academic divisions between 
sociology and psychology than real differences in the factors that impinged 
on the lives of the people we studied.’49

HOUSING: LONGITUDINAL STUDIES, ALLOCATION 
POLICIES, AND STRUCTURAL ANALYSES

Arguably the most interesting aspect of recent work on agency and social 
policy has been the suggestion that the response to the cycle speech provides 
insights into the outlook of a generation of social scientists. Richard Ber-
thoud has argued that the research studies commissioned by the Transmit-
ted Deprivation Research Programme were concerned with either economic 
factors or psychiatric factors, but not with the relationships between them.50 
Like Berthoud, Alan Deacon argues that academics did not respond to the 
challenge, regarding Joseph’s research agenda as ‘at best a red herring and 
at worst a distraction from the much more important issue of the generation 
and persistence of inequalities.’51 Deacon has claimed that, by the 1970s, 
the alleged rejection of individualist or behavioural accounts of poverty by 
theorists such as Richard Titmuss had hardened into an approach that pre-
cluded any discussion of such factors. It was this ‘quasi-Titmuss paradigm 
or school’ that, in its hostility to explaining poverty by reference to the 
behaviour of the poor, created an intellectual void that was fi lled by neo-
Conservative writers in the 1980s.

There is no doubt that many social scientists, certainly within the social 
policy community, were extremely hostile to the original Joseph hypothesis. 
Most famously, in March 1974, Peter Townsend condemned the cycle of 
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deprivation as being ‘a mixture of popular stereotypes and ill-developed, 
mostly contentious, scientifi c notions. It is a conceptual bed into which 
diverse travellers have scrambled for security and comfort.’52 At the same 
conference, Barbara Castle, Joseph’s successor as Secretary of State for 
Social Services, was careful to stress that study of a cycle of deprivation 
should be in parallel with a broader anti-poverty strategy, arguing there 
could not be any meaningful preparation for parenthood for families ‘whose 
children are condemned to grow up in crowded homes, crowded schools, 
crowded streets, on meagre budgets under the shadow of endless nagging 
insecurity.’53 Under Labour, there was a marked drop in Ministerial commit-
ment to the Research Programme.

Deacon has argued that by the mid-1970s, social policy analysts were 
unwilling to enter debates about poverty, behaviour, and culture. This was 
shaped by the infl uence on the welfare debate of Marxist political economy, 
Anthony Crosland’s view of socialism, the upsurge in unemployment from 
the mid-1970s, and the growth of inequality in Britain in the late 1970s and 
early 1980s.54 Certainly by the mid-1970s the most radical critiques of the 
Community Development Projects had begun to appear.55 In terms of hous-
ing, some argue by the late 1970s, explanations of ‘problem estates’ that 
emphasised the pathology of individual residents were replaced by studies 
that stressed the importance of design and management, and the changing 
demographic profi le of council housing. Policies that were aimed at individ-
uals or individual families were replaced by strategies aimed at economies 
and the employability of residents of particular areas. Although the debate 
in the 1950s had been about ‘unsatisfactory tenants,’ by the late 1970s the 
terminology had changed to that of ‘diffi cult tenants.’ This interpretation 
was infl uenced by theories on deviance, with the authors acknowledging 
that people could be victims of other tenants’ notions of how people ought 
to behave—behaviour and tolerance were two sides of the same coin.56

Housing in some ways remained tangential to the Research Programme, 
which is in itself interesting, suggesting that the Joint Working Party struggled 
to attract applications from researchers working in this fi eld, and providing 
partial support for the Deacon argument. Nevertheless, several studies into 
housing were commissioned, and housing was considered by researchers 
looking at other issues, such as health, psychiatric factors, and money. In his 
book-length literature review, Alan Murie argued that discussion of housing 
in relation to deprivation was not solely about cycles of disadvantage and 
transmitted deprivation, but was about cycles of advantage, accumulation 
of wealth and realisation of capital.57 While Murie looked at low-income 
owner occupiers, he stressed two factors—the provision of housing aid and 
advice, and the system of housing fi nance and subsidy. Murie concluded 
that if housing inequality and its consequences were considered important, 
closer examination of the distributional aspects of policy and of the relation-
ship between housing and other aspects of the social and economic structure 
were necessary.58 Murie’s work showed how discussion of housing had been 



dominated by writers such as David Donnison, Professor of Social Policy at 
the London School of Economics and, like Abel-Smith, a key adviser to the 
Labour Governments.

Other projects funded by the Research Programme employed an essen-
tially structural analysis, and failed to respond to the challenge issued by 
Joseph or by Rutter and Madge in their literature review. Linda McDowell, 
for example, attempted to take an intergenerational approach to housing 
deprivation, using the National Survey of Health and Development (1946). 
Like Murie, McDowell noted that deprivation in general, and in the housing 
market in particular, was a refl ection of the marked and persistent inequal-
ities in the distribution of goods, resources and life chances in capitalist 
countries. The mechanisms of transmission, therefore, were extra-familial, 
located in the social and economic structure of society.59 By 1961, housing 
conditions for all the survey members had improved markedly, because they 
moved out of the private rented sector into council housing and owner-
occupation. Yet all the survey members who lived in the worst property 
in 1972 had experienced housing deprivation in 1948, and the privileged 
had largely maintained their position. McDowell concluded that housing 
mobility was a one-way process: while the majority of deprived and less-
privileged survey members had moved up a category, it was very unusual for 
those initially in the most privileged category to move down.60 Inequalities 
were refl ected in a larger network of economic and social inequalities, in the 
education system and job market.

In the Bristol study of the allocation of council housing and its relation 
to social stratifi cation, Bernard Ineichen noted that the failure of the market 
to provide adequate housing for the poorest households was an enduring 
feature of British society. Many of the poor were concentrated in the council 
sector. Ineichen explored the effects of allocation policies on the life chances 
of young people who grew up in the council sector, and attempted to relate 
them to the wider question of continuities in disadvantage. He noted, for 
example, that in the same way as dress, manner, and perceived life-style 
had been shown to infl uence the chances of applicants of obtaining a mort-
gage, the grading of prospective tenants had been a feature of the allocation 
process. Two surveys were undertaken, one of the allocation policies of six 
local authority housing departments in Avon, and the other of the housing 
aspirations of a group of young people who had grown up on a large local 
authority housing estate. In terms of allocation policies, intending tenants 
seldom had all the information they required, housing authorities had to 
allocate in terms of need, and the disorganised and sometimes chaotic per-
sonal relationships in the lives of some applicants for council housing was 
a further factor.61 As Ungerson had noted at the outset, causation had been 
narrowed to the impact of allocation policies.

This structural emphasis was evident in Muriel Brown and Nicola 
Madge’s fi nal report on the Transmitted Deprivation programme (1982). 
They reported that many of the projects had favoured a structural rather 
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than a personal or behavioural approach, noting that ‘much of the research 
concerned with very broad defi nitions of deprivation has inevitably con-
cluded that disadvantage is deeply rooted in the structure of our society.’62 
Age infl uenced the circumstances under which people lived, and there might 
be fi ve housing stages experienced over the life cycle. Moreover, they drew 
on the Murie and McDowell projects to argue that, across the life cycle, 
socio-economic status had a more marked infl uence on housing conditions 
than did age or family circumstances, and that there was convincing evi-
dence of intergenerational patterns of family continuity.63 Housing circum-
stances contributed to the deprivation suffered by children and their families 
in terms of health, progress at school, and general well-being. However, 
Brown and Madge admitted that it was diffi cult to specify the causal nature 
of these relationships and to separate the effect of environmental stress 
from that of the social, economic, and personal problems that families liv-
ing under the worst conditions were likely also to be facing.64 Despite these 
caveats, Brown and Madge’s analysis was primarily a structural one. They 
noted, for example, that ‘housing both refl ects the inequalities of income 
and wealth in society and, in an important sense, sustains and exacerbates 
them.’65 Housing showed that deprivation was part of a network of struc-
tural disadvantages, and while housing conditions had improved enor-
mously, the distribution of housing remained markedly unequal. They wrote 
that ‘the will to tackle patterns of disadvantage in housing must be found if 
the persistent cycles of disadvantage in this fi eld are to be reduced.’66 A clear 
and uncontested implication of the evidence, they claimed, was that ‘the 
better the housing stock becomes in terms of quantity and quality, the less 
absolute housing deprivation there will be.’67 Therefore action was required 
not only to build and improve the housing stock, but also to ‘tackle the 
question of the distribution of income and wealth in our society which is 
crucial to the question of access to housing.’68

Muriel Brown subsequently provided an insight into her own stance 
on deprivation and disadvantage. She wrote that it was originally thought 
that the clue to the persistence of poverty and deprivation in the midst of 
affl uence might lie in its transmission across the generations as a result 
of cultural or psychological processes within the family. But much of the 
research that was set up moved the inquiry away from family failure to 
include a more socio-economic view of deprivation—‘alongside work on 
problem families and psychological processes, work on such topics as 
employment prospects and housing opportunities was undertaken.’69 The 
research found that intergenerational continuities, in areas such as poor 
housing, were far more likely to derive from the structural disadvantage 
of certain social groups than a coincidence of particular family lifestyles. 
Brown wrote that ‘structural factors do not explain all the incidence of 
all deprivations but they do account for the largest part of material or 
socio-economic deprivations.’70 Thus she concluded that ‘social disad-
vantage is demonstrably a consequence of the structure of society. Certain 



groups are consistently exposed to deprivation in income, health, educa-
tion, housing, employment and family life.’71

CONCLUSION

This chapter has been concerned with two main questions—tracing the ori-
gins of the cycle speech, and exploring the research on housing that was 
commissioned in the course of the subsequent Research Programme. The 
speech can be seen to have had both longer term antecedents and more 
immediate policy origins. However, in both the home was prominent. 
Joseph’s own relatively privileged upbringing derived from the fact that his 
father had largely founded the Bovis construction company, and he himself 
was later a Director of the family fi rm. Joseph had a genuine interest in fam-
ily background, homelessness, and poverty, illustrated by his founding of the 
Mulberry Housing Trust and support for the Child Poverty Action Group. 
He fi rst entered the Cabinet in 1962, under Harold Macmillan, as Minister 
of Housing and Local Government, and he remained interested in housing 
issues. Through the 1950s and 1960s, Joseph was increasingly infl uenced by 
the concept of the problem family, which itself had fed into debates about 
‘unsatisfactory tenants.’ From the Lords, Joseph later applauded the Home-
Start charity, which used volunteers to befriend families and to provide 
assistance to those struggling to bring up children. The home and emotional 
or psychological health were therefore important components of his cycle 
of deprivation hypothesis.

