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FOREWORD

sked for or not, advice is all around us—on the best-seller lists, in the self-help

sections in bookstores, crowding “history” and “literature” to the back, in magazines
and those sections of the local paper that used to be called “women’s” but now are
called “lifestyle” or “leisure.” Our not-so-distant ancestors were likely to depend on
neighbors and relatives to get them through the hazards of courtship, marriage,
childrearing, and various turning points in the life cycle; we are more likely to turn to a
physician, psychologist, therapist, or, most recently, a “life coach.” Even though we
know that reading another diet book will not make us thin, that understanding child
development will not substitute for time spent with our children, and that the hectoring
pop psychologist on TV cannot save our marriages, we are gluttons for disposable
information, especially when it comes labeled as the best that the “experts” have to
offer.

In many ways, our reliance on experts makes sense. As well-educated and experienced
people, they seem a source of advice far superior to anything a grandmother or aunt
might offer: they present themselves as objective and unbiased, basing their instructions,
implicitly or explicitly, on scientific studies. If they sometimes turn out to be wrong, it is
only because the science underlying their advice evolves from month to month and year
to year, and new studies topple old ones. They have no axes to grind, no agendas to
advance—or so we are encouraged to believe.

But this trust has again and again been betrayed. Consider the medical profession,
which is the paradigmatic advice-giving guild in our society, and the one on which
other, often dodgier, advice-giving professions often model themselves. Currently
popular advice-givers, for example, call themselves “Dr. Phil” or “Dr. Laura,” although
most Ph.Ds avoid the title. One attraction of medicine is that it’s based on the natural
sciences, which should contain no room for bias, ideology, or subjective judgment.

Yet doctors routinely err. Individually they make mistakes, typically in prescribing
drugs, that account for as many as 98,000 deaths per year. Such a high volume of
mistakes should surely prompt a reexamination of medical training and the conditions
under which doctors work. More alarming though, as far as the scientific claims of
medicine are concerned, are those cases in which doctors have collectively leapt on—or
clung to—beliefs that conform to their biases or have made for profitable practices, yet
have no basis at all in science.

The recent Hormone Replacement Therapy (HRT) scandal looks, at first glance, like
an intellectually honest error. It had been known for some time that menopause ends
the female advantage vis-a-vis coronary heart disease, and since menopause involved a



decrease in estrogen production, it made sense to think of providing protection from
heart disease with estrogen supplements. Early studies seemed to confirm this
supposition, and by 2000 over fifteen million American women were taking hormone
supplements containing estrogen. Doctors enthusiastically promoted HRT, insisting that
it would not only protect against heart disease, but also prevent osteoporosis and
possibly Alzheimer’s, all while preserving a youthful, unwrinkled appearance. They
began to speak of menopause, a natural condition, as an “estrogen deficiency disorder,”
for which they finally had a cure in hand. Then came a new wave of studies showing
that HRT actually increased the risk of coronary heart disease, breast cancer, and
Alzheimer’s. The number of fatalities occasioned by the HRT fad has yet to be calculated.

The doctors quickly changed course as the new data piled up. But we are left
wondering whether the medical profession would have been so eager to adopt HRT in
the first place, on the basis of very limited studies, if it had not historically promulgated
the distinctly unscientific view that middle age, at least in women, is unattractive, even
unnatural and “diseased.” Pharmaceutical companies played a role in pushing doctors to
prescribe HRT, but the doctors’ own unexamined biases almost certainly helped lure
them into this vast and reckless experiment with women’s lives.

Another case of bias disguised as science dates from shortly after this book was
originally published. In the late nineteen seventies, physicians, including the noted
stress expert Dr. Hans Selye, began to warn women that working outside the home
would dispose them to higher levels of coronary heart disease: if you wanted to work
like a man, you could expect to die like a man. Some cardiologists even claimed
evidence of an “epidemic” of heart disease among women supposedly liberated by
feminism. In terms of the then-conventional wisdom, such an outcome was at least
plausible: men were supposedly more prone to heart disease because of the stress of
their jobs, and now women were foolishly adding this stress to their own lives. But, as
an investigation undertaken by one of us (B.E.) for Ms. magazine found, none of this
was true: the incidence of heart disease was falling for both sexes, only falling faster
among women, and, among women, homemaking provided no protection at all. In fact,
no one who had ever been a stay-at-home parent could have imagined that it was a
stress-free occupation.

More than a quarter century ago when we first began to explore the experts’ advice to
women, it didn’t take much effort to discern a consistent bias. Whether coming from
physicians, psychologists, or more marginal professions like domestic science, the advice
all pointed women toward domesticity. Marriage, childrearing, and homemaking
comprised women’s true and natural vocation, and deviations from this path were at the
very least unhealthful. The man on the street might have said the same thing, but the
experts said it with the solemn and intimidating authority of science to back them up. As
members of a generation of young women who were trying to build careers or at least
the possibility of financial independence, we chafed at the unceasing prescription of
full-time motherhood for every problem women encountered. We especially resented its



disguise as “science”—the routine enlistment of biology and psychology, for example—
to ratify what were, in fact, ancient and traditional prejudices.

We wrote this book to expose the fallacies women have been asked to accept in the
name of science from the nineteenth century into our own time. We began in the
eighteen hundreds with the myth of female frailty, contrived by the emerging medical
profession, which held that women were innately weak or that every aspect of the
female life cycle was fraught with peril: menstruation was a periodic illness requiring
rest and seclusion, pregnancy a chronic and disabling disease, and menopause a kind of
“death.” From this theoretical vantage point, which had been crafted by highly
respected, mainstream physicians, any kind of physical or intellectual challenge—even
reading or intense conversation—was a hazard to women’s health. Hence the only sane
recommendation was a life of quiet domesticity. As late as the nineteen seventies, this
view persisted in doctors’ outspoken views on women’s unfitness for public life. For
example, Dr. Edgar Berman, who was Senator Hubert Humphrey’s physician, declared in
1970 that women’s “raging hormonal imbalances” rendered them incapable of being
president.

We went on to explore the ideas about what women were to do in their domestic
confinement, examining the thinking of the early-twentieth-century domestic scientists
who crafted our modern notion of housework and homemaking generally. The domestic
scientists, who were themselves women, presented themselves as scientific reformers,
bringing reason and laboratory results to the backwards area of the home. At the same
time though, these women were completely open about their ideological goal, which was
to make housework seem like a challenging full-time career even for their college-
educated sisters. In Chapter 5, we explore the way domestic science utilized actual
science—in particular, the Germ Theory of Disease—to bolster its utterly conservative
notion of woman'’s role.

Domesticity also includes child raising and the marital relationship—areas that we
found to be equally contaminated with bias against female independence. In Chapter 7,
we show how studies of war orphans were misappropriated to argue that children would
suffer in the care of anyone other than their biological mothers. We follow the twists
and turns of expert advice on child raising, culminating in the mid-twentieth century
permissiveness that required mothers to interpret their child’s every demand as an
urgent and legitimate need. This masochistic view of motherhood fed directly into a
larger prescription for female self-abnegation that included sexual passivity and a
wholehearted renunciation of ambition in any form as a manifestation of pathological
“penis envy.” We observe how the experts eventually turned on the masochistic
homemaker they had once held up as an ideal: she was, they determined, ultimately too
passive—or too crazy and castrating—even to be trusted with the kids.

There was plenty to amuse us in our research, but we couldn’t help feeling outraged
too. We had confidence in science—no doubt in part because one of us (B.E.) was
educated as a biological researcher and the other (D.E.) was a graduate student studying
the history of psychology. Science was supposed to be on our side, battling prejudice and
clearing away long-standing myths. Instead, we had discovered it obligingly decorating



a long string of sexist pronouncements, with no howls of dismay from the actual
scientists. Science was supposed to represent enlightenment as opposed to unreasoning
tradition, and it was an intellectual shock to see that its commitment to reason did not
seem to extend to women.

The times in which we wrote were propitious for iconoclasm. We were part of a
generation that was raised to be unquestioning patriots but found the courage to
challenge the Pentagon and the president’s pursuit of war in Vietnam. The civil rights
movement still swirled around us in the seventies, making a mockery of centuries-old
shibboleths about race. And we were, of course, members in good standing of the
women’s liberation movement, which had suddenly blown up and out of America’s
kitchens and dormitories and into the streets. Raised to be subservient to men, we young
feminists valued “consciousness,” meaning the ability to see through the ungrounded
assumptions that had circumscribed our lives, almost as much as practical reform. In
consciousness-raising groups, women excitedly reported the “clicks” of awareness that
dashed old myths and inspired a new sense of power. We first published some of the
material in this book in the form of two pamphlets—Witches, Midwives and Nurses: A
History of Women Healers and Complaints and Disorders: The Sexual Politics of Sickness—
and named our little publishing endeavor Glass Mountain Pamphlets to indicate that
women could, if nothing else, see through the obstacles in our path.”

We were not the only ones challenging sexism in its scientific guises. While we worked
on this book and the pamphlets that preceded it, the Boston Women’s Health Book
Collective produced Our Bodies, Ourselves; Barbara Seaman attacked the medical
profession for touting the early, high-estrogen birth control pill; Ann Koedt demolished
“The Myth of the Vaginal Orgasm” in her essay with that title; Phyllis Chesler went after
sexist psychiatry in Women and Madness—to name just a few. But there was one way in
which we carried the critique of “scientific” sexism a little further than others: rather
than just focusing on specific cases, we questioned the very foundations of the advice-
giving professions. Medicine, for example, rests its claims to scientific authority on the
chemistry and biology in medical education, but in Chapter 3 we argue that these
courses have little to do with the practice of medicine and a great deal to do with the
profession’s historical desire to limit that practice to affluent white males. Science had
not only been misused to justify biased advice but to create and preserve the privileges
of a professional elite, which in the nineteen seventies remained as it had been in the
eighteen seventies—over 90 percent male and white.

It should be emphasized, though, that we never lost our confidence in science itself as
a method of observation and inquiry. About a decade after this book was published,
many feminist scholars embraced the “postmodern” view that science itself was a kind
of ideology, that even rationality was an intellectual tool of racism and male
supremacy. We were sometimes asked in the nineteen eighties, why we held back from
such conclusions, and the answer was simple: science and rationality are not the unique
property of the powerful; they were our tools for debunking pseudoscientific myths. In
Witches, Midwives and Nurses we stressed the ways in which the female lay healers of the
nineteenth century and earlier had actually been more scientific, or at least more



empirically grounded, than the male physicians who eventually displaced them. In this
book, we offer the example of Elizabeth Cady Stanton who, as a young mother, rejected
physicians’ useless advice for treating her child’s broken collarbone and reasoned her
own way to a successful approach to the problem. The only tried and true cure for bad
science is more science—or at least common sense.

There is another way this book differs from many in the feminist myth-busting genre.
We were not content to poke holes in ridiculous theories and obviously self-serving
advice—which was easy enough to do. Instead we wanted to understand why the
supposed experts propagated such theories and, more importantly, why so many women
bought the advice. The late-nineteenth-century period in which our story begins was a
time of great promise for women, and especially for the increasingly educated women of
the middle class. More and more of the tasks that had absorbed women in the home—the
manufacture of clothing, for example, and the preparation of food “from scratch”—were
being taken over by industry, potentially freeing women for other pursuits. So why at
such a moment of burgeoning possibilities did the experts propound, and so many
women accept, the strictures of a life devoted to domesticity?

Our answer, spelled out in Chapter 1, departs even from feminist orthodoxy. In the
common and still prevailing feminist view, the “domestication” of women represents the
work of an ancient system of power—patriarchy—that finds one way or another to
reproduce itself throughout the ages. Our research suggested a very different
interpretation: it was not the persistence of patriarchy but the undermining of it that
opened up the reign of the experts. Industrialization, urbanization, and the growth of
the market economy in the late nineteenth and twentieth centuries disrupted traditional
gender relations and raised unsettling questions: if a woman could earn a living on her
own in the capitalist marketplace—as a few were beginning to do—why should she
accept the financial dependency of traditional marriage? If she did not need to spend
the day baking bread or boiling water for laundry, what was her mission in life? What
did it mean to be female—and feminine—in a world no longer so clearly demarcated by
biological differences in musculature and height? Anxiety suffused these questions, and
the experts were ready with answers that grew out of their own anxieties in the face of
rapid, unpredictable social change.

Since we wrote this book, much has changed, most of it unambiguously for the better.
As women’s rights activists, we take pride in noting that some of the themes of this book
are now of historical interest only. For example, we can no longer speak of the
persistent sexism of a male-dominated medical profession: women now account for
about a quarter of the nation’s doctors, and they are not as likely to promote myths of
female frailty or masochism. And although “expert” advice on all matters domestic and
personal continues to rain down on us, today much less of it directs women toward a
traditional, domestic role. In fact, in Chapter 8, we trace a switch that was just
beginning in the seventies—away from the idealization of the full-time homemaker and
toward new values of independence and, at the extreme, selfish individualism for
women as well as men. We discuss these shifts—the surge of women into the work force
and the new expectation that they will be as ambitious as men—in the afterword. But



for now it’s worth noting that, for all these changes, the onslaught of pseudoscientific
theory and advice continues. A few recent examples include:

« Myths about the dangers of divorce: divorce is seldom a desirable experience for
children, but some “experts” have promoted gross exaggerations of its long-term
effects on them. In 2000, a prominent psychologist published a study purporting
to show that the children of divorce were, as adults, usually deeply troubled and
neurotic individuals. The implication was clear: stick with that unhappy
marriage for the children’s sake. But as critics pointed out, this psychologist’s
methodology was so badly flawed as to seem deceptive.

« Myths about breast cancer: antiabortionists have long claimed that abortion is a
risk factor for breast cancer, although there is no evidence whatsoever for such a
conclusion. Or we might mention the seemingly benign notion that a “positive
attitude” can improve one’s chances of surviving that disease. One very small
study had suggested as much, leading to a kind of blame-the-victim mentality in
the treatment of late-stage breast cancer: if the treatments don’t work, it must be
because you have a bad attitude. More recent studies found no such attitudinal
effects on survival, although this news seems not to have reached all the relevant
practitioners.

« Myths about women’s evolutionary role and biological heritage: starting in the
late 1960s, “sociobiologists” promoted an evolutionary theory in which almost
all human advances were attributed to bands of male hunters, while prehistoric
females did little more than maintain the base camp. Despite mounting evidence
for a female role in prehistoric hunting—as well as for the importance of other,
presumably female, innovations in human prehistory—the popular culture
remains rife with pronouncements about man the hunter and woman the
gatherer and nurturer. While we cannot rule out some innate mental differences
between the sexes, the ones touted by most socio- biologists and evolutionary
psychologists seem to fit mid-twentieth-century suburban gender roles a little too
neatly, suggesting that the scientists in question have been simply projecting
their own preferred lifestyle onto the remote past.

People and, perhaps especially, educated middle-class women, will continue to seek
out the best way to handle the challenges in their lives—from finding a mate, to raising
children, to thinking about themselves as agents of change in the world. In a secular
society that values fresh information over traditional approaches, they will continue to
turn to “experts” to help them. Even those who don’t seek it can count on being
bombarded by what is now a multibillion-dollar advice industry operating through
television, the Internet, and the print media. Twenty-five years later, the central lesson
of For Her Own Good remains as relevant as it was when we first sat down to write: the
need for radical skepticism in the face of pronouncements put forth as “science” still
exists. Our advice still holds true: no matter how many degrees the experts dangle in



front of you, no matter how many studies they cite, dig deeper, value your own real-life
experiences, and think for yourself.

* Witches, Midwives and Nurses, 45 pp. illus., $6.50. Complaints and Disorders, 94 pp. illus.,
$6.95, both available on-line at: www.feministpress.org/ or by mail from The Feminist
Press at The City University of New York, 365 Fifth Avenue, New York, NY 10016.
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ONE

In the Ruins of Patriarchy

“If you would get up and do something you would feel better,” said my mother. I
rose drearily, and essayed to brush up the floor a little, with a dustpan and small
whiskbroom, but soon dropped those implements exhausted, and wept again in
helpless shame.

I, the ceaselessly industrious, could do no work of any kind. I was so weak that
the knife and fork sank from my hands—too tired to eat. I could not read nor
write nor paint nor sew nor talk nor listen to talking, nor anything. I lay on the
lounge and wept all day. The tears ran down into my ears on either side. I went
to bed crying, woke in the night crying, sat on the edge of the bed in the morning
and cried—from sheer continuous pain. Not physical, the doctors examined me

and found nothing the matter.!

It was 1885 and Charlotte Perkins Stetson had just given birth to a daughter, Katherine.
“Of all angelic babies that darling was the best, a heavenly baby.” And yet young Mrs.
Stetson wept and wept, and when she nursed her baby “the tears ran down on my
breast....”

The doctors told her she had “nervous prostration.” To her it felt like “a sort of gray
fog [had] drifted across my mind, a cloud that grew and darkened.” The fog never
entirely lifted from the life of Charlotte Perkins Stetson (later Gilman). Years later, in
the midst of an active career as a feminist writer and lecturer, she would find herself
overcome by the same lassitude, incapable of making the smallest decision, mentally
numb.

