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The Politics of Nursing Knowledge

The entry of nursing into higher education has raised a number of
questions about its academic identity and future. The Politics of
Nursing Knowledge puts into context the historical factors which have
shaped the development of nurse education and lays the foundations
for an historical sociology of nursing knowledge.

Based on substantial new research and drawing on government and
professional records, The Politics of Nursing Knowledge looks at how
nurse education has been shaped by wider social attitudes towards
gender and class. In a critical reappraisal of Florence Nightingale’s
vision of nursing, Anne Marie Rafferty explores the implications of
Nightingale’s belief that nursing training should be regarded as an
education of character rather than an intellectual discipline. Analysing
the relationship between nursing and associated professions, the
author traces the evolution of training and policy-making from the
origins of hospital reform in the 1860s to the start of the National
Health Service (NHS) in 1948.

Examining the contemporary issues affecting nursing, The Politics
of Nursing Knowledge questions the extent to which the notion of a
‘profession’ is compatible with the career patterns and lifestyle
opportunities of the majority of nurses, who are women. Looking to
the future of nursing as an academic discipline, the final chapter asks
whether an intellectually self-confident culture can emerge or whether
the contradictions of professionalism and the health care system will
prevent nursing from achieving its full potential.

Anne Marie Rafferty is Director of the Centre for Policy in Nursing
Research, London School of Hygiene and Tropical Medicine, and
Research Associate at the Wellcome Unit for the History of Medicine,
University of Oxford.
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Introduction

Education lies at the centre of professional work and expertise and
therefore occupies a pivotal position in the shaping of occupational
culture and the politics of nursing. Far from being a value-neutral and
disinterested activity, education represents a powerful vehicle for
socialisation and the transmission of culture. But nursing education
has been characterised by the inculcation of moral values and virtues
rather than intellectual prowess. Indeed ‘virtue’ has been at the ‘heart’
of nursing education since it began to be codified in the mid-
nineteenth century. So close has this connection been that early nurse
education could be described as training in virtue itself. But if nurses
have benefited from association with virtue, they have also been
burdened with it too. The construction of nursing as an essentially, if
not essentialist, ‘moral’ metier has undermined attempts by nurses to
acquire access to the prestigious centres of learning and institutions
through which social privilege and rewards are distributed. The result
has been that a self-confident intellectual culture in nursing has been
slow to develop and nurses’ capacity to innovate and exercise
leadership has been severely curbed. The dilemma for nurses, as
Reverby rightly points out, has been the order to care in a society
which refuses to value caring.! But it is a dilemma which extends
beyond the value and character of caring; it derives from a deep anti-
intellectual prejudice attached to women’s work in general, and to the
gendering of skill more particularly.

This book developed out of a long-standing interest in trying to
understand the intellectual and social subordination of nurses. As a
student nurse I had been puzzled and intrigued by the boundaries that
seemed to be drawn between nursing and medical knowledge and
practice as promulgated in the classroom and the sometimes chaotic
conditions of the clinical environment. From the perspective of the
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perplexed student trying to locate and test the limits of a clinical role
(and doubtless the patience of many a ward sister), the invisible lines
that separated medicine from nursing appeared not only fluid but
arbitrary divisions—until, that is, one tried to challenge those
boundaries, and then one found just how rigid and fixed they could
be. I knew that the knowledge base of nursing had changed; my
mother had trained as a nurse and I had been enthralled by her stories
of fever nursing in the 1930s, her wartime escapades and clinical
experiences. Like many children with a taste for the ghoulish, I
developed a morbid fascination with the more graphic images of
pathology contained in the surgical and medical textbooks that were
tucked away in discreet spots in the house. I devoured it, like any
‘llicit’ literature, for its sensationalist portrayal of the monstrous and
the macabre. Through my mother’s stories, and subsequently as a
student of nursing and health care history, I became gripped by the
attempt to understand the manner in which knowledge in nursing
could shift in shape and size. To be sure, patients were no longer
treated with anti-toxins for diphtheria and intravenous infusions were
no longer considered a major technology managed by doctors, but
what had occurred in clinical cultures and the social relations between
nursing and medical staff? How pliable were these? Moreover, I found
it intriguing to think that my mother, now so strong, intelligent, wise
and with such a well-developed critical sensibility, could have
deferred so naturally to the authoritarian regimes of hospital life in the
1930s and 1940s. How could a culture of learning develop when it
seemed there was so little to inspire beyond the humdrum of ward
activity, the rare encouraging remark or the occasional beacon in the
form of sister tutor? But what are the factors that have shaped the
opportunities for nurse education at the beginning of and towards the
end of the twentieth century? What is the relationship between power,
authority, knowledge and practice?

This book has two main objectives: first, to identify the pressures
that have shaped nursing education and policy-making in England and
Wales between 1860 and 1948; and second, to consider the role that
ideas about the educability of nurses and the status of nursing have
played in this genesis and genealogy of nursing knowledge. The
argument of the book can be summarised as follows. Throughout the
period under discussion, nursing education in England and Wales
proved a chronic problem, for which there was no single solution and
little evidence of obvious movement towards achieving the intellectual
and social aspirations of nurse leaders. Instead, nursing education



Introduction 3

fluctuated in public importance during episodes of crisis and reflected
the wider problems of adjusting the supply of female labour to the
changing demands for welfare. Historians of nursing have tended to
underestimate the importance of welfare policy in explaining reform.
Rather they are prone to explain reform in terms of the agency and
initiative of nurse leaders. Examination of government policy,
however, reveals the limited extent to which internal reform within
nursing could be achieved without government support and, at times,
government initiative. The relationship between government and
nursing was, nevertheless, not an easy one, and a central argument of
this book is that education policy was the product of conflict, rather
than consensus between groups equal in power. It is in the context of
convergence between government and occupational priorities that the
formation and implementation of nurse education policy in Britain
can best be understood.

