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Abstract

This thesis explores household healthcare in the later seventeenth century, particularly the
extent of household production of medicines based on medicinal receipts. Medicinal
receipts were widely collected in the early modern period although the extent to which
these recipes were in ongoing use has not been well-established. The aims of this research
are to consider the health concerns and activities of lay women and men, to identify
resources available for self-help healthcare, and to establish factors affecting selection and
use of medicinal receipts. Accounts are analysed alongside family letters and receipt
collections, from selected households in South West England, to identify medicinal
supplies and medical services provided by apothecaries, physicians, surgeons and other
individuals. Households differ in terms of ingredients purchased, preparations preferred,
suppliers, therapeutic strategies used, and the extent of use of medical practitioners.
Recorded ingredient purchases match few receipts although there is evidence of some
favourite preparations being made. Other resources are considered, including gifts of
advice and remedies, and plant ingredients from gardens and the wild. I argue that use of

these other resources depended on factors such as knowledge, including plant identification

skills, and material considerations, including labour availability. Purchased medicines
appeared to become increasingly significant in self-help whilst opportunities for gift
medicine may have been reduced. I contrast the gentlewoman healer and the patient
consumer in their assessment of medicinal receipts, and their use of medicines with
children. Both demonstrated strategies for maintaining therapeutic determination and
influencing the approach of medical practitioners in relation to their own complaints. This
study shows that medicinal receipt collections did not fully reflect the extent of lay
healthcare activities and differences between lay household healthcare practitioners. It
contributes to our understanding of the gendered shaping of domestic medicine, and the
relationship of household healthcare to medical authority and the developing commercial

and professional medical market in the eighteenth century.
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Introduction

When I first came across an early modern manuscript collection that included
medicinal receipts, I was astonished at the pristine nature of the pages. My first question
when faced with these unsullied items was whether they had actually been used to prepare
medicines? Other questions followed. How had these receipts been chosen? Had they
served other purposes which ensured their survival? What happened to these receipts as
commercial and patent medicines became increasingly available? However, most of the
receipt collections I encountered were divorced from their original context, and so 1t was
difficult to answer these questions. From this starting point, I decided to seek out some
medicinal receipt collections accompanied by household papers in order to explore the
extent to which these medicinal receipts actually reflected household healthcare. 1
particularly wanted to examine the activities of lay household healthcare providers towards
the end of the seventeenth century. A clearer understanding of the role and practice of the
lay household healthcare provider could help provide an explanation for the dramatic
increase in purchase and consumption of medicines in the eighteenth century. This period
also anticipated the increasingly professional control and administration of medical care
through the eighteenth century. I wanted to discover information both about medical self-
help and purchases, and the relationship of lay healthcare to medical practitioners through
examination of family papers.

This study therefore focuses on medicinal receipts and household healthcare 1n the
later seventeenth century. My aim is to establish whether medicinal receipts were in use in
the later seventeenth century. Furthermore, I aim to chart the way in which households
relinquished the preparation of remedies alongside the rise of commercial medicine. I also
aim to show how the boundaries of household healthcare were effectively shaped to form a
more constrained form of domestic medicine. I introduce the use of several terms to help to
understand how these changes took place. The term "gift medicine" refers to aspects of
healthcare which involved no obvious monetary transactions although reciprocity might
have been expected in some form, as for example the donation of medicinal receipts,
remedies or medical care. The term "therapeutic determination” refers to the ability to
influence the nature of healthcare, This could involve prophylactic measures, diagnostic
decisions, providing advice or receipts, preparing or purchasing of medicines, negotiating
treatment or other actions. Patients, relatives, lay and medical practitioners could all

contribute to the form of medical treatment.



Household healthcare is historiographically interesting as 1t draws together a
remarkable range of disciplinary perspectives in addition to the history of medicine and
science, ranging over economic, cultural, feminist, material, spatial, literary, social,
religious, epidemiological, folkloric and ethnographic studies. I review scholarly work on
household healthcare, and find that it has largely been 1gnored by medical histonans, or the
subject of a number of assumptions about gender roles. Some of these assumptions reflect
key historiographical perspectives on the medical marketplace and medical authonity. I
argue that the use of terms such as self-help, household healthcare and domestic medicine
needs to be considered carefully as these terms carry complex meanings relating to
changing practice and authority in healthcare.

By investigating the likely extent of use of medicinal receipts, the context of
household healthcare and the involvement of lay household healthcare practitioners I hope
to provide an improved understanding of the factors involved in the rise of commercial and
professional medicine in the early modern period and in determining gendered roles in
medicine. I set out to answer specific questions which include the following: What is
meant by terms such as self-help and domestic medicine? What were the concemns of the
lay household healthcare practitioner and other family members? How did the lay person
decide what constituted an "excellent" medicinal receipt? To what extent did medicinal
purchases match the medicinal receipt ingredients? What other resources were available to
the household healthcare practitioner, from gifts to garden plants? Were there links
between records of spending on medicinal items and medical practitioners? What was the
overall household expenditure on medicinal supplies and medical services? Furthermore, I
planned to identify who were the most likely recipients of household healthcare
expenditure and activity, and whether their treatment reflected the medicinal receipt
collections.

The specific focus of this piece of research is to explore the relationship between
medicinal receipt collections and household healthcare practices as evidenced through the
receipts themselves, household letters and accounts. I examine a selection of South West
England family sources which include letters and accounts alongside medicinal receipt
collections. I ascertain whether medicinal receipts were likely to have been in actual use in
these households, and the context of household healthcare concerns and other activities. 1
show how lay members of these families did actively direct and amend their practice in
household healthcare, particularly in the light of their social and economic roles, the costs
of healthcare services and commodities, and some of their beliefs about illness and

appropriate care as patients in later life. Findings from these seventeenth century sources



suggest that assumptions about the availability of resources and ready preparation of
remedies need to be questioned. I argue that it was not only the professional medical
practitioner who sought to impose change in medical provision, rather that there were
significant economic and social imperatives for such changes in households that provided
the basis for a consumer boom in medicines. In conclusion, I argue that medicinal receipt
collections, though widely collected and valued by many, provide an incomplete reflection
of the activities and concerns of household practitioners in this period. The lay
practitioners considered here demonstrated active involvement in household healthcare and
ongoing efforts to ensure therapeutic determination. There was variation in therapeutic
beliefs and a number of factors influenced practice. These factors included material
concerns such as cost and labour. I conclude that both social and economic factors were
significant in the shaping of domestic medicine, a gendered form of lay healthcare
increasingly limited in scope. Purchasing simple and compound remedies enabled lay
individuals to retain some elements of "therapeutic determination”.