The Transmitted Deprivation Programme itself provides insights into 
the approach of a generation of social scientists to the home and housing, 
and a means of testing the arguments of Berthoud and Deacon. There was 
evidence of research that tried to look at both behavioural and structural 
factors: by Bryan Glastonbury, Rutter and Madge, and the team led by 
Coffi eld. This refl ected the disciplinary backgrounds of some researchers 
in psychology and psychiatry, as well as the infl uence of ethnographic and 
anthropological fi eldwork in the United States, where culture was viewed 
as an adaptive response to environmental factors, and an awareness that 
explanations had become unnecessarily polarised. However, apart from the 
Coffi eld study, researchers for the most part looked at housing rather than 
the home. They located the role of housing within a structural analysis, and 
this was especially true of the fi nal report on the Research Programme as a 
whole. Researchers working with longitudinal studies defi ned deprivation 
in terms of inequalities in goods, resources, and life chances in a capitalist 
society, and tended to stress the intergenerational continuities in housing 
experience of a minority of families. Housing was explored in terms of dis-
tributional aspects of policy, such as allocation systems for council housing, 
with researchers arguing that social stratifi cation was a consequence of the 
failure of the housing market. These researchers tended to have backgrounds 
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in social policy or social administration, they were infl uenced by the Ameri-
can literature on blaming the victim, and perhaps most importantly, their 
response to transmitted deprivation was itself a reaction against earlier case-
work approaches and problem family stereotypes.

It is interesting, if perhaps not particularly surprising, that some of 
those involved in these debates have continued to contribute to research 
into housing and what is now termed social exclusion. Some of this has 
again taken a predominantly structural approach, looking at the links 
between housing, housing tenure, relative deprivation, and poverty, 
and at the location of the poorest areas. It is claimed that social exclu-
sion is concerned with more than issues of distribution, embracing con-
cepts of social participation and citizenship.72 Nevertheless, critiques of 
social exclusion have drawn attention to how discourses of ‘poor neigh-
bourhoods’ and ‘housing problems’ have drawn on a moral underclass 
discourse, so that problems of housing are seen in terms of crime and 
anti-social behaviour.73 It has been argued further that the Government’s 
social exclusion initiatives concentrate on obvious symptoms of margin-
ality, rather than on structural economic forces.74 And this is refl ected 
in punitive sanctions where tenants guilty of antisocial behaviour (again 
termed problem families) are to lose housing benefi t if they refuse to take 
state help to address the underlying causes of their bad behaviour.75 In 
these ways, there is much continuity in debates over the past thirty-fi ve 
years. Overall, the cycle speech and studies commissioned for the Trans-
mitted Deprivation Research Programme provide intriguing insights into 
the perceived relationships between health and the modern home through 
the lenses offered by social policy and contemporary history, and into 
contemporary assessments of the relative infl uences on behaviour of both 
personal characteristics and material circumstances.
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14 The Home as Environment
Changing Understandings from 
the History of Childhood Lead 
Poisoning1

John Burnham

INTRODUCTION

In spite of the relentless processes of modernization and the efforts of mod-
ernists, the Victorian ideal of the home persisted to a substantial extent on 
both sides of the Atlantic through the twentieth century. The home was 
a safe moral sphere, dominated by a wife-mother. But this psychological 
haven was also a physical construction. Walls and screens kept the cruel, 
dangerous world shut outside. Housing therefore created a private place 
of material safety while the ‘home within’ provided a safe psychological 
environment. Particularly for children, the home sheltered youngsters from 
the physical elements and, at the same time, kept undesirable, worldly infl u-
ences at bay.2

The fortress home was always under siege. At the turn of the nineteenth 
into the twentieth century, people saw how germs could come in and turn 
the home, previously a safe harbour, into a dangerous place. Inhabitants 
could, of course, cleanse and disinfect their houses and render them safe 
once again. As ideas of allergy developed, staying inside was one way to 
defend oneself against the irritating pollens, smokes, and fumes that caused 
so much misery to the allergic. During the twentieth century, however, as 
Mark Jackson has pointed out, experts came to believe that the house itself 
was a major source of allergens, particularly house dust and all of the com-
ponents that went into that ubiquitous and complex substance that domi-
nated the domestic environment. By mid-century, the house for many people 
had become anything but a refuge.3 In the middle of the twentieth century, 
just as the idea of house dust was working from the inside to make the home 
a dangerous place, another change was taking place that also caused people 
to think of the home as a source of danger. The new factor was an alarming 
syndrome, known as childhood lead poisoning.

Even to conceptualize a disease syndrome involves having some idea 
about the cause of the syndrome. In the case of childhood lead poisoning, 
authorities agreed that originally the cause was a poison that existed in the 
home of the victim. At fi rst, the supposed sources of lead, such as furniture 



and toys, were incidental to the home and easily controllable by care-givers. 
The new factor that emerged in mid-century was the discovery that the lead 
that was the source of dangerous lead poisoning in children was an integral 
part of the interior of their housing. Signifi cantly, changing ideas of this dis-
ease syndrome provide striking opportunities for understanding how, in the 
past, the idea of home could change or, more particularly, how the house, 
conventionally a haven for children, fi rst became itself a health hazard and 
then subsequently became reconstrued merely as part of the general envi-
ronment that carried agents of impairment and illness.

Childhood lead poisoning, or childhood plumbism, refers to a syndrome 
that physicians began to differentiate from adult lead poisoning during the 
fi rst three decades of the twentieth century. The literature initially was over-
whelmingly dominated by investigations from the United States, where most 
of the cases were reported. In that literature, it was because the victims were 
very young children, usually toddlers who were exploring their immediate 
domestic environments, that understandings of childhood lead poisoning 
depended to a remarkable extent on ideas about the contents and boundar-
ies of the home environment.

Experts’ ideas about the syndrome went through three stages.4 They 
believed fi rst that the poison was introduced on specifi c objects such as 
the painted toys and furniture that would ordinarily be in a home. Around 
1950, experts’ attention turned to the walls, ceilings, and fl oors of the dwell-
ing space. At that point, the care-givers who furnished the implicit psycho-
social environment of the home also came into play. There were therefore 
two factors operating in the home, the physical environment and the psy-
chosocial environment that caused children actively to ingest available lead. 
Beginning in the 1960s and 1970s, in a third stage, ideas about the general 
environment changed thinking not only about the syndrome of childhood 
lead poisoning but about the material boundaries of the home itself. Under 
these new circumstances, when the physical confi nes of the home dissolved 
in many ways, the psychosocial environment, the interaction of care-givers 
and children, also became much less relevant to children’s health. Where 
once it had been possible to blame the child’s care-givers for allowing the 
child to ingest a chemical, now it was possible to blame society as a whole 
for a dangerous, inescapable environment. The primary aim of this chapter 
is to explore these shifting constructions of childhood lead poisoning.

THE HOME AS ENVIRONMENT

In the 1920s and 1930s, physicians knew a rare paediatric malady, childhood 
lead poisoning, only in an acute form. In those cases, a small child would 
show alarming and often fatal symptoms of poisoning, typically encepha-
lopathy (disease of the brain). Even when there was some recovery, serious 
neurological sequelae could persist. Lead poisoning was at best very diffi cult 
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to diagnose, and, once diagnosed, treatment was not effective. Prevention 
therefore became a high priority for physicians and public health fi gures.

Physicians were able to trace the fi rst reported cases directly to a child’s 
chewing on a surface that had been covered with a leaded paint—typically a 
crib or cot in the child’s immediate environment. Lead has a sweet taste and 
so was attractive. After a few years, another major obvious source appeared: 
a painted window sill, which was a favourite object of gnawing or sucking 
for children in the teething stage. Occasionally other items in the child’s 
home, such as furniture or even a toy, might still be blamed. Public health 
authorities warned parents to keep children from dangerous painted objects 
just as they warned parents to keep children away from sharp objects or 
domestic poisons (such as lye) or anything else that might be found nor-
mally in otherwise safe housing.5

In the middle decades of the twentieth century, ideas about children’s 
environments transformed the concept of childhood lead poisoning. Experts 
began to focus on the dwelling itself rather than items found within the 
living space. It was at that time that the fi rst concrete notion of environ-
ment explicitly shaped medical discourse concerning children’s plumbism. 
The change occurred because public health offi cials identifi ed a new, more 
general material danger in the home: chips and fl akes produced from dete-
riorating leaded paint on walls and ceilings in the interior of the housing.6 
Paint that peeled and fl aked off the walls and ceilings was fi rst reported by 
a Baltimore health worker in the United States at the end of the 1940s when 
she fi rst had to go visiting in slum homes.7

Interpretation of these observations were infl uenced by epidemiology. 
As medical authorities became increasingly concerned about chronic rather 
than acute diseases, housing had become an urgent concern to public health 
offi cials in the 1930s. In the post-Second World War period, doctors came 
to view housing as a generalizable environment that affected health and that 
could be improved in order to prevent illness. The U.S. Public Health Ser-
vice in 1956, for example, suggested that ‘Health departments should start 
thinking in terms of preventing blight rather than handling complaints.’8

In medical reports explicitly focusing on lead poisoning in children, the 
connection between the housing environment and poisoning was often spe-
cifi c, as it had been even before mid-century. The author of one 1950s report 
noted: ‘Almost without exception these children come from families in the 
poorest economic groups, whose homes or apartments are in poor repair, 
often with paint peeling off the walls.’ Or, as another report put it: ‘Contrib-
uting factors to this high incidence of lead intoxication seem to be related 
directly to the environment . . . these children live in houses where lead-
containing paint, used many years ago, is now fl aking and peeling from the 
surface.’9 As this phrasing shows, not only did the authors of these reports 
use the housing-as-environment formulation, but they tied it directly to the 
idea of peeling and fl aking paint in the interior of the dwelling. In the con-
text of housing environment, then, one source of the interest in paint chips 



and fl akes becomes clear: an environmental explanation of childhood lead 
poisoning was easily conceptualized in a tangible form.