Paralysis struck Charlotte Perkins Gilman when she was only twenty-five years old,
energetic and intelligent, a woman who seemed to have her life open before her. It hit
young Jane Addams—the famous social reformer—at the same time of life. Addams was
affluent, well-educated for a girl, ambitious to study medicine. Then, in 1881, at the age
of twenty-one, she fell into a “nervous depression” which paralyzed her for seven years
and haunted her long after she began her work at Hull-House in the Chicago slums. She
was gripped by “a sense of futility, of misdirected energy” and was conscious of her
estrangement from “the active, emotional life” within the family which had
automatically embraced earlier generations of women. “It was doubtless true,” she later



wrote “that I was

‘Weary of myself and sick of asking
What I am and what I ought to be.” ”

Margaret Sanger—the birth control crusader—was another case. She was twenty years
old, happily married, and, physically at least, seemed to be making a good recovery
from tuberculosis. Suddenly she stopped getting out of bed, refused to talk. In the
outside world, Theodore Roosevelt was running for President on the theme of the
“strenuous life.” But when relatives asked Margaret Sanger what she would like to do,
she could only say, “Nothing.” “Where would you like to go?” they persisted: “Nowhere.”

Ellen Swallow (later Ellen Richards—founder of the early-twentieth-century domestic
science movement) succumbed when she was twenty-four. She was an energetic, even
compulsive, young woman; and, like Addams, felt estranged from the intensely domestic
life her mother had led. Returning home from a brief period of independence, she found
herself almost too weak to do household chores. “Lay down sick ...” she entered in her
diary, “Oh so tired ...” and on another day, “Wretched,” and again, “tired.”

It was as if they had come to the brink of adult life and then refused to go on. They
stopped in their tracks, paralyzed. The problem wasn’t a lack of things to do. Charlotte
Perkins Gilman, like Jane Addams, felt “intense shame” that she was not up and about.
All of them had family responsibilities to meet; all but Jane Addams had houses to run.
They were women with other interests too—science, or art, or philosophy—and all of
them were passionately idealistic. And yet, for a while, they could not go on.

For, in the new world of the nineteenth century, what was a woman to do? Did she
build a life, like her aunts and her mother, in the warmth of the family—or did she
throw herself into the nervous activism of a world which was already presuming to call
itself “modern”? Either way, wouldn’t she be ridiculous, a kind of misfit? Certainly out
of place if she tried to fit into the “men’s world” of business, politics, science. But in a
historical sense, perhaps even more out of place if she remained in the home, isolated
from the grand march of industry and progress. “She was intelligent and generous”;
Henry James wrote of the heroine in Portrait of a Lady, “it was a fine free nature; but
what was she going to do with herself?”

Certainly the question had been asked before Charlotte Perkins Gilman’s and Jane
Addams’s generation, and certainly other women had collapsed because they did not
have the answers. But only in the last one hundred years or so in the Western world
does this private dilemma surface as a gripping public issue—the Woman Question or
“the woman problem.” The misery of a Charlotte Gilman or Jane Addams, the crippling
indecisiveness, is amplified in the nineteenth and twentieth centuries among tens of
thousands of women. A minority transform their numbness into anger and become
activists in reform movements; many—the ones whose names we don’t know—remained
permanently depressed, bewildered, sick.

Men, men of the “establishment”—physicians, philosophers, scientists—addressed
themselves to the Woman Question in a constant stream of books and articles. For while



women were discovering new questions and doubts, men were discovering that women
were themselves a question, an anomaly when viewed from the busy world of industry.
They couldn’t be included in the men’s world, yet they no longer seemed to fit in their
traditional place. “Have you any notion how many books are written about women in
the course of one year?” Virginia Woolf asked an audience of women. “Have you any
notion how many are written by men? Are you aware that you are, perhaps, the most
discussed animal in the universe?” From a masculine point of view the Woman Question
was a problem of control: Woman had become an issue, a social problem—something to
be investigated, analyzed, and solved.

This book is about the scientific answer to the Woman Question, as elaborated over
the last hundred years by a new class of experts—physicians, psychologists, domestic
scientists, child-raising experts. These men—and, more rarely, women—presented
themselves as authorities on the painful dilemma confronted by Charlotte Perkins
Gilman, Jane Addams, and so many others: What is woman’s true nature? And what, in
an industrial world which no longer honored women’s traditional skills, was she to do?
Physicians were the first of the new experts. With claims to knowledge encompassing all
of human biological existence, they were the first to pass judgment on the social
consequences of female anatomy and to prescribe the “natural” life plan for women.
They were followed by a horde of more specialized experts, each group claiming
dominion over some area of women’s lives, and all claiming that their authority flowed
directly from biological science. In the first part of this book we will trace the rise of the
psychomedical experts, focusing on medicine as a paradigm of professional authority. In
the second part of the book we will see how the experts used their authority to define
women’s domestic activities down to the smallest details of housework and child raising.
With each subject area we will move ahead in time until we reach the present and the
period of the decline of the experts—our own time, when the Woman Question has at
last been reopened for new answers.

The relationship between women and the experts was not unlike conventional
relationships between women and men. The experts wooed their female constituency,
promising the “right” and scientific way to live, and women responded—most eagerly in
the upper and middle classes, more slowly among the poor—with dependency and trust.
It was never an equal relationship, for the experts’ authority rested on the denial or
destruction of women’s autonomous sources of knowledge: the old networks of skill-
sharing, the accumulated lore of generations of mothers. But it was a relationship that
lasted right up to our own time, when women began to discover that the experts’ answer
to the Woman Question was not science after all, but only the ideology of a masculinist
society, dressed up as objective truth. The reason why women would seek the “scientific”
answer in the first place and the reason why that answer would betray them in the end
are locked together in history. In the section which follows we go back to the origins of
the Woman Question, when science was a fresh and liberating force, when women
began to push out into the unknown world, and the romance between women and the
experts began.



The Woman Question

The Woman Question arose in the course of a historic transformation whose scale later
generations have still barely grasped. It was the “industrial revolution,” and even
“revolution” is too pallid a word. From the Scottish highlands to the Appalachian hills,
from the Rhineland to the Mississippi Valley, whole villages were emptied to feed the
factory system with human labor. People were wrested from the land suddenly, by force;
or more subtly, by the pressure of hunger and debt—uprooted from the ancient security
of family, clan, parish. A settled, agrarian life which had persisted more or less for
centuries was destroyed in one tenth the time it had taken for the Roman Empire to fall,
and the old ways of thinking, the old myths and old rules, began to lift like the morning
fog.

Marx and Engels—usually thought of as the instigators of disorder rather than the
chroniclers of it—were the first to grasp the cataclysmic nature of these changes. An old
world was dying and a new one was being born:

All fixed, fast-frozen relations, with their train of ancient and venerable
prejudices and opinions, are swept away, all new-formed ones become antiquated
before they can ossify. All that is solid melts into air, all that is holy is profaned,
and man is at last compelled to face with sober senses his real conditions of life
and his relations with his kind.2

Incredible, once unthinkable, possibilities opened up as all the “fixed, fast-frozen
relations”—between man and woman, between parents and children, between the rich
and the poor—were thrown into question. Over one hundred and fifty years later, the
dust has still not settled.

On the far side of the industrial revolution is what we will call, for our purposes, the
Old Order. Historians will mark off many “eras” within these centuries of agrarian life:
royal lines, national boundaries, military technology, fashions, art and architecture—all
evolve and change throughout the Old Order. History is made: there are conquests,
explorations, new lines of trade. Nevertheless, for all the visible drama of history, the
lives of ordinary people, doing ordinary things, change very little—and that only
slowly.

Routine predominates at the level of everyday life: corn is sown as it was always
sown, maize planted, rice fields levelled, ships sail the Red Sea as they have

always sailed it.3

Only here, at the level of everyday life, do we find the patterns that make this an
“order.” If these patterns are monotonous and repetitive compared to the spectacle of
conventional history—with its brilliant personalities, military adventures and court
intrigues—that is because these patterns are shaped by natural events which are also
monotonous and repetitive—seasons, plantings, the cycle of human reproduction.



Three patterns of social life in the Old Order stand out and give it consistency: the Old
Order is unitary. There is of course always a minority of people whose lives—acted out
on a plane above dull necessity and the routines of labor—are complex and surprising.
But life, for the great majority of people, has a unity and simplicity which will never
cease to fascinate the “industrial man” who comes later. This life is not marked off into
different “spheres” or “realms” of experience: “work” and “home,” “public” and
“private,” “sacred” and “secular.” Production (of food, clothing, tools) takes place in the
same rooms or outdoor spaces where children grow up, babies are born, couples come
together. The family relation is not secluded in the realm of emotion; it is a working
relation. Biological life—sexual desire, childbirth, sickness, the progressive infirmity of
age—impinges directly on the group activities of production and play. Ritual and
superstition affirm the unity of body and earth, biology and labor: menstruating women
must not bake bread; conception is most favored at the time of the spring planting;
sexual transgressions will bring blight and ruin to the crops; and so on.

The human relations of family and village, knit by common labor as well as sex and
affection, are paramount. There is not yet an external “economy” connecting the
fortunes of the peasant with the decisions of a merchant in a remote city. If people go
hungry, it is not because the price of their crops fell, but because the rain did not. There
are marketplaces, but there is not yet a market to dictate the opportunities and activities
of ordinary people.

The Old Order is patriarchal: authority over the family is vested in the elder males, or
male. He, the father, makes the decisions which control the family’s work, purchases,
marriages. Under the rule of the father, women have no complex choices to make, no
questions as to their nature or destiny: the rule is simply obedience. An early-nineteenth-
century American minister counseled brides:

Bear always in mind your true situation and have the words of the apostle
perpetually engraven on your heart. Your duty is submission—“Submission and
obedience are the lessons of your life and peace and happiness will be your
reward.” Your husband is, by the laws of God and of man, your superior; do not

ever give him cause to remind you of it.4

The patriarchal order of the household is magnified in the governance of village, church,
nation. At home was the father, in church was the priest or minister, at the top were the
“town fathers,” the local nobility, or, as they put it in Puritan society, “the nursing
fathers of the Commonwealth,” and above all was “God the Father.”

Thus the patriarchy of the Old Order was reinforced at every level of social
organization and belief. For women, it was total, inescapable. Rebellious women might
be beaten privately (with official approval) or punished publicly by the village
“fathers,” and any woman who tried to survive on her own would be at the mercy of
random male violence.

But the rule of the fathers is not based on mere coercion. Patriarchal authority seeks to
justify itself in the minds of each of its children, and thus justification takes the form of a



father-centered religion. Religion projects the rule of the father into the firmament
where it becomes the supreme law of nature—and then reflects this majesty back on
each earthly father in his household.

He was her superior, the head of the family, and she owed him an obedience
founded on reverence. He stood before her in the place of God: he exercised the
authority of God over her, and he furnished her with the fruits of the earth that

God had provided.5

And yet, to a degree that is almost unimaginable from our vantage point within
industrial society, the Old Order is gynocentric: the skills and work of women are
indispensable to survival. Woman is always subordinate, but she is far from being a
helpless dependent. Women of the industrial world would later look back enviously on
the full, productive lives of their fore-mothers. Consider the work of a woman in colonial
America:

It was the wife’s duty, with the assistance of daughters and women servants, to
plant the vegetable garden, breed the poultry, and care for the dairy cattle. She
transformed milk into cream, butter and cheese, and butchered livestock as well
as cooked the meals. Along with her daily chores the husbandwoman slated,
pickled, preserved, and manufactured enough beer and cider to see the family
through the winter.

Still, the woman’s work was hardly done. To clothe the colonial population,
women not only plied the needle, but operated wool carders and spinning wheels
—participated in the manufacture of thread, yarn and cloth as well as apparel.
Her handwrought candles lit the house; medicines of her manufacture restored the

family to health; her homemade soap cleansed her home and family....6

It was not only woman’s productive skills which gave her importance in the Old
Order. She knew the herbs that healed, the songs to soothe a feverish child, the
precautions to be taken during pregnancy. If she was exceptionally skilled, she became
a midwife, herbal healer or “wise woman,” whose fame might spread from house to
house and village to village. And all women were expected to have learned, from their
mothers and grandmothers, the skills of raising children, healing common illnesses,
nursing the sick.

So there could be no Woman Question in the Old Order. Woman’s work was cut out
for her; the lines of authority that she was to follow were clear. She could hardly think
of herself as a “misfit” in a world which depended so heavily on her skills and her work.
Nor could she imagine making painful decisions about the direction of her life, for,
within the patriarchal order, all decisions of consequence would be made for her by
father or husband, if they were not already determined by tradition. The Woman
Question awaits the arrival of the industrial epoch which, in the space of a few
generations, will overthrow all the “fixed, fast-frozen relations” of the Old Order. The



unity of biological and economic, private and public, life will be shattered; the old
patriarchs will be shaken from their thrones; and—at the same time—the ancient
powers of women will be expropriated.

The fundamental social transformation, of which even industrialization was a
correlate and not a cause, was the triumph of the Market economy. In the Old Order
production had been governed by natural factors—human needs for food and shelter,
and the limits of the labor and resources available. Only the occasional surplus would be
sold or bartered. But in the Market economy the laws of commercial exchange would
dictate the employment of human labor and resources. The parochialism of household
production would break down to make way for a vast network of economic
interdependencies linking the livelihood of the farmer to the townsman, the Northerner
to the Southerner. This network of dependencies—the Market—had been gaining ground
inch by inch throughout the late Middle Ages. But it was for a long time a creature of the
cities, this infant capitalism. Most people—over 95 percent—still lived on the land, in
the “natural economy” of the Old Order. Only in the nineteenth century, with
industrialization and the development of modern capitalism, did the Market come to
replace nature as the controlling force in the lives of ordinary people: prices regulate
existence as surely as rainfall and temperature once did—and seem just as arbitrary.
Depressions are calamities on the scale of famines or epidemics, spilling over national
boundaries and seeking out the most innocent, the most insignificant, victim.

With the triumph of the Market, the settled patterns of life which defined the Old
Order were shattered irrevocably. The old unity of work and home, production and
family life, was necessarily and decisively ruptured. Henceforth the household would no
longer be a more or less self-contained unit, binding its members together in common
work. When production entered the factory, the household was left with only the most
personal biological activities—eating, sex, sleeping, the care of small children, and
(until the rise of institutional medicine) birth and dying and the care of the sick and
aged. Life would now be experienced as divided into two distinct spheres: a “public”
sphere of endeavor governed ultimately by the Market; and a “private” sphere of
intimate relationships and individual biological existence.

This new ordering of the world is not to be imagined as a mere compartmentalization,
along some neutral dividing line. The two spheres stand, in respect to their basic values,
opposed to each other, and the line between them is charged with moral tension. In its
most fundamental operations the Market defies centuries of religious morality which (in
principle, at least) exalted altruism and selflessness while it condemned covetousness
and greed. In the Old Order commerce was tainted with dishonor, and lending money at
interest was denounced as usury. But the Market, which dominates the new order,
dismisses all moral categories with cold indifference. Profits can only be won by some at
the price of poverty for others and there is no room for human affection, generosity, or
loyalty. The greatest dramas of the marketplace—profits, losses, bankruptcies,
investments, sales—can be recounted quite adequately as a series of numbers; the most
brilliant moments are recorded in double-entry ledger books; and the human costs make
no difference on the “bottom line.”



In the face of the Market, all that is “human” about people must crowd into the sphere
of private life, and attach itself, as best it can, to the personal and biological activities
which remain there. Only in the home, or private life generally, can one expect to find
the love, spontaneity, nurturance, or playfulness which are denied in the marketplace.
Sentiment may exaggerate the emotional nobility of the home, and gloss over its
biological realities. But private life does, almost necessarily, invert the values of the
Market: here what is produced, like the daily meals, is made for no other purpose than
to meet immediate human needs; people are indeed valued “for themselves” rather than
for their marketable qualities; services and affection are given freely, or at least given.
For men, who must cross between the two spheres daily, private life now takes on a
sentimental appeal in proportion to the coldness and impersonality of the “outside”
world. They look to the home to fulfill both the bodily needs denied at the workplace,
and the human solidarity forbidden in the Market.

At the same time, the forces which divide life into “public” and “private” spheres
throw into question the place and the function of women. The iron rule of patriarchy
has been shaken, opening up undreamed of possibilities. But at the same time the
womanly skills which the economy of the Old Order had depended on have been torn
away—removing what had been the source of woman’s dignity in even the most
oppressive circumstances. Consider these changes, with their contradictory implications
for women’s status: It was the end of the gynocentric order. The traditional productive
skills of women—textile manufacture, garment manufacture, food processing—passed
into the factory system. Women of the working class might follow their old labor into
the new industrial world, but they would no longer command the productive process.
They would forget the old skills. In time, as we shall see, even the quintessentially
feminine activity of healing would be transformed into a commodity and swept into the
Market. The homemade herbal tonic is replaced by the chemical products of
multinational drug firms; midwives are replaced by obstetricians and surgeons.

But, at the same time, it was the end of the rule of the father. Patriarchal privilege, of
course, allows men to claim the new public world of industry and commerce as their
own. But the ancient network of patriarchal social relations had been irreversibly
undermined by the new economy. As the production of necessary goods goes out of the
home, the organic bonds holding together the family hierarchy are loosened. The father
no longer commands the productive processes of the home; he is now a wage-earner, as
might be his son, daughter, or even wife. He may demand submission, may tyrannize his
wife and children, may invoke the still-potent sanctions of patriarchal religion, but no
matter how he blusters, now it is the corporation which brings in “the fruits of the earth”
and dictates the productive labor of the family. In the early twentieth century, historian
Arthur Calhoun noted the rising rates of divorce (and desertion), the increased male
absence from the home, the greater independence of wives and children, and concluded
that “only in out-of-the-way places can the archaic patriarchism maintain itself.” The
decline of patriarchal authority within the family was a constant theme of early-
twentieth-century sociological writing.”