As the vector and vehicle of occupational culture and closure,
education assumes totemic significance for professionals and analysts
alike. A number of studies have explored the institutional politics
associated with the development of nurse training. The theme of
occupational dilution provided the organising principle for Brian
Abel-Smith’s pioneering review of the ‘high politics’ of general
nursing in England between 1800 and 1948. Abel-Smith’s work
predates that of sociologists such as Davies, who in the late 1970s
applied insights from the Weberian and Marxist sociology of the study
of the professions to nursing in Britain.? Excluded from both Abel-
Smith’s and Davies’s accounts, however, was any detailed
consideration of the intellectual origins of training and in-depth
treatment of the pluralist politics which shaped curricular content and
controversies. Maggs, in a cross-sectional comparative analysis of
British hospital nurses, examined the social origins of recruits to a
sample of provincial, metropolitan, Poor Law and voluntary hospitals
from 1881-1914. He concluded that the calibre of recruits and
training fell short of that aspired to by reformers. By examining career
histories alongside work culture and literary portrayals of nurses in
the Victorian novel, Maggs shows how expanding work opportunities
for women had a crucial impact upon the supply of nursing labour
into hospitals. Summers delineates the complex motives of reformers
who advocated the hospital as the focus for nursing reform in the mid-
nineteenth century.® In particular, she explains the social and
ideological pressures which drove the crusade against the domiciliary
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nurse and propelled the career profile of hospital nursing in an upward
direction.

Dingwall, Rafferty and Webster address the tension between
proletarianisation and professionalisation as expressed in the division
between specialist segments of the occupation, rank and file and
leadership interests. They focus particularly upon the interactions
between pressure groups, the state and their impact upon policy
formation.* In the USA, Rosenberg’s, Reverby’s and Melosh’s
analyses of the forces shaping the ‘culture’, as well as the
construction of caring as women’s work, remain unparalleled.” Where
Rosenberg plots the trajectory of nursing work and training against
the ‘hospitalisation’ of disease in the late nineteenth century, Reverby
refracts nursing work through a women’s history and labour process
lens. Both Rosenberg and Reverby explore the shifting economic and
ideological demands which shaped nursing work between 1850 and
1945. Both explore the subterranean theme of nursing as human
‘capital’, servicing the interests of social elites. Less well elaborated,
however, is the specific role that knowledge and work culture play in
the social stratification of occupations within health care. Melosh
shares common ground with Rosenberg’s and Reverby’s analyses of
the ‘institutionalisation’ of nursing. However, her concern lies more
directly in analysing nursing work and organisational culture as a case
study in the social construction of skill, and the implications that this
has for different models of occupational development. As a critic of
the hospital, Melosh locates the ‘golden age’ of nurses’ autonomy in
the public health nursing movement of the inter-war period.®

Chapter 1 argues that methods of labour supervision were imported
into hospitals from the commercial world in the mid-nineteenth
century. Patients’ and nurses’ roles can therefore be understood as an
extension of those prevailing in the industrial workplace. Nurses
provided an important source of mediation between the poor and the
philanthropic classes. Improving the moral conduct of nurses was
perceived as an important adjunct to reforming the moral condition of
the working classes. In this sense nurses became the objects as well as
the subjects of reform. The key to reforming the ‘character’ of nurses
was training. The hospital provided the ideal location to administer
the discipline necessary to realise the new order of health care. Here it
was the moral rather than the technical attributes of contemporary
nurses which were singled out for criticism by reformers. The
caricature of Sarah Gamp came to symbolise the deficiencies of
contemporary nursing.” Such criticisms, however, can be seen as part
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of the wider campaign to reform working-class morals, and nowhere
was this more apparent than in the attack on drunkenness in nurses.
The campaign to reform nursing in the mid-nineteenth century was
therefore less an attempt to redefine nursing work than to reconstruct
the class basis of the occupation.

The prime exponent of ‘character’ training for nurses was Florence
Nightingale. Recent scholarship has exposed the deficiencies and
modest impact of the Nightingale School’s achievements upon the
codification of practice.® Rarely, however, has there been any attempt
to explain the social and intellectual provenance of Nightingale’s
ideas on training. Chapter 2 argues that the hospital, as conceived by
Nightingale, was a microcosm of society, reflecting and reproducing
contemporary methods of educational provision for girls and women.
Nurse training as ‘character’ building consolidated rather than
challenged authority relations in society at large, and the elevation of
‘moral’ rather than intellectual skills reinforced essentialist notions of
womanhood.

Nurse reformers who were committed to a professional model for
nursing distanced themselves from character training. For them it
epitomised the general anti-intellectualism which was used to justify
the exclusion of women from professional work. These ‘new’ nurses,
then, adopted an alternative strategy, appropriating a technical and
scientific discourse from medicine. However, the application to
nursing of a medical model of training organisation generated conflict
between radical nurses, doctors and administrators. These tensions
were most dramatically played out in the registration debate. Chapter
3 traces the cross-currents of controversy between the Nightingale
anti-registrationist and the Bedford Fenwick-led pro-registrationist
lobbies. The registrationist challenge to medical authority, and the
perceived disruption of the probationer’s loyalty to her training
hospital, were bitterly resented by anti-registrationist nurses, doctors
and administrators. It was the implied analogy between nursing and
medical registration or licensure which lay at the heart of the
controversy between pro- and anti-registrationists.