This idea of environment in the home in turn shaped epidemiological 
thinking. In the 1950s, in Philadelphia, an Eastern U.S. city, when offi cials 
made lead poisoning a reportable disease, it was easy for public health 
staff members to draw maps showing the geographical concentration of 
cases, just as John Snow had traced cholera in London a century earlier.10 
In this way, the problem of childhood lead poisoning became linked to an 
idea of general physical environment: if the housing environment could be 
improved, the medical problems would resolve. As late as 1974, Donald 
Barltrop, a British pediatrician who worked on both sides of the Atlantic, 
concluded bitterly: ‘Until effective standards for the domestic environment 
are devised, it is likely that children will continue to be employed as biologi-
cal indicators of substandard housing.’11

Ironically, the 1950s emphasis on the victims’ environment also contrib-
uted to another view of childhood lead poisoning, one that caused physi-
cians and public health personnel dealing with children diagnosed with lead 
poisoning to put renewed emphasis on an old problem, pica—a compul-
sion to eat non-food materials. ‘The universality of pica’ in cases of child-
hood lead poisoning, noted two Chicago investigators in 1957, ‘is a fi nding 
again to be underlined.’ Signifi cantly, introducing pica into the causal chain 
between children and lead gave ‘environment’ a number of different con-
notations in the 1950s.12

In addition to the physical aspects of the housing, clinicians had become 
well aware of the social environment of the child. As one pair of experi-
enced pediatricians reported, ‘there seems to be widespread ignorance or 
disregard of the hazards to the child’ of eating particles of paint. ‘Despite 
vigorous education campaigns . . . many parents continue to accept pica as 
a harmless manifestation of normal infantile development.’ Furthermore, 
‘crowded conditions within the home, and in many instances the absence 
of supervision by adults who may be obliged to leave children to earn a liv-
ing, allow the infant and preschool child opportunity to eat toxic material 
without restraint.’13

The epidemiology was clear: lead poisoning affected small children in slum 
housing. During this period, as experts discussed the problem, hardly any 
source other than ingested paint chips from interior surfaces was even hinted 
at. The solution was also clear: remove either the lead or the children from the 
houses. A 1969 writer commented: ‘It’s no use telling women not to let their 
children eat paint . . . it does about as much good as telling a child not to suck 
his thumb.’ Moreover, she quoted a Chicago physician: ‘You have to have a 
home safe enough to put a child down in while you do the washing and iron-
ing. You can tie him down, but then he doesn’t get to explore his environment 
. . . he’s culturally deprived. If you live in a lead trap, you can’t win.’14

These clinicians, then, identifi ed the social environment of the children as 
a new part of the operating environment that led to plumbism in children. 

288 John Burnham



The Home as Environment 289

And they concluded: ‘Since this disease is essentially environmental, pre-
ventive measures are possible.’15 That statement concerning human agency 
could apply equally well to the physical housing of the children as well as 
the behaviour of care-givers. But other clinicians went further. They, too, 
found that pica was an almost universal precondition for childhood plum-
bism, but they construed the cause even more specifi cally as the child’s social 
and psychological environment. Such a view was not unusual at mid-cen-
tury, for at that time physicians, and especially paediatricians, attributed 
much illness of all kinds to psychological factors. As other chapters in this 
volume demonstrate, this was the era of psychosomatic medicine.16 The 
Lead Poisoning Clinic established at Children’s Hospital in Washington in 
1955, for example, had a psychologist and a social worker on the staff as 
well as physicians.17

Since only children with pica were showing up in the hospitals, it was 
natural to ask, why were the pica children different from other children? 
The explanation, according to two experts from Chicago, was that the vic-
tims had been orally aggressive to an extreme, to the point of persistently 
biting other children as well as painted surfaces: ‘The aggressive biting by 
many of our patients suggests again an emotional basis for pica.’ Another 
group, from the District of Columbia, took up the problem of ‘the per-
sistence of oral activities beyond the normal developmental period’ in the 
poisoned children. Their cases suggested to them that ‘a child may turn to 
excessive mouth activities if his normal dependent needs for satisfactions 
in early relationships are not met.’ As was customary then, experts turned 
again to the psychosocial environment and, in line with other authorities 
such as psychologist John Bowlby writing about maladjustment and delin-
quency, asserted that ‘the most important and consistent factor in pica . . . 
was the mother-child relationship.’18

The extraordinary way in which pica, beginning about 1955, came to 
occupy a central place in discussions of lead poisoning in children is therefore 
more understandable when it is recognized that the new social/psychological 
environmentalism, working in combination with epidemiology, reinforced 
the traditional interest that doctors took in individual cases. Physicians and 
other concerned professionals were asking what social and psychological 
factors caused a particular child to have pica.19 But whatever the basis for the 
pica, once again there was hope that controlling pica in the family environ-
ment could mean controlling lead poisoning in children in any home.

For those working within this idea of environment, one obvious strat-
egy, as I have suggested, was to continue an individual approach and, in a 
policy that echoed the use ‘parentectomy’ in asthmatic children, to remove 
children from dangerous home environments.20 In 1953, J. Julian Chisolm, 
Jr., at Johns Hopkins took the extraordinary step of arranging for a local 
children’s hospital to hold lead-poisoned children for extensive periods so 
that they could not go home and be poisoned again. The children were 
discharged only when the home had been cleared of lead or when other 



quarters were found for the family. The programme was still in place in 
Baltimore a quarter of a century later, when the average stay was 63 days, 
with a range of 20 to 104 days.21 In focusing on removing children from 
their environments, it was possible for clinicians to avoid choosing between 
the youngsters’ housing environment and psychosocial circumstances as the 
primary causative factor for childhood lead poisoning.

During the 1950s and 1960s, all articulate parties—specialist physicians, 
public health offi cials, and various representatives of the public—concurred 
and subscribed to the stereotyped portrait of childhood lead poisoning. 
They agreed that it was a disease of housing that was inadequately main-
tained. They also agreed that it was a disease of segments of the population 
who were ignorant of the risks they were running in the home environ-
ments in which they lived and reared children.22 For public health personnel 
who worked within this framework of unfortunate people in an unfortunate 
environment, it was still necessary to explain why some children in bad 
physical surroundings became sick, and others did not, beyond the differ-
ences among the care-givers who provided the psychosocial environment. 
Mouthing behaviour in small children was normal behaviour. Why would 
lead fi nd its way into the stomachs of some toddlers, and not others? It was 
clear that epidemiology did not always have the answers.

The geographic distribution of reported cases was particularly baffl ing. 
Most of the case reports of lead poisoning in toddlers came from the United 
States. A locally peculiar outbreak among older children in Australia had 
been contained decades earlier.23 The extremely rare cases in Britain could 
almost always be traced to drinking water carried through old lead pipes. In 
the United States, the bulk of the cases had been reported from one city, Bal-
timore, where by coincidence interested and infl uential experts were work-
ing in the Johns Hopkins medical school located there. There were a few 
cases in other U.S. Eastern cities. Cincinnati also had some cases, but in mid-
century, it was one of only three U.S. cities with adequate testing facilities. 
Some cases showed up irregularly in Chicago. But Pittsburgh, for example, 
and most of the far Western cities tended to be free of cases.24

The usual explanation for the unevenness in the incidence of childhood 
plumbism at that time was that physicians in many localities were not look-
ing for lead poisoning in children, and so they did not see and report cases. 
New research suggests, however, that in fact different housing patterns in 
different cities could account for much of the variation in reports of cases 
of childhood lead poisoning—one of those material fl ows that, as Chris-
topher Sellers points out, can confound cultural constructions of the envi-
ronment.25 Lead paint was expensive. Therefore settled slum areas, such as 
parts of New York City, where dwellings produced a baffl ing lack of child-
hood lead poisoning, simply never had that kind of paint applied to them.26 
This pattern of neighbourhood stability may also explain why slum areas 
in Europe did not report cases. In the late nineteenth and early twentieth 
centuries, most newer cities developed slums in peripheral areas, housing 
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that also would never be painted with expensive oil paints containing lead. 
Only certain urban areas such as Baltimore had upscale housing that in 
the middle of the twentieth century had deteriorated into slum dwellings in 
which children were poisoned by lead paint. Indeed, it turns out that outside 
of Baltimore and a few other locations, most deteriorated housing had never 
been upscale at all, so that childhood lead poisoning was largely an acciden-
tal occurrence that would not fi t normal epidemiological patterns.27

THE ENVIRONMENT TAKES ON NEW MEANINGS

During the post-war period, and particularly during the 1960s, broader 
cultural conditions were also changing, bringing new ways of viewing the 
world and novel social agendas. The ‘environment,’ which was initially 
implicated in lead poisoning in children who lived in deteriorated hous-
ing, also was evolving as a concept and was caught up in various social 
movements and indeed became a social movement in itself. The term envi-
ronmentalism, as Christopher Sellers comments, did not function until 
the 1960s; when it did, it began to carry signifi cances distinct from either 
the physical or the psychosocial home environment that was implicated 
in lead poisoning in children.28 In particular, a shift in the meaning of the 
term environment, as well as changes in the environmental movement, 
included the development of what became an embryonic fi eld of environ-
mental health, affecting, to some extent, all medicine and public health.29 
It was under these changing circumstances that, from the late 1960s, the 
syndrome of childhood lead poisoning was reframed. From that point on, 
there were altered ways of seeing threshold dosage, sequelae, standards of 
normality, and, most dramatically, the means by which the lead entered 
children’s bodies. From these novel perspectives, writers now emphasized 
not paint from the walls and woodwork of a home, but the air and dust 
that were everywhere.