These changes—the division of life into public and private spheres, the decline of



gynocentricity and patriarchy® —should not be thought of merely as results of the
industrial revolution. They were, as much as smokestacks and steam power, railways
and assembly lines, the definition of the cataclysmic reorganization of life which took
place in northern Europe and North America in the nineteenth century. This was a total
and revolutionary reorganization. To go from a society organized around household
production to one organized around large-scale factory production, from a society ruled
by seasons and climate to one ruled by the Market, is to reach into the heart of human
social life and uproot the deepest assumptions. Everything that was “natural” is
overturned. What had unquestionably been “human nature” suddenly appears archaic;
what had been accepted for centuries as human destiny is no longer acceptable, and in
most cases, is not even possible.

The lives of women—always much more confined by nature and social expectation
than those of men—were thrown into confusion. In the Old Order, women had won their
survival through participation in the shared labor of the household. Outside of the
household there was simply no way to earn a livelihood and no life for a woman.
Women could be, at different ages or in different classes, wives, mothers, daughters,
servants, or “spinster” aunts, but these are only gradations of the domestic hierarchy.
Women were born, grew up, and aged within the dense human enclosure of the family.

But with the collapse of the Old Order, there appeared a glimmer, however remote to
most women, of something like a choice. It was now possible for a woman to enter the
Market herself and exchange her labor for the means of survival (although at a lower
rate than a man would). In Europe, in Russia, in America, wherever industry demanded
more workers, there arose a new wave of “single women,” like those honored by
Bolshevik leader Alexandra Kollontai:

They are girls and women who ceaselessly wage the grim struggle for existence,
who spend their days sitting on the office chair, who bang away at telegraph
apparatuses, who stand behind counters. Single women: they are the girls with
fresh hearts and minds, full of bold fantasies and plans who pack the temples of
science and art, who crowd the sidewalks, searching with vigorous and virile
steps for cheap lessons and casual clerical jobs.8

Entering the Market as a working woman might mean low wages and miserable
working conditions, loneliness and insecurity, but it also meant the possibility—
unimaginable in the Old Order—of independence from the grip of the family.

But this atomized and independent existence hardly seemed “natural” to women
whose own mothers had lived and died in the intimacy of the family. There was still the
household of course, a life centered on husband and children. But the household had
been much diminished by the removal of productive labor. Women like Charlotte
Perkins Gilman questioned whether there could be any dignity in a domestic life which
no longer centered on women’s distinctive skills, but on mere biological existence. The
logic of the Market led a few outspoken feminist analysts of the nineteenth century to a
cynical answer: that the relation between the unemployed wife and the bread-winning



husband was not very different from prostitution. Could such a mode of existence,
despite its superficial resemblance to women’s traditional way of life, be “natural”?

These were the ambiguous options which began to open up to women in the late
eighteenth and early nineteenth centuries. In most cases, of course, the “choice” was
immediately foreclosed by circumstances: some women were forced to seek paid work
no matter how much their working disrupted the family, others were inescapably tied to
family responsibilities no matter how much they needed or wanted to work outside. But
the collapse of the Old Order had broken the pattern which had tied every woman to a
single and unquestionable fate. The impact of the change was double-edged. It cannot
simply be judged either as a step forward or a step backward for women (even assuming
that the judgment could be made in such a way as to cover all women—the black
domestic, the manufacturer’s wife, the factory girl, etc.). The changes were, by their
nature, contradictory. Industrial capitalism freed women from the endless round of
household productive labor, and in one and the same gesture tore away the skills which
had been the source of women’s unique dignity. It loosened the bonds of patriarchy, and
at once imposed the chains of wage labor. It “freed” some women for a self-supporting
spinsterhood, and conscripted others into sexual peonage. And so on.

It was these changes—the backward steps as well as the forward ones—which
provided the material ground for the emergence of the Woman Question. For women
generally, from the hardworking women of the poorer classes to the cushioned
daughters of the upper classes, the Woman Question was a matter of immediate
personal experience: the consciousness of possibilities counterpoised against
prohibitions, opportunities against ancient obligations, instincts against external
necessities. The Woman Question was nothing less than the question of how women
would survive, and what would become of them, in the modern world. The women who
lost years of their youth to nervous depression, the women who first tasted the
“liberation” of grinding jobs and exploitative sex, the women who poured their hearts
into diaries while their strength drained into childbearing and rearing—our great- and
great-great-grandmothers—lived out the Woman Question with their lives.



The New Masculinism

At the same time that it arose as a subjective dilemma among women, the Woman
Question entered the realm of public life as an “issue” subject to the deliberations of
scholars, statesmen, and scientists. There can be no clearer acknowledgment of the
problem than Freud’s:

Throughout history people have knocked their heads against the riddle of the
nature of femininity.... Nor will you have escaped worrying over this problem—
those of you who are men; to those of you who are women this will not apply—

you are yourselves the problem.

Patronizing as this statement may sound, it is not an example of patriarchal thought.
Freud projects his own age’s obsession with the Woman Question to a universal and
timeless status. Yet the old patriarchs would never have raised such a question
themselves. To them, the nature and purpose of women posed no riddle. But the old
ways of thinking about things—which posited a static, hierarchical social order presided
over by the Heavenly Father—were already losing their credibility when Freud wrote.
The “miracles” of technology had outdone the feats of the saints several times over; the
smokestacks of industrial towns had outgrown the church steeples. The new age needed
a new way of explaining human society and human nature. That way, as it developed in
the last three centuries, was not accepting but questioning; not religious but scientific.
Freud’s riddle does not represent a tradition running back to patriarchal times. The
mentality which framed the Woman Question and later drafted the significant answers
to it, was born with the rise of the new order in the struggle against patriarchal
authority.

If the history of the West from sixteen hundred to the eighteen hundreds was
condensed down to a single simple allegory, it would be the drama of the overthrow of
the once all-powerful father.© In politics, in science, in philosophy, there was one
dominant theme: the struggle against the old structures of patriarchal authority,
represented by the king, the feudal lords, the Pope, and often, the father in the family.
To put it another way, the Old Order did not simply collapse under the weight of
impersonal forces, it was defeated in actual human confrontations. The Market itself
was not an abstract “system” expanding as a result of mysterious internal pressures. It
consisted, at any particular time, of real men, acting through a network of economic
relationships. The expansion of this network required, at every step of the way, hostile
confrontations over the constraints imposed by patriarchal authority—feudal restrictions
on trade, guild restrictions on manufacturing, religious prohibitions against usury and
profit-making. It was a time, remote from this age of corporate domination, when the
members of the rising middle class—the “bourgeoisie”—were not yet “the
establishment,” but the rebels. In the English, American, and French revolutions, they
took up arms and led large numbers of ordinary people against the forces which would
restrict trade and individual profit-making (“the pursuit of happiness”). The French



Revolution featured the ultimate collective act of patricide: the murder of the king (and
less dramatically, but no less significantly, the closing of the churches). The triumphant
revolutionaries cast off the yoke of the father and declared themselves a fraternity of free
citizens.

While revolutionaries of the rising middle class slashed out against Old Order
restrictions on business, letting crowned and tonsured heads fall where they might,
thinkers and churchmen were working to develop systems of thought which would be
congenial to the new age. Philosophy (especially in Britain and the United States)
abandoned its search for the Good and the True and made a pragmatic peace with the
materialism and individualism of the Market economy. Religion learned to turn an
ethical blind spot toward the Market and confine itself to matters of private life. But the
way of thinking which best suited the conditions of the Market and the inclinations of
the men who dominated it did not come from philosophy or religion; it came from
science.

Science had led the intellectual assault on patriarchal ideology. Ever since Galileo, at
the beginning of the seventeenth century, had faced the Inquisition over the issue of
whether the earth was the center of the universe, science had set itself up as
antagonistic, or at least disdainful, toward religious doctrine and traditional authority in
all fields. Galileo, and the scientists who followed him, claimed the entire observable
world—stars, tides, rocks, animals and “man” himself—as an area for unfettered
investigation, just as businessmen were laying stake to the marketplace as a secular
zone, free of religious or feudal interference. Newton’s physics, Lavoisier’s chemistry,
and later, Darwin’s biology, had no need of gods or other incomprehensible forces to
explain nature. (Except, perhaps, to get things started in the first place.) Science grew
with the Market. It took the most revolutionary aspects of the business mentality—its
loyalty to empirical fact, its hard-headed pragmatism, its penchant for numerical
abstraction—and hammered them into a precision tool for the understanding and
mastery of the material world.

Science mocked the old patriarchal ideology, ripped through its pretensions, and left it
as we know it today—a legacy of rituals, legends, and bedtime stories retold to children.
Science in the eighteenth and nineteenth centuries was the sworn enemy of ghosts and
mystery and mumbo jumbo—the traditional trappings of patriarchy—and an old friend
to revolutionaries. Socialists like Karl Marx and feminists like Charlotte Perkins Gilman
were devotees of science as a liberating force against injustice and domination. “Let us
never forget that long before we did,” proclaimed a participant in the Paris Commune,
“the sciences and philosophy fought against the tyrants.”10

We are indebted, then, to the critical and scientific spirit which arose with the Market,
for defeating the patriarchal ideology which had for centuries upheld the tyrants. But to
be opposed to patriarchal structures of authority is not necessarily to be feminist in
intent or sensibility. The emerging world view of the new age was, in fact, distinctly
masculinist. It was a world view which proceeded from the Market, from the realm of
economic, or “public” life. It was by its nature external to women, capable of seeing
them only as “others” or aliens.



Patriarchal ideology subordinated women too, of course. But it was not formed in
some other realm than that inhabited by women, for life in the Old Order had not been
fractured into separate realms. Masculinist opinion, however, is cast in a realm apart
from women. It proceeds from the male half of what has become a sexually segregated
world. It reflects not some innate male bias but the logic and assumptions of that realm,
which are the logic and assumptions of the capitalist market.

The masculinist view of human nature almost automatically excludes women and her
nature. Whether expressed in popular opinion or learned science, it is not only biased
toward biological man and his nature, but specifically toward capitalist man, the
“economic man” described by Adam Smith. Economic man leads a profoundly lonely
existence. Like the hard little atoms of eighteenth-century physics, he courses through
space on his own trajectory, only incidentally interacting with the swarm of other
atomized men, each bound to his own path. He is propelled by an urgent sense of self-
interest, and guided by a purely rational and calculative intellect.

To economic man, the inanimate things of the marketplace—money and the
commodities which represent money—are alive and possessed of almost sacred
significance. Conversely, things truly alive are, from a strictly “rational” point of view,
worthless except as they impinge on the Market and affect one’s economic self-interest:
employees are “production factors”; a good wife is an “asset”; etc. The successful
economic man, the capitalist, ceaselessly transforms life—human labor and effort—into
lifeless capital, an activity which is to him eminently rational, sane, and “human.”
Ultimately the laws of the Market come to appear as the laws of human nature.

From this vantage point, woman inevitably appears alien, mysterious. She inhabits
(or is supposed to inhabit) the “other” realm, the realm of private life, which looks from
the Market like a pre-industrial backwater, or a looking-glass land that inverts all that is
normal in the “real” world of men. The limited functions now reserved for that realm
attach to woman’s person and make her too appear to be an anachronism, or a curious
inversion of normality. Biologically and psychologically, she seems to contradict the
basic principles of the Market. The Market transforms human activities and needs into
dead things—commodities—woman can, and does, create life. Economic man is an
individual, a monad, connected to others only through a network of impersonal
economic relationships; woman is embedded in the family, permitted no individual
identity apart from her biological relationships to others. Economic man acts in perfect
self-interest; a woman cannot base her relationships within the family on the principle
of quid pro quo: she gives.

It appears, from a masculinist perspective, that woman might be a more primitive
version of man—not because there is prima facie evidence of her lower intelligence, but
because of her loving and giving nature, which is itself taken as evidence of lower
intelligence. Rousseau’s “noble savage” like his ideal woman was compassionate and
nurturing. And Darwin found that:

Woman seems to differ from man in mental disposition, chiefly in her greater
tenderness and less selfishness....



It is generally admitted that with woman the power of intuition, of rapid
perception, and perhaps of imitation, are more strongly marked than in man; but
some, at least, of these faculties are characteristic of the lower races, and

therefore of a past and lower state of civilization.11

Everything that seems uniquely female becomes a challenge to the rational scientific
intellect. Woman’s body, with its autonomous rhythms and generative possibilities,
appears to the masculinist vision as a “frontier,” another part of the natural world to be
explored and mined. A new science—gynecology—arose in the nineteenth century to
study this strange territory and concluded that the female body is not only primitive, but
deeply pathological. (See Chapter 4.) Woman’s psyche, of course, becomes an
acknowledged scientific enigma, like the inner substance of matter, or the shape of the
universe. The American psychologist G. Stanley Hall calls it “terra incognita,” and when
Freud wrote of the “riddle of the nature of femininity” he spoke for generations of
scientists who puzzled over the strange asymmetry of nature which had made only one
sex fully normal.

The discovery of woman as an anomaly—a “question”—this was the essential
masculinist perception. Patriarchal ideology had seen women as inferior, but always as
organically linked to the entire hierarchy which extended from the household to the
heavens. Now those links had been broken; patriarchal ideology, which had been the
organizing principle of human society for centuries, lay tattered and demoralized, and
yet woman had not been freed by its downfall, but had become a curiosity, a social issue
which would somehow have to be resolved.



Feminist and Domestic Solutions

Within the framework of the new masculinist ideology there are only two possible
answer to the Woman Question. We will call them “feminist” and “domestic.” Many
people would call them, after a quick glance, “feminist” and “male chauvinist.” But it is
not that simple. They are opposed to each other, but they emerge from the same ground
and they grow together, back to back, in the development of masculinist culture. At any
moment, each “solution” would have its proponents, and neither could be completely
put to rest. But ultimately one would come to dominate Anglo-American and Western
culture in general from the early nineteenth century until the rise of the women’s
liberation movement in our own time. That choice would be overwhelmingly for the
domestic solution—and it would be enforced in real life with all the weight of the
economy and the persuasion of scientific authority.

The feminist answer is, very simply, to admit women into modern society on an equal
footing with men. If the problem is that women are in some sense “out,” then it can be
solved by letting them “in.” Feminism shares the critical spirit of science: it mocks the
patriarchal myths of female inferiority, denounces modern “sex roles” as arbitrary social
inventions, and dreams of a social order in which women and men will be not only
equal, but, insofar as possible, functionally interchangeable. Born in the exuberantly
clear-headed days of the French Revolution and nurtured by every succeeding wave of
social movement, feminism is a radical ideology. It takes the ideals of middle-class
liberalism—individual freedom and political equality—to a conclusion which even the
French and American revolutionaries of the eighteenth century found dangerously
extremist.

But the feminist position has, ironically, something in common with masculinism. It
looks out from the Market at the world of women, critical of that world but largely
uncritical of the Market, except insofar as it has excluded women. Charlotte Perkins
Gilman held that the home was “primitive” and that women, as a result of their
confinement to it, suffered from “arrested development” to the point where they had
become almost a separate species. Betty Friedan, one of the best-known feminists of our
period, found the home a “trap” and housewives stunted in mind and spirit. But in
recoiling, justifiably, from “woman’s sphere” (and not so justifiably, from the women in
it), feminism rushes too eagerly into the public sphere as men have defined it. “We
demand,” wrote South African feminist Olive Schreiner, a feminist in the spirit of
Charlotte Perkins Gilman, that:

... we also shall have our share of honored and socially useful human toil, our full
half of the labor of the Children of Woman. We demand nothing more than this,

and we will take nothing less. This is our “WOMAN’S RIGHT!”12

Feminists seldom question the nature of that “toil” and whom it serves. Gilman, and to
an even greater degree, Friedan, saw women entering “fulfilling” careers, presumably in
business and the professions, with no evident concern about the availability of such jobs



to all women, much less about the larger social purpose of the available occupations.
The predominant feminist program is one of assimilation, with ancillary changes (day
care, for example) as necessary to promote women’s rapid integration into what has
been the world of men.

If the ideological assault on patriarchal authority had made feminist goals thinkable,
the industrial revolution made them seem achievable, even inevitable. The bulk of the
labor that women had previously done was now done in factories; why shouldn’t the
remaining domestic activities follow suit? Gilman urged that restaurants, kindergartens,
housecleaners, be set up “on a business basis” to take over women’s chores. Freed of this
“clumsy tangle of rudimentary industries,” the family would become a voluntary
association of individuals. Women would no longer be identified by a mere sexual or
biological connection to other people, but by their independent endeavors in the public
world. From a nineteenth-century vantage point, these developments seemed likely to
happen by themselves. The machine was eliminating the importance of the muscular
difference between the sexes; and the factory was proving itself far more efficient than
the home. The Market had taken over so many of women’s activities, from
clothesmaking to food processing—what was to stop it from swallowing up the home
and family and spitting out autonomous, genderless individuals?

It was, in large part, the horror of such a prospect that inspired the other answer to
the Woman Question: domesticity. In keeping with the masculinist spirit, proponents of
the domestic solution see women as anomalous, half outside the world of men. The
feminist rebelled against this situation; the celebrants of domesticity find comfort in it.
They cherish the mystery that is woman and propose to keep her mysterious, by keeping
her outside.