British nurses were not alone in organising for registration. Chapter
4 examines the extent to which the registration question in Britain was
shaped by international influences, in particular contact between
British and American nurses. Relations between the leading pro-
registrationist organisation in Britain and Mrs Bedford Fenwick broke
down, leading her to look to America for intellectual and moral
support to carry registration forward. The achievement of registration
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in different states of America and British dominions was used as a
precedent for arguing for the benefits of registration for British
nurses. There has been little additional work extending Davies’s
pioneering comparative analysis of professional power in British and
American nursing. Davies argues that although the motives and
strategies of nurse leaders were remarkably similar, important
distinctions of social structure separated the two contexts.® The
passing of the Nurses’ Registration Act in England and Wales,
however, also has to be understood in the context of the Ministry of
Health’s plans to reconstruct the health services. It was fortuitous that
governmental and occupational objectives coincided, but each was
working to a different agenda. The nature of these agendas and the
fragility of the consensus forged between the organisations concerned
is discussed in Chapter 5.

As a step towards the establishment of an elected General Nursing
Council (GNC), a Caretaker Council was established in 1920.
Differences which had divided the registrationist factions before the
passing of the Nurses’ Registration Act resurfaced in the early work of
the provisional Caretaker Council. Clashes between its moderate and
radical members led to a crisis, and its eventual collapse marks the
first of a series of defeats for the radical view of nurse education,
according to which standards for recruitment and training should be
established independent of the resource base of the hospital. Chapter5
examines the forces which precipitated the downfall of Mrs Bedford
Fenwick and the extinction of her elitist vision of training for nurses.

The regulating authority in nursing education, the GNC, was
hampered in its efforts by problems associated with adjusting the
supply of female labour to the changing demands for welfare in the
inter-war period. Failure to exert sufficient ‘quality’ control over
recruitment forced organisations in both countries to concentrate upon
selection and activity analysis as the key to regulating the flow of
labour. Selection and ‘efficiency’ techniques borrowed from
educational and industrial psychology were applied to nursing.
Chapter 6 discusses the response of nurse leaders, officials and
pressure groups to the intensifying demographic crisis affecting the
nursing labour market in the 1930s. Education was consistently
perceived as the solution to labour market problems in nursing.
Labour supply and regulation provoked the first of several national
investigations into nurse training and conditions in both countries. I
consider the work of the Lancet Commission (1930-2) against the
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background of the deepening crisis in the economic and labour market
conditions of the 1920s and 1930s.

Although conditions eased in the mid-1930s, recruitment problems
in nursing re-emerged towards the end of the decade as employment
opportunities for women expanded with the economic recovery.
Under the twin pressures of trade union organisation and industrial
protest by nurses, the government instituted the first official
investigation into nursing training and services under the
chairmanship of the Earl of Athlone in 1938. Chapter 7 examines the
pressures shaping the content, methods and objectives of nurse
education policy-making in the late 1930s.

Recurrent crises in recruitment throughout the war and
preparations for the National Health Service (NHS) elevated nursing,
of necessity, into an issue of the highest national importance. Nursing
services and education occupied a central and sensitive position in the
early politics of the National Health Service. Experts applied their
social scientific research skills to unravelling the recruitment riddle
and produced one of the most radical critiques of nursing education,
arguing for state-funded programmes supporting full student status for
recruits. Chapter 8 considers the manner in which, notwithstanding
the importance of nursing in the calculus of care, the history of the
early NHS revealed that the traditional relationship between nursing
service and education remained intact: long-term goals were
sacrificed to short-term contingencies.

One of the key theoretical assumptions of this book is that
organisational change and the reform of nurse education occurred by
analogy; leaders borrowed ideas and strategies for policy-making
from sources of authority that they admired or regarded as successful.
Part of that transfer of ideas is evident in the intellectual and social
exchange that occurred between nurse leaders throughout the
international nursing world. The cognitive strategies which nurses
have adopted in order to obtain professional ‘uplift’ have been
characterised by two main approaches: the ‘assimilationist’ and the
‘separatist’. In the former, nurses learn the language of education and
research used by the ‘established’ disciplines, and articulate nursing
problems through methods ‘owned’ by these disciplines. The latter,
separatist strategy involves creating and claiming a new language, one
which reflects the cultural specificity of nursing—that is, its
‘difference’ and distance from other disciplines. These strategies are
not unique to nurses; they are typical of many marginal groups
struggling to establish their identity in an environment where they are
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parvenus. Nurses have utilised both these strategies in legitimising
their claims to knowledge and expertise. In doing so, they have, at
different times, sought the proxy patronage of medicine and social
science to authorise claims to specialised knowledge, and to elaborate
the academic basis of nursing expertise. Although nurses may have
been the passive recipients of knowledge and work ‘passed down’ by
others, they have also attempted to take control of that knowledge
through research and curriculum development. The conclusion of this
book argues that the rise of academic nursing has been accompanied
by a series of dilemmas for nursing as a discipline. These derive from
the crisis of authority experienced in the intellectual identity of
nursing as an academic subject, a crisis that nursing shares with other
disciplines periodically.!” Treating nursing education as a cultural
resource allows the status and value of different forms of knowledge,
and the exclusionary devices used to police cognitive and social
privilege, to be examined. This book attempts, in particular, to cast
some light on the role of education in creating and sustaining the
power relations underpinning the politics of knowledge in the health
care division of labour.



Chapter 1

Reformatory rhetoric

INTRODUCTION

The campaign to reform nursing which began in the mid-nineteenth
century was less an attempt to redefine nursing work than one to
reform the nurse’s character and skills through reconstructing the
class basis of the occupation. Moral rather than technical attributes of
nurses were singled out for criticism. Indeed the attack upon Sarah
Gamp and her contemporaries can be seen as an extension of the
wider campaign to reform working-class morals. To understand why
Mrs Gamp and her co-workers provided such a convenient and
powerful symbol for reform, we have first to appreciate the nature of
her success and the consequent threat which she and her counterparts
posed to reformers. There were three major interest groups who
conspired to squeeze Sarah Gamp and her like out of the health care
market: medical practitioners, religious sisterhoods and nurses keen to
expand employment opportunities for educated women.! As this
chapter will show, an examination of the discredited features of Sarah
Gamp helps to explain the emergence of a consensus between these
groups of reformers. This chapter considers the allegations made
against nurses and the interests of the various participants in the
discourse of denigration.