By the beginning of the 1960s, large numbers of physicians, sensitive to 
changes in the culture around them, were attempting to think environmen-
tally. Articles on ‘environmental’ factors in medicine, already present in the 
1950s, proliferated during the 1960s. Special conferences on the subject 
attracted unprecedented requests for participation. As one public health 
physician commented in 1964:

In the immediate years ahead, physicians can expect to fi nd them-
selves forced into more and more concern with how environmental 
health knowledge can improve their arts of healing. How can a doctor 
adequately cope with the respiratory ills of a patient, for example, 
without knowledge about the air the man breathes in his community, 
the fumes to which he may be exposed in his workplace, and whether 
or not he smokes?30



Only at the end of the 1960s and continuing into the 1970s, however, did 
new phases in environmentalism intrude so that environmentalists them-
selves might have an interest in lead poisoning and, later, in childhood lead 
poisoning. At that point, changing ways of viewing plumbism in children 
began to become an important driver of the political environmental move-
ment. In the new phase, the language continued to shift from ‘pollution’ 
(primarily air and water pollution, which were specifi c and localized, like 
the killing smog at Donora, Pennsylvania, or the 1952 London smog) to 
more general references to ‘the environment.’ The new phase was one cen-
tered on an adult thinking about him- or herself.31

From a later point of view, the outlook of environmental enthusiasts 
of the 1960s was still limited. Not least of their limitations was the fact 
that despite their growing activism, environmentalists were so slow to give 
attention to childhood lead poisoning. Indeed, much of the writing on envi-
ronmentalism tended to move the attention of physicians and other health 
workers away from thinking of a specifi c disease agent (like lead)—that is, 
away from what was regarded as ‘the fallacy of the “doctrine of specifi c 
etiology,”’—and towards broadly contextualized processes. In part, this 
thinking about the environment in terms of general ambience was a major 
trend among environmental thinkers. In part, too, the new epidemiology 
also tended to free environmentally oriented thinkers from specifi c processes 
in particular patients. As a fi gure in environmental medicine explained in 
1968, when he spoke of epidemiology, he meant ‘the totality of relation-
ships between man and his environment to the extent that such relationships 
affect human health.’32

In addition to the optimistic activism of the 1960s, other fresh ways of 
thinking about the environment began to affect the reframing that overtook 
childhood lead poisoning. There was, to begin with, a series of additional 
concerns in that time period. When environmentalists more and more fre-
quently spoke and wrote about unknown environmental factors that could 
affect health, they had in mind chiefl y invisible radioactivity, fallout, and 
imperceptible chemicals. Donald Barltrop commented, for example, that 
‘although airborne lead as such may have limited importance, atmospheric 
fallout provides a continuing source of contamination for city soils and 
dusts.’ Clearly, then, one of the factors that infl uenced this type of thinking 
was the Cold War. Atomic bombs and radiation were a topic of frequent 
remark, and public health offi cials, especially, had to think in terms of pos-
sible wartime disasters as well as the chemicals about which Rachel Carson 
famously wrote in Silent Spring in 1962.33

Moreover, around the same time, particularly by the 1970s, another major 
shift was occurring. Childhood lead poisoning ceased being exclusively a syn-
drome of obviously very sick youngsters. A new term was becoming common-
place in the medical, and especially the public health, literature on plumbism 
in children: asymptomatic or ‘subclinical’ lead poisoning.34 By 1966, Harold 
Jacobziner of New York had formulated how the idea provided a new—and 
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perhaps alternative but certainly, to him, modern and up-to-date—way of 
looking at the syndrome. For many years, lead poisoning had been recog-
nized in children only when associated with lead encephalopathy—when 
clinical signs and symptoms of central nervous system irritation aroused the 
examining physician’s suspicion of the possibility of lead poisoning. Little, if 
anything, was known by the average physician of the subclinical or asymp-
tomatic phase. Epidemiology, Jacobziner wrote, had enabled medical work-
ers to reconceptualize the natural processes of plumbism, and he now offered 
a striking analogy that other writers often quoted afterward: ‘Lead poisoning 
in children may be compared to an iceberg, with the small visible portion 
being cases of lead encephalopathy and the major portion being the invisible 
and as yet asymptomatic patients.’35

People who were dealing with childhood plumbism were, like Jacobziner, 
making an inference. In the words of a Cleveland team as early as 1964: 
‘It is apparent that in any community where overt lead poisoning occurs, 
there must be a signifi cant number of children whose cases can be classed as 
“subclinical.”’ A public health worker’s 1968 formulation made explicit the 
fact that new medical technology created a new conceptualizations. There 
were two kinds of plumbism, symptomatic and asymptomatic: ‘Childhood 
lead poisoning is almost entirely restricted to slum neighbourhoods, where 
lead poisoning affects about one of every fi fteen children between the ages 
of one and fi ve. Most display no symptoms . . . Asymptomatic lead poison-
ing is diagnosed from laboratory fi ndings in the absence of other observed 
symptoms of lead poisoning.’36

By the end of the 1960s, the focus on sub-clinical or asymptomatic plum-
bism, plus concern about the bad consequences of even a very small burden 
of lead in a child, was greatly extending the possible medical interest in chil-
dren who might possibly have been exposed to lead. As Chisolm concluded 
in 1968: ‘Today every child with asymptomatic increased lead absorption 
should be hospitalized. A team approach to his problem should include the 
comprehensive efforts of the local health department, physician, medical 
social worker, and psychologist.’37

After another decade, by the late 1970s, much of the leadership among 
experts on childhood lead poisoning came, not from investigators who 
were in one way or another oriented to physiology, but from those who 
looked at circumstance—loosely interpreted as the environment—and 
epidemiology. Such people employed bench laboratory investigations of 
patients and their environments at only a relatively low level of priority. It 
was in this sense that childhood lead poisoning was a changed syndrome 
and was in new hands.

Most physicians rejected the idea that anyone outside the medical estab-
lishment could discuss the clinical issue of when a body had an excess load 
of lead or any other substance, that is, a load that could cause illness. But 
that did not prevent widespread, but vague, fears that the air was polluted 
with one more toxic substance that could subtly undermine health. And, of 



course, with the uncertainty of diagnosis, what was more subtle than lead? 
It can be no surprise, then, that by the 1970s, invisible radiation and the 
chemicals in smog had new company in the thoughts of those concerned 
about pathogens in their surroundings: The new factor was traces of lead 
carried in the air. Airborne lead had two aspects. One was direct inhalation, 
and the other was as fallout—lead particles in the atmosphere contaminated 
soil and water and dust just as radioactive fallout did. ‘Fallout of lead from 
the air is believed to contribute signifi cantly to the high lead content found 
in urban soil,’ as a Connecticut team summarized the idea in 1975.38

From early in the twentieth century, in Europe and America, the idea 
of airborne poisons in industrialized areas was commonplace. Over time 
after 1950, motor car emissions grew in importance as a component of air 
pollution, especially after some of the obvious smoke and soot had been 
eliminated from the air by clean air legislation. People who saw danger in 
automobile exhausts were much more concerned, however, about known 
carcinogens in emissions than they were about lead poisoning. However, 
given the fact that within occupational safety and health, airborne lead 
emissions were a traditional concern, small-particle lead fumes took on 
more signifi cance by the 1960s.39

Concern over air pollution had led to the passage of legislation in West-
ern countries, even in the United States where a Clean Air Act had been 
passed in 1963, but lead was not a factor, not even the gasoline additive 
tetraethyl lead, which had proven so dangerous in occupational medicine. 
Indeed, lead became an issue in air pollution only because in California 
in the 1950s and 1960s, the campaign against motor car emissions was 
thwarted by the action of gasoline lead on catalytic converters. At exactly 
the same time, in addition to general concern about lead particles in the 
atmosphere, an additional idea about dangers in the air appeared: the 
possible effects of cigarette smoke in initiating a chronic but fatal disease, 
lung cancer, and perhaps other chronic diseases, all ‘of insidious onset,’ 
provided an alarming model for dangers that could be carried in the air. 
And incidentally, cigarette smoke at one time had carried some lead from 
pesticides applied to the leaves. It was no wonder that slowly a specifi c 
concern about lead residues in the air grew as environmentalists raised 
levels of concern about air pollution.40

By the late 1960s, a number of physicians were exploring the implications 
of airborne lead for medicine in general. ‘Interest in the deleterious effects of 
lead has shifted recently from the industrial fi eld to that of potential hazards 
to the community at large,’ wrote Bryan T. Emmerson, the Australian best 
known among lead poisoning researchers for his work on lead neuropa-
thy.41 The community at large of course meant all people in an area, without 
regard to age or residence—independent of local geography or of the walls 
of any dwelling. Such was the clear implication of airborne lead.

However, there were several problems that environmental health activ-
ists faced before they could reformulate childhood lead poisoning into 
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a general problem, entirely separate from individual cases. One of the 
questions raised by the notion of asymptomatic plumbism was: What 
was the ‘normal’ or ‘natural’ burden of lead in the human body, and to 
what extent might there be in the atmosphere, particularly from leaded 
gasoline exhausts, an amount of lead that, without anyone’s realizing it, 
would constitute an environmental danger? Threshold values in general 
had become increasingly controversial in medicine. And very soon the 
environmental activists, too, fi xed on the sometimes arbitrary nature of 
threshold doses and found reason to believe that sub-threshold exposures 
were undesirable as well.42

Those who were alarmed about lead in the environment faced the prob-
lem of showing exactly why lead was bad. Allegations that low levels of 
lead affected the cardiovascular system, the kidneys, and the nervous sys-
tem negatively could not be confi rmed consistently. Signifi cantly, childhood 
lead poisoning was crucial to the fi nal conceptualization. First, some inves-
tigators demonstrated through animal experiments that extremely young 
mammals were unusually susceptible to lead burdens. In particular, such 
very immature organisms could manifest lasting effects in their neurologi-
cal development.43 Second, great concern about mental retardation (devel-
opmental disability) and the hope of preventing or curing this affl iction 
led to the possibility that sub-clinical, asymptomatic lead burdens were a 
major causal factor.44 Third, screening programmes, especially those car-
ried out with new technology in the United States, showed that small chil-
dren who had substantial lead burdens often showed no obvious physical 
signs or symptoms.45

In 1971, an American occupational physician and social activist, Harriet 
L. Hardy, in a classic paper written with associates, fi nally put airborne lead 
together with asymptomatic plumbism. She worked within the framework 
provided by Clair Patterson’s notion that the whole world had become poi-
soned with lead traces. In surveying where lead existed in the environment, 
including the streets of Boston, Hardy and her team returned repeatedly to 
the themes of lasting, cumulative effects from a lead burden, including neu-
rological damage; of the importance of inhaled lead; and of the special risks 
to small children, especially of neurological impairment. This classic state-
ment provided a template for environmentalists’ concerns about lead for 
years afterward. Within one year, the authors of a U.S. National Research 
Council report on airborne lead concluded that urban youngsters had unde-
sirably high exposures to lead in the air and to lead that had settled in 
dust and soils—again in the context of a possibly hazardous lead burden in 
asymptomatic children.46

In its new form, lead poisoning did not require pica and was not focused 
on dangerous areas and objects in the home. Rather, a wide range of more 
or less normal children mouthed dirt and dust found everywhere—even 
beyond breathing the air, which was not specifi c to any dwelling. Investi-
gators in Rochester, New York, in 1974 were searching for ‘a ubiquitous 



source of lead exposure,’ exposure revealed by screening studies of both 
inner-city and suburban children. The investigators limited themselves to 
interior surfaces of houses and children’s hands, constrained by the tradi-
tional view that the home was the site of poisoning. But they opened the 
possibility that the interior lead came from powdered paint or the air.47

A year later, a British team found substantial amounts of lead in the dust 
and dirt of Manchester, and they also found ‘that a child can transfer from 
5–50 mg of dirt from his hands (dirty from 30 min of activity in a normal 
urban playground) to a typical “sticky sweet”’. They went on to calculate 
the enormous amount of lead a child eating from two to twenty sweets 
could ingest in 24 hours.