In Chapter 1, I consider historniographical issues and the early modern history of

household healthcare, particularly in relation to terminology used for self-help, concepts of

the medical marketplace and medical authority, and gender aspects of healthcare. I review
previous studies of medicinal receipts and other sources, and provide details of
methodology and sources for this study. In Chapter 2, I examine the range of health
concerns evident in household medicinal receipt collections and in family letters. The
medicinal receipts provide details of a variety of ailments although factors influencing the
selection of particular receipts appeared to vary between households. Furthermore the
family letters suggest a broader picture of health-related activities. These activities were:
health maintenance and prevention of ill-health, medical treatment by self, lay or medical
practitioners, and nursing care including a range of activities undertaken on behalf of the
sick person. In Chapter 3, I analyse the household accounts for expenditure on medicinal
supplies and medical services. I develop categories of expenditure and distinguish between
"essential " and "extended" self-help. I show household variations in individual purchases
and use of apothecaries, physicians and other medical services, and consider links between
~ these types of expenditure as well as the overall proportion of household expenditure
involved. Some medicinal items appeared to be made on a frequent basis, although
purchase of groups of items, possibly to make specific remedies, was less common. I also
consider average prices of medicinal items and concerns about costs. In Chapter 4, other
resources for household healthcare are considered, from information to ingredients and

equipment. This reveals some unexpected costs and difficulties. I consider named



individuals who contribute medicinal receipts and their gender and status. Advice from lay
people, gifts of exotic 1items, and other examples illustrate the variety of possible elements
of gift medicine, though there were instances of rejection of offered advice. Other possible
resources included plants from gardens and the wild and I show that familiarity with
garden management and wild plant identification could not always be assumed. A
comparison of medicinal receipts across the seventeenth century shows that a decreasing
number could have been made up without purchase or pre-prepared ingredients. The
gender and status of the receipt contributor also affected the proportion of purchased
ingredients. I show that although many preparations could be made with general kitchen
utensils, the use of specialised equipment for distillation was expensive and labour-
intensive. Overall, I show how material concerns about costs and labour may have affected
choices made 1n relation to household healthcare, and could have impacted on lay roles in
healthcare. In Chapter 5, I show that household members, including children and servants,
appear to be the most likely beneficiaries of healthcare purchases, rather than the poor.
Comparison of the nature of purchases for children's complaints with those suggested in
receipt collections shows that frequently purchased remedies did not always appear as
receipts. As the women in these households aged, they shifted from being confident lay
practitioners to being patients themselves with chronic complaints. I show how these
individuals sought to maintain some control or therapeutic determination over the nature of
thetr medical treatment. Finally, in Chapter 6, I discuss the findings of this study, compare
the households, and factors that influenced the use of household preparations. I argue that
there were reduced opportunities for gift medicine for lay practitioners, especially women,
as receipts became less valued, and their preparation less feasible. There appeared to be a
generation gap in terms of household healthcare, and there were instances in which the lay
household practitioner conformed to a model of "domestic medicine" which involved only
self-treatment of minor complaints and recognition of the expertise of the professional
medical practitioner. However, the lay person could maintain some independence through

the continuing purchase of a range of commercially-prepared medicines.



Chapter 1: Household Healthcare Matters

1.1 Context
This study focuses on the extent to which people made their own medicines in early

modern households. Here I summarise three key gaps 1n our understanding of household
healthcare towards the end of the seventeenth century. These are: (1) the role of medicinal
receipts in the context of household healthcare, (i1) the resources available for self-help
with medicinal receipt ingredients and purchased medicines, and (ii1) the practices
involved in household healthcare and the relationship between lay household healthcare

providers and other advisers regarding medicines and treatment of various ailments in the

famly life-cycle.

(i) The Role of Receipts.
Recent interest in manuscript receipt collections has promoted closer examination

of links between medicinal receipts and printed texts, and the ownership and social
meaning of these sources, leading to acknowledgements of the genre of manuscript
receipts.’ There has been recognition of the "currency” of medicinal receipts in terms of
medical knowledge.” However, few of these receipt collections have been viewed with
reference to their context and related sources, such as household accounts and family
Jetters, in order to explore lay therapeutics and actual practice. Despite a number of studies
of medicinal receipt collections and family letters, the practice of household healthcare
remains poorly understood. Ginnie Smith notes that the process of prevention 1n healthcare
in the eighteenth century has been less "visible" to historians. Her view is that medical lay
knowledge was of a higher level and more widespread in the later eighteenth century than
previously acknowledged, and that many people were routinely prescribing for themselves
without professional assistance, thus supporting a revival of the advice book market 1n the

1770s, mostly modelled on the work of William Buchan.’

' Richard Aspin, "[llustrations from the Wellcome Library: Who Was Elizabeth Okeover?," Medical History 44 (2000);
pp- 531-40, Elaine Leong, "Medical Remedy Collections in Seventeenth-Century England: Medical Theory, Gender
and Text" (PhD thesis, Oxford University, 2006), Janet Theophano, Eat My Words: Reading Women's Lives through
the Cookbooks They Wrote (New York: Palgrave Books, 2002).

? Elaine Leong and Sara Pennell, "Recipe Collections and the Currency of Medical Knowledge in the Early Modern

'Medical Marketplace',” in Medicine and the Market in England and Its Colonies, c. 1450-c. 1850, ed. Mark S. R.
Jenner and Patrick Wallis (Basingstoke: Palgrave Macmillan, 2007), p. 134.

> Ginnie Smith, "Prescribing the Rules of Health: Self-Help and Advice in the Late Eighteenth Century,” in Patients and
Practitioners: Lay Perceptions of Medicine in Pre-Industrial Society, ed. Roy Porter (Cambridge: Cambridge
University Press, 1985), pp. 249, 255, 263, 275.



Medicinal receipts are widely assumed to reflect actual practice, or at least potential
practice.* Merry Wiesner-Hanks notes, of recipes handed down through the generations,
that "home remedies were the most common way of handling illness".> What is needed is a
study which provides a way of determining the likelihood of actual use of medicinal
receipts alongside household purchases and other sources of medicinal receipt ingredients.
Finding out whether medicinal receipts were used, and the nature of lay healthcare
concerns and purchases, will advance our understanding of the nature of self-help 1n
household healthcare and throw light on its changing relationship to commercial and
professional medicine. Periodisation of these changes will be understood more completely,
possibly "alternative chronologies" can be developed through gender analysis, even though
they may vary in other regions and social contexts.® This study, by clarifying the nature of
domestic medicine in the later early modern period, can inform such work and provide

improved links with studies of Victonan health and domesticity.’

(ii) Resources Available for Self-help.
Various writers have commented on a lack of understanding of the nature of self-

help in the household context. Peregrine Horden says that "self-help and domestic care

constitute the great submerged ice sheets of the history of health...We perforce devote most

of our attention to the visible peaks and ridges of documented medical practice and

institutional support” 8 However, the extent of self-help is described in contradictory ways.