Just as feminism is linked historically to a larger stream of rationalist thinking, the
“cult of domesticity” emerged with the “romantic movement” of the eighteenth and
nineteenth centuries.* Rationalism welcomed the new age of industrial capitalism;
romanticism shrank back from it in revulsion. The industrial revolution, as a walk
through any major city reminds us, was an aesthetic tragedy. Green pastures gave way
overnight to the “dark, satanic mills” which tormented Blake’s vision; rustic villages,
forests, streams, vanished with the onslaught of industrial “progress.” Within the world
of the industrial capitalist Market, human relationships never achieved the impersonal
benevolence which Adam Smith had predicted. The “invisible hand” which Smith had
invoked to keep the social order running smoothly and fairly did not reach down to
soothe the bankrupt businessman, the starving worker, or the farmer driven from his
land. It was a brutal world, not even tempered by the charitable paternalism and
“noblesse oblige” of feudal times. Where middle-class revolutions had made men free,
their freedom consisted in the solitary right to sink or swim, to “make it” or be crushed
by those who were making it. The romantic spirit reached with nostalgia for the Old
Order, or for imaginary versions of it: a society not yet atomized, but linked organically
in trust and mutual need; enlivened by the warmth of “irrational” passions, and
enriched by the beauty of an untouched nature.

Nothing could be more abhorrent from a romantic standpoint than the feminist



program. To dissolve the home (by removing the last domestic chores and letting women
out to work) would be to remove the last refuge from the horrors of industrial society.
Communal dining halls, child care services, and housekeeping services would turn out to
be outposts of the hated factory—or factories themselves, imposing their cold and
regimented operations on the most intimate and personal details of life. And to liberate
woman would be to take away the only thing which cushioned man from psychic
destruction in the rough world of the Market. If she became a female version of
“economic man,” an individual pursuing her own trajectory, then indeed it would be a
world without love, without human warmth. The lonely prospect which stretched before
economic man—"“... a forbidding and frostbound wilderness to be subdued with aching
limbs beneath solitary stars”13—would have to be accepted as inescapable reality.

But this, of course, is what the romantic could not do. Man must have a refuge from
the savage scramble of the Market, he must have consolation for his lonely quest as
“economic man.” The home would be that refuge, woman would be that consolation.
The English critic and author John Ruskin laid out exactly what the romanticist seeks in
“women’s sphere”:

This is the true nature of home—it is the place of peace; the shelter, not only from
all injury, but from all terror, doubt and division. In so far as it is not this, it is
not home; so far as the anxieties of the outer life penetrate into it, and the
inconsistently minded, unknown, unloved or hostile society of the outer world is
allowed by either husband or wife to cross the threshold it ceases to be a home; it
is then only a part of the outer world which you have roofed over and lighted fire
in. But so far as it is a sacred place, a vestal temple, a temple of the hearth
watched over by household gods.... so far it vindicates the name and fulfills the

praise of home.14

Here the world of private life and biological existence has become suffused with a holy
radiance. Not a whisper from the marketplace must be allowed to penetrate this
“temple,” where a woman lives out her days in innocence.8 Here will be preserved a
quaint and domesticated version of patriarchy, as if nothing had ever happened in the
world outside. There is in the romantic spirit a passionate and humanistic rejection of
the Market, but it settles for only this furtive and half-hearted rebellion: not to
overthrow the Market, but to escape from it—into the arms of woman. The deity who
makes Ruskin’s ideal home sacred is no vengeful patriarch, capable of driving out
money-lenders and idolators, but a mere “household god.”

The romantic imagination feverishly set out to construct a woman worthy of
occupying Ruskin’s “vestal temple.” The guidelines were simple: woman should be, in
every feature, a counterpoint to the Market; she should be the antithesis of economic
man. Now, from our perspective, there is a real basis to this romantic construction: there
is a strength in woman’s nurturance which does contradict the rules and assumptions of
the Market, and which is potentially opposed to the Market. But the romantics have no
interest in discovering the authentic strengths and impulses of women—any more than



they had, in most cases, in an authentic attack on the inhumanity of the Market. The
romantic construction of woman is as artificial as the sixteen-inch waists and three-foot-
wide hooped skirts popular in the mid-nineteenth century. Economic man is rational;
therefore romantic woman is intuitive, emotional, and incapable of quantitative
reasoning. Economic man is competitive; she is tender and submissive. Economic man is
self-interested; she is self-effacing, even masochistic. A popular Victorian poem depicts
the result of all these negations: a creature who was supposed to be all that is “human”
(as opposed to “economic”) and ends up being subhuman, more like a puppy than a
priestess:

Her soul, that once with pleasure shook
Did any eyes her beauty own,

Now wonders how they dare to look
On what belongs to him alone;

The indignity of taking gifts
Exhilarates her loving breast;

A rapture of submission lifts

Her life into celestial rest;

There’s nothing left of what she was;
Back to the babe the woman dies,
And all the wisdom that she has

Is to love him for being wise. | 16

The feminist who does not gag on the foregoing lines can respond with a certain
cynical impatience: the lovely wife of romantic yearnings is in fact her husband’s
financial dependent and ward. Charlotte Perkins Gilman argued that she was a kind of
combined housemaid-prostitute, earning her keep. And Olive Schreiner’s heroine Lyndall
defiantly declares:

... a woman who has sold herself, even for a ring and a new name, need hold her
skirt aside for no creature in the street. They both earn their bread in one way.17

To cover with “rapture” and “exhilaration” the acknowledged “indignity of taking gifts”
is from a feminist—or simply a rationalist point of view—a perverse denial of economic
reality. Feminism may suffer from being overly cynical about family relationships and
overly accepting of the “free” interactions of the Market, but it has the courage to
acknowledge the social world the Market has created; it does not turn coyly away from
facts which happen to be unpleasant.

Romanticism, on the other hand, is by its nature committed to lies and evasion. The
glorified home allows the sexual romantic to escape from the Market, and his intense



need for that home—precisely as an escape—forces him to lie about the realities of the
human relationships within it. Marx and Engels had rejoiced prematurely that the
triumph of capitalism “at last compelled [man] to face with sober senses his real
conditions of life and his relations with his kind.” Romanticism befogs the senses, draws
lace curtains against the industrial landscape outside, and offers a cozy dream in which
men are men and women are—mercifully—not men.



Science and the Triumph of Domesticity

Yet it was romanticism, in the form of the domestic solution, that triumphed, from the
Victorian ideal of the nineteenth century to the feminist mystique of the mid-twentieth
century. When the cataclysmic transition from the Old Order ended in the United States
and Europe, when society began to re-form itself into something that could once again
be called an “order,” a settled and reproducible way of life, that new “order” rested
heavily on the romantic conception of woman and the home. The dominant ideology
defined woman as a perpetual alien, and the home as an idyllic refuge from the
unpleasant but “real” world of men. Domesticity triumphed not only because it was
psychologically comforting to a majority of men (and many, many women) but also for
a pragmatic reason that the sexual rationalists of the early industrial period could never
have foreseen. Women’s domesticity, it turned out, meshed ideally with the needs of the
maturing economy, which would increasingly depend on the economic pattern of
individual domestic consumption to fuel its growth. And, once shaped by domestic
ideology, woman makes a more convenient worker when she is needed by industry: she
is supposed to work for low wages, typically in work which requires submissiveness
and/or nurturance, and quickly goes back where she “belongs” when the jobs run out.

But the legitimacy of this new sexual/economic order has only been secured through
great effort. The domestic solution, by its very nature, cannot be justified by direct
application of the laws and assumptions of the Market. There is nothing in the logic of
the Market that can distinguish between male and female (or black and white) workers,
consumers, owners, or investors. From a hard-headed capitalist point of view, the only
distinctions that matter ultimately are those that can be measured in hard currency:
variations in human anatomy or color make no difference in the ledger book. And the
revolutionary new ideas of “rights” and “liberty” that the rising middle class had once
hurled in the face of monarchs were implicitly oblivious to gender, as feminists have
always been quick to point out. In fact, the tenets of the business world, and the
political ideals of the class who dominated that world, had opened the ground for
feminism. The domestic solution was forced to seek legitimacy outside the normal,
workaday world of men—from some authority higher than either economic realism or
political idealism.

That authority was science. For over a hundred and fifty years, the domestic answer to
the Woman Question would be articulated not in political or aesthetic or moral terms
but in the language of science. And herein lies a painful irony. Science had been a
revolutionary force—opposed to prejudice, folly, and obfuscation whenever they arose.
But as the Old Order faded into the past, and the “rising middle class” became the new
ruling class, science made its peace with the social order. The science which arose to the
defense of domesticity was a pale, and not wholly legitimate, descendant of the science
which had once challenged the authority of kings and popes.

The scientific experts, who committed themselves to the defense of the domestic
solution—professional physicians, psychologists, domestic scientists, parent educators,
etc.—each claimed a specialized body of scientific knowledge. Their careers rested on



this claim. Without a connection to science, they have no legitimacy, no audience for
their ideas or market for their skills. But science, in their hands, is weirdly distorted and
finally debased beyond recognition—as this book will illustrate.

Science had once attacked entrenched authority, but the new scientific expert became
an authority himself. His business was not to seek out what is true, but to pronounce on
what is appropriate.

The experts’ rise to power over the lives of women was neither swift nor easy. The old
networks through which women had learned from each other had to be destroyed, or
discredited. The power of great wealth had to be invoked against competing sources of
information and skill. The authority of science had to be promoted as if science were not
a critical method, but a new religion. Many women resisted, clinging to the old wisdom
and customs, or, more radically, organizing new networks of mutual support and study.

But the experts could not have triumphed had not so many women welcomed them,
sought them out, and even (in the early twentieth century) organized to promote their
influence. It was not only gullible women, or conservative women, who embraced the
experts, but independent-minded and progressive women, even feminists. The experts
were “scientific” and it seemed that only science could vanquish ignorance and injustice.
Had not science opposed the patriarchal authorities of the Old Order, and, by
implication, the entire web of constraints which had bound women for centuries? This
was the basis of the “romance” between women and the new experts: science had been
on the side of progress and freedom. To ignore the dictates of science was surely to
remain in the “dark ages”; to follow them was to join the forward rush of history.
Charlotte Perkins Gilman, Ellen Richards, Margaret Sanger, and, it could be argued,
Jane Addams, were all, in their different ways, firm believers in the progressiveness of
science and its representative experts. It would take another two generations for the
“romance” to unravel itself, and for women to discover that the experts had, in fact,
betrayed science, and betrayed them.

* The reader should be reminded that, unlike some feminist writers, we do not use the
word “patriarchy” to mean male dominance in general. We use “patriarchy” to refer to
a specific historical organization of family and social life (see p. 9). So when we talk
about the “decline of patriarchy” we are by no means suggesting that male dominance
has declined—only that it has taken a different historical form.

T In this light Freud’s theory of the Oedipus Complex takes on historical meaning. Freud
lived in a time when the “sons” of the triumphant bourgeoisie were in the ascendency
and the “fathers”—the traditional authorities of society—were in the decline. Freud
could discern the marks of the struggle—envy, guilt, and the effort to become like the
father—in the psychological makeup of the sons. Intellectually, Freud himself was
among the most daring of the “sons.”

¥ Feminist movements themselves have oscillated between rationalist and romantic
ideas: the first generation of American feminists (Susan B. Anthony, Elizabeth Cady



Stanton, etc.) were unswerving sexual rationalists, but the second generation, which
came to maturity in the eighteen eighties and nineties, unhesitatingly embraced sexual
romanticism, arguing that women should have the vote, not because it was their right,
but because they were mothers, “the guardians of the race.” Late twentieth-century
feminism was overwhelmingly rationalist, but was not without undercurrents of
romanticism: feminists who rejected “integration” and aspired to resurrect a
pretechnological matriarchy, or rule by women. Women have pinned their hopes on
technological “progress,” or they have sought vindication in a remote and imagined past
—all in the name of feminism.

§ The romantic nostalgia of the nineteenth century was not reserved for women. The
primitive peoples uncovered by expanding Euro-American capitalism, lived, like women
of the industrial countries, in the shadowy realm outside the Market. To the romantic
imagination, they shared with women generally the human qualities denied by the
Market, and gladdened the world with their pastoral simplicity. In the words of
psychologist G. Stanley Hall: “Nearly all savages are in many respects children or youth
of adult size.... They are naturally amiable, peaceful among themselves, affectionate,
light-hearted, thoroughly good-natured, and the faults we see are those we have made.
They live a life of feeling, emotion, and impulse, and scores of testimonials from those
who know them intimately and who have no predilection for Rousseau-like views are to
the effect that to know a typical savage is to love him.”15

Hall castigated imperialist attempts to “commercialize them and overwork them.”
They must be allowed to remain outside the Market, “to linger in the paradise of
childhood,” for without their refreshing charm “our earthly home would be left desolate
indeed.”

I' Tt has become common today to confuse this kind of romanticist goo with patriarchal
ideology. But the two views of women are fundamentally incompatible. Patriarchy’s
women were not gushing, limp-wristed creatures; they were hard workers and stout
partners. And patriarchal ideology never for a moment dreamed of ascribing to women
moral superiority, as the romantics did in making women the custodians of the Sacred.
Patriarchal ideology rested on the assumption of women’s moral inferiority and their
utter dependency on males to mediate and interpret scripture. Romanticism draws
heavily on archaic imagery, but this is only nostalgia—a product of the new epoch, not
a continuation of the Old Order.



THE RISE OF THE EXPERTS



TWO
Witches, Healers, and Gentleman Doctors

The story of the rise of the psychomedical experts—the doctors, the psychologists, and

sundry related professionals—has often been told as an allegory of science versus
superstition: on one side, the clear-headed, masculine spirit of science; on the other side,
a dark morass of female superstition, old wives’ tales, rumors preserved as fact. In this
allegorical version, the triumph of science was as inevitable as human progress or
natural evolution: the experts triumphed because they were right.

But the real story is not so simple, and the outcome not so clearly “progressive.” It is
true that the experts represented a less parochial vision than that of the individual
woman, submerged in her family and household routines: the experts had studied; they
were in a position to draw on a wider range of human experience than any one woman
could know. But too often the experts’ theories were grossly unscientific, while the
traditional lore of the women contained wisdom based on centuries of observation and
experience. The rise of the experts was not the inevitable triumph of right over wrong,
fact over myth; it began with a bitter conflict which set women against men, class
against class. Women did not learn to look to an external “science” for guidance until
after their old skills had been ripped away, and the “wise women” who preserved them
had been silenced, or killed.

The conflict between women’s traditional wisdom and male expertise centered on the
right to heal. For all but the very rich, healing had traditionally been the prerogative of
women. The art of healing was linked to the tasks and the spirit of motherhood; it
combined wisdom and nurturance, tenderness and skill. All but the most privileged
women were expected to be at least literate in the language of herbs and healing
techniques; the most learned women traveled widely to share their skills. The women
who distinguished themselves as healers were not only midwives caring for other
women, but “general practitioners,” herbalists, and counselors serving men and women
alike.

The historical antagonist of the female lay healer was the male medical professional.
The notion of medicine as a profession was in some ways an advance over the
unexamined tradition of female healing: a profession requires systematic training, and,
at least in principle, some formal mechanisms of accountability. But a profession is also
defined by its exclusiveness, and has been since the professions of medicine and law first
took form in medieval Europe. While the female lay healer operated within a network of
information-sharing and mutual support, the male professional hoarded up his



knowledge as a kind of property, to be dispensed to wealthy patrons or sold on the
market as a commodity. His goal was not to spread the skills of healing, but to
concentrate them within the elite interest group which the profession came to represent.
Thus the triumph of the male medical profession is of crucial significance for our story: it
involved the destruction of women’s networks of mutual help—Ileaving women in a
position of isolation and dependency—and it established a model of expertism as the
prerogative of a social elite.

The conflict over healing in nineteenth-century America had its roots in the darkest
ages of European history. The American female lay healer, like Anne Hutchinson, who
was renowned as a midwife as well as a religious leader, represented a tradition which
stretched back across the ocean and through countless generations of women. And the
earliest American medical professionals, like the energetic Dr. Benjamin Rush, drew
their aristocratic ideal for the profession from a tradition which went back to the
medieval universities.

In Europe the conflict between female lay healing and the medical profession had
taken a particularly savage form: the centuries-long witch hunts which scar the history
of England, Germany, France, and Italy. The witch hunts themselves were linked to
many broad historical developments: the reformation, the beginnings of commerce, and
a period of peasant uprisings against the feudal aristocracy. But for our purposes the
important point is that the targets of the witch hunts were, almost exclusively, peasant
women, and among them female lay healers were singled out for persecution. It is to
this aspect of the witch hunts that we now briefly turn.



The Witch Hunts

The extent of the witch craze is startling: in the late fifteenth and early sixteenth
centuries there were thousands upon thousands of executions—usually live burnings at
the stake—in Germany, Italy, and other countries. In the mid-sixteenth century the
terror spread to France, and finally to England. One writer has estimated the number of
executions at an average of six hundred a year for certain German cities—or two a day,
“leaving out Sundays.” Nine hundred witches were destroyed in a single year in the
Wiirzburg area, and a thousand in and around Como. At Toulouse, four hundred were
put to death in a day. In the Bishopric of Trier, in 1585, two villages were left with only
one female inhabitant each. Many writers have estimated the total number killed to
have been in the millions. Women made up some 85 percent of those executed—old
women, young women, and children.!