MEDICAL MANOEUVRES

Anne Summers has attempted to explain the reasons why it was that the
hospital nurse, rather than her arguably more skilful domiciliary
counterpart, became the focus for reformed nursing.> Maggs and
Summers maintain that reformers used the caricature of Sarah Gamp as
a convenient symbol with which to criticise the alleged deficiencies of



10 Reformatory rhetoric

contemporary nursing.® Sarah Gamp was, of course, the notorious
character in Charles Dickens’s novel Martin Chuzzlewit (1844). Mrs
Gamp is introduced in Chapter 19 as a ‘female functionary, a nurse and
watcher, and performer of nameless offices about the persons of the
dead’.* Summers cites Dr Edward Sieveking’s injunction to illustrate
reformers’ antipathy to Mrs Gamp and those she represented:

let it cease to be a disgrace to be called a nurse; let the terms of
nurse and gin-drinker no longer be convertible; let us banish the
Mrs Gamps to the utmost of our power; and substitute for them
clean, intelligent, well-spoken, Christian attendants upon the sick.’

At a time when therapeutic competence depended more on placebos
than on clinical efficacy, Mrs Gamp and her like posed a considerable
threat to medical authority. Not only did she have a clientele of her own,
which by-passed medical referral systems, she also held strong views
on remedies and treatment. When these were combined with a potential
to provide a comprehensive range of services from ‘watching’ (basic
nursing care) to laying out the dead and attending lying-in women, the
domiciliary nurse was a veritable general practitioner.®

The available evidence suggests that Dickens’s portrayal of Mrs
Gamp was a faithful reflection of some of the working lives of women
who worked independently in the homes of their patients.” Until the
numbers of hospital beds expanded significantly towards the end of
the nineteenth century, the home remained the dominant location
where paid work for the care of the sick, both serious and more minor,
was conducted for all classes.® Yet the domiciliary nurse has left few
traces of her existence beyond scattered diaries and novels.’ Although
direct reference to competition for patients does not feature
prominently in the medical literature of the time, the relative
invisibility of the domiciliary nurse may in part reflect medical
perceptions of her social value, rather than the absence of
competition. Training provided the means of bringing nurses under
medical control and defusing conflicts of authority between doctors
and nurses of the old order.'°

SCAPEGOAT AND SUCCESS

What medical men objected to was the independence and unsupervised
nature of much of the work of the domiciliary nurse. In his guide on the
domestic management of the sick room Thompson laments the dearth
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of properly instructed nurses, who, he claims, rely upon ‘imperfect
experience and accident’ as the basis for their practice.!' Malpractice
was especially common, it was alleged, among those who ‘with the
usual temerity of ignorance, presume to oppose their own opinions to
those of the physician’.'? Hospital training was identified as the solution
both to neglect and to the obstinate opposition to medical orders.
Moreover, such training would also provide an antidote to
incompetence: ‘we should no longer hear of doses of medicines being
given hazardous to life; or of patients poisoned by topical applications
administered as internal medicines’.!® Textbooks on nursing written by
doctors exhorted nurses to follow medical instructions without
deviation. The influence of such literature obviously presupposed high
levels of literacy among nurses and, unsurprisingly, literacy became a
common stipulation of a trained nurse’s qualifications. Whilst doctors
may have taken particular exception to nurses’ resistance to their
authority, their complaints can also be understood as a smokescreen for
their own clinical failure. It is tempting to see Sarah Gamp’s appeal to
polemicists in terms of her easy conversion into a scapegoat for doctors’
therapeutic frustrations and inability to answer back.

CONFIDENCE AND CURE

Institutionalising training therefore provided a means of
simultaneously supervising labour and socialising the nurse into
conformity with medical orders; that is, it eroded the domiciliary
nurse’s contractual, economic and personal independence with
patients. The domestic and hence private and privileged nature of the
nurse-patient relationship posed a threat to medical authority. Medical
insecurity is aptly illustrated by Thompson’s insistence that nurses
should avoid any discussion with the patient which might undermine
confidence in the physician or medical attendant.'* The slightest
suggestion that the disease was not progressing favourably towards a
cure was to be avoided:

all whisperings, consultations, exchanges of looks, denoting
anxiety for his fate, as well as all expressions of commiseration
respecting his condition, should be carefully refrained from by
every attendant in the sick room."

Medical vulnerability was further increased by the sensitivity of
doctors to market forces. If confidence were lost in one medical
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attendant’s competence, another could be procured in his place:
paying patients called the tune and the prescriptive medical literature
advised physicians to accommodate the invalid’s whims.'®
Significantly, however, as medical practice became academically and
scientifically more self-confident, ‘toadying’ to the patient came to be
ridiculed as the hallmark of the ‘quack’.!”