For example, Lucinda McCray Beier notes, from her study of sources based on a number

of seventeenth century medical practitioners, that "lay-people were often required by

* Elaine Leong suggests that the medicinal receipts provided a source of remedies just in case of need. Elaine Leong,
"Making Medicines in the Early Modern Household,” Bulletin of the History of Medicine 82, no. 1 (2008): pp. 143-68.

% Merry E. Wiesner-Hanks, Cambridge History of Europe: Early Modern Europe, 1450-1789 (Cambridge: Cambridge
University Press, 2006), p. 273.

 Alexandra Shepard and Garthine Walker, "Gender, Change and Periodisation," Gender and History 20, no. 3 (2008): p.
457.

7 Patricia Branca notes a boom in patent medicines alongside increased use of doctors. Patricia Branca, Silent
Sisterhood: Middle Class Women in the Victorian Home (London; Croom Helm, 1975), p.67. Studies of nursing and
family care in the eighteenth and nineteenth centuries have been prominent in the United States, for example Emily
Abel, Hearts of Wisdom: American Women Caring for Kin, 1850-1940 (Cambridge, Mass.: Harvard University Press,
2000), Martha M. Libster, Herbal Diplomats: The Contribution of Early American Nurses (1830-1860}) to Nineteenth-
Century Health Care Reform and the Botanical Medical Movement (West Lafayette: Golden Apple Publications,
2004), Janet L. Allured, "Women's Healing Art: Domestic Medicine in the Turn-of-the-Century Ozarks,” Gateway
Heritage: Missouri Historical Society 12, no. 4 (1992), http://beckerexhibits.wustl.edu/mowihsp/articles/Ozarks.htm.

® Peregrine Horden, "Household Care and Informal Networks: Comparisons and Continuities from Antiquity to the
Present,” in The Locus of Care: Families, Communities, Institutions, and the Provision of Welfare since Antiquity, ed.
Peregrine Horden and Richard Smith (London: Routledge, 1998), p. 23. Margaret Connor Versluysen claims that
historians of medicine have ignored "an extensive system of home-based healthcare”. Margaret Connor Versluysen,

"Old Wives Tales? Women Healers in English History," in Rewriting Nursing History, ed. Celia Davies (London:
Croom Helm, 1980), pp. 177-79.



healers to make or apply their own remedies".” Conversely, Patrick Wallis suggests "a

picture of the sick often buying pre-made medicines for commonplace purposes” rather
than ingredients for making remedies.'® Another study of an early seventeenth-century
household suggests that purchase of prepared remedies may have been more likely than

previously assumed.'' The relationship between home-prepared and purchased medicines

has not yet been explored.

(ii1) The Practices Involved in Household Healthcare.
Finding a way to characterize household healthcare practice is quite a challenge, let

alone to demonstrate continuity and change. Indeed some, such as Doreen Evenden Nagy,
argue that there was no significant change in both healthcare beliefs and practices in the
early modern period, in either professional or lay hands, despite the developments in
science and medicine.'> However Andrew Wear does emphasize substantial shifts in
knowledge and understandings even though there were similarities in practice.'” Wear's
survey ends at 1680, or around the beginning of the period in which the families
considered here were assembling their receipts and accounts. He notes that the households
of the better-off "1n principle enabled housewives to act as distillers, brewers, cloth-
makers, physicians and apothecaries".'* So what happened to all of this activity? Did these
households relinquish the preparation of remedies at some point in the rise of commercial
medicine? I will be looking for contributory factors which explain whether this might have
happened.

Looking at medicine in the eighteenth century it appears that the possibility of
determining the therapeutic approach for the lay practitioner, adviser or patient became
more of a strategic exercise in assembling supporters. "Domestic medicine" of the
eighteenth-century, as characterized by authors such as William Buchan, had a much more

limited scope of activity compared to the earlier seventeenth century. Thus, the nature of

? Lucinda McCray Beier, Sufferers and Healers: The Experience of lliness in Seventeenth Century England (London and
New York: Routledge and Kegan Paul, 1987), p. 129.

' Patrick Wallis, "Apothecaries and the Consumption and Retailing of Medicines in Early Modern London,” in From

Physick to Pharmacology: Five Hundred Years of British Drug Retailing, ed. Louise Hill Curth (Ashgate: Aldershot,
2006), p. 3.

'l' My thanks to Jane Whittle for sight of a draft chapter. Jane Whittle and Elizabeth Griffiths, Consumption and Gender
in the Early Seventeenth-Century Household: The World of Alice Le Strange (OUP (forthcoming)).

2 Doreen Evenden Nagy, Popular Medicine in Seventeenth-Century England (Ohio: Bowling Green State University
Popular Press, 1988), p. 81.

"> Andrew Wear, Knowledge and Practice in English Medicine, 1550-1680 (Cambridge: Cambridge University Press,
2000), especially chap. 8.

" 1bid., p. 50.



household healthcare underwent significant changes between the seventeenth and

eighteenth centuries. Through this study I aim to understand how these changes arose.

1.2 Rationale and Historiographical Issues
Study of patient and practitioner relationships received a great boost since Dorothy

Porter and Roy Porter promoted the pursuit of medical history "from below”. Their view
was that "necessity, traditions of sturdy independence and the dictates of Protestant, and
then Enlightenment, individualism all conspired to create, and to continue to breathe life
into, a self-help medical culture".'” More recently, the term "medical plurality" has been
used, enabling recognition of the patient’s choices of practitioner from below, but as

Waltraud Ernst points out:

An exclusive focus on medical pluralism in the domains of medical ideas
and professional institutions, and in regard to patients’ freedom of choice
colludes with the image of the medical market place and the sphere of
healing as a "liberal heaven", in which patients of all social and cultural
backgrounds are supposed to have free choice and easy access to their

favoured medical treatment.'®
Whether or not patient choice was restricted in all but the highest status households, the
notion of "plurality” does provide some recognition of the range of medical knowledge and
the healthcare which could have been available, to a greater or lesser extent, to every
household. However, the notion of "medical plurality” begs a further question as to how
the nature of treatment was actually determined, and so I introduce another aspect of
medical care which I shall call "therapeutic determination”. This refers to the ability of
individuals to influence the nature of medical treatment. Medical plurality gives us a focus
on the providers of medicinal treatment, and presumes choices made on the part of the
patient and their closest kin and friends where wealthy, and charitable donors for others
lacking means. It is akin to the "field" in the terminology of Bourdieu.!” Medical pluralism
does not provide a mechanism for deciding the outcome of negotiations about the choices
available. The concept of therapeutic determination allows us to consider power
relationships amongst all involved in medical care, as providers, recipients, or concerned
bystanders. It also attends to a wider range of healthcare matters beyond the bedside of a

sick patient, such as the processes involved in deciding to send for help, attempting

' Dorothy Porter and Roy Porter, Patient's Progress: Doctors and Doctoring in Eighteenth-Century England
(Cambridge: Polity in association with Blackwell, 1989), p. 209.