The charges leveled against the “witches” included every misogynist fantasy harbored
by the monks and priests who officiated over the witch hunts: witches copulated with the
devil, rendered men impotent (generally by removing their penises—which the witches
then imprisoned in nests or baskets), devoured newborn babies, poisoned livestock, etc.
But again and again the “crimes” included what would now be recognized as legitimate
medical acts—providing contraceptive measures, performing abortions, offering drugs
to ease the pain of labor. In fact, in the peculiar legal theology of the witch hunters,
healing, on the part of a woman, was itself a crime. As a leading English witch hunter
put it:

For this must always be remembered, as a conclusion, that by Witches we
understand not only those which kill and torment, but all Diviners, Charmers,
Jugglers, all Wizards, commonly called wise men and wise women ... and in the
same number we reckon all good Witches, which do no hurt but good, which do
not spoil and destroy, but save and deliver ... It were a thousand times better for

the land if all Witches, but especially the blessing Witch, might suffer death.2

The German monks Kramer and Sprenger, whose book Malleus Maleficarum, or The
Hammer of Witches, was the Catholic Church’s official text on witch-hunting for three
centuries, denounced those “notoriously bad” witches, “such as use witch’s medicines and
cure the bewitched by superstitious means.”3 They classed witches in “three degrees”:
“For some both heal and harm; some harm, but cannot heal; and some seem only able to

heal, that is, to take away injuries.”4 Kramer and Sprenger showed no sympathy for
those who consulted the witch-healers:

For they who resort to such witches are thinking more of their bodily health than
of God, and besides that, God cuts short their lives to punish them for taking into

their own hands the vengeance for their wrongs.>

The inquisitors reserved their greatest wrath for the midwife, asserting:



The greatest injuries to the Faith as regards the heresy of witches are done by
midwives; and this is made clearer than daylight itself by the confessions of some
who were afterwards burned.6

In fact, the wise woman, or witch, as the authorities labeled her, did possess a host of
remedies which had been tested in years of use. Liber Simplicis Medicinae, the
compendium of natural healing methods written by St. Hildegarde of Bingen (A.D.
1098-1178) gives some idea of the scope of women healers’ knowledge in the early
middle ages. Her book lists the healing properties of 213 varieties of plants and 55 trees,
in addition to dozens of mineral and animal derivatives.” Undoubtedly many of the
witch-healers’ remedies were purely magical, such as the use of amulets and charms, but
others were provably effective. They had painkillers, digestive aids, and anti-
inflammatory agents. They used ergot, which is effective in inducing and speeding
contractions, at a time when the Church held that labor was the Lord’s just punishment
for Eve’s original sin. Belladonna, an antispasmodic, was used by the witch-healers to
inhibit uterine contractions when miscarriage threatened. The use of digitalis as a
cardiac stimulant is said to have been discovered by an English folk healer.

Meanwhile, the male, university-trained physicians, who practiced with the approval
of the Church, had little to go on but guesswork and myth. Among wealthier people,
medicine had achieved the status of a gentlemanly occupation well before it had any
connection to science, or to empirical study of any kind. Medical students spent years
studying Plato, Aristotle, and Christian theology. Their medical theory was largely
restricted to the works of Galen, the ancient Roman physician who stressed the theory of
“complexions” or “temperaments” of men, “wherefore the choleric are wrathful, the
sanguine are kindly, the melancholy are envious,” and so on. Medical students rarely
saw any patients at all, and no experimentation of any kind was taught. Medicine was
sharply differentiated from surgery, which was almost everywhere considered a
degrading, menial craft, and the dissection of bodies was almost unheard of.

Medical theories were often grounded more in “logic” than in observation: “Some
foods brought on good humours, and others, evil humours. For example, nasturtium,
mustard, and garlic produced reddish bile; lentils, cabbage and the meat of old goats
and beeves begot black bile.” Bleeding was a common practice, even in the case of
wounds. Leeches were applied according to the time, the hour, the air, and other similar
considerations. Incantations and quasi-religious rituals mingled with the more
“scientific” treatments inherited from ancient Greece and Rome. For example, the
physician to Edward II, who held a bachelor’s degree in theology and a doctorate in
medicine from Oxford, prescribed for toothache writing on the jaws of the patient, “In
the name of the Father, the Son, and the Holy Ghost, Amen,” or touching a needle to a
caterpillar and then to the tooth. A frequent treatment for leprosy was a broth made of
the flesh of a black snake caught in a dry land among stones.

Such was the state of medical “science” at the time when witch-healers were
persecuted for being practitioners of satanic magic. It was witches who developed an
extensive understanding of bones and muscles, herbs and drugs, while physicians were



still deriving their prognoses from astrology, and alchemists were trying to turn lead
into gold. So great was the witches’ knowledge that in 1527, Paracelsus, considered the
“father of modern medicine,” burned his text on pharmaceuticals, confessing that he
“had learned from the Sorceress all he knew.”8

Well before the witch hunts began, the male medical profession had attempted to
eliminate the female healer. The object of these early conflicts was not the peasant
healer but the better-off, literate woman healer who competed for the same urban
clientele as that of the university-trained doctors. Take, for example, the case of Jacoba
Felicie, brought to trial in 1322 by the Faculty of Medicine at the University of Paris, on
charges of illegal practice. She was a literate woman and had received some unspecified
“special training” in medicine. That her patients were well off is evident from the fact
that (as they testified in court) they had consulted well-known university-trained
physicians before turning to her. The primary accusations brought against her were that

. she would cure her patient of internal illness and wounds or of external
abscesses. She would visit the sick assiduously and continue to examine the urine

in the manner of physicians, feel the pulse, and touch the body and limbs.°

Six witnesses affirmed that Jacoba had cured them, even after numerous doctors had
given up, and one patient declared that she was wiser in the art of surgery and medicine
than any master physician or surgeon in Paris. But these testimonials were used against
her, for the charge was not that she was incompetent, but that—as a woman—she dared
to cure at all.

Along the same lines, English physicians sent a petition to Parliament bewailing the
“worthless and presumptuous women who usurped the profession” and asking the
imposition of fines and “long imprisonment” on any woman who attempted to “use the
practyse of Fisyk.” By the fourteenth century, the medical profession’s campaign against
urban, educated women healers was virtually complete throughout Europe. Male doctors
had won a clear monopoly over the practice of medicine among the upper classes
(except for obstetrics, which remained the province of female midwives even among the
upper classes for another three centuries). They were ready to take on an important role
in the campaign against the great mass of female healers—the “witches.”

Physicians were asked to distinguish between those afflictions which had been caused
by witchcraft and those caused by “some natural physical defect.” They were also asked
to judge whether certain women were witches. Often the accused would be stripped and
shaved and examined by doctors for “devil’s marks.” Through the witch hunts, the
Church lent its authority to the doctor’s professionalism, denouncing non-professional
healing as equivalent to heresy: “If a woman dare to cure without having studied she is a
witch and must die.” (Of course, there wasn’t any way for a woman to attend a
university and go through the appropriate study.)

The witch trials established the male physician on a moral and intellectual plane
vastly above the female healer. It placed him on the side of God and Law, a professional
on par with lawyers and theologians, while it placed her on the side of darkness, evil,



and magic. The witch hunts prefigured—with dramatic intensity—the clash between
male doctors and female healers in nineteenth-century America.



The Conflict over Healing Comes to America

The European model of medicine as an elite occupation was not easy to transplant to
the new world. University trained physicians did not emigrate to the colonies, and
domestic medical education—or higher education of any kind—caught on only slowly.
In general, medical practice was open to anyone who could demonstrate healing skills,
regardless of formal training, race, or sex. The medical historian Joseph Kett reports
that “one of the most respected medical men in late-eighteenth-century Windsor,
Connecticut, for example, was a freed Negro called ‘Dr. Primus.” In New Jersey, medical
practice, except in extraordinary cases, was mainly in the hands of women as late as
1818....710 Medical care in rural areas was dominated by lay healers: “root and herb”
doctors who relied on Indian remedies, “bonesetters,” and midwives.

The tradition of female lay healing flourished in colonial America and the early
republic. Colonial women brought centuries’ worth of healing lore with them from the
old countries, knowledge which they carefully revised and adapted to meet the
conditions of the new land. For their knowledge of the available herbs, they depended
ultimately on the Indians, who alone knew the healing powers of the native plants. The
mixing of Indian, African, and European lore produced a rich new tradition of female
healing—complex in its knowledge of the plants and the seasons, involving not only
how to find or grow healing herbs, but how to pick and dry them, how to administer and
mix them, or combine them with the use of steam, exercise, massage. Goldenseal powder
or tea, and pennyroyal, still considered to be among the most potent herbal remedies,
are otherwise known, respectively, as yellow Indian paint or Indian plant and “squaw
mint.” Cayenne pepper, another legendary cure, is described by a fairly contemporary
herbalist as originating among the “negroes of the West Indies.”11

The writer Sarah Orne Jewett sketched the female lay healer in the late nineteenth
century in a story that even then rang with nostalgia. “This is most too dry a head,” says
the aging healer Mrs. Goodsoe, rejecting a particular herb, and goes on:

There! I can tell you there’s win’rows o’ young doctors, bilin’ over with book-
larnin’, that is truly ignorant of what to do for the sick, or how to p’int out those
paths that well people foller toward sickness. Book-fools I call ’em, them young
men, an’ some on ’em never’ll live to know much better, if they git to be
Methuselahs. In my time every middle-aged woman who had brought up a family
had some proper ideas of dealin’ with complaints. I won’t say but there was some
fools amongst them, but I'd rather take my chances, unless they’d forsook herbs
and gone to dealin’ with patent stuff. Now my mother really did sense the use of
herbs and roots. I never see anybody that come up to her....12

The North American female healer, unlike the European witch-healer, was not
eliminated by violence. No Grand Inquisitors pursued her; flames did not destroy her
stock of herbs or the knowledge of them.” The female healer in North America was
defeated in a struggle which was, at bottom, economic. Medicine in the nineteenth



century was being drawn into the marketplace, becoming—as were needles, or ribbons,
or salt already—a thing to be bought and sold. Healing was female when it was a
neighborly service, based in stable communities, where skills could be passed on for
generations and where the healer knew her patients and their families. When the
attempt to heal was detached from personal relationships to become a commodity and a
source of wealth in itself—the business of healing became a male enterprise.

None of this took place automatically, though. In North America, the ouster of female
healers took place over a century-long struggle which ebbed and flowed with the deeper
social changes of the times. If the methods were not torture and execution, but
repression and slander, they were, in the end, just as effective.

The chief opponents of the female healer, the men who were drawn, from the late
seventeen hundreds on, by the possibility of medicine as a lucrative career, were hardly
“professionals” in the genteel, European sense, but they were no less exclusive. The
great majority of these “regular” doctors, as they called themselves, had been trained by
apprenticeship to an older physician, who had probably been trained the same way
himself. Others had taken a two- or three-year course of lectures at a medical school; still
others mixed apprenticeship and classroom training. There were no formal standards to
meet; one became a “regular” doctor essentially by meeting the approval of one’s
preceptors (or preceptor, one was enough) among the existing “regular” doctors. The
regulars were, then, a kind of club. Women could not join because no physician would
take a woman as an apprentice and no school would admit one as a student.

Among the regulars was a small elite who had capped off their education with a few
years of medical study in Great Britain and a “grand tour” of the Continent. There they
had a tantalizing glimpse of medicine as an established and gentlemanly profession, an
ideal that American medicine would aspire to for the rest of the century. This ideal, as it
took form in the late eighteenth century, was based on the successful British physician.
Not yet a man of science, he was however, beyond question, a gentleman. As with the
medieval physicians before him, his classical education had not been sullied by too much
practical training (though he had spent some years “reading” medicine, usually in
Latin): he mingled only with the best people and he would perform no task which was
unworthy of his rank,13 such as surgery or the concoction of drugs. To underline their
gentlemanly status, London physicians sported enormous wigs and gold-headed canes,
and “often bore themselves in a ridiculously stately manner, and spoke with absurd
solemnity.”14

All this made an awesome impression on American students like young Benjamin
Rush, who found that his status as a medical graduate gave him access to the cream of
London and Parisian salon society.15 Men like Rush (who later distinguished himself as a
physician in the revolutionary army) and his older contemporary John Morgan
attempted to transplant the genteel model of the profession to Philadelphia. They urged
that the British system of ranking physicians above surgeons and druggists be adopted in
this country; Morgan hoped to restrict the title of physician to men who had had a full
classical education before embarking on their medical training. The idea was that the



physician should “soar above the sordid views of vulgar minds.”16

But at the heart of professional medicine there still lay a frightful theoretical void. Air
and water were blamed by the medical men as bringers of disease, and people lived in
dread of getting wet or being surprised by a breeze, thereby “catching cold.”
Consequently bathing was considered a risky activity, and houses were unventilated and
close, hung with heavy draperies to keep out sun and air, while women protected
themselves with parasols and veils. Doctors considered water, air, and light especially
injurious in disease, to the extent of keeping drinking water away from the ill.

Even the finest British or French medical education could tell an American doctor little
that was useful or even accurate. It was known that the blood circulated, for example,
but it was not known why or how.17 Medical theory still consisted largely of efforts to
classify all known diseases—according to their symptoms—in order to discover “the
Disease” which underlay all human ills. In Rush’s time, approximately two thousand
diseases had been classified and Rush was able to announce in a lecture:

I have formerly said there was but one fever in the world. Be not startled,
Gentlemen, follow me and I will say there is one disease in the world. The
proximate cause of disease is irregular convulsive or wrong action in the system

affected. This, Gentlemen, is a concise view of my theory of disease....18

Rush, now considered the most outstanding physician of late-eighteenth-century
America, was a man of boundless theoretical imagination. He once happened to observe
a Negro whose skin had turned white in the course of some disease. Rush nimbly
concluded that all Negroes were suffering from a disease which had turned them black,
and that he had just witnessed a spontaneous “cure”!

Female lay healers did not have a rational theory of disease causation and therapy
either, but then they did not make any claims to “book-larnin’.” What they had was
experience—experience which had been discussed and revised for generations. To all
accounts, a patient would have done better with an illiterate lay healer than with an
expensive regular doctor who could write out prescriptions in Latin. Healers who had
not studied at least knew enough to trust nature:

The existing situation was well stated by E. M’Dowell of Utica, Michigan. “In
1840, under a popular allopath [regular doctor], I was fast sinking under a fever.
On a feather bed, windows and door closed on a hot summer day, pulse and
breath nearly gone, I lay roasting. Friends stood around, ‘looking at me to die.’

“At this critical moment a woman called in to see me. She ordered both doors
and windows thrown open, and with a pail of cold water and towel, she began to
wash me. As the cold water towel went over me, I could feel the fever roll off and
in less than five minutes I lay comfortable, pulse and breath regular, but weak,

and soon got well”.19

The herbal brews the female healer might prescribe were, for the most part, gentle, and



she knew when to draw back and wait out a difficult delivery or an obstinate fever.
Knowing her patients as neighbors, she knew also the disappointments, the anxieties,
and the overwork which could mimic illness or induce it. If she could not always cure,
neither could she do much harm, and very often she was able to soothe. Apparently with
her in mind, a Dr. Douglass observed ruefully in the mid-eighteenth century:

Frequently there ismore Danger from the Physician, than from the
Distemper ... but sometimes notwithstanding the Male Practice, Nature gets the

better of the Doctor, and the Patient recovers.20



Healing as a Commodity

The dangers of the “Male Practice” lay not so much in the gender of its practitioners as
in the economics of their situation. The early American regular doctors were not, in most
cases, men of wealth and status like the British physicians they took as models. Their
survival depended on their ability to convince large numbers of people that healing was
a commodity—and that it was well worth paying for. This required that the act of
healing become, first of all, tangible and discrete—so you could see what it was you
were paying for—and, second of all, quantifiable, so you could be convinced to pay
various amounts of money for various “amounts” of healing.

Herein lies a contradiction that haunts regular medicine to this day: healing is not
something that can easily be bent into such a form. The medical care which we all
recognize without question as a commodity today—something produced by an
“industry,” bargained for by unions, and paid for by “consumers” (often, with the same
credit cards that buy airplane tickets, restaurant meals, and shoes)—is a far cry from the
more ancient and holistic notion of healing. Healing cannot be made discrete and
tangible; it involves too many little kindnesses, encouragements, and stored-up data
about the patients’ fears and strengths (all the things trivialized today as “bedside
manner”). It cannot be quantified: the midwife does not count the number of times she
wiped the parturient woman’s forehead or squeezed her hand. Above all, it cannot be
plucked out—as a thing apart—from the web of human relationships which connect the
healer and those she helps.

So the problem faced by the early regular doctors (which we might call the congenital
defect of commercial medicine) was not merely to convince people that they had
something beneficial to sell, but to convince people that they had some thing at all to
sell. John Morgan discovered this in his campaign to bring the British distinction
between physicians and druggists to colonial America. He tried to persuade his own
clients to pay for his services separately from the drugs he prescribed (it was customary
at the time for one bill to cover both). But the patients balked: drugs were one thing, but
what were his “services”? Why pay for advice, or for visits from a man who should be
concerned about you anyway? Unable to sell himself, Morgan had to be content with
selling drugs.