We conclude that children in urban surroundings, who may already be 
ingesting in food and drink an amount of lead approaching a tolerable 
limit, may considerably increase their daily lead intake by the accidental 
ingestion of dirt and dust in their surroundings in the course of their 
normal everyday activity.48

Already, then, not only the air and water from outside, but surround-
ing streets and playgrounds were rendering the boundaries of the home 
meaningless in terms of at least this one health hazard. Moreover, the prob-
lem was no longer confi ned to the slums. If children’s body loads of lead 
were abnormal, it was because the youngsters lived in a polluted, unnatural 
world. Their home environment was effectively expanded almost indefi -
nitely from the one that paediatricians and public health personnel had 
discussed in the 1950s. As two environmentalist activists put it, as new 
legislative and regulatory initiatives came into place, it did not matter that 
the new fi ndings were imperfect: ‘Effective preventive action must precede 
complete and fi nal knowledge.’49

But the reorientation went further. From one point of view, the trans-
formation of this paediatric syndrome into an environmental disorder was 
one of the fi rst steps in a great reversal, the demedicalization of Western 
societies. Expertise concerning both cognitive and social changes around 
childhood lead poisoning moved away from physicians and away from 
medicine. The driving insights now came, typically, from non-medical 
professionals concerned about general environments, not about poisoned 
individual patients.50 Although both elements, the medical and the non-
medical, had been present before and continued after this fundamental 
reorientation, the emphasis shifted away from clinical diagnosis and care 
towards social action and technological fi xes, most notably, and success-
fully, eliminating lead from motor fuels. By 1986, two New Jersey public 
health workers summarized the change: ‘Lead poisoning [in children], 
long recognized as a medical problem, may more appropriately be consid-
ered a social problem since its prevention and eradication depend in such 
large measure on factors outside the medical profession.’51
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CONCLUSION

Childhood lead poisoning of late twentieth-century environmental medi-
cine was therefore different from the syndrome that medical thinkers had 
described in the middle of the century. Experts originally had been con-
cerned about children with clinical symptoms who came from toxic home 
environments in which care-givers did not provide a protective psycho-
social environment. Now experts were concerned with a different problem: 
children bearing hidden lead burdens from multiple environmental sources 
that put their neurological development at risk. This syndrome could be 
detected only with high-technology tests. The public health problem, lead in 
the general environment, likewise could be established only by laboratory-
level investigation of commonly shared general environments, not individu-
als’ homes.52

The confi guration of the environment that carried lead to children there-
fore had changed away from home interiors or even areas of bad hous-
ing. By the 1970s, experts began to include the dirt and dust outside the 
home, dirt and dust in which children played as well as that in the air that 
they breathed. The home environment for toddlers did not stop at the inte-
rior walls. Dust and dirt distant from, as well as surrounding, a dwelling, 
plus the very air that everyone had to breathe, was, from both medical and 
demedicalized perspectives, a part of the home environment.

Some new evidence suggests that the breaking down of the assumed 
boundaries of toddlers’ homes should not have been a total surprise to 
clinicians and public health fi gures, who had been following specifi c cases 
of acute plumbism. Evidence from the 1950s and 1960s suggests that the 
source of the lead in half or more of the cases was almost certainly not paint 
on the inside of the dwelling, but paint on the outside of the building. More-
over, similar statistics appear in contemporary reports from Baltimore and 
Boston: in at least half the cases, the lead source was exterior, not interior, 
paint—clearly a step into the environment outside the home.53

Moreover, the new viewpoint shifted the relation of the child to the envi-
ronment. Where the child in a private, confi ned space once actively chewed 
or gnawed on sweet-tasting lead paint, now the child was a passive recipient 
of air or dust or dirt that pervaded every home in the area and did not dif-
ferentiate one home from any other. From one point of view, this was just 
one aspect of a major shift in Westernized countries away from personal 
responsibility for the interface between technology and the individual or the 
parent–child unit.54 Policymakers turned to engineering solutions, such as 
eliminating lead from motor car exhausts, that would protect everyone from 
harm, regardless of personal or socio-economic differences or whether the 
person was in a home environment or not.

Such considerations raise questions about the extent to which, in the 
history of medicine, blaming material conditions should obscure taking 
into account differences in class and culture. It may even be possible for 



some people still to use this history to justify urging care-givers who pro-
vide a psycho-social environment to watch active children carefully and 
to train those children to wash their hands, to avoid putting things into 
their mouths, and to observe other Western bourgeois standards. However, 
the modern home always existed in a context of ambivalence. In the mid-
dle of the twentieth century, many people (and not just Freudians) knew 
that little children had deeply mixed feelings about other people in their 
homes. And those people recognized the vulnerability of the small chil-
dren (dramatically in the case of lead poisoning), and used the home as a 
protective haven against outside forces. Yet as other chapters in this book 
point out, the home itself was in an ambiguous position. On the one hand, 
homes should be constructed to incorporate the fresh air and light from the 
outside. On the other hand, toddlers could actively move and explore the 
inside, protected space of the home because outside dangers and discom-
forts were shut out.

Over the years, views changed. The child’s body became the passive 
recipient of dangers that walls and interior parental watchfulness could not 
keep out.55 Germs one could of course fi ght. But dust, dirt, and air carried 
to each body poisonous lead and other chemicals, regardless of physical or 
psychosocial boundaries. The home and family functioned at a much subor-
dinated level when neither could protect the individual body from external 
forces.56 The shifts in perception of childhood lead poisoning suggest that, 
regardless of the images of advertisers, the home itself cannot be exempted 
from what Gregg Mitman, Michelle Murphy, and Christopher Sellers have 
characterized recently as ‘the multitudinous exposures permeating our mod-
ern world.’57 In particular, the home has been continuously and intimately 
connected with children’s health, but the ways in which people have con-
ceptualized that connection has also changed their ideas about the contours 
of the home.
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15 Into the Mouths of Babes
Hyperactivity, Food Additives, and 
the Reception of the Feingold Diet

Matthew Smith

INTRODUCTION

If you had looked at the health section of a bookshop during the 1970s, and 
if you were the parent of a rambunctious child, the boldly titled Why Your 
Child Is Hyperactive, by Dr. Ben Feingold (1899–1982), might have caught 
your attention. That a book on hyperactivity should be a big seller is not, 
in itself, all that surprising.1 During the 1970s in North America, hyper-
activity was a growing concern, a disorder of epidemic proportions. Esti-
mates suggested that between 5 and 20 percent of North American children 
were affl icted.2 Rarely mentioned in psychiatric journals prior to the 1960s, 
hyperactivity inundated the pages of journals such as the American Journal 
of Psychiatry, Pediatrics, and Archives of General Psychiatry by the 1970s. 
Moreover, most psychiatrists had ceased to conceptualize hyperactivity as a 
developmental problem that children eventually outgrew and now implicated 
the disorder in adult depression, criminal behaviour, and even schizophrenia. 
Indeed, the public seemed ripe for a popular book about hyperactivity.

But Why Your Child Is Hyperactive was not a typical hyperactivity 
handbook. Instead of fi nding the root of hyperactivity in ego disruption 
(as psychoanalysts suggested), in socio-economic problems (as social psy-
chiatrists posited), or in genetically wired neurological dysfunction (as the 
increasing numbers of physiologically oriented psychiatrists proposed), 
Feingold’s theory was rooted in allergy and blamed the preponderance 
of food additives in the North American child’s diet. The corollary to 
this claim was that hyperactivity could be prevented by a diet free of the 
offending substances, a diet subsequently dubbed the Feingold diet. More-
over, Feingold’s book targeted parents instead of physicians, making them 
responsible for preventing hyperactivity in their children. And while this 
empowering notion might have inspired some parents to make positive 
choices regarding their child’s health, it also indicated to parents that the 
domestic environment was increasingly unhealthy. By arguing that hyper-
activity could be a reaction to the food additives found in processed foods, 
Feingold’s theory echoed contemporary concerns that clinical ecologists 
raised about the deleterious side effects of Western industrialization and the 
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increasing incidences of multiple chemical sensitivity and food allergy.3 
But just as clinical ecologists and allergists experienced diffi culty gaining 
respect and proving the existence of these conditions, Feingold and his 
followers struggled to earn the trust of mainstream medicine, especially in 
North America.

This chapter examines the rise and fall of the Feingold diet in North 
America. It explores Feingold’s theory, outlines the reaction of the medical 
community to his unconventional ideas, and, fi nally, explains why his diet 
failed either to gain widespread acceptance or to encourage further research 
into the link between nutrition and behaviour, despite the existence of sup-
portive scientifi c evidence. Indeed, the scientifi c evidence generated by inter-
est in the Feingold diet became subsumed and undermined by a myriad 
of social factors, which, in turn, doomed Feingold’s diet to the fringes of 
medicine. These factors include: Feingold’s methods, personality, and ability 
to market his theory to the medical community; methodological diffi culties 
in testing his thesis; and confl icts with the interests of the medical establish-
ment (especially the newly physiologically-oriented psychiatric community), 
as well as those of the food chemical industry and pharmaceutical compa-
nies. In addition, this chapter explores the manner in which the diffi culties 
that families faced in employing the Feingold diet at home, along with the 
presence of less challenging treatment alternatives, prevented the diet from 
gaining the grass-roots support necessary to countermand its censure by the 
medical community. In this way the fate of the Feingold diet exemplifi es 
how medical treatments, irrespective of their scientifi c validity, are impotent 
unless they conform to prevailing familial and social contexts.