'® Waltraud Ernst, Plural Medicine: Tradition and Modernity, 1800-2000 (London and New York: Routledge, 2002), p.
4,

"' David Schwartz, Culture and Power: The Sociology of Pierre Bourdieu (Chicago and London: University of Chicago
Press, 1997), p. 119.
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diagnosis, maintaining relationships with medical practitioners and others, ongoing
prophylactic measures, and influences and information sources. '’

Having established that various interests might be seen in the process of achieving
healthcare, I want to consider self-help in more detail. It has been stated that the first
recourse for treatment for illness in early modern times was usually self-help, as "medicine
began at home".'” A wide range of remedies might have been encountered in the household
and used without calling on external medical help, though much treatment would have
been self-administered on advice. But what was the nature of this self-help? There has
been little research into the nature of this self-help healthcare in individual households,
even though indicative sources, such as letters, accounts and manuscript collections of
medicinal receipts, are available. Here I address four issues 1n relation to self-help and
healthcare (i) the terminology of self-help, (i1) the medical marketplace (iii) the question of

medical authority (iv) gender aspects of self-help.

(i) What Do We Really Mean by Self-help?
I consider that a muddle of terminology reveals a lack of definition and detailed

knowledge on the part of medical and social histonans in relation to household
healthcare. For example, the term "self-help"” appears to be used in a number of different
ways, sometimes referring to independence from practitioners, at other times to home-
made medicines, and yet in other contexts as contributory to the identity formation of
networks or even whole classes of people. The notion of independence from medical
practitioners through the use of "self-help manuals” is noted by Anne Digby with the
associated view of eighteenth-century medical practitioners of these publications as
"'quac:kery‘"’.20 Independence from others might have had a different motivation, as
Elizabeth Foyster points out "that women who were harmed by their husband's violence
would have frequently resorted to self-help medicine and followed recipes for home-
made cures, rather than seeking aid from others", or if they did seek help it was from

"amateur” practitioners.”' Some, like Mary Fissell, equate self-help to "self-medication"

'* One study of ninetheenth-century gynaecological matters by Regina Morantz-Sanchez notes "the continued exercise of
self-assertion” by the patient and her friends in relation to chilbirth, rather than isolation and oppression by medical
practitioners. A woman surgeon was sought out by patients with the "determination” to have surgery. Regina Morantz-
Sanchez, "Negotiating Power at the Bedside: Historical Perspectives on Nineteenth-Century Patients and Their
Gynaecologists,” Feminist Studies 26, no. 2 (2000): pp. 293, 298.

' Keith Thomas, Religion and the Decline of Magic: Studies in Popular Beliefs in Sixteenth and Seventeenth Century
England (London: Weidenfield and Nicholson, 1971), p. 14.

0 Anne Digby, Making a Medical Li ving: Doctors and Patients in the English Market for Medicine, 1720-191 1
(Cambridge: Cambridge University Press, 1994), p. 63.

2! Elizabeth Foyster, Marital Violence: An English Family History, 1660-1857 (Cambridge Cambridge University Press,
2005), p. 227.
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involving use of medicines alone. She says that, "rather than seeking help outside the
home, however, many early modern Englishmen and women turned to self-medication,
to remedies concocted at home or perhaps purchased 1n a shop” 22

Some writers have associated self-help with a specific gender, or class of society.
Horden writes of the likelihood that most day-to-day self-help involved women's
networks in which "children became a common responsibility".*> Anita Guerrini
incorporates the idea of self-help into the transition between early modern to modern
culture which she claims is epitomised by George Cheyne and his advice books. She
argues for a new concept in the eighteenth-century of "self-maintenance” which appears
to be associated with the rising middling sort. In this case, the approach taken by Cheyne
referred to a re-interpretation of classical approaches to regimen, - diet and lifestyle - and
not just medicaments.** Hilary Marland extended the concept of self-help in her study of
nineteenth-century medicine, arguing that the middle class created an increased demand
for medical care, mostly met by the general practitioner, but they also used chemists and
druggists for self-medication, this being by choice rather than necessity. In her view
medical self-help reflected a "general striving for independence".”®> Other writers, such as
Mary Dobson, refer to "self-treatment” for all, describing this as "universal” being "tned

and tested on all sections of the population".

Vagueness about the meaning of terms such as "self-help” may be helpful where
lack of sources makes definition imprecise but may also be a reflection of a lack of

differentiation of aspects of household healthcare. For example, Guenter Risse used the

term "medical self-help” to describe "the diagnosis, care, and even prevention of disability

and illness without direct professional medical assistance” which, as a result of its taking

place in the privacy of the home, may be called "domestic medicine” involving treatment

of trivial ailments, invalid cookery and "non-professional” nursing.’’ In a recent study

Sheila Cooper suggests that, for the needy, the term "self-help" needs no explanation,

although she regards the assistance of kin or "friends" as a separate form of help, one apart

2 Mary E. Fissell, Patients, Power and the Poor in Eighteenth Century Bristol (Cambridge: Cambridge University Press,
1991), p. 37.

2> Horden, "Household Care,” p. 39.

% Anita Guerrini, Obesity and Depression in the Enlightenment: The Life and Times of George Cheyne (Norman, OK:
University of Oklahoma Press, 2000), pp. 101, 118-20.

*> Hilary Marland, Medicine and Society in Wakefield and Huddersfield, 1780-1870 (Cambridge: Cambridge University
Press, 1987), chap. 9.

*® Mary Dobson, Contours of Death and Disease in Early Modern England (Cambridge: Cambridge University Press,
1997), p. 266.

*T Guenter B. Risse, "Introduction," in Medicine without Doctors. Home Health Care in American History, ed. Guenter
B. Risse, Ronald L. Numbers, and Judith Walzer Leavitt (New York: Science History Publications/ USA, 1977), p. 2.
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from public welfare.”® The term "self-help” has been used in a wider sense, especially in
studies of poor relief. Martin Dinges shows it can be regarded in several different ways in
the context of poor relief, not only as a form of independence for the poor and as a strategy
in a difficult situation, but also as a means of reducing the burden of payment for the

providers of poor relief.”’