The late-eighteenth-century regular doctors’ solution to this quandary was a system of
therapeutics which came to be known as “heroic” medicine—in reference to the drastic
measures employed by the doctor (though it might as well have referred to the heroism
required of the patients). The point was to produce the strongest possible effect on the
patient, of any kind, as if the physician were competing with the disease to see which—
the disease or the physician—could produce the most outrageous symptoms. Thus there
could be no question but that the doctor was doing something: something visible,
tangible, and roughly measurable.

Unfortunately for the health of the young republic, the heroic approach contained an
inherent drift toward homicide. Since the point was to prove that the treatment was
more powerful than the disease, it followed that the more dangerous a drug or



procedure, the more powerful a remedy it was presumed by most doctors to be. For
example, blisters (induced by mustard plaster, etc.) were a common treatment for many
diseases. In an 1847 paper a physician observed that extensive blistering frequently had
a disastrous effect on children, sometimes causing convulsions, gangrene, or even death.
He concluded from this that blisters “ought to hold a high rank” in the treatment of
diseases of childhood!2!

The most common regular remedies were bloodletting and purges which consisted of
“cleansing” through vomiting, laxatives, and enemas. Bloodletting, which was still
favored by many physicians well into the twentieth century, was used for every possible
ailment, including accidental injuries, malaria, puerperal fever, discomfort in
pregnancy, and anemia. It was not a matter of a fingerprick. Many physicians in the
early nineteenth century bled until the patient fainted or pulse ceased, whichever came
first. During the great yellow fever epidemic of 1793, Dr. Rush achieved Transylvanian
excesses. According to his biographer:

Toward the end of the epidemic Rush drew from seventy to eighty ounces from a
patient in five days, and in some cases much more. Mr. Gribble, a cedar-cooper
on Front Street, lost 100 ounces in ten bleedings; Mr. George, a carter, was bled
the same quantity in five days; and Mr. Peter Mierken, 114 ounces in five days.22

Historian Rothstein cites the following anecdote:

I remember that a horse kicked me once as Dr. Colby was passing the house. I
was not injured much, yet mother called in the doctor, and he at once proceeded
to bleed me—I presume on general principles. I had seen my mother bled a great
many times. The doctor would always bleed her sitting up in bed, and when she
would faint and fall over in the bed he loosened the bandages. The doctor had me
sitting upon the bed, and when a small quantity of blood escaped, I shut my eyes
and fell over on the bed. I remember he told mother that he never saw any one so
speedily affected by bleeding. This was the only time I was ever bled.23

Laxative purges were usually accomplished by the administration of calomel, a
mercury salt. Like bloodletting, calomel was considered an all-purpose remedy,
something which no conscientious doctor would omit, no matter what the patient’s
problem. It was used in large doses for acute problems like fevers and in small daily
doses for chronic diseases; it was used for diarrhea, for teething pains—anything. It was,
however, poisonous—probably no less poisonous than the arsenic “tonics” then in
vogue. Long term use caused the gums, the teeth, and eventually the tongue and entire
jaw to erode and fall off. According to Rothstein, physicians knew of these side effects,
but they did not let the knowledge inhibit them. During a cholera epidemic in St. Louis,
physicians ran around with the calomel loose in their pockets and simply dosed it out by
the teaspoonful.24

It is impossible to calculate the harm done by late-eighteenth- and early-nineteenth-



century regular doctors. William Cobbett, who witnessed the rise of heroic medicine
under Rush’s leadership, described the new therapeutics as “one of those great
discoveries which are made from time to time for the depopulation of the earth.”25 But
heroic medicine did accomplish something: it gave the regular doctors something to do,
something activist, masculine, and imminently more salable than the herbal teas and
sympathy served up by rural female healers. Some of the regular doctors achieved
considerable wealth and came, like Rush, to hobnob with statesmen and merchants and
gentlemen farmers. The patrician dream—that healing would be restricted to the
regulars and that their ranks, in turn, would be restricted to “gentlemen”—gleamed
bright in the early decades of the new century. Between 1800 and 1820, the organized
forces of regular medicine were able to get seventeen states to pass licensing laws
restricting the practice of medicine. In most cases local and state regular medical
societies were given the power to grant licenses; in ten states the unlicensed practice of
medicine was made punishable by fine or imprisonment.26

It was a premature move on the part of the regular doctors. There was no mass
support for the idea of medical professionalism, much less for the particular set of
healers who claimed it. Furthermore, there was simply no way to enforce the new
licensing laws: the ubiquitous lay healers could not be just legislated out of practice.
Worse still, for the “regulars,” this early grab for medical monopoly inspired a radical
health movement which aimed not only at foreclosing the patrician ideal, but at
reclaiming healing from the marketplace.



The Popular Health Movement

Whether out of respect for the regular doctor’s presumed education or for his sex, many
thousands of ordinary Americans had had some exposure to regular (heroic) medicine by
the early eighteen hundreds. In the thirties, things had gone so far that calomel was said
to have replaced butter on the bread of frontier families.2” Some kind of public reaction
to the hazards—and the pretensions—of regular medicine was inevitable. In the
twentieth century, such a reaction would probably have taken the form of consumer
organizations lobbying, through familiar channels, for stiffer regulation, “quality
control,” etc. But in the early nineteenth century, there were no channels to contain the
reaction. Outrage against regular medicine mounted into a mass movement against
medical professionalism and expertism in all forms—the “Popular Health Movement.”

Small farmers and shopkeepers, independent artisans, and, in all cases, their hard-
working wives provided the constituency for the Popular Health Movement. These were
people who had a tradition of self-reliance and independence that went back to the first
rock-filled farms in Plymouth Colony. It was to secure this tradition that their fathers
and grandfathers had fought in the Revolutionary War. But now, in the early eighteen
hundreds the forces of the Market were grinding free citizens down to a condition of
dependency and in some cases servitude. In the cities, the factory system was sweeping
up skilled artisans and reducing them to the status of mere “wage-slaves.” Meanwhile,
depressions and financial manipulations by the banks were proving to small farmers
and storekeepers that hard work was no longer a sufficient guarantee against ruin.
Everywhere, class divisions were deepening. The urban upper class flaunted the latest
fashions from London—as if there had never been a war of independence. The ideals of
“liberty, equality, and fraternity” were still in the air, but that air was now polluted
with the unfamiliar smells of factory smoke and foreign perfumes.

Out of these changes and upsets came the two movements—the “workingmen’s
movement,” composed of small farmers, artisans, and workers in the early factories, and
the women’s movement—which converged in the Popular Health Movement of the
eighteen thirties. These movements were as American as Davy Crockett or Betsy Ross,
respectively, but each was in its own way profoundly subversive. Without any help from
Karl Marx (who was only about twelve at the time) the workingmen’s movement came
to the conclusion that all their problems stemmed from the capitalist system. Society, in
their analysis, was divided into a working class, which produced all real wealth, and the
“parasitical” upper class which lived off the labor of others. It was this latter class, the
propertied class, which now seemed to control the courts, the legislatures, and other
institutions of society; and this, in the minds of these early American radicals, was a
violation of the principles of the Declaration of Independence, if nothing else. “What
distinguishes the present from every struggle in which the human race has been
engaged” declared workingmen’s (and women’s) leader Fanny Wright, “is that the
present is, evidently and openly and acknowledgedly, a war of class, and that this war
is universal....”28

It was easy to guess which side doctors would be on in the coming class war. The



regular doctors’ claims to educational superiority were particularly irksome to working-
class people. Men who worked fourteen-hour days complained that they had no time left
over for reading or discussion, and no money to finance their children’s educations. The
absence of free public schooling meant that working-class children grew up semiliterate,
unprepared for anything but manual labor, while sons of the propertied class enjoyed
the kind of classical education which led to gentlemanly professions. Members of the
workingmen’s parties sensed the emergence of a European-style aristocracy composed of
the big property owners and the “nonproducing thinkers.” With equal fervor, they
denounced “King-craft, Priest-craft, Lawyer-craft, and Doctor-craft.”

The women’s movement (and by this we mean something broader than the suffrage
movement—suffrage did not become the central issue of feminism until mid-century)
came to the problem of medicine from a different direction. With the rise of the Market,
women began to find themselves in a monosexual world cut off from that of men, and
frequently confined to home and church. Even working women found themselves by and
large segregated into an all-women’s world, like that of the early New England mill
towns. Left to themselves, activist women of the early nineteenth century drew on each
other’s energy and inspiration to organize hundreds of benevolent associations,
charitable institutions, and mutual-support groups. This “feverish congregation of
women in extra-familiar groups,” as historian Mary Ryan describes it, provided a setting
for the later emergence of the suffrage movement and the abolition movement.29

Within the developing female subculture, women inevitably discovered their common
aversion to heroic medicine and began to grope for alternatives. Elizabeth Cady Stanton
tells in her autobiography, for example, how an early encounter with male medicine
reinforced her feminist consciousness. Her four-day-old infant (one of seven children)
was found to have a bent collarbone:

The physician, wishing to get a pressure on the shoulder, braced the bandage
round the wrist, “leave that,” he said, “ten days, and then it will be all right. Soon
after he left I noticed that the child’s hand was blue, showing that the circulation

was impeded.30

Stanton removed the bandage and tried a second doctor, who bandaged the infant in a
slightly different way. Soon after he left, she noticed that the baby’s fingers had turned
purple, so she tore off his bandages and sat down to devise her own method of
bandaging the bent collarbone:

At the end of ten days the two sons of Aesculapius appeared and made the
examination, and said all was right, whereupon I told them how badly their
bandages worked, and what I had done myself. They smiled at each other, and
one said, “Well, after all, a mother’s instinct is better than a man’s reason.”
“Thank you, gentlemen, there was no instinct about it. I did some hard thinking
before I saw how I could get pressure on the shoulder without impeding the
circulation, as you did.”... I trusted neither men nor books absolutely after this,



either in regard to the heavens above or the earth beneath, but continued to use
my “mother’s instinct,” if “reason” is too dignified a term to apply to a woman’s
thoughts....31

From swapping medical horror stories, women’s circles moved on to swapping their
own home remedies and from there to seeking more systematic ways to build their
knowledge and skills. There were “Ladies’ Physiological Societies,” where women
gathered in privacy to learn about female anatomy and functioning—something like the
“know-your-body” courses offered by the women’s movement in the nineteen seventies.
There were popular lecturers, like Mrs. A. Nicholson, who gave presentations of female
hygiene. Masses of women, many of whose husbands were involved in the
workingmen’s parties, were drawn into these nascent feminist health activities at a time
when the demand for female suffrage had scarcely been raised. At this time in history,
according to medical historian Richard Shryock, the health and feminist movements
were “indistinguishable.”32

Feminism, class struggle, and the general social ferment of the twenties and thirties
all came together in one figure, Fanny Wright. Fanny Wright was an outstanding
intellectual leader of the workingmen’s movement; she was also a woman and a
feminist. Her revolutionary vision was shockingly radical: not only must the “parasitic
classes” be overthrown, but the family must be abolished if human beings were to be
liberated. Child raising must be lifted out of the private family and collectivized so that
all children would receive the finest education from infancy on. Sex must be freed from
the inhibiting clutches of economic and familial dependency to make way for free love.
To the establishment newspapers, she was “the Great Red Harlot,” perhaps as much for
her unconcealed affair with socialist Robert Owen as for her political ideas. Yet,
according to historian Arthur Schlesinger, “Her followers adored her. Hard-handed
mechanics and workers crowded the halls when she lectured, and pored over copies of
the Free Enquirer [the newspaper she edited] in flickering light late into the evening.”33
Five years before the Grimke sisters flaunted patriarchal rule by speaking out on
abolition, Fanny Wright was thrilling audiences with the news of imminent cataclysm:

... The priest trembles for his craft, the rich man for his hoard, the politician for
his influence ... From the people—ay! from the people, arise the hum and stir of

awakening intelligence, enquiry and preparation.34

Fanny Wright helped focus the workingmen’s movement on the subject of education
and the control of knowledge. The problem, as she saw it, was not just to make
education more available but to free it of class prejudice. What Americans now had was
“a false system of education, stolen from aristocratic Europe.”35 If the working class was
to achieve its goals, it would need to create a new kind of education, in fact, a new
culture, of its own—one which was not handed down to the people by the “professional
aristocrats.” As an example, Fanny Wright established a people’s “Hall of Science” in the
Bowery district of New York which offered, among many other services, public



instruction in physiology.36

While Fanny Wright was inciting people to think for themselves, and while mutterings
against sex and class injustice were gaining volume in parlors and factories and public
places, a poor New Hampshire farmer was piecing together the healing system which
would become the main basis of the working-class and feminist alternative to regular
medicine. Samuel Thomson had watched his wife suffer and his mother die in the hands
of regular doctors. Outraged by the violent effects of regular medicine, he began to
reconstruct the folk medicine he had learned as a boy from a female lay healer and
midwife named Mrs. Benton:

The whole of her practice was with roots and herbs, applied to the patient, or
given in hot drinks, to produce sweating which always answered the
purpose ... By her attention to the family, and the benefits they received from her
skill, we became very much attached to her; and when she used to go out to
collect roots and herbs, she would take me with her, and learn me their names,

with what they were good for....37

Thomson’s system was little more than a systematization of Mrs. Benton’s combination
of herbs and steam, which in turn was derived from Native American healing lore. But it
was a great success with the people Thomson visited, perhaps because by this time so
many people had had a brush with regular medicine. Thomson could, at this point, have
settled down to become a respected local healer, but his medical philosophy involved
much more than a set of techniques. His goal was to remove healing from the Market
and utterly democratize it; every person should be his or her own healer. To this end he
set out to spread his healing system as widely as possible among the American people.
In 1822 he first published his entire system as the New Guide to Health, which sold a
hundred thousand copies by 1839,38 and in the decades that followed he set up hundreds
of “Friendly Botanical Societies” in which people met to share information and study the
Thomsonian system.

At its height the Thomsonian movement claimed four million adherents out of a total
United States population of seventeen million.39 The movement was strongest among
farmers in the Midwest and South (the governor of Mississippi claimed in 1835 that one
half of the state’s population were Thomsonians)4? and among working-class people in
the cities. Five Thomsonian journals were published, and, at a time when hardly
anybody traveled much beyond the nearest town, the Friendly Botanical Societies
attracted large numbers of members to their annual national conferences. Although
other healing systems arose in the eighteen thirties, such as Sylvester Graham’s system
based on whole-grain cereal, none rivaled Thomsonianism in popularity.
Thomsonianism was, for all practical purposes, the core of the Popular Health
Movement.

Thomsonianism, at least at first, was concerned with much more than health. The
Thomsonian journals included discussions of women'’s rights and attacks on such affronts
to female health as tight-lacing and “heroic” obstetrical practice. Thomson himself



strongly disapproved of male, regular obstetrical practice. The doctors were less
experienced than midwives, he argued (at this time most regular physicians received
their degrees without having witnessed a delivery), and too prone to try to rush things
with the forceps, a practice which often resulted in crushed or deformed babies. Women
were “natural” healers, according to the Thomsonians. John Thomson (Samuel’s son)
wrote:

We cannot deny that women possess superior capacities for the science of
medicine, and although men should reserve for themselves the exclusive right to
mend broken limbs and fractured skulls, and to prescribe in all cares for their

own sex, they should give up to women the office of attending upon women.41

Women were attracted to Thomsonianism in large enough proportions for regular
doctors to be able to claim that the success of the movement was all due to the gullibility
of the female sex. In Thomsonianism women could find a dignified and neighborly
system of care for themselves, plus public validation for their traditional role as healers
for their families and friends.

Thomsonianism identified itself with the workingmen’s movement to the extent that
one historian could write, in a negative vein, that it “... appealed to a class bias and a
class consciousness in a way unacceptable to many Americans.”42 Echoing the
philosophy of the workingmen’s movement, the Thomsonian literature attacked the
nonproducing classes as parasitical and glorified manual labor. The universities which
trained the experts of various sorts only bred snobbery:

They [university students] learn to look upon labor as servile and demeaning,
and seek their living in what they consider the higher classes of society.43

Other healing systems grew in the radical climate of the eighteen thirties which were
equally opposed to the regular practice. Sylvester Graham (ignominiously remembered
today only in the “graham cracker”) founded a movement for “physiological reform”—
the Hygienic movement—which rejected even the botanical remedies of the
Thomsonians as well as drugs of any kind. Graham called for a vegetarian diet with
plenty of raw fruits and vegetables and whole-grain breads and cereals (far-fetched
ideas in his day, when the medical profession often counseled that uncooked produce
was injurious, and white bread was considered a mark of status). The Grahamian
movement was popular and influential. Grahamian restaurants, boardinghouses, and
“health food stores” opened; a Grahamian table was set at utopian Brook Farm and at
Oberlin College.

The Grahamians were as radical as the Thomsonians, equating natural living habits
with liberty and classlessness. A latter-day leader of the Hygienic movement, Dr. Herbert
Shelton, expressed this vision of a world in which people had not surrendered their
autonomy to experts:



Any system that, of itself, creates a privileged class who can by law, or otherwise,
lord it over their fellow men, destroys true freedom and personal autonomy. Any
system that teaches the sick that they can get well only through the exercise of the
skill of someone else, and that they remain alive only through the tender mercies
of the privileged class, has no place in nature’s scheme of things, and the sooner
it is abolished, the better will mankind be.44

Both Thomsonians and Grahamians were incensed by the regulars’ drive to gain a
monopoly over healing; monopoly in medicine, like monopoly in any area of endeavor,
was undemocratic and oppressive to the common people. All of this meshed exactly with
what the workingmen’s movement was saying in general; in fact, early Thomsonianism
was little more than the health wing of a general movement. Working-class activists
rallied to the Thomsonian assault on medical licensing laws. In New York, which had the
most punitive law against irregular medicine, the legislative battle was led by Job
Haskell, of the Workingman’s Party of New York.