A NEW EXPLANATION FOR HYPERACTIVITY

The history of the Feingold diet is largely a story about American psychia-
try,4 but its roots originate in Feingold’s work as an allergist. In 1951 Fein-
gold joined the Kaiser Medical Program in San Francisco and embarked 
upon a research programme that centred upon fl ea bite allergies.5 Feingold 
soon concluded that the reaction to fl ea bites was caused by a low-molec-
ular-weight chemical, or hapten, present in the insect’s saliva and began 
investigating haptens found in food additives and dyes.6 Although Feingold 
cited the infl uence that contemporary clinical investigators, including Fred 
Speer, Max Samter, and Stephen D. Lockey, had on his thinking,7 it is also 
likely that the work of allergists such as Arthur Coca and, especially, clinical 
ecologist Theron Randolph helped to shape his views.8

Indeed, Randolph’s belief that food and chemical sensitivities could cause 
mental illness might well have played a role in the seminal event that led Fein-
gold to connect food additives and hyperactivity.9 In 1965 Feingold treated 
a 40-year-old woman suffering from hives. Suspecting that food additives 
might be responsible, he suggested a diet eliminating these substances and 



within 72 hours her symptoms had disappeared. Ten days later, Feingold 
received a strange phone call from a psychiatrist who, unbeknownst to him, 
was treating the same woman for psychotic behaviour. These symptoms, 
too, had mysteriously vanished shortly after she had started the elimination 
diet.10 Curious, Feingold alerted his staff to be attentive to similar effects, 
but essentially carried on with his work as before. Then, while recuper-
ating from illness and contemplating retirement during the late 1960s, he 
started reading about hyperactivity. Feingold had not dealt with hyperactiv-
ity during his early paediatric career from the 1920s to 1940s; he wondered 
why it had become so prevalent. Recalling the work of Bernard Dattner, a 
Viennese colleague of his at the Pirquet Institute in Vienna who, in the late 
1920s, had linked nutrition and neurology,11 as well as his own work on the 
allergenic effect of haptens, Feingold concluded that haptens in food addi-
tives and some natural foods were causing a great deal of the hyperactivity 
seen in children. As he would argue in a subsequent article, ‘the growth of 
H-LD [Hyperkinesis-Learning Disorder] coincides with the rapid increase 
in the use of synthetic colors and fl avors in our food supply. A graph of the 
estimated incidence of H-LD over the past ten years parallels Standard and 
Poor’s curves for the dollar value of soft drinks and synthetic fl avors over 
the same period.’12

By 1972, Feingold was treating hyperactive children in San Francisco 
with an elimination diet and encouraging entire families to participate. The 
diet, which he found to be effective in up to 50 percent of his patients,13 
eliminated food additives and fruits and vegetables containing natural salic-
ylates. Culprits such as sugary breakfast cereals, prepared luncheon meat, 
and powdered pudding were banned along with high-salicylate fruits and 
vegetables such as apples, oranges, grapes, and tomatoes.14

Word about the diet spread quickly. In October 1972, Feingold was 
interviewed on San Francisco television and from then on parents learned 
about his diet from magazines, news reports, government hearings (such as 
his speech to Congress on 30 October 1973, at the behest of Senator Glen 
Beall of Maryland), television appearances on Today and the Phil Donahue 
Show, and, of course, his 1974 bestseller. Media coverage, such as a New 
York Times article provocatively entitled ‘Why Are We Poisoning Our Chil-
dren?,’ tended to be supportive and hopeful that Feingold’s diet might replace 
the pharmaceutical treatment of hyperactivity, which, at the time, focused 
heavily on the use of stimulants such as Ritalin, Cylert, and Dexedrine. 
Commenting on Feingold’s publicity in 1977, paediatrician Esther Wender 
stated that ‘the food-additive-free diet now occupies a defi nite spot on the 
American nutritional scene. Very few paediatricians remain who have not 
been asked by concerned parents about giving their child a special diet.’15 
By that time, parents who were convinced of the Feingold diet’s effi cacy had 
formed Feingold Associations across North America. Feingold went on to 
write The Feingold Cookbook in 1979, a book that demonstrated the diet’s 
popularity by reaching number four on the New York Times non-fi ction 
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best seller list. Then, in March 1982, after less than a decade of spreading 
his message and urging the American Food and Drug Administration to 
legislate the labelling of food additives, Ben Feingold died at the age of 82 
and, immediately, media interest faded away.

TESTING THE FEINGOLD DIET

The death of the charismatic Feingold certainly dampened interest in his 
diet, but there were other factors that relegated his ideas to medicine’s mar-
gins. The scientifi c record, however, was not one of these factors. Despite 
the overwhelming medical perception during the past 30 years that the 
diet is ineffective, closer examination of the research literature unveils 
a far more ambiguous picture. Assessing the scientifi c research alone, it 
would be diffi cult for any physician to determine whether the Feingold diet 
worked or not.

The most intense period of research intended to test the Feingold diet 
occurred between 1974, when Why Your Child Is Hyperactive was published, 
and 1982, when Feingold died. The contradictory nature of the conclusions at 
which these researchers arrived is striking. Some investigators, such as Har-
ley, a neuropsychologist, the psychiatrists Mattes and Gittelman, and Wender 
registered decidedly negative fi ndings, stating, for example, that ‘the overall 
results do not provide convincing support for the effi cacy of the experimen-
tal (Feingold) diet,’16 and that ‘the more dramatic improvement . . . probably 
represents placebo effect.’17 Indeed, many researchers, both supporters and 
detractors of the diet, suggested that the extra attention paid by parents to 
their children while on the diet was a key factor in improving behaviour.18

Other studies, such as those led by Cook and Woodhill, a child psychia-
trist and nutritionist, Conners, a psychologist, and Brenner, a paediatrician, 
however, were positive. Australians Cook and Woodhill, for example, stated 
that ‘fi ndings appear to support Feingold, suggesting that the lives of many 
children have been adversely affected by the presence . . . of chemicals . . . 
which have been considered harmless.’19 Conners was less defi nitive, but 
nonetheless added that ‘[the Feingold diet] reduces the perceived hyperac-
tivity of some children suffering from hyperkinetic impulse disorder.’20 On 
the other hand, Brenner found that many of the children he tested had ‘an 
unequivocally excellent response as interpreted by schoolteachers, parents, 
and the paediatrician . . . [and that] medication could be discontinued per-
manently.’21 Still others published mixed results.22 Although methodological 
problems (mentioned later in this chapter) might account for some of these 
incongruities, it is clear that researchers developed very different perspec-
tives of the Feingold diet.

Review articles compiled to analyze the dozens of experiments testing the 
Feingold hypothesis also contradicted each other wildly, refl ecting how divi-
sive Feingold’s theory was within the medical community. Moreover, these 



articles often betrayed a lack of objectivity on the part of their authors; 
studies backing the diet’s effi cacy were condemned as methodologically 
unsound by some reviewers, yet hailed as conclusive by others. For exam-
ple, in 1980 an unsupportive review by professor of paediatrics and neurol-
ogy Gerald Golden concluded that ‘well-controlled studies fail to document 
any improvement in the behaviour of children on the additive-free diet.’23 
However, Golden failed to describe what determined a ‘well-controlled’ 
study. By contrast, psychologist Bernard Rimland’s opinion leaned heavily 
in the opposite direction, stating unequivocally that ‘despite anti-Feingold 
bias . . . all studies, without exception . . . concede that some children react 
to additives and some children do respond to the diet.’24 Nor did all review-
ers agree that more research needed to be done. While a tentative review by 
Canadians Williams and Cram suggested that ‘additional research should 
be done to test the [Feingold] hypothesis,’25 Mattes, after stating that sup-
port for the diet was ‘circumstantial’ and accusing Feingold of clamouring 
for book sales, stated that conducting more research would be a waste of 
time and money.26

Nevertheless, Mattes’s call for a halt to research into the Feingold diet 
differed from the tendency of most investigators to conclude that, notwith-
standing their results, more research was warranted prior to making defi ni-
tive statements about the diet. Australian researcher Rowe, for example, 
stated that ‘the need for further research is of paramount importance.’27 The 
1982 National Institutes of Health’s Consensus Development Conference on 
Defi ned Diets and Hyperactivity also ‘called for more controlled research.’28 
Moreover, child psychologist Thorley stated that, even if Feingold’s thesis 
was unsound, exploring the link between nutrition and behaviour was use-
ful.29 Psychologist C. Keith Conners concurred, stating that ‘something is 
going on which is worth pursuing. If there are any children whose behaviour 
is reliably worsened by food additives, then the problem is signifi cant.’30

Feingold, himself, was not interested in further research. As Conners 
described in his book entitled Food Additives and Hyperactive Children (one 
of the few relatively balanced accounts of the Feingold diet): ‘Dr. Feingold 
at 75 is a man in a hurry. He once told me while we were on a radio pro-
gram together, “I don’t have time for sacred cows of science, the double-
blind placebo-controlled trials.”’31 Moreover, Feingold felt that ‘it has been 
demonstrated that these children respond to dietary intervention. That is the 
immediate and urgent need to halt and reverse the persistent rise in scholastic 
failures, vandalism, delinquency, and crime.’32 Feingold’s somewhat under-
standable impatience notwithstanding, the consensus among most researchers 
was that more research was essential in order to make conclusive statements 
about the Feingold diet and the link between nutrition and behaviour.

Some further research was conducted, but not nearly as much as could 
have been expected, given the loud calls for deeper investigation into the 
Feingold diet. Despite the unanswered questions and calls for more atten-
tion, research waned considerably after Feingold’s death in 1982. And, 
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although many subsequent studies supported the link between nutrition and 
behaviour, they did not generate increased research or media coverage of the 
diet and its clinical effi cacy.

THE CASE AGAINST FEINGOLD

What led to lagging interest in the Feingold diet? One answer is that the suc-
cess of Feingold’s theory was not in the interest of many parties, including 
the drug companies, the food chemical industry, and American psychiatrists. 
This is refl ected in Williams and Cram’s statement that ‘there has been inter-
est in testing [Feingold’s hypothesis] if only to disprove it.’33 For example, in 
Why Your Child Is Hyperactive, Feingold devoted two chapters to stating 
how his diet prevented the use of ‘hazardous’ and ‘frightening’ drugs like 
Ritalin, a million-dollar seller for its manufacturer, Ciba.34 An anonymous 
editor for The Lancet agreed that drugs might become less necessary, sug-
gesting that the diet ‘would now seem to be the most promising form of 
treatment, at least in the United Kingdom, with stimulant drugs reserved 
for a small number of resistant cases.’35 Jane Hersey, the current director of 
the Feingold Association of the United States (FAUS), has argued that drug 
manufacturers actively conspired against Feingold.36 While there is no direct 
evidence to support this claim, drug companies would certainly not be inter-
ested in funding research into the Feingold diet, unless they were convinced 
that a negative outcome would result.37 It could also be argued that psychi-
atric journals, which, by the 1970s and 1980s, sold reams of advertising to 
drug companies, and psychiatric researchers, who were increasingly funded 
by drug companies, would be reluctant to support the Feingold thesis.