What are we to make of varying uses of the term "self-help” 1n a medical context?
If deemed an activity independent of the medical practitioner then should purchased
remedies from the apothecary be regarded as self-help? Although some might suggest that
self-help should be interpreted in the narrowest sense of independence from all medical
practitioners and, thus, based solely on home-made remedies for personal use, this appears
to be characteristic of self-sufficient households in the medieval period or earliest part of
the early modern period. We could call this "essential self-help”, in which practically no
external resources or advice would be required. Other uses of the term "self-help" imply
that an element of learned medicine can be included in self-treatment, whether through
consulting the apothecary or learned friends, using printed advice books, or purchasing
remedies validated by physicians. This could be more accurately described as "extended
self-help" since some external resources and learned advice are incorporated. Thus,
although there are various ways in which the term "self-help" is used, it may be inaccurate
to imply the absence of learned medical advice, rather it is the active role of the individual
(or household) in the determination of the nature of treatment or lifestyle which is
distinctive about self-help. Of course there could be a continuum between "essential” and
"extended" self-help. Perhaps self-help is better defined as an aspiration rather than an
actual entity, as the intent to attain independence from the need for others, whether medical
practitioners or medicinal suppliers. Medical self-help, then, is used here to mean the
"intent to procure medical advice and medicinal remedies, whether purchased, gifted or
otherwise obtained, in the active pursuit of the maintenance and restoration of health of
individuals and households, with limited recourse to the learned medical practitioner”.
Thus, active intent on the part of the lay person does not necessarily imply repudiation of

the learned practitioner, but does suggest interest in therapeutic determination.

*® Sheila Cooper, "Kinship and Welfare in Early Modern England: Sometimes Charity Begins at Home," in Medicine,
Charity and Mutual Aid: The Consumption of Health and Welfare in Britain ¢.1550-1950, ed. Anne Borsay and Peter
Shapely (Aldershot: Ashgate, 2007), p. 55.

> Dinges provides an illuminating definition of self-help in his study of poor relief which involves ability to "endure a
period of poverty or distress”. See Martin Dinges, "Self Help and Reciprocity in Pansh Assistance: Bordeaux in the
Sixteenth and Seventeenth Centuries,” in The Locus of Care: Families, Communities, Institutions and the Provision of
Welfare since Antiquity, ed. Peregrine Horden and Richard Smith (London and New York: Routledge, 1998), p. 113.
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Another term which causes me much confusion is "kitchen physick". This appears
to be a gendered term, unlike "self-help”. But does it mean "household healthcare by
women", or "female medical practice", or "home remedies", or "medicine made from food
items", or "maintaining health through diet", or all or none of these?’® We lack a clear
picture of how household members were involved in efforts to maintain health, to obtain
advice and treatment, to provide care for children and chronically 1ll, and to promote
recovery. Assumptions about the relative roles of lay women and men in healthcare need to
be considered in the light of actual evidence of the ways in which they contributed to the
treatment of the sick and management of health-related aspects of the household, such as
determining who provided medical services.

Terminology in relation to household healthcare, as seen above, is fraught with
difficulty, although these very issues help to reveal the lack of clanty in our
understanding.”’ I argue that both household and domestic medicine are useful terms
because of their differing and complex associations with gender and status. Household
healthcare can mean many aspects of health, whereas domestic medicine has a more
constrained meaning. The use of the term domestic in a medicinal context in book titles
does not appear until towards the end of the eighteenth century, with the publication of
Domestic Medicine, 1776, by William Buchan.’* I will further examine how "domestic
medicine" emerged, indicating the way perceptions of roles and status changed. I suggest
that the more frequent use of this term came to reflect the increasingly defined and

understood distinction between professional medicine and self-help. Fissell explains her

use of the term "vernacular" medicine because the term "domestic" medicine "alludes to

% For example kitchen physick was associated with housewives using natural medicines according to one author who
praised the "prescribing {of] natural, useful and proper medicines” from the "rich Garden of nature™ without need of
translation by the learned or "mean-spirited Physicians" or those with "pretended Universal Medicines”. T. K., The
Kitchin-Physician: Or, a Guide for Good-Housewives in Maintaining Their Families in Health. Wherein Are
Described the Natures, Causes, and Symptons of All Diseases Inward and Qutward, Incident to the Bodies of Men,
Women, and Children. Prescribing Natural, Useful and Proper Medicines Both in Physick and Chirurgery, as Well for
the Prevention and Speedy Cure of the Said Distempers. (London: Samuel Lee, 1680), sig. A2r.

3 I refrain here from attempting to clarify the use of other commonly used terms of "popular”, "folk", and "lay" in
connection with early modern medicine.

32 Titles from the Wellcome Library holdings include William Buchan, Domestic Medicine: Or, A Treatise on the
Prevention and Cure of Diseases, by Regimen and Simple Medicines, 2nd ed. (London: Printed for W. Strahan; T.
Cadell, 1772), Thomas Hayes, A Serious and Friendly Address to the Public, on the Dangerous Consequences of
Neglecting Common Coughs and Colds So Frequent in This Climate: Containing a Simple and Efficacious, and
Domestic Method of Cure. By a Gentleman of the Faculty (London: J. Murray etc., 1783), William Meynick, The New
Family Herbal, or Domestic Physician: Enumerating, with Accurate Descriptions, All the Known Vegetables Which
Are Any Way Remarkable for Medical Efficacy. With an Account of Their Virtues in the Several Diseases Incident to
the Human Frame (Birmingham: Printed by T. Pearson; and sold by R. Baldwin, London, 1790), Michael Underwood,
A Treatise on the Disorders of Childhood. And Management of Infants from the Birth: Adapted for Domestic Use, 3
vols. (London J. Mathews, 1797), James Parkinson, Medical Admonitions Addressed to Families, Respecting the
Practice of Domestic Medicine, and the Preservation of Health, with Directions for the Treatment of the Sick, on the
First Appearance of Disease: By Which Its Progress May Be Stopped, and a Fatal Termination Prevented from Taking
Place, through Neglect or Improper Interference, 3rd ed. (L.ondon; Printed for C. Dilly et al., 1799).
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William Buchan's work of a later period when lay healing was beginning to lose its status.
In her view the nse of commercial medicine and treatment in hospitals indicated a shift in
authority away from the patient, such that by the end of the eighteenth century much
vernacular healing was condemned for its association with deviant forms of popular
religion.33 This picture differs substantially from that of earlier elite women whose medical
practice was frequently more extensive than their immediate household and was sometimes
constdered comparable to that of physic:ians.34 Lena Cowen Orlin suggests that, in
contemporary tracts, domestic relationships were primarily defined and negotiated in terms
of household responsibilities. However she notes that, in practice, these roles were
frequently contested.” Although Orlin does not refer to medical activities, it seems
appropriate to take a similar view of medical matters which were repeatedly a focus of
much concern, and sometimes conflict, between patients, carers, relatives, friends and
medical practitioners. Thus, I suggest that the use of the term "domestic" allows us to
consider the relationships inherent in these activities rather than limiting consideration to
the physical space of the household. I will use the term "household healthcare" to refer to
all concerns and activities relating to the health of household members including the
provision and seeking of advice, preventative care, nursing and medical treatment,
obtaining and making medicines and recovery.” In this study I further explore elements of

self-help in the context of household healthcare.