It was a disastrous rout for the regular doctors—one which contemporary medical
historians often prefer to forget. In state after state the Popular Health Movement forces
triumphed over the “medical monopolists.” Every state which had had a restrictive
licensing law softened it or repealed it in the eighteen thirties. Some, like Alabama and
Delaware, simply changed their laws to exempt Thomsonian and other popular kinds of
irregular healers from persecution.45 This was an enormous victory for the “people’s
medicine.” At least one of the movement’s principles—antimonopolism—had been
driven home.

But, at the same time, ironically, the life was going out of the Popular Health
Movement. By the late eighteen thirties, the Thomsonian movement was becoming a
cult. A sizable faction within Thomsonianism began to hanker for respectability and
something very much like professionalism—even though this meant reversing the
original tenets of the movement. If Thomsonianism was going to fit with the personal
ambitions of these upwardly mobile healers, it would have to break with the old “do it
yourself” philosophy and ragtag collection of radical causes which had kept company
with the early movement.

Thus Alva Curtis, a Thomsonian healer in Virginia, publicly denounced some fellow
Thomsonians who were implicated in a slave insurrection in Mississippi in 1835:

We greatly fear a number of botanic practitioners of Mississippi, have been led by
blind fatuity to embark with other misguided citizens in a scheme of folly and
madness, that has not only called down the vengeance of an exasperated
community upon their head, but will justly cover their names and memories with
execrations and infamy.46

Next, the would-be professionals within the movement maneuvered to take
Thomsonianism out of the hands of the masses and concentrate it in a few approved
healers. John Thomson (Samuel’s son) founded the New York Thomsonian Medical



Society in 1835 on the basis of two grades of membership: one for lay people and one
for society-licensed practitioners. Alva Curtis went further, splitting from the 1838
annual Thomsonian convention to set up the Independent Thomsonian Botanic Society
for professionally minded Thomsonian practitioners. When Curtis founded the first
Thomsonian medical school (the Literary and Botanico-Medical Institute of Ohio), old
Samuel Thomson sputtered:

We had heard a great deal about Dr. Curtis and his school ... but we never
dreamed that it was his intention to make the healing art an odious monopoly

and imitate the regular medical profession by conferring a sheepskin diploma.47

Thomson protested vigorously that his discoveries were being “taken from the people
generally, and like all other crafts monopolized by a few learned individuals.” But the
trend was irresistible. Post-Thomsonian botanical medical colleges were mushrooming
into existence; groups which had campaigned against all licensing laws were now
demanding accreditation for their own schools.

The Popular Health Movement had always ridden along on a much deeper current of
social unrest. Now that current had slowed, or turned off in new directions. Feminism,
as it grew into a more articulate and organized force, was turning away from health and
“body issues” and concentrating on the struggle for women’s rights in the public world
controlled by men. By the mid-thirties the workingmen’s movement no longer existed as
a distinct thrust in American politics. Its radical analysis trailed off in the end, toward
Andrew Jackson’s Democratic Party rather than toward socialist revolution.” Without
being pushed from below by a mass constituency, the Thomsonians easily succumbed to
the very forces they had set out to challenge. Where once they had denounced the
transformation of healing into a commodity, now they sought to package their own
alternative into a new commodity. Where once they had denounced medical elitism,
they now aimed for a patrician exclusiveness of their own.

The Hygienic movement also suffered eclipse. Its very principles were incompatible
with commercial success. Dr. Russell Trall, once a regular doctor who had crossed over

to druglessness and then had systematized the Grahamian principles into a distinct
school, had said:

We cannot practice our system without educating the people in its principles. No
sooner do they comprehend them, than they find themselves capable of managing
themselves, except in rare, and extraordinary cases, without our assistance. Not
only this, but our patrons learn from our teachings, examples, and prescriptions,
how to live so as to avoid, to a great extent, sickness of any kind. When you
become physicians, you will be continually teaching the people how to do without
you.48

The business and professional ethics of the Hygienic movement, then, had once
amounted to a plea for no business and no profession. Some Hygienists did open schools



which offered the degree “Doctor of Medicine,” and began to describe themselves as
“physicians” and practitioners of “hygienic medication.” But these feeble attempts to
imitate the medical profession were short-lived and later lamented even within the
movement as a “very unfortunate mistake.”

In the meantime, regular medicine “adopted enough Hygiene to save itself.”49 The
Hygienic movement credits itself with these accomplishments, incorporated into regular
medicine:

People learned to bathe, to eat more fruits and vegetables, to ventilate their
homes, to get daily exercise, to avail themselves of the benefits of sunshine, to
cast off their fears of night air, damp air, cold air and draughts, to eat less flesh
and to adopt better modes of food preparation.

It has been forgotten who promulgated these reforms; the record has been lost
of the tremendous opposition to these reforms that the medical profession raised;
it is believed that the medical profession was responsible for the decline of disease
and death, the decline of the infant death rate, the inauguration of sanitation,
and the increased lifespan.50



Lady Doctors Join the Competition

The assaults of the Popular Health Movement left the regular doctors—who were still
aspiring to become the medical profession—as debilitated as if they had been forced to
undergo their own heroic treatments. But the worst was yet to come. Between the
eighteen forties and seventies, the banner of professionalism, already tattered by
populist attacks, fell into the mud of crude commercial competition. The regulars’ drive
for a medical monopoly became a defensive holding operation.

First there was the problem of “irregular” competition. Where there had once been a
health movement, there was now a bevy of organized medical sects—eclectics,
botanicists, homeopaths, hydropaths—each with its own schools, journals, and claims to
scientific superiority. Trained botanical healers and eclectics (so-named because they
aimed to combine the best of both regular and Thomsonian-type approaches) inherited
the loyalty Thomsonianism had won earlier among small farmers and the urban
working class. A far worse threat to the regulars was homeopathy: first, because it was
popular among upper-class consumers. And in those days before Medicaid and Medicare
when gentlemanly physicians still liked to think of their fees coyly as “honoraria” paid
out of sheer gratitude, it was the upper-class consumer who counted in the struggle for
occupational survival. The second challenging feature of homeopathy was that it did not
hurt people. (The botanical healing practices of the Popular Health Movement had been
harmless too, but they were unacceptable to upper-class consumers because of their
radical associations.)

Homeopathic therapy was, in a sense, heroic therapy inverted. While the regular
physician recklessly escalated doses and mixed medications in order to produce a
maximal affront to human physiology, the homeopath’s maxim was—the less the better.
The homeopathic physician began by diluting the basic medicine (usually a plant extract
of some kind) to 1/100 of its original strength; the second dilution brought it to
1/10,000 of its original strength; the third to 1/1,000,000 of its original strength.
According to Hahnemann, the founder of homeopathy, one should then proceed to the
thirtieth dilution.51 A drop of this could then be administered to the patient in a sugar
cube. As any chemistry student could tell you, the chances of such a drop containing
even a single molecule of the original medicine would be infinitesimal. But the
homeopaths claimed to have discovered a new physical principle: that substances gained
in curative power as they were diluted.

They had, in fact, discovered something extremely valuable: they had found a way to
make a commodity out of doing nothing at all. The regular doctor feverishly dosed,
probed, and (increasingly as the century went on) cut his patient. This produced a
commendable and altogether marketable display of effort—but only at the risk of mortal
injury to the patient. An honest and intelligent doctor might have admitted his
helplessness in most cases and refrained from doing anything, but this would hardly
have merited a fee. Thus the homeopathic compromise: to expend a great deal of effort
and time without doing a bit of harm. To the patient who had known the bitterness of
calomel, there must have been balm indeed in the homeopath’s moistened sugar cube.



Then, quite aside from the competing sects, there was a mounting problem of
competition within the ranks of the regular doctors themselves. To open a medical
school, a group of doctors had to do little more than rent a building, collect a skeleton, a
preserved fetus, and perhaps a few other visual aids, and then advertise to the public.
Students paid the professors by the course, and were virtually guaranteed a degree in
two years or so, so long as they kept up their payments. Thanks in large part to these
medical degree mills, the number of regular doctors in the United States increased from
a few thousand in 1800 to over 40,000 by mid-century.52 And, of course, the stiffer the
competition for paying patients, the more doctors were tempted into the business of
occupational reproduction—medical teaching—to supplement their incomes. So the
cycle went: poverty and “overpopulation,” as the doctors saw it, going hand in hand as
the profession marched toward ruin.

In the second half of the nineteenth century, occupational prestige sank so low that
the days when Benjamin Rush could confer with statesmen and take tea with countesses
began to look like a lost paradise of professionalism. The regular doctors banded
together in 1847 to form their first national organization, pretentiously entitled the
American Medical Association, and one of the AMA’s first tasks was to survey the
competition—the 40,000 regulars plus a “long list of irregular practitioners who swarm
like locusts in every part of the country.” The report concluded, “No wonder the
profession of medicine has measurably ceased to occupy the elevated position which
once it did; no wonder that the merest pittance in the way of remuneration is scantily
doled out even to the most industrious of our ranks.”53

The regular doctors were caught in a contradiction of their own making. Medicine had
once been embedded in a network of community and family relationships. Now, it had
been uprooted, transformed into a commodity which potentially anyone could claim as
merchandise, a calling which anyone could profess to follow. So long as medical
education was cheap, and medical fees were not too cheap, there was no limit to the
numbers of regular doctors. Thus the patrician ideal of the gentleman doctor could never
be realized. And of course, the deeper the doctors sank into commercialism, and the
more they spawned in this fertile muck—producing new doctors simply for profit—the
less likely they were to achieve the status and authority of their collective dreams. Ahead
lay nothing but humiliation. Dr. C. H. Reed of Toledo wrote poignantly in the Journal of
the American Medical Association about “a doctor who was found crying because he was
hungry.”54

A great deal—it is impossible to say exactly how much—of the competition which was
reducing male regular doctors to tears was coming from women. By mid-century there
were not only female lay healers to contend with, there was a new breed of middle-class
women who aspired to enter the Market as regular, professional physicians. Like the
women who had become involved in the Popular Health Movement earlier, they were
motivated by a spirit of reform: they were opposed to the excesses of heroic medicine
and—equally important—they were outraged at the implicit indecency of the male
doctor—female patient relationship. The extreme division between “men’s sphere” and



“women’s sphere” had put the male doctor in a decidedly awkward position. How could
a woman, especially a lady, expose her most private parts to his peerings and pokings?
Doctors were fond of citing female patients who died in quiet agony rather than submit
to male medical care. “If I could have been treated by a lady doctor my worst sufferings
would have been spared me,”55 a friend confided to the young Dr. Elizabeth Blackwell.

By mid-century the private horrors of mixed-sex medical encounters had become a
public issue. Samuel Gregory, an “irregular” physician argued in 1850 that male
obstetricians, by their very presence, created enough anxiety in their patients to
lengthen the process of labor.56 Gregory’s book Man-midwifery Exposed and Corrected; or
the Employment of Men to attend women in childbirth, shown to be a modern innovation,
unnecessary, unnatural and injurious to the physical welfare of the community, and pernicious
in its influence on Professional and Public Morality was a great success, and in 1852 “a few
ladies of Philadelphia” organized around their belief that “the BIBLE recognizes and
approves only women in the sacred office of midwife.”57 And Catherine Beecher raised
the charge of seduction and sexual abuse, taking place in the practices of the most
apparently benevolent, honorable, and pious doctors:

... A terrific feature of these developments has been the entire helplessness of my
sex, amidst present customs and feelings, as to any redress for such wrongs, and
the reckless and conscious impunity felt by the wrong-doers on this account. What
can a refined, delicate, sensitive woman do when thus insulted? The dreadful fear
of publicity shuts her lips and restrains every friend.... When such as these have
been thus assailed, who can hope to be safe? 58

The popular magazine Godey’s Lady’s Book waged an all-out campaign for female
physicians:

Talk about this being the appropriate sphere of man, and his alone! With tenfold
more plausibility and reason might we say, it is the appropriate sphere of
woman, and hers alone.

Female physicians will produce an era in the history of women ... We would, in
all deference, suggest that, first of all, there will be candor in the patient to the
female physician, which could not be expected when a sense of native delicacy
and modesty existed to the extent of preferring to suffer rather than divulge the
symptoms.>9

Given the tensions and moral compromise associated with male medical care, the mid-
nineteenth-century movement of women into medical training took on the aspects of a
crusade—for female health, for morality, for decency.

It was this sense of being involved in a moral crusade which accounts for the
determination of our early female doctors. For example, Elizabeth Blackwell applied to
over sixteen schools before she found one which would accept her, but, as she said, “The
idea of winning a doctor’s degree gradually assumed the aspect of a great moral



struggle, and the moral fight possessed attraction for me.”®0 In the same year that
Blackwell gained admission, Harriet Hunt was admitted to Harvard Medical College—
only to have the decision reversed because the students threatened to riot if she came.
(Harvard had admitted three black male students the year before and that, according to
the white male majority, was enough!) Undaunted, Hunt went to seek a medical
education at an “irregular” school.* Through the efforts of women like Blackwell, Hunt,
Marie Zakrzewska, Lucy Sewall, Sarah Adamson, Ann Preston, Helen Morton, and Mary
Putnam Jacobi—to mention only a few—there were, by 1900, approximately five
thousand trained women doctors in the land,62 fifteen hundred female medical
students,63 and seven medical schools exclusively for women.

Male doctors recognized that women in the profession posed a threat which was far
out of proportion to their numbers. The woman patient who considered herself socially
superior to female lay healers, yet was repelled by male medicine, would naturally
welcome a woman professional. Faced with this threat to their practice, the male doctors
responded with every argument they could think of: How could a lady who was too
refined for male medical care travel at night to a medical emergency? Operate when
indisposed (e.g., menstruating)? If women were too modest for mixed-sex medical care,
how could they expect to survive the realities of medical training—the vulgar
revelations of anatomy class, the shocking truths about human reproduction, and so
on?8 (Elizabeth Blackwell admitted that she first found the idea of medical training
“disgusting.”)64

The incongruity of a lady practicing medicine was a frequent inspiration to
cartoonists. One in the English magazine Punch in 1872 shows a fashionable and
feminine “Dr. Evangeline” looking up at the tall and manly “Mr. Sawyer” (British
surgeons are not addressed as “doctor”):

Doctor Evangeline: “By the bye, Mr. Sawyer, are you engaged tomorrow
afternoon? I have rather a ticklish operation to perform—an amputation, you
know.”

Mr. Sawyer: “I shall be very happy to do it for you.”

Doctor Evangeline: “O, no, not that! But will you kindly come and administer
the chloroform for me?”65

(The full humor is of course lost in an age which has forgotten about smelling salts,
seventeen-inch waists, and graceful swoons.)

Dr. Augustus Gardner, a leading American gynecologist, summarized the paternalistic
view of women'’s unfitness for medicine in 1872:

More especially is medicine disgusting to women, accustomed to softnesses and
the downy side of life. They are sedulously screened from the observation of the
horrors and disgusts of life. Fightings, and tumults, the blood and mire, bad smells
and bad words, and foul men and more intolerable women she but rarely



encounters, and then, as a part of the privileges of womanhood, is permitted, and
till now, compelled, to avoid them by a not, to her, disgraceful flight.66

There were contradictions in this nineteenth-century romanticist argument against
women in medicine. Even the most sheltered Victorian lady—never mind the working-
class mother struggling to raise her family in a one- or two-room tenement apartment—
knew something of “blood and mire.” A woman necessarily encounters blood more often
than a man, not counting surgeons and soldiers. Mothers know much more about mire
and bad smells, even if they are cushioned by servants, than businessmen and
professors. The argument against women in medicine seemed to say that even the
sphere which women were expected to inhabit was too rough for them—as if
menstruation, childbirth, defecation, etc., were too undignified for a lady to experience.
Male doctors would have to take over the female body for women’s own protection. The
vagina, which had for too long sullied “woman’s sphere,” would have to be removed to
the province of medical professionalism.

Not too far under these arguments against women in medicine lay a nasty streak of
misogyny. If women were inherently too delicate to desire medical training and
certainly too modest to survive it, then it followed that any female who did succeed at
medicine must be not a lady at all, but some kind of a freak. In his 1871 presidential
address to the AMA, Dr. Alfred Stillé made this observation on the subject of women in
medicine:

Certain women seek to rival men in manly sports ... and the strong-minded ape
them in all things, even in dress. In doing so, they may command a sort of
admiration such as all monstrous productions inspire, especially when they tend

towards a higher type than their own.67

He left it unclear which was more repulsive: the “strong-minded,” though “monstrous”
female medical aspirant, or her sisters who were content with their genetically inferior
condition. An editor of the Buffalo Medical Journal took a less ambiguous stand:

If I were to plan with malicious hate the greatest curse I could conceive for
women, if [ would estrange them from the protection of men, and make them as
far as possible loathsome and disgusting to man, I would favor the so-called

reform which proposed to make doctors of them.68

The regular doctors did not rely on persuasion alone to discourage women from
medical education. The would-be woman doctor faced some very solid road blocks at
every step of her career. First it was difficult to gain admission to a “regular” school (the
“irregular” sects, descended from the Popular Health Movement, maintained their
feminist sympathies and openness to female students). Once inside, female students
faced harassment from the male students ranging from “insolent and offensive

language” to “missiles of paper, tinfoil [and] tobacco quids.”6® There were professors



who wouldn’t discuss anatomy with a lady present and textbooks such as the 1848
obstetrics text which declared, “She [woman] has a head almost too small for intellect
but just big enough for love.”70

Having completed her academic work the would-be woman doctor often found the
next steps blocked. Hospitals were usually closed to women doctors, and even if they
weren’t, the internships were not open to women. When she did finally make it into
practice, she found her brother regulars unwilling to refer patients to her and absolutely
opposed to her membership in their medical societies. It was not until 1915 that the
AMA itself admitted female physicians.