QUALMS OF QUACKERY

Education has generally been identified as the key to fulfilling
professionalising ambitions for many groups of workers, including
doctors and nurses.'® In the nineteenth century it provided the means
for inculcating nurses with the rationalist ethos and values of
scientific medicine, thus facilitating their compliance with medical
orders. At the same time it was widely believed that the better
informed the nurse—that is, the better ‘educated’ according to current
medical norms—the less likely she was to be the victim of the ‘low’
prejudices associated with Sarah Gamp. Doctors could thus assert
their claims to superiority over nurses by exploiting simultaneously
their moral, social, educational and gender differences. They did so at
a time when ‘regular’ practitioners of medicine were also coming
under pressure for space in the health care market from ‘irregular’
male medical practitioners—that is, from ‘quacks’. When unable to
differentiate themselves from the latter groups on the grounds of
therapeutic efficacy, medical men could invoke educational
qualifications as an alternative means of legitimation. Appeals to
‘enlightenment’ values and to liberal university education were thus
asserted by regular practitioners as the benchmark of their
professionalism. In a series of binary oppositions the so-called
‘brotherhood of science’ was contrasted with the sectarianism and
superstition of quacks; ethical motives were contrasted with base
material motives; and the rationalism of regular practitioners of
medicine with the unwarranted pretension of quacks.” Significantly,
charges levelled against ‘quacks’ by regular practitioners were
identical to those levelled against the domiciliary nurse. Indeed so
close are the parallels that the denigration of the domiciliary nurse can
also be understood as an extension of the wider medical campaign to
stamp out quackery. But the domiciliary nurse’s representation of a
particular form of female independence and power, as well as her
social identification with working-class culture, posed the major threat
to authority, obedience, control and reform of the ‘lower orders’.
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Medical men sought some means of neutralising and subordinating
this threat.

Along with doctors, philanthropists also had an interest in nurses as
useful vehicles in their Christianising mission, in that nursing
appeared to legitimise their access to the poor. Both groups, doctors
and philanthropists, although driven by different motives, perceived
the advantages that training would have in inculcating obedience, self-
discipline and control in nurses and the working classes. The nurse
provided access to groups otherwise immune from the influence of the
so-called ‘higher’ professions. In particular, religious reformers
stressed the moral benefit of nurses as embodiments of Christian
virtue. In this way an unlikely partnership between medical science
and spirituality emerged to create a powerful catalyst for reform.

TEMPERANCE AND TEMPTATION

As T have suggested, the attack on Sarah Gamp can be seen as part of
a wider attack on working-class morals. Nowhere was this more
apparent than in the attack on drunkenness in nurses launched by the
evangelical and temperance movements.”” The National Association
for the Promotion of Social Science (NAPSS) provided a unified
focus for a number of organisations interested in remedying social
policy problems.?! Poverty was perceived as an impediment to the
moral development of the individual, and social amelioration policies
were promoted to generate self-reliance, industry, thrift, cleanliness
and rationality among the ‘lower orders’. Although members of the
Association acknowledged the complexity of social problems, there
was a definite tendency to view these as monocausal and ultimately
reducible to the demon drink. As the great subverter of character,
drink had to be eliminated if character was to be fortified against
temptation.

The notion of character building became pivotal to those
educational reform campaigns associated with temperance,
evangelical Christian and social scientific movements. A number of
commentators from these groups found a common forum in societies
such as the Epidemiological Society, or the NAPSS.*? Florence
Nightingale delivered papers to the Epidemiological Society, as did Dr
Edward Sieveking. Both contributed to the proceedings and meetings
of the NAPSS, along with such figures as Louisa Twining, William
Farr, Frances Cobbe, Emily Davies and Mary Carpenter.” The NAPSS
was divided into a number of different sections and provided a
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platform for reform in a number of spheres: law, education and public
health, and prisons. Modelled on the British Association for the
Advancement of Science, Smith argues that the NAPSS neither
assumed the mantle of positivist sociology nor inquired systematically
into social structures.* Its raison d’étre was more intimately
concerned with providing a campaigning rostrum for mobilising
public opinion and moving government towards legislative action.?
No comprehensive analysis of the Association’s achievements exists
in spite of its influence upon protective legislation in the 1860s and
1870s. Smith suggests this may in part be attributed to the fact that the
Association fizzled out in the 1880s, as its lobbying tactics of direct
state intervention became increasingly unpopular and its founding
generation began to fall away. Moreover its reputation may have been
terminally injured by the imprisonment of its initial leader, George
Woodyatt Hastings, son of the British Medical Association’s founder,
for fraud in 1892.%

Reform of nurse training in this context can be understood as part
of the wider social scientific movement aimed at the relief of social
evils, in which poverty and crime were conflated with disease as
threats to social stability.”” Sieveking had been arguing from the mid-
1850s that nurses could do much to obviate the pauperising effects of
disease in ‘deserving’ labourers and mechanics.?® Although not to be
regarded as a deus ex machina, a system which involved nurses
working in the dwellings of the poor could relieve a large amount of
destructive misery whilst simultaneously effecting a corresponding
diminution in the poor rates.”? The call for reform of nurse training
therefore emerged from interest groups and individuals associated
with organisations devoted to the solution of current large-scale social
problems.*® The correlation between the alleged moral weakness of
pre-reform nurses and the ‘labouring classes’ is illustrated by attitudes
of reformers and their supporters towards nurses and drink.

Debate about the role of intoxicants was conducted through
medico-literary portraits by novelists such as Dickens and Wilkie
Collins. Furthermore, Barfoot notes that Wilkie Collins prided himself
on the authenticity of, for example, medical details included in his
narrative.’" Such literature may well have been used as an alternative
reform weapon for temperance campaigners. The much-publicised
association between nurses, nostrums and alcohol was also
institutionalised within the reward regimes of nursing itself. Alcohol
was distributed and imbibed as a routine part of nurses’ diet and
patients’ treatment. Indeed so common was the practice that one nurse
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wrote a pamphlet on the possibility of discharging her duty without
resorting to intoxicating drinks.*

Surprisingly, though, very little has been written on the subject of
nurses and drink, apart from an attention to reformers’ propaganda
against the old-style nurse. The link between nurses, nursing care and
alcohol in the nineteenth century was nevertheless a natural one. One
contemporary abstainer offers an interesting portrayal of the use of
alcohol by her fellow hospital nurses. Her account begins with a
description of the challenge she received from other nurses to practise
abstention after entering hospital. It was predicted that, at most, she
could last six weeks without succumbing. The author recounts she
was the only probationer, out of a total of thirty in a large London
teaching hospital, who did not imbibe, of whom twelve were ladies.
A pint and a half of porter was issued as a routine part of the nurse’s
diet. After some months of agitation, she found it was possible to have
milk as a substitute.