Food additive manufacturers also had much to lose if Feingold’s campaign 
for the labelling of foods containing additives was successful, an outcome 
recognised by many contemporary observers.38 One of Feingold’s goals was 
to mandate the labelling of all foods to indicate whether or not they con-
tained artifi cial colours or fl avours.39 Such labelling was certainly not in the 
interest of the billion-dollar food chemical industry when, according to a 
New York Times reporter, ‘80% of the foods on supermarket shelves con-
tain components he condemns.’40 So, in a not particularly subtle initiative, 
the Nutrition Foundation, a consortium of food and drug manufacturers 
including Coca Cola and General Mills, funded a study into the Feingold 
research.41 Their negative fi ndings, despite the potential for bias, were often 
cited by Feingold’s critics.42

The most infl uential group in the Feingold debate, however, was the psy-
chiatrists themselves. Psychiatrists had led the research into hyperactivity 
during the disorder’s emergence in the 1960s, and by the 1970s the explana-
tions of biologically oriented psychiatrists had become predominant.43 Fur-
thermore, they assumed responsibility for heading further investigations into 
Feingold’s thesis and deciding whether or not to prescribe his diet. Despite the 



cries for more research into the link between nutrition and behaviour, how-
ever, only a handful of studies emerged after Feingold’s death. Why were 
psychiatrists not more inclined to do more research?

One issue hampering further research was methodological, or at least the 
perception that methodological diffi culties made testing the Feingold thesis 
nearly impossible. In the words of one research group:

a major reason for the dearth of controlled studies is the diffi culty in 
performing them when food is involved: 1) unless the subjects are con-
fi ned to a strictly controlled environment, cheating is all too easy; 2) 
children are diffi cult to persuade to stick to a prescribed diet. . . . 3) 
ideally the food being tested should be disguised so that the subjects are 
blind to what they are ingesting—and this is diffi cult to manage; and 4) 
the raters should be blind to what subjects are eating, and this, too, is 
diffi cult to arrange.44

Another observer stated that ‘further investigations [into food additives 
and hyperactivity] have proved remarkably diffi cult’ and that ‘the [Fein-
gold] hypothesis would be diffi cult to test even if the state of hyperactivity 
in children were a precise and readily recognisable entity. It is not.’45 Yet 
another group suggested that ‘complex methodological and data interpre-
tation issues [need] to be resolved before Dr. Feingold’s assertions can be 
scientifi cally supported or refuted.’46 For example, Feingold asserted that 
3,000 substances could cause hyperactive reactions in children, but not all 
children reacted to the same chemicals.47 Since testing 3,000 substances indi-
vidually was impossible, many researchers limited their inquiry to a single 
chemical, such as the food dye tartrazine yellow, thus testing only one of 
potentially thousands of culpable chemicals. Moreover, ‘considerable con-
fusion about suitable dosage levels’48 meant that some children were tested 
using amounts of chemicals that were, according to other researchers, ‘ridic-
ulously small’ and far below the average consumed by children.49 When 
Swanson and Kinsbourne used a higher dosage, fi ve times higher than the 
average cited by the Nutrition Foundation, 17 of the 20 of their hyperactive 
subjects performed poorly on learning tests when challenged.50 Moreover, 
another research group admitted that ‘the doses employed by us . . . are 50 
times less than the maximum allowable daily intakes (ADI’s) recommended 
by the Food and Drug Administration.’51 Even an unsympathetic article 
stated that ‘it is conceivable that previous studies (except that of Swanson 
and Kinsbourne) used inadequate doses of food colourings.’52

Recruiting reliable subjects for trials that ideally demanded large sample 
sizes was also diffi cult, expensive, and frustrating. Subjects were also dif-
fi cult to retain. Pollock and Warner, for instance, stated that their ‘drop out 
rate [was] disappointingly high.’53 Parents who were convinced of the diet’s 
effectiveness often prevented researchers from testing their children with 
food additives or withdrew their children shortly after the challenge period 
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began.54 Maintaining strict compliance to the Feingold diet during month-
long trials was diffi cult to enforce and assess. Recognizing this problem, 
two studies tested children in hospital55 and at a summer camp56 in order to 
control their diets, but would testing childhood behaviour in an unnatural 
setting lead to valid results? Researchers also debated the validity of using 
parent and teacher rating scales and worried about the ‘imprecise diagnostic 
criteria for hyperactivity.’57 Order effect similarly caused problems in some 
studies, with the Feingold diet appearing to be more effective when it fol-
lowed the control diet in the trial sequence.58 In yet another case, the pos-
sibility of having teacher rating scales was quashed by a teacher strike.59

Although there were clear methodological problems facing researchers 
interested in investigating the Feingold diet, the willingness of researchers 
to overcome these problems is less clear. In other words, methodological 
problems might have provided a convenient excuse for researchers not to 
thoroughly test the diet. This, according to Canadian paediatric geneticist 
Steven Bamforth, is a problem that continues to weaken our overall under-
standing of hyperactivity. In his words, ‘to say that something is too diffi cult 
to study is not an excuse.’60 Some researchers, such as C. Keith Conners, 
did take steps to improve their initial double blind trials,61 but overall, both 
positive and negative reviewers of the Feingold literature were comfortable 
making strong statements based on research that was admittedly fl awed or 
inadequate. One limitation that could have been overcome relatively easily, 
albeit with some cost, was sample size. Many researchers, including Con-
ners, based their confi dent statements about the Feingold diet on trials con-
sisting of less than a dozen children. Given that so many researchers stressed 
the importance of investigating the Feingold diet, it is perplexing that meth-
odological problems such as these acted as such an impediment.

But methodological diffi culties were not the only discouraging factors. 
The Feingold thesis also put psychiatrists in a diffi cult position profession-
ally. American psychiatry had long existed on the fringes of medicine in 
terms of respectability and infl uence.62 The profession’s experience with 
inhumane treatments such as lobotomy, quasi-medical psychoanalysis and 
heavy-handed institutionalization in the mid-twentieth century did little 
to bolster its reputation and led to a powerful anti-psychiatry movement 
led by outspoken critics such Thomas Szasz and Erving Goffman.63 But, 
by the mid 1970s, the internal power struggles between psychoanalysts, 
social psychiatrists, and biologically based psychiatry had been won and a 
more scientifi cally respectable psychiatry rooted in neurology, genetics and 
pharmacotherapy had been re-embraced by both the public and the medi-
cal community.64 Feingold, a paediatrician and allergist, threatened the new 
psychiatric paradigm by suggesting that nutrition was at the root of hyper-
activity and that drugs were not the answer.

Perhaps more troublesome to some biological psychiatrists than Fein-
gold’s basic claim, which was nevertheless rooted in physiology, was the 
manner in which he came to it and described it. Feingold’s theory emerged 



out of clinical and anecdotal evidence, a basis that was suffi cient for him, 
and for many other allergists, but not for mainstream psychiatry.65 Indeed 
one of the reasons allergists, especially those who practised immunother-
apy as clinicians, had diffi culty establishing their profession as a legitimate 
medical specialty was their trust in clinical versus laboratory based and sta-
tistically sound knowledge.66 Moreover, Feingold’s accounts of his clinical 
experiences harkened back to the familiar descriptive and narrative style 
employed by psychoanalysts, a style that, by the 1970s, had been replaced 
by the dry, laconic, and impersonal descriptions of double-blind, controlled 
trials. Although Feingold’s writing style contributed to public interest and 
acceptance, it seemed unscientifi c, anachronistic, and unconvincing to other 
researchers. In the words of a reviewer in The Lancet, ‘the dietary theory of 
hyperactivity has aroused strong emotions. Believers in the scientifi c method 
felt challenged by the speed of its public acceptance and the lack of objective 
evidence.’67 Another observer stated that ‘the confl ict is a classic standoff 
between the plodding nature of rigorous scientifi c research and the public 
need for answers to costly, distressing problems.’68

Feingold’s willingness to respond to this public need offended psychia-
trists concerned with the legitimacy of psychiatric research. This concern 
was understandable, given psychiatry’s history of fl awed or morally unac-
ceptable treatments. According to some, ‘the widespread popularization of 
[Feingold’s] hypothesis is regrettable,’69 while to others it was their ‘opin-
ion that the publicity has far outstripped the research on which it should 
be based.’70 Alarmed that ‘despite the subjective nature of Feingold’s evi-
dence and generally negative commentary by professionals, the hypothe-
sis received favourable media attention and a favourable and enthusiastic 
response from the general public,’71 psychiatrists used strong language to 
criticize Feingold. Prominent child psychiatrist John Werry warned that ‘the 
most chilling aspect of Feingold’s work lies in the enthusiasm with which 
it has been embraced by the anti-medication, anti-psychiatry section of the 
American public and used as a cudgel to try to close down paediatric psy-
chopharmacological research.’ Werry added that Feingold was a ‘medical 
Pied Piper [who has] not tested his hypothesis, but has written for the popu-
lar market.’72 T. J. David added that infl icting a child with the Feingold diet 
was in the ‘range of child abuse.’73 Although some researchers found that 
children on the Feingold diet consumed above the recommended dietary 
allowance for important vitamins,74 others warned that depriving children 
of salicylate-laden fruits and vegetables could lead to malnutrition.75 This 
was despite the fact that Feingold urged that fruits and vegetables be care-
fully re-introduced following success on the diet, since it might be solely 
additives, and not fruit and vegetables, that were causing the hyperactiv-
ity of some children. Others feared the ‘long-term psychological impact in 
assuring a child that his behaviour or school performance is controlled by 
what he eats, when in fact it is not,’76 and bemoaned that ‘the widely pub-
licized clinical evidence and quasi-religious belief espoused by “Feingold 
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Associations” will make it diffi cult to depose the Feingold . . . diet as a treat-
ment alternative for hyperactivity.’77