(ii) The Medical Marketplace.
A focus on practitioners 1n the medical marketplace has tended to result in a lack of

study of consumption and commercial aspects of medicine.”’ We lack explanations for
how and why the sale of medicines substantially increased in the eighteenth century. It is

unclear whether medicines were a necessity or a luxury. The underlying nature of demand

3 The examples of "deviant religion” included millenarian prophets, evangelicals, astrological healers in Chapter 9, "The
Reform of Popular Medicine"also in Fissell, Patients, Power and the Poor, pp. 13, 16, 182. Also see G. Dock, "The
‘Primitive Physic’ of Rev. John Wesley,”" Journal of American Medical Association 64 (1915): 629-38.

** Joanna Moody, The Private Life of an Elizabethan Lady: The Diary of Lady Margaret Hoby 1599-1605 (Stroud:
Sutton, 1998), p. xxxv, Linda A. Pollock, With Faith and Physic: The Life of a Tudor Gentlewoman, Lady Grace
Mildmay, 1552-1620 (London: Collins & Brown, 1993), p. 107.

> Lena Cowen Otlin, Private Matiers and Public Culture in Post-Reformation England (Ithaca and London; Cornell
University Press, 1994), pp. 3-4.

*® Definitions of family and household have been extensively discussed in the literature, and I use the term "household"
to cover a broad range of resident kin, servants, and visitors. See Miranda Chaytor, "Household and Kinship: Ryton in
the Late Sixteenth and Early Seventeenth Centuries," History Workshop 10 (1980), Naomi Tadmor, Family and
Friends in Eighteenth-Century England: Household, Kinship and Patronage (Cambridge: Cambridge University Press,
2001), Ingrid Tague, "Aristocratic Women and Ideas of Family in the Early Eighteenth Century," in The Family in
Early Modern England, ed. Helen Berry and Elizabeth Foyster (Cambridge: Cambridge University Press, 2007).

*7 These issues are beginning to be addressed, see Mark S. R. Jenner and Patrick Wallis, "The Medical Marketplace,” in

Medicine and the Market in England and Its Colonies, c. 1450-c. 1850, ed. Mark S. R. Jenner and Patrick Wallis
(Basingstoke: Palgrave Macmillan, 2007), pp. 1-23.
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and increased consumption of medicines needs to be explored. Some explanations contain
fanciful but unsubstantiated ideas about why there may have been past reliance on home-
prepared remedies. For example, Lavinia Dock and Isabel Stewart suggest that poor
nursing care resulted in increased self-help activity. They describe a "dark period” of
nursing in which the secular nurse was "illiterate, heavy-handed, venal, and over-worked".
So the "average family of those days dreaded and avoided the hired nurse and dosed
themselves with home-made medicines".”® Economic and social influences on household
healthcare need to be examined, including aspects of gift practices, which may have paved
the way for the emerging medical patient consumer.

Harold Cook refers to the "growing medical marketplace” in the early modern
period in which increasing numbers of physicians tried to respond to patient demand for
"quick and certain cures".” Lisa Smith notes criticisms of the use of the medical
marketplace model as focusing on elite patients and their relationships with practitioners,
excluding wider social and economic aspects and the influence of family members on
treatment.”” And Wear comments that this model is inappropriate for lay medicine as it
discounts religious influences, ethical and charitable impulses, and draws attention away
from cognitive and practical aspects of medical practice.*' Women were participants as
purchasers or providers in the medical marketplace, but this does not take into account
much of their activities as lay household healthcare practitioners. Thus, the medical
marketplace has been a useful model for historians in portraying the multiplicity of
practitioners in the early modem period, but has come under criticism for under-
representing the unpaid lay practitioner and charitable care. Curiously, this concept of the
medical marketplace has been valuable in allowing historians to recognise a range of
medical activity, from licensed physicians to surgeons, apothecaries and travelling
specialists - but has not been widely used in relation to the consumption of medicines. The
relationship between household healthcare and commercial medicine has largely been
excluded from this perspective. In this study, I aim to explore the nature of household

healthcare more fully 1n relation to purchases of medicinal supplies and medical services.

(iii) The Question of Medical Authority.

** Lavinia L. Dock and Isabel M. Stewart, A Short History of Nursing: From the Earliest Times to the Present Day, 4th
ed. (New York: G. P. Putnam, 1938), p. 98.

¥ Harold Cook, "The New Philosophy and Medicine in Seventeenth-Century England,” in Reappraisals of the Scientific
Revolution, ed. David C, Lindberg and Robert S.Westman (Cambridge: Cambridge University Press, 1990), p. 411.

% Lisa W. Smith, "Reassessing the Role of the Family: Women's Medical Care in Eighteenth-Century England,” Social
History of Medicine 16, no. 3 (2003): pp. 327-42.

*1 Wear, Knowledge and Practice, p. 28.
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The way in which medical authority is formed has been an ongoing subject of
interest, particularly in relation to the professionalisation and control of medicine.** The
nature of gentlemanly authonty 1s explored by Anthony Fletcher and Steven Shapin,
resulting in a form of epistemological ranking based on both status and gender.*’ The
"disappearance of the sick man” from the discourses of medicine in the eighteenth century
provides an emphasis on the shaping of boundaries between the sick and emerging
"medical investigators".** The exclusion of lay people, especially women, from
professional medicine has been largely depicted as a passive outcome resulting from
changes 1n society, from lack of suitable education to opposition from professional
practitioners and the development of institutional care.* Beier suggests that the scope of
activities of female healers was in decline in the seventeenth century, and that the
persecution of witches did much to discourage the open practice of traditional medicine.
Rather confusingly she adds that amateur healing remained respectable, learned physicians
using the recipes of gentlewomen long after the end of the seventeenth century.*® The
evidence for these claims i1s variable and difficult to periodise. Diaries and other
biographical matenal provide evidence that some women of the gentry were active in
medical care in the earlier part of the seventeenth century.?’ But how did lay practitioners
of household healthcare fare alongside the rise of professional and commercial medicine in
the seventeenth and eighteenth centuries? Somehow, the explanations above do not entirely
add up - both cniticism and lack of education were present throughout the early modern
period together with encouragement and recognition for women's medical activity. Lay
men, too, should not be discounted for their role in providing healthcare; they were also
affected by the professionalisation of medicine. Widespread institutional provision of
hospitals and dispensaries largely developed from the eighteenth-century onwards. Thus, a
gap between the seventeenth and eighteenth centuries remains in which this shift in

medical authonty was taking place, and is poorly understood.

** P. Wright and A. Treacher, The Problem of Medical Knowledge: Examining the Social Construction of Medicine
(Edinburgh: Edinburgh University Press, 1982).

4 Anthony Fletcher, Gender, Sex and Subordination in England 1500-1800 (New Haven: Yale University Press, 19935),

Steven Shapin, A Social History of Truth: Civility and Science in Seventeenth Century England (Chicago: Chicago
University Press, 1994).

# N.D. Jewson, "The Disappearance of the Sick Man from Medical Cosmology, 1770-1870," Sociology 10 (1976): p.
238.

% Barbara Ehrenreich and Deidre English, For Her Own Good: 150 Years of the Experts Advice to Women (New York:
Anchor Press, 1979).