Alcohol and stimulants were used in a variety of ways by nurses.
Generally they would be employed as a coping mechanism for
unpleasant or physically demanding tasks. Often the sister would ask
the surgeons to order the nurses a glass of wine in serious surgical
cases where wound smells were particularly overpowering. Stimulants
would also be used for energy during long hours of work or when
there was little time for meals. Moreover alcohol was thought to
protect against infections such as typhus, scarlet fever and
diphtheria.** These benefits, however, were counterbalanced by a
number of drawbacks, one of which was the inducement to callous
behaviour.

Cruelty was unpardonable in a nurse and alcohol was considered as
one of its most frequent causes. The health and evenness of temper in
abstainers were considered to be much more stable than in even
moderate drinkers.*> The anonymous author of the tract rejected the
use of alcohol by nurses in any circumstances; a little ‘spirits’ was
even denied for district nurses laying out the dead. Much more
prudent was the drinking of milk, which set an example to the poor,
especially where drink was the ‘bane’ of the household.*

Alcohol was, however, consumed by virtually all groups in society
throughout the first half of the nineteenth century. The widespread use
of alcohol across all social classes has been attributed, by Harrison, to
a number of factors. First, it was used as a thirst quencher at a time
when water was either unsafe or scarce.’” Intoxicants were also
believed to impart physical stamina and were dispensed by employers
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where any extra physical effort was required. But industrialisation
created pressure to reduce the consumption of alcohol. As investment
in expensive technology increased, stricter regulation and time-
keeping practices were implemented, and these reduced opportunities
for drunkenness.*®

A number of points of contact emerged between the Temperance
Movement and nursing. Specific social links were forged through the
Male Nurses’ Temperance Society, a significant part of whose work
was concerned with caring for alcoholic patients and those suffering
from delirium tremens.** Exposure to the effects of alcohol arguably
heightened male nurses’ sensitivity to such problems. Alternatively,
they may have perceived the status gains to be derived from
association with a respectable social movement. Female nurses were
not blind to the effects of intemperance in hospital patients and
commented upon the large numbers of patients who suffered from
delirium tremens shortly after admission to hospital.** In some cases
the effects could be lethal. One nurse described the case of a typhoid
patient whose nursing required him to lie flat on his back; he was
inconsolably restless and although he had a special nurse he struggled
into a sitting posture and slipped out of bed. His accidental death was
attributed to the restlessness induced by delirium tremens.*
Temperance, on the other hand, was thought to improve a patient’s
chances of recovery; consequently the drinking habits of patients was
the subject of one of the first questions asked by clerks taking case
histories after admission.* Excessive drinking was thought to
impoverish the blood, predisposing an individual towards blood
poisoning after surgery.** Intemperance was viewed as problematic for
women too, albeit on a lesser scale than that for men. It was identified
as one of the main causes of accidents in children.*

Thompson bemoaned nurses’ predilection for stimulants. His
rancour against stimulants was only surpassed by his railing against
snuff-taking by nurses.* Alcohol was used here not only as a
restorative agent by nurses but to maintain alertness during protracted
periods of duty. Medical uses of alcohol included analgesia and the
relief of psychological as well as physiological strain; it was
prescribed routinely as part of treatment regimes. Dr John Brown,
perhaps the most celebrated advocate of stimulants, advocated alcohol
prescription as a core element in his medical teaching and treatment.*
The use of alcohol as therapy was challenged both during Brown’s
career and later in the 1870s when Lallemann and Perrin published
their refutation of Liebig’s theory that alcohol was metabolised to
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produce heat. This did not lead automatically to alcohol becoming
discredited as a potent therapeutic agent, nor was its therapeutic
reputation dented for the lack of evidence of any beneficial properties.
As late as 1934 the National Temperance League was still waging a
campaign against medical uses of alcohol. The cost of consumption in
London General Hospitals alone exceeded £5,000 per annum.*” Much
to the chagrin of temperance campaigners, there seemed to be no
dramatic decline in consumption rates. Alcohol persisted in being
perceived positively as a source of vigour and ‘healthy’ corpulence.
Even as late as the 1920s the Treasury were considering applications
for government grant relief on the duty paid on spirits used for
medical and surgical purposes.*

Importantly, the association between drinking and criminality led
temperance and social reformers to draw a distinction being the
respectable working class and what was pessimistically referred to as
the ‘residuum’. Stedman Jones explains that the residuum was
regarded as dangerous, not only due to its degenerate nature but
because it threatened to contaminate the classes immediately above
it.* The conflation of the lower orders with social threat is
encapsulated in Chevalier’s study of crime in early nineteenth-century
Paris.® A similar collapsing of categories is evident in the utterances
of social commentators in Britain. They too expressed themselves in
an emotive and politically resonant vocabulary involving terms such
as ‘underclass’ to refer to the lowest social stratum.’! Christian charity
was perceived by reformers as a stabilising force, a social buffer
mopping up disquiet and social distress. In their diagnoses of social
ills, reformers rarely questioned the prevailing social order. The
function of charity was to produce ‘unanimity’ at a time when, it was
argued, attempts were being made to ‘destroy all subordination..., and
to overturn all institutions both human and divine’.’ The belief that
the social order was divinely ordained provided a powerful
vindication of the status quo.