In retrospect, this last concern is ironic; mainstream medicine did suc-
ceed in quelling research into the diet. In a recent interview, for example, 
psychologist Bonnie Kaplan has admitted that she stopped researching the 
nutrition–behaviour link because it was hard to get her research recognized 
due to the fact that ‘people’s minds were closed’ to the idea.78 In 1988, 
Rowe recognised this lack of interest in the Feingold diet, observing that 
since ‘1980 controlled clinical trials examining the relationship between 
food colourings and behaviour have been conspicuous by their absence.’79 
Perhaps the most convincing evidence that minds have been closed to the 
Feingold thesis, however, comes from the fact that although several new 
studies have supported the link between nutrition and behaviour, 80 these 
have largely been ignored by physicians.81

The tendency of researchers to ignore key aspects of Feingold’s theory 
also suggests that the medical establishment was unwilling to take Feingold 
seriously. For example, in his 1975 article in the American Journal of Nurs-
ing, Feingold stated that younger children are much quicker to respond to 
an elimination diet than adolescents.82 Despite this qualifi cation, a research 
team led by Harley chose to dismiss the fact that the sample of pre-school 
children in their study responded to the diet and, instead, based their nega-
tive conclusions about Feingold’s theory on the responses of an older sample 
group. The team acknowledged this anomaly by stating that:

the attentive reader of this report has undoubtedly sensed, if not specifi -
cally identifi ed, our discomfort and uncertainty in the manner of present-
ing the results on the preschool sample. We have chosen to emphasize 
the results of the school-age sample because we believe our experimen-
tal design for this group meets our intended criteria with respect to 
suffi cient number of subjects, employment of selection methods clearly 
appropriate for the age sample, and the availability of multiple sources 
of objective data regarding changes in hyperactive behaviours.83

Given this excuse for the positive results, the ‘attentive reader’ might also 
have asked why such fl aws were allowed to exist in one sample and not another, 
especially considering Feingold’s observation that younger children were par-
ticularly responsive to his diet.84 Moreover, subsequent reviews of the Feingold 
research record also acknowledged the effi cacy of the diet with younger chil-
dren;85 but, until 2004, no studies had focused solely on this age group.86

FAMILIES AND THE FEINGOLD DIET

Ultimately, it was parents who had to decide whether or not the diet was 
feasible. Despite the censure of mainstream medicine, over 200,000 families 



had tried the Feingold diet by the mid 1980s,87 and FAUS, relying on word 
of mouth and the internet, still attracts adherents. But although thousands 
of families have found the diet to be benefi cial, with many recounting their 
success stories in FAUS’s newsletter, Pure Facts, and in FAUS director Jane 
Hersey’s Why Can’t My Child Behave,88 the diet still exists on the fringes of 
hyperactivity treatment. Moreover, the reasons that families did not use the 
diet were dependent on the nature of the diet itself as well as medical opin-
ion. In the Feingold diet, parents, and especially mothers, found ‘a diffi cult 
and exacting regimen which put considerable strain on the whole family’89 
and made them responsible if their attempts failed.

The inherent diffi culty in weaning children off artifi cial colours and fl a-
vours was described neatly in a 1987 trial conducted at a summer camp for 
learning disabled children: ‘The children were not happy with the Feingold 
diet. The teachers had the feeling that there would have been a rebellion had 
it lasted longer than a week. They particularly disliked the colourlessness of 
the food, and missed the mustard and ketchup . . . The strict Feingold diet 
appears to be distasteful to the typical American child.’90 Given the need for 
complete dietary compliance, and the fact that hyperactive children tended 
also to be defi ant, distractible, and impulsive, a child’s apathy or resistance 
was a signifi cant obstacle. As another group of researchers contended, per-
haps pessimistically, ‘it was inevitable that children would eat foods with 
artifi cial colours and fl avourings.’91

Criticisms such as these are refuted by Hersey; she argues that ‘trying 
to deal with a diffi cult (or impossible) child is what puts the strain on the 
family. Changing some of your grocery brands is no big deal.’92 Neverthe-
less, even Hersey admits in her book that ‘experienced Feingolders can get 
complacent about label reading’ and that it is often diffi cult to determine 
the additive content of common (and locally produced) foods like bread and 
dairy products.93 More importantly, embracing the Feingold diet required 
parents to eschew conventional medical opinion and the opinions of other 
parents who believed the diet to be a fad or gimmick. While parents in the 
1970s might have eagerly endorsed the idea that petrochemicals used in 
food dyes were hazardous to their children’s health, they were less likely to 
believe that tomatoes, cucumbers, and oranges could cause hyperactivity. A 
certain stubbornness and eagerness to defy medical authority and conven-
tional wisdom were required of Feingold parents and their children if they 
were to employ the diet successfully.

How, then, was compliance to be ensured? Given the gendered nature of 
family food preparation, the task of preventing hyperactivity and promot-
ing mental and physical health in allergic children fell largely to mothers. As 
in other areas of domestic medical management, it was mothers who had 
to shop carefully, reading labels and purchasing only suitable foods, but 
many items, including most baked goods and candy, had to be homemade. 
Mothers also had to keep a diet diary, recording consumption and noting 
the resulting behaviour. Re-introducing potentially troublesome fruits and 
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vegetables, as suggested by Feingold, required mothers to have considerable 
skills of observation and deduction. Controlling the diet outside the home 
forced mothers to investigate what their children consumed at school, at 
birthday parties, and at the convenience store; no fast food, coloured icing, 
or unapproved drinks were allowed. The diet also required that mothers be 
vigilant with respect to instructing relatives, school offi cials, and other par-
ents as to what foods were unacceptable for their hyperactive child. These 
were lofty expectations for mothers already dealing with excessive family 
pressures, at a time, during the 1970s and 1980s, when increasing numbers 
of mothers in North America were in the workplace.94

And what if the diet did not work? Some suggested that ‘the diet may help 
to reduce the parents’ feelings of guilt or other negative emotions involving 
their hyperactive child because an “outside” causative agent has now been 
identifi ed,’95 but since mothers were responsible for feeding their family, they 
would inevitably shoulder the blame for failure. Echoing contemporary con-
cerns about the role of parents (and particularly mothers) in maintaining the 
psychological health of their children (discussed elsewhere in this volume), 
opponents of Feingold were quick to condemn parents who tried the diet, 
emphasising the need to ‘help children whose parents insist on keeping them 
on very restrictive diets’ that caused ‘nutritional defi ciencies . . . social isola-
tion, and possible emotional harm.’96 Solace might come from Feingold’s 
suggestion that food allergies were not the only cause, but with a diet this dif-
fi cult to enforce, how could a mother know for sure that she had removed all 
additives from her child’s diet? Most importantly, the standard genetic expla-
nation for hyperactivity and corresponding stimulant therapy suggested by 
most physicians similarly acquitted parents of blame, but provided a much 
more facile treatment, at least on the surface. The Feingold diet required 
signifi cant patience, time, attention to detail, perseverance, assertiveness, 
and the willingness to defy conventional medical opinion; that many families 
lacked these qualities might have been unfortunate, but not surprising.

CONCLUSION

Today, psychiatrists often describe the Feingold diet as if it were an ado-
lescent phase, and as if past medical interest in it was a passing, incon-
clusive fl irtation. In many ways they are correct; the Feingold diet, once 
popular enough to be heralded on national television, has failed since to 
become a respectable treatment for hyperactivity. Contemporary physi-
cians and their predecessors are incorrect, however, in suggesting that 
careful scientifi c study discredited the diet. As this chapter has shown, 
scientifi c investigation into the validity of the Feingold hypothesis was 
incomplete, incomprehensive, inconclusive, and, in the end, inadequate 
for observers to have made careful judgements about the diet. Instead, 
other factors, such as the methods and death of the diet’s charismatic 



promoter, and the threat it posed to drug companies, the food chemical 
industry, and psychiatrists, as well as the challenges it posed to families, 
prevented the hypothesis from being suffi ciently tested, let alone proven 
and promoted by the medical establishment. Two decades after Feingold’s 
death, it is still unclear whether or not there is a defi nitive link between 
food additives and hyperactivity. While this is troubling for those who 
struggle to treat and manage the disorder on a daily basis, it also raises 
disturbing questions about our knowledge of hyperactivity in general, not 
to mention other links between what we ingest and our mental health. 
Instead of dismissing the Feingold theory as a phase best forgotten, it 
would be better to take the steps to close conclusively this chapter of 
hyperactivity’s history, for better or worse.

This chapter has contended that the reception of medical solutions is 
dependent on social conditions. Conditions change. In the case of the 
Feingold diet, many dynamics, including new information technologies, 
growing concern about drugs, and changes to our dietary habits, suggest 
that the diet might experience a rebirth. The Internet, for example, has 
re-introduced families and researchers to Ben Feingold and has been used 
by FAUS to market the link between diet and behaviour. Although attain-
ment of Feingold’s goal of food additive labelling remains unlikely, FAUS 
has been successful in producing comprehensive lists of foods that con-
form to his diet. Concern about peanut allergies has also led to increased 
labelling and awareness.97 Furthermore, drug companies have recently 
come under intense suspicion as some of their best-selling products for 
pain relief, depression, and hyperactivity have been found to be dan-
gerous. The best-selling hyperactivity drug Adderall, for example, was 
banned by Health Canada in February 2005 for its role in the sudden 
deaths of twenty children and adults (the Food and Drug Administra-
tion in the United States did not follow suit).98 Food supply disasters 
such as the bovine spongiform encephalopathy (mad cow disease) crises 
in the United Kingdom and elsewhere, as well as the corresponding rise 
of the organic food movement and concerns about childhood obesity, 
point to renewed interest in what we consume. In the United Kingdom, 
for example, celebrity chef Jamie Oliver has spearheaded a campaign to 
improve the food served in school cafeterias, and in April 2005, the Blair 
government pledged £280 million to combat the problem. On his ‘Feed 
Me Better’ website, Oliver lists ‘poor concentration,’ ‘hyperactivity and 
behavioural problems,’ and mood swings’ as effects of the ‘processed 
junk foods’ served in schools.99 In a similar vein, a private member’s bill 
in the Canadian Parliament, if passed, would take steps to ban trans-
fats from the food supply.100 Companies such as Voortman Cookies have 
anticipated such legislation and now offer trans-fat-free cookies. With 
developments such as these, it is possible that a revival of the Feingold 
diet could be in the offi ng, leading not only to renewed medical interest 
in this intriguing theory but also to renewed attention being paid to the 
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role of families and the home in the maintenance of health and the pre-
vention of illness.
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