% Beier, Sufferers and Healers, pp. 199, 215-16. Her examples included Lady Margaret Hoby (b. 1571) and Alice
Thornton (b, 1627).

*’ Elaine Leong, "Mrs Elizabeth Freke: Her Book': The Remembrances and Remedy Collection of a Seventeenth-

Century English Gentlewoman" (MA thesis, University of Oxford, 2001), Moody, The Private Life of an Elizabethan
Lady, Pollock, With Faith and Physic.
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Wear refers to the contested relationship between learned medicine and folk or
domestic knowledge, explaining that the making of remedies was an i1ssue between
physicians and apothecaries, but was also a skill expected of women, particularly well-to-
do women. Recipes were collected and exchanged amongst family, friends and neighbours.
Wear notes a paradox here, in that learned practitioners both cnticised lay and folk
knowledge, and also incorporated this knowledge and expertise.”® Similar paradoxes in
relation to other aspects of medicinal knowledge are noted by Roger Cooter.*’

One argument about the exclusion of women from medicine has been that they
lacked access to appropriate education. Hence women lacked appropnate knowledge and
lost medical authority. Medical knowledge and medical authority are equated. LLonda
Schiebinger describes how the breakdown of an older order of artisanal production and
aristocratic privilege led to the closure of opportunities in science for women. As science
became increasingly professionalised, as "the household was undergoing privatisation”, so
women were largely excluded from educational institutions, and participation in scientific
discovery, unless they could assist in the family context.”® Another approach focuses on
exclusion of women by professional interests through regulation. Anne Witz writes of the
professionalisation of medicine in the eighteenth and nineteenth centuries, discussing
strategies used to achieve "occupational closure”. She notes the significance of "market
provision as distinct from domestic and community provision in a rapidly expanding
market for medical services in the eighteenth and early nineteenth centuries”. Thus, 1t was
"both the relocation of medical services from a predominantly domestic and community
arena to a predominantly market arena, together with the ability of men to collectively
organise and construct organisational forms in the new sphere of civil society that signalled
the demise of the female practitioner”.”' This analysis points up the need to understand the
domestic context of healthcare in order to apprectate more fully how the demand for
professional medical services developed. In this study, I aim to clanfy the nature of

household healthcare and its practitioners in order to re-evaluate their relationship to other

aspects of medical practice and authority.

(iv) Gender Aspects.
Gender matters constantly recur when examining household healthcare, usually

because of the past involvement of women, and the later interest of historians of women.

® Wear, Knowledge and Practice, pp. 46-52.

¥ Roger Cooter, "After Death/ After-'Life"; The Social History of Medicine in Post-Postmodernity," Social History of
Medicine 20, no. 3 (2007): pp. 441-64.

%% Londa Schiebinger, Has Feminism Changed Science? (Cambnidge, Mass: Harvard University Press, 1999), p. 29.
*I Anne Witz, Professions and Patriarchy (London: Routledge, 2002), p. 193.
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Monica Green rightly questions whether a focus on women has meant that some elements
of the history of women's healthcare have been overlooked.>® In this study I try to draw in
material relating to the roles of both women and men in household healthcare. As will
become clear though, the main household practitioners considered here are women. My
view is that it is "household healthcare" which has also been overlooked, leading to a lack
of understanding of women's beliefs and practice.

Varied characterisations of women's therapeutics can be found, from those which
suggest women embodied many folk practices to those which largely presume women's
views reflected those of learned practitioners. Fissell writes that "in the early modern
period, much of English healthcare was provided by nonprofessionals, by mothers and
housewives, by cunning women of local repute, by clergymen carrying out charitable
works." and "vernacular medicine was organized around a few basic principles that
extended fairly widely throughout late seventeenth- and eighteenth-century English
society".>” Nagy argues that there were many similarities in daily practice between
"popular” and professional practice in Stuart England.>* However, there may have been
differences between women. Linda Pollock particularly notes that the extensive practice of
Lady Mildmay was not typical of many others, including theory, causes and symptoms of
disease, numerous mineral and chemical remedies.” Beier's view is that there was "no
clear demarcation” between learned and popular medicine, and no clear consensus on who
were the "sole authorities” in medical matters as people shared and adapted many beliefs

according to their situation.”®

By the middle of the eighteenth century, medical advice books pointed out the
dangers of lay people attempting to treat themselves in all but the simplest conditions, or
most desperate situations, where no practitioner was nearby. Women were no longer seen

as authoritative practitioners in relation to health, indeed some women were extremely

32 Monica H. Green, "Gendering the History of Women's Healthcare," Gender and History 20, no. 3 (2008). p. 508.

53 Fissell, Patients, Power and the Poor, p. 16.

% See Nagy, Popular Medicine, p. 53.

>3 Pollock, With Faith and Physic, pp. 98, 108, David E. Schoonover, Lady Borlase's Receiptes Booke (lowa City:
University of lowa Press, 1998), Lynette Hunter, "Women and Domestic Medicine: Lady Experimenters, 1570-1620,"
in Women, Science and Medicine, 1500-1700: Mothers and Sisters of the Royal Society, ed. Lynette Hunter and Sarah
Hutton (Stroud: Sutton, 1997), pp. 89-107. A recent study argues that women of status in Germany sought and
obtained recognition for their charitable medical activities, see Alisha M. Rankin, "Medicine for the Uncommon
Woman: Experience, Experiment, and Exchange in Early Modern Germany” (PhD thesis, Harvard University, 2005).

3 Beier, Sufferers and Healers, pp. 30-31. In his survey of Napier's seventeenth-century medical practice, Ronald
Sawyer describes the common medical history shared by educated people and suggests that these medical concepts
were "filtered down" to lower levels of society. Ronald C. Sawyer, "Patients, Healers and Disease in the Southeast
Midlands, 1597-1634" (PhD thesis, University of Wisconsin, 1986), pp. 211-12.
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critical of the involvement of other women.”’ Commentators have remarked on how little
change there was in medical therapeutics in this period. Despite the remarkable discoveries
made in anatomy and physiology, as well as the introduction of new 1deas about disease
and remedies, most treatment by paid practitioners continued in much the same heroic vein
as before. Yet somehow, although treatments were apparently markedly consistent,
between the middle of the seventeenth century and the middle of the eighteenth century
there were structural and economic changes in the way in which healthcare provision was
delivered. Healthcare provision shifted from a household focus, in which women could
exercise considerable influence, to an external provision, either directed entirely by
professional practitioners or managed in an institutional context. In addition, the role of
women as direct providers of charitable healthcare to the poor appeared to diminish
considerably. Meanwhile the demand for prepared medicines apparently escalated so that
expenditure on health increased.” Exactly how did household healthcare feature in these
changes? The practice of household healthcare and subsequent change has not been
documented and explored in detail. Was the increasing professionalisation of medicine
actually supported by women? Were any women opposed and, if so, how did they express
this? What was the role of men? Discussion of these matters, so far, has rested on the
nature of "medical authority”. I consider this to be a rather polarised perspective, as the
idea of medical authority does not readily enable consideration of a spectrum of power 1n
healthcare matters. What is needed is a concept focused on actual power to determine the
nature of healthcare. In this study, I introduce the concept of "therapeutic determination”
in order to recognise the contributions of different players in the household healthcare
context where there was ongoing negotiation between the sick person, carers, lay
practitioners, family, professional medical practitioners and other medical advisers. Each
person sought to contribute to the form of healthcare, each with their own motivation,
experience, knowledge and belief. The extent to which each person could promote