‘MANUFACTURING’ MORALITY

Disease was viewed as an expression of moral as well as physical
welfare, and the most efficient means of providing for its formal
supervision was considered to be institutional. Architecturally,
hospitals were teleologically tailored to provide a disciplinary
system based on continuous observation.’® Hospitals shared certain
‘surveillance’ features and functions with other institutions such as
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schools and factories.’ Medical men and religious reformers had a
common interest in subjecting the nurse to constant supervision:
patients’ beds were arranged to facilitate supervision by nurses who
in turn were overseen by their superiors.”> Rules and regulations
similar to those of the factory were applied to institutions such as
schools, prisons and hospitals, with penalties imposed for breach of
the rules.*

The hospital provided the major repository of clinical and
educational material, with the capacity to train the numbers of women
required for the care of the sick. Armstrong has applied Foucault’s
theory on the function of disciplinary systems to the development of
clinical observation and medical control in hospitals.’” The nurse can
be construed as an extension of the doctor’s eyes and ears;
observation became one of her main functions. A system for the
collection of data was introduced by those who controlled her. But her
task was limited to the collection of information, whereas the province
of the doctor was interpretation and analysis. Hence there was what
amounted to an intellectual division of health care labour in which the
nurse’s role was the inferior one. This division exemplifies the ‘mind-
manual’ dichotomy which Braverman argues characterises social
differentiation in the subordination of labour in general.’®

The organisation of labour in the hospital was also determined by
the hospital-factory analogy alluded to earlier. This analogy was
most forcibly expressed in the application of the term ‘firm’ to the
visiting physicians and to house surgeons responsible for the general
surgical and medical work of a group of hospital wards.* Time was
strictly controlled and certain forms of behaviour, such as cursing,
swearing and rude or indecent behaviour, were prohibited. The sexes
were strictly segregated and no forms of gambling, dice or drinking
were allowed. However, the detailed restrictions on nurses’ and
servants’ activities were significantly fewer than those imposed on
patients.®® This is not surprising when one considers that the
admissions policy to voluntary hospitals was regulated by a ticket
system, through which local tradesmen, in their capacity as
governors, could recommend their employees for treatment and so
more easily monitor their welfare. Patients’ roles developed as an
extension of those prevailing in the workplace and involved similar
forms of discipline.®!

Although women did not work as managers in industry, they could
be recruited to supervise patients in hospitals where there was already
a tradition of employing female labour. They themselves were not
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immune from scrutiny. A system developed in which nurses as sisters
were simultaneously supervisors and supervisees. Sisters were to be
recruited from a class accustomed to the disciplining of female labour,
in particular domestic labour.®* The privileged status of doctors was
represented by their exemption from rules of conduct. The emphasis
in nurse education on moral and character training can be explained
by means of an analogy between the probationer in the hospital and
the skilled apprentice in the factory. The moral emphasis in nurse
training developed as both a response to and an effect of
industrialisation. Nurses were the targets as well as the agents of
reform. Criticisms of existing nurses related to their moral character,
and represented an indirect attack upon their social origins. The first
wave of the campaign to reform nurses can be seen as an extension of
that to create a class of deferential and disciplined labour. In other
words, reconstructing the class basis of the occupation implied
recruiting the respectable working class.

DICKENSIAN DICHOTOMY

The claim by contemporaries that ‘pre-reform’ nurses were
uniformly socially disreputable has been challenged by Summers,
who argues that nurses were more socially heterogeneous than
historians of nursing are apt to admit. She suggests that the
prominence of disparaging accounts reflects the propagandist status
of the literature produced by the stakeholders of health care. The
silence of nurses in this discourse reflects a bias towards the
preservation of evidence by those classes whose culture is mediated
through the written rather than the spoken word.®® Nursing work was
a predominantly oral rather than a written culture. There may always
be the temptation for reformers to exaggerate or perpetuate negative
views of the past.

Mrs Higgins, a member of the NAPSS, described nurses for the
destitute in the county districts as lazy, dirty drunkards, given to
profligate habits. In one case an old couple, one blind and the other
paralytic, were nursed by a woman herself afflicted with cancer. Her
advanced condition precipitated her demise and her substitute was
little better, having one arm withered and being of an ‘indifferent
character’. The semi-invalid status of such nurses suggests they could
scarcely be capable of physically taxing and demanding work. One
very ‘good’ nurse in the parish was generally drunk and died from
cholera in 1854.% The high-risk nature of the work, especially from
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infectious disease, suggests that nursing was more likely to attract
women who were driven into the occupation for economic reasons,
and at an age when it was considered they might be less susceptible to
infection.

If the validity of the vilification campaign against pre-reform
nurses needs to be questioned, what can we conclude about the
motives of the reformers who caricatured nurses in this way?
Caricatures generally exaggerate the weakest feature of an individual;
as a form of literary portraiture, they possibly derive their potency
from the distillation of features identified as unattractive. Dickens’s
comic creation of Mrs Gamp was not, however, intended to ridicule
the domiciliary nurse, in that Mrs Gamp was alleged to have an
original in real life.> While Dickens was working on Martin
Chuzzlewit he heard through his heiress friend, the reformer Angela
Burdett-Coutts, of an eccentric nurse who took care of her companion
Hannah Meredith.®® Certain features of the nurse—her yellow night
cap, her predilection for snuff and spirits—are replicated in the
representation of Mrs Gamp.®” Arguably Mrs Gamp’s function was as
a stereotype, one which reformers used to distance themselves from
the ‘old’ order of health care. Sarah Gamp and her counterpart, the
‘new nurse’, came to symbolise the discrepancy between the ‘old’ and
the ‘new’ order in health care.

The ‘new’ nurse embodied the ideal attributes of the emerging
order of health care: enlightenment, rationality, science, Christian
purity, innocence, virtue, youth, freshness, gentleness, hygiene,
sobriety, gentility and intelligent obedience. The ‘old’ nurse
represented the antithesis of the new: ignorance, superstition, moral
laxity, corruption, coarseness, advanced age, dogmatism, prejudice,
presumption, dirt and drunkenness. Regardless of the evidence, this
polarity was rigidly maintained in order to prevent compromise with
tradition. Thus, through these binary oppositions, a powerful
ideological wedge was driven between the present and the past. Such
dichotomies reveal much about the deployment of cultural symbols
and metaphors. Jordonova suggests the power of the dichotomy rests
not simply in the clarity of contrast but in the dialectical relationship
between the oppositional members of each pair.®® Oppositional pairs
have been characterised as a means of exploring the parameters of
change without necessarily upsetting the social order. Like archetypes,
they provide a coherence and cohesion in the face of threatening
social disruptions and change.*
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MOTHERS ‘SUPERIOR’

By mid-century there was a further group staking a claim to a place in
the nursing market, namely the religious sisterhoods. They
differentiated themselves not (obviously) on the basis of gender, but
on the basis of class and of the special status conferred on them by
their spirituality. The forces which precipitated the entry of the
sisterhoods into secular institutions derived from a curious blend of
pragmatics and piety. A certain degree of entrepreneurial sensitivity
was evident in the response of the sisterhoods to patients’ concerns
about the social gulf between themselves and the nurse. The
justification for the employment of sisterhoods was not only from
considerations of efficiency—that is, with regard to the division of
labour which derived from a hierarchical pattern of recruitment; it was
also religious. It was also hoped that the sisterhood would improve the
moral climate of the hospital. The hierarchy was divided into those
who did and those who did not take religious vows and those who
were paid and unpaid. Thus there was a dual hierarchical system in
operation based on converging spiritual and social criteria.
Probationers and nurses were paid, trained for private and domestic
work, and supervised by sisters. Sisters in turn paid for their own
board and visited the sick poor in their homes. This did not
necessarily mean that such services were necessarily cheaper. Reform
occurred at a cost which was economic as well as organisational.”
Only sisters and heads of houses were expected to undertake pastoral
duties. The early religious nursing institutions capitalised upon this
anxiety by providing reliable character references for paying patients
to assuage fears of vulnerability associated with intimate ministrations
by social ‘inferiors’.”!

Religious, medical and ‘consumer’ interests then conspired to
marginalise Mrs Gamp and those she represented from the care of the
sick. This was achieved by undermining the paying public’s
confidence in the ‘old-style’ nurse and curtailing her independence by
placing her under hospital supervision and control. Reformers
indulged in a form of ideological warfare which denigrated the
character of the domiciliary nurse and extolled the virtue(s) of the
‘new’ nurse as a symbol of the new moral order of the hospital. The
new hospital-trained nurse’s reliability, sobriety, skill, diligence,
discipline and efficiency contrasted with the Gamps she supplanted.’
Reconstructing the order of health care presupposed reforming the
characters of nurses themselves, for which training was the key.
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Reformulating the ‘character’ of nurses created the necessary social
distance between the new nurses and the Gamps.” The proposals of
Florence Nightingale, as the pre-eminent exponent of ‘character’
training for nurses, represented continuity with, rather than a radical
break from, the past. The content and character of Miss Nightingale’s
views on training therefore require careful consideration.



Chapter 2

The character of training and
training of character

INTRODUCTION

I have argued that the factory provided the organisational model for
the development of the hospital and, by extension, the moral code for
nurse training. Employers in factories conceived their task as one in
which the habits, spirit and culture of a recalcitrant workforce had to
be broken in order to mould labour to the mechanical demands of
automation; defiance was to be replaced by unquestioning obedience
to the ‘machine’ of disciplinary order.! This analogy between hospital
and factory would suggest that nurse training schools found their
closest comparison in factory schools and the development of
technical education. However, although some provision was made for
girls in Mechanics Institutes, nurse training schools tended to be
modelled more closely on the girls’ public school.> As a result they
shared the strengths and weaknesses of that sector.

Quantifying and qualifying the achievements and deficiencies of
educational provision for girls and women has been the objective of
some feminist historians. General histories of education in the
nineteenth century have concentrated more upon the experience of the
middle classes rather than working classes and more on men than on
women.? Working-class women seem to have been particularly
neglected.* In particular, accounts exaggerate the role of a minority of
middle-class women, who fought for, and benefited from, entry into
higher education.’ From the point of view of the history of nursing,
this is a significant omission, for research has demonstrated that the
majority of hospital nurses were recruited from the ‘artisan class’.® In
this chapter I argue that the hospital can be considered as a microcosm
of society in general: that is, that the content and conduct of the
programme in nurse training proposed by Florence Nightingale
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mirrored the gender and class constraints which characterised
contemporary attitudes towards the education of girls and women.

Florence Nightingale dominates the historiography of nursing and
nurse training. Her reputation as the progenitor of ‘modern’ nursing
has cast a long shadow over reform initiatives which predated or were
contemporaneous with her own activities. Recent research has,
however, provided a welcome corrective to an otherwise
hagiographical record, subjecting Florence Nightingale’s
achievements in military and secular nursing to critical scrutiny and
evaluation.” Nursing reform in civilian hospitals was the product of a
complex set of pressures in which doctors, administrators and nurses
perceived the benefits of reforming nurse training in various ways.

For doctors the hospital came to be construed as a ‘museum’ of
clinical material and held a central position in medical education. The
increasing sophistication of scientific knowledge in medical practice
has been invoked as the stimulus to creating the demand for a
competent observer to supervise and observe patients in doctors’
absence.® Although this surveillance function came to be invested in
the nurse, little is known of the process by which medical theory an