"therapeutic determination” would depend on a number of factors, in addition to

3T Contemporary plays and poems provide rich sources for the ridicule of many aspects of medicine. Tanya Pollard,
Drugs and Theater in Early Modern England (Oxford: Oxford University Press, 2005), Stephanie Moss and Kaara L.
Peterson, eds., Disease, Diagnosis and Cure on the Early Modern Stage (Aldershot: Ashgate, 2004), Gail Kern Paster,

The Body Embarassed: Drama and the Disciplines of Shame in Early Modern England (Ithaca, New York: Cornell
University Press, 1992).

38 Jonathan Barry and Colin Jones, eds., Medicine and Charity before the Welfare State (London: Routledge, 1991), p. 2,
Silvia De Renzi, "Old and New Models of the Body," in The Healing Arts, Health, Disease and Society in Europe
1500-1800, ed. Peter Elmer (Manchester: Open University, 2004), pp. 166-95, Roy Porter, "The Eighteenth Century,”
in The Western Medical Tradition 800 BC to AD 1800, ed. Lawrence 1. Conrad, et al. (Cambridge: Cambridge
University Press, 1995), pp. 371-475, Ulrich Tréhler and Cay-Riddiger Priill, "The Rise of the Modern Hospital,” in

Western Medicine: An lllustrated History, ed. Irvine Loudon (Oxford and New York: Oxford University Press, 1997),
pp. 160-735.

18



recognition of their medical knowledge, including patron status, wealth, gender,

experience, confidence and skill.

In practical terms in the home, healthcare is largely described as women's work.

General descriptions of housewifery and home life frequently portray women as involved

in healthcare irrespective of wealth and status. The extent of provision for the

neighbourhood is also widely presumed, though not always supported by actual evidence.”

Analyses of women's roles in the context of the rise of capitalism provide extensive
discussion of whether the position of women was undermined from a previous "golden
age" of household self-sufficiency. Hannah Barker and Elaine Chalus describe how women
became increasingly marginalized from the seventeenth to the nineteenth centuries,
alongside an emerging "social ideology of female domesticity”. They argue for a more
complex and pluralistic view that reflects the blurring and permeability of boundanes
rather than separate spheres.®” Healthcare has featured in a limited way in these debates,
partly because it is a complex activity which, until the widespread establishment of
institutional care, largely remained within the household whilst increasingly being directed

from without.
Generally, the study of domesticity has focused on social aspects such as the

arrangements pertaining to marriage and inheritance, or flagged up the sexuality inherent

in daily tasks.®’ Some studies portray housework as a mindless trap for women, others
describe the potential of housework as a science.®* Sara Mendelson and Patricia Crawford

emphasise that women of all levels were likely to be involved in some sort of medical care,

whether directly or in a supervisory capacity, as part of their household responsibilities.

% "The housewife was responsible for the comfort and well-being of her family, which naturally included an
understanding of how to look after them when they were i11." Alison Sim, The Tudor Housewife (Stroud: Sutton,
1996), p. 86. "The woman of the house was supposed to be both physician and pharmacist. At all levels medical lore
was handed down from older women to the younger ones.” Norah Lofts, Domestic Life in England (LLondon:
Weidenfield and Nicolson, 1976), p. 52. Women had once "been centrally involved in the healing process™ Marilyn J.
Boxer and Jean H. Quataert, eds., Connecting Spheres: Women in the Western World 1500, to the Present (Oxford;
Oxford University Press, 1987), p. 12. "Any woman could, and usually did, gain access to at least an elementary
knowledge of homespun cures”, Lucinda M. Becker, Death and the Early Modern Englishwoman (Aldershot: Ashgate,
2003), p. 41. "The country gentlewoman of the sixteenth and seventeenth centuries made medicines, ointments and
pills in her still-room for her family and servants, and also for the poor people of the neighbourhood.”Joanna Martin,

Wives and Daughters: Women and Children in the Georgian Country House (London and New York: Hambledon and
London, 2004), p. 167,

% Hannah Barker and Elaine Chalus, eds., Gender in Eighteenth-Century England: Roles, Representations and
Responsibilities (Harlow: Longman, 1997), Amanda Vickery, "Golden Age to Separate Spheres? A Review of the
Categories and Chronology of Englishwomen's History," Historical Journal 36, no. 2 (1993): pp. 383-414.

®1" Glenna Mathews, Just a Housewife: The Rise and Fall of Domesticity in America (New York: Oxford University
Press, 1987), Wendy Wall, Staging Domesticity: Household Work and English ldentity in Early Modern Drama
(Cambridge: Cambndge Unmiversity Press, 2002), pp. 3, 6, 14, 172-75. See also Naomi J. Miller and Naomi Yavneh,
Maternal Measures: Figuring Caregiving in the Early Modern Period (Abingdon: Ashgate, 2001).

%2 Alix Cooper, "Home and Household as Sites for Early Modern Science,” in The Cambridge History of Early Modern
Science, ed. Katherine Park and Lorraine Daston (New York: Cambridge University Press, 2006), 226-37.

19



However, if women did take considerable responsibility for healthcare, it cannot be
assumed that they always thought this desirable. Indeed Mendelson and Crawford also note
that some women indicated concerns that their household responsibilities reduced time
available for spiritual commitments. For example, Sarah Savage wrote, towards the end of
the seventeenth century, that "through the necessity of my outward affairs, my secret duties
are commonly limited".*’ Lady Masham expressed the view that household affairs dulled
her, writing to John Locke of her frustration and desire for more intellectual stimulation.®*
Other individual case studies refer to household activities, notably the work of Frances
Harris on Mary Evelyn and Margaret Cavendish.* Domesticity has been regarded as
central 1n the formation of the middling class i1dentity as Leanore Davidoff and Catherine
Hall argue, and Amanda Vickery has countered.® Yet the healthcare aspects of domestic
life have been so poorly characterised that it 1s unclear how they changed. Some changes
must have taken place; indeed Ingrid Tague in her study focused on eighteenth-century
aristocratic women acknowledged that "women in more old-fashioned families" might

include amongst their tasks "potting eels and making medicines"."”’

So what were housewives supposed to do? A popular household advice book of the
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