If the male regulars seem to have been overreacting, recall the historical
circumstances. In the United States, middle-class women began to knock on the doors of
the medical schools at a time when the profession, such as it was, was suffering from
what its members saw as extreme overcrowding.|l The male doctors were afraid of the
competition, and given the popular mistrust of them, not without reason. Irregular
physician Augusta Fairchild, M.D., boasted in the Water Cure Journal, October 1861:

Comets were once looked upon as omens of war. Female doctors may be viewed
in very much the same light, for wherever they have made their appearance, a
general uprising of the people to welcome them, and the most vigorous attempt
of the regular masculine dignitaries of the ‘profession’ to quell the ‘insurrection’
have been the result.”!

The movement of women into medical training had a whole train of unpleasant
associations for the regular male physicians. Feminism, “irregular” medicine, and the
populist assault on medical professionalism had all been indissolubly linked together in
the decade of the Popular Health Movement. Throughout the century, botanic and
eclectic schools continued to welcome women, so for that reason alone the feminine
cause was always tainted with “irregularity,” or the “irregular” cause tainted with
feminism, whichever way you cared to look at it.2 Irregulars such as Mary Gove Nichols,
Harriet Austin, M.D., Susannah W. Dodds, M.D., and others completed the association by
their activity in such reform movements as temperance, sex education of the young, and,
especially, dress reform. Drs. Austin and Dodds wore pants, and Mary Gove Nichols
wore bloomers, about which experience she reminisced in 1853:

I acknowledge that I have been mobbed on account of my dress. Fourteen years
ago several persons determined to tar and feather me if I dared to lecture in a
certain small city.... Years have greatly mended the manner of the mobs, but

more than one scamp has felt the weight of my husband’s cane in this city.”2

Finally, the feminist/moralist argument against male doctors for female patients had
exposed the doctors’ most vulnerable spot. There was simply no public confidence that
doctors were “gentlemen.” A doctor complained in the Journal of the American Medical
Association that:



the truth is patent that very many of its members are persons of inferior ability,
questionable character and coarse and common fiber.

And in his presidential address to the American Medical Association in 1903, Dr.
Billings stated his concern that commercial night schools were enabling “the clerk, the
street-car conductor, the janitor and others employed during the day to earn a degree.””3
The patrician dream had been dashed against the commercial reality. Yet at the very
same time, Victorian sexual anxieties made it all the more urgent that a synthesis be
found. If it was almost prohibitively difficult for a lady to be examined by a gentlemanly
doctor, how could she possibly put herself in the care of an ex-janitor or street-car
conductor? The very words—“lady” and “gentleman”—have moral as well as class
connotations, suggesting an ability to rise above sex in a way that could not be expected
of the “lower” classes. If regular medicine drew too heavily from the “lower” types, it
not only would lose status, it would lose business. Achievement of the patrician ideal
was becoming, in the late nineteenth century, a commercial necessity.

The AMA Code of Ethics, adopted in 1847, had enjoined doctors “to unite tenderness
with firmness, and condescension with authority, [so] as to inspire the minds of their
patients with gratitude, respect and confidence.”’4 (Emphasis in original.) But this
would require more than a skillful bedside manner. The longed-for authority would have
to come from somewhere. Keeping women out was a step in the right direction (in a
male-dominated society, women are inherently less authoritative than men). But, by the
late nineteenth century, patriarchal tradition was no longer in and of itself a firm
enough basis for professional power. The average regular doctor (and there were more
and more average doctors as the century wore on) may have been male, white, and
Anglo-Saxon, but he was no more imposing a public figure than a druggist or real estate
agent. If medicine was to become an authority in the lives of women, it would finally
have to find a way to “soar above the sordid views of vulgar minds”—to float above
cheap commercialism and sex itself.

“ There were witch hunts in colonial New England, and the reader may be wondering
whether they involved the persecution of female healers. As far as we know, the answer
is no. The Salem witch trials, which occurred well after the peak of witch hunting in
Europe, seem to have reflected commercial and status rivalries among the townspeople.
It is interesting, though, that witchcraft entered Governor Winthrop’s charges against
Anne Hutchinson, and her assistance at the birth of a deformed baby was cited as proof
of God’s displeasure with her heresies.

T Labor historian Philip Foner explains this outcome in terms of the limited class the
workingmen’s movement represented: they were the “old” working class who had been
free artisans and journeymen, as opposed to the new industrial proletariat drawn from
southern and eastern Europe. Compared to these people, the adherents of the
workingmen’s movement were an elite themselves. In the decades to come, the sons of



artisans would increasingly have a chance to get an education of some sort, and some
would even find their way, ironically, into the expanding ranks of the regular medical
profession.

¥ An extreme example, from Cuba, of female determination to practice medicine in the
nineteenth century: Henrietta Faber practiced medicine in Havana for years—disguised
as a man. In 1820 she made the mistake of “coming out”—to marry a man—and was
sentenced at once to ten years imprisonment for having practiced medicine.6!

§ This perception of the incompatibility of women and medicine survived among
American gynecologists until late in the twentieth century. One who was interviewed in
the January 1977 Ms. magazine explained, “You have to be kind of crazy to go into the
field, because it’s a difficult, physically demanding residency. I had to be extremely
obsessive-compulsive to get through it. This kind of behavior doesn’t look good on a
woman. And I’m so attuned to ob/gyn as a male specialty that I find it hard to accept
women in it. I just don’t see them as very feminine. I only know a couple of them who
are feminine and good doctors too.”

I By contrast, medical historian Shryock argues, women began entering medical training
in Russia at a time of physician shortage so that in the Soviet Union in the 1970s over 70
percent of physicians were female.

a Similarly, in the mid-twentieth century, the anti-Semitism of most regular medical
schools forced many Jewish students into schools of osteopathy.



THREE
Science and the Ascent of the Experts

By the late nineteenth century, the solution was near at hand. According to Sir William

Osler, America’s only titled physician, “the spirit of science was brooding on the
waters.”1 Science was the transcendent force to which the doctors looked to lift medicine
out of the mire of commercialism and gird it against its foes.

It was not only doctors who were eyeing science with professional self-interest.
Science was well on its way to becoming a sacred national value, and any group which
hoped to establish itself as the “experts” in a certain area would have to prove that they
were rigorously scientific. Social work, before the eighteen eighties, had been a
voluntary activity, left largely to the charitable impulses of upper-class women. As
career-oriented, middle-class women began to enter the field, insisting that social work
be regarded as a profession, more and more talk of “science” crept into the social work
literature. The sentimental Lady Bountiful approach would have to make way for
“scientific charity” based on systematic investigation in each case and carefully
calculated professional intervention. Even law, in its anxiety about professional
overpopulation and public distrust, began to search for a “scientific” basis. In all areas,
making something “scientific” became synonymous with reform. Between roughly 1880
and 1920 progressive Americans campaigned not only for scientific medicine, but for
scientific management, scientific public administration, scientific housekeeping,
scientific child raising, scientific social work. The United States was, according to The
Atlantic Monthly, a “nation of science.”

The zeal to “reform” old professions and carve out new ones was coming from a
specific group of people—a “new middle class,” according to some historians.2 These
were the sons and daughters of the old-time gentry (small- to medium-size-business men,
successful professionals, and the like) which had been on top of the social hierarchy in
the early republic. But since the Civil War, rapid industrialization and the ferocious
growth of monopolies had created a new polarization of American society: the “robber
barons” were mowing down hundreds of small- and medium-size-business men as they
built up their monopolies and cartels. Immigration was swelling the ranks of the poor.
The sons of the old gentry found themselves thrust into a hostile world, often with little
more collateral than their college degrees and “good breeding.” Education and
background made them feel superior, but hardly secure. Above, they saw a “plutocracy”
gorging itself on the wealth drained from small-business men; below, an untamed,
menacing proletariat:



Two enemies, unknown before, have risen like spirits of darkness on our social
and political horizon—an ignorant proletariat and a half-taught plutocracy.3

The trouble with these two classes from the point of view of the new middle class was
not only that they were boorish, but that they were engaged in a war which seemed
likely to destroy the entire social order. During the eighteen seventies and eighties,
strikes, riots, and armed insurrections filled the newspapers and the nightmares of the
middle class. Anyone could see, they argued, that there was an urgent need for scientific
experts and administrators to:

... disinterestedly and intelligently mediate between [the] contending interests.
When the word “capitalist classes” and “the proletariate” [sic] can be used and
understood in America, it is surely time to develop such men, with the ideal of
service to the State, who may help to break the force of these collisions.4

“Experts” could solve society’s problems because they were, as scientific men, by
definition totally objective and above special interests of any kind. In the process, the
problems of the new middle class itself could be solved too. Specialized “expert”
occupations, accessible only after lengthy training, would provide them a secure
occupational niche and a share of power far out of proportion to their numbers. Far-
seeing spokesmen of their class even prophesied a future society in which—not the “half-
taught plutocracy,” not the “ignorant proletariat”—but the experts themselves would
rule. This, it was felt, would be the utopian summit of human civilization, since the
experts would of course manage things scientifically, i.e., for the good of all.” As a
leading engineer explained it, “the golden rule will be put into practice through the slide
rule of the engineer.”6

To this new middle class, science was not just a method or a discipline, but a kind of
religion. Asking what “creed” best suited Americans, social commentator Thaddeus
Wakeman wrote in 1890:

The answer is, that which he knows to be true,—and that, in one word is Science.
The majority of the American people are already practically secularists—people of
this world.... Our people are unconsciously welcoming the incoming sway of
Science and Man; and this is proved by their absence from the Churches.”



The Moral Salvation of Medicine

If the transformation of regular medicine into “scientific medicine” were retold as a
story of religious conversion, Sinclair Lewis’s Arrowsmith would be its Pilgrim’s Progress.
Lewis’s novel was based on the real-life experiences of a young medical researcher, and
it captures in fiction the moral fervor of the scientific reformers as no historical study
has done. At the University of Winnemac medical school, young Martin Arrowsmith
encounters the extremes of scientific purity and medical commercialism, personified in
his professors. There is, at one extreme, Dr. Roscoe Geake, newly resigned from the
chair of otolaryngology to the vice-presidency of the New Idea Medical Instrument and
Furniture Company of Jersey City, who exhorts the medical students to “put pep in their
salesmanship”:

... Have your potted palms and handsome pictures—to the practical physician
they are as necessary a part of his working equipment as a sterilizer or a
Baumanometer. But so far as possible have everything in sanitary-looking white
—and think of the color-schemes you can evolve, or the good wife for you, if she
be blessed with artistic tastes! Rich golden or red cushions, in a Morris chair
enameled the purest white! A floorcovering of white enamel, with just a border of
delicate roses! Recent and unspotted numbers of expensive magazines, with art
covers, lying on a white table! Gentlemen, there is the idea of imaginative
salesmanship which I wish to leave with you....8

And there is at the other extreme Dr. Max Gottlieb—“the mystery of the University”
because he is a Jew, a foreigner, and a scientist obsessed by his work:

He was unconscious of the world. He looked at Martin and through him; he
moved away, muttering to himself, his shoulders stooped, his long hands clasped
behind him. He was lost in the shadows, himself a shadow.

He had worn the threadbare top-coat of a poor professor, yet Martin
remembered him as wrapped in a black velvet cape with a silver star arrogant on
his breast.®

Martin and his friend Clif swear drunkenly to follow the lonely path of science:

13

. I'm jus’ sick o’ ¢'mmercialism an’ bunk as you are,” confides Clif.

“Sure. You bet,” Martin agreed with alcoholic fondness. “You're jus’ like me.
... Ideal of research! Never bein’ content with what seems true! Alone, not carin’ a
damn, square-toed as a captain on the bridge, working all night, getting to the
bottom of things!”10

But the path is more arduous than the young men can see. Distractions beckon from all
sides—quick money, worldly power, venal women, even the quagmire of sentimental



humanitarianism. Arrowsmith is only human, he falls again and again. But each time he
realizes he has lost his soul (his work) and picks himself up once again to pursue the
austere ideal of science. In the end he must set aside all worldly things—wealth,
position, a rich and gorgeous wife—and retire to a laboratory built in the remote
wilderness.

Biological science had not always had the mystic and holy power with which it pulled
at Martin Arrowsmith. In the eighteen seventies and eighties, when the ideas of the new
biology began to circulate in the American middle class, they were greeted with a
suspicion which often bordered on moral revulsion. Darwin’s theory of evolution—the
most brilliant synthetic breakthrough of nineteenth- and perhaps twentieth-century
biological science—“shattered the Christian cosmos.” It was not only that the theory
violated the letter of the Old Testament; Darwinism went further and asserted that the
world of living creatures could have gotten the way it is without the intervention of
God, in fact, without conscious effort on anybody’s part. What was left, in the view of
leading American Christians, was a godless universe, a moral desert—

Life without meaning; death without meaning; the universe without meaning. A
race tortured to no purpose, and with no hope but annihilation. The dead only
blessed; the living standing like beasts at bay, and shrieking half in defiance and

half in fright.11

The spiritual implications of the new biological truth were, as one minister put it,
“brutalizing.”

In a lesser way, biology’s second great contribution to popular culture—the Germ
Theory of Disease—further undercut the religious foundations of morality. Traditional
religion saw individual disease as the price of moral failings, epidemics as acts of a
vengeful God. In the mid-nineteenth century, Albert Barnes, a leading Presbyterian
minister, declared cholera to be a punishment for the “vanities of natural science,”
especially Darwinism. But, through the lenses of the new high power microscopes
available in the mid-eighteen hundreds, disease began to look like a natural event that
depended less on God than on the growth rates of what appeared to be fairly amoral
species of microbes. If diseases were dispensed in some sort of microbial lottery, rather
than by moral plan, then indeed this was a “race tortured to no purpose.”

In order to become a moral force in society, biological science had had to undergo a
kind of moral transformation itself. For example, Darwin’s popularizers managed to
identify “evolution” with “progress,” as if natural history were a long uphill moral
pilgrimage. This stratagem excused some of the more savage aspects of natural selection
and—even more important—it left room for a divine Plan. The laws which science was
uncovering would turn out to be the expression of the will of God—revelations of the
divine Plan. Thus science could provide moral guidelines for living: for example, that
one had an “evolutionary duty” to “advance the race” through proper selection of a
mate, good health habits, etc. By the eighteen eighties it is difficult to find a popular
tract or article on any subject—education, suffrage, immigration, foreign relations—



which is not embellished with Darwinian metaphors. Charlotte Perkins Gilman’s classic
Women and Economics, the theoretical breakthrough for a whole generation of feminists,
appealed not to right or morality but to evolutionary theory. Women’s confinement to
domestic activities had made them more “primitive” and undeveloped than men. If
women were not emancipated, the whole race would be dragged down, she argued (with
the naive racism which was typical of her time):

In keeping her on this primitive basis of economic life, we have kept half
humanity tied to the starting-post, while the other half ran. We have trained and
bred one kind of qualities into one-half the species, and another kind into the
other half. And then we wonder at the contradictions of human nature!... We
have bred a race of psychic hybrids, and the moral qualities of hybrids are well

known.12

Germ Theory went through a similar moral transformation. If it was germs and not
sin that were the immediate cause of disease, then sin could be still retained as an
ultimate cause. Germ Theory was transformed into a doctrine of individual guilt not at
all out of tune with old-fashioned Protestantism. Anyone who transgressed “the laws of
hygiene” deserved to get sick, and anyone who got sick had probably broken those laws.
The English physician Elizabeth Chesser, in her book Perfect Health for Women and
Children, warned that “the time has nearly arrived when we shall not be permitted to be
unhealthy.”13

If, to the middle-class public, science was a source of moral precepts, a kind of
secularized religion, then the scientist was its prophet. In him, progressive-minded
Americans found a culture hero for the new century. General Francis A. Walker, the
president of MIT, announced in 1893 that America’s scientists outdistanced all other
occupational groups in their “sincerity, simplicity, fidelity, and generosity of character,
in nobility of aims and earnestness of effort.”14

The experimental scientist was a fitting moral paragon for the modern age. He was an
intellectual of sorts; that is, he did “brain work,” but he had none of the effete
otherworldliness which Americans found so distasteful in philosophy professors, poets,
and other impractical types. In fact, the lab man was as ruthlessly hardheaded,
materialistic, and pragmatic as any capitalist entrepreneur—“a real man.” Yet, at the
same time, he was an altruist whose unselfishness reached superhuman heights:
Metchnikoff drank cholera vibrios by the tumblerful to test their effects; later “microbe
hunters” cheerfully exposed themselves to the carriers of yellow fever, malaria,
tuberculosis.

With his selflessness, his obsessive drive, his apparent scorn for material reward, the
scientist assumed some of the qualities of the Christian Redeemer: taking on his
shoulders (bent from too many hours over the microscope) the sins—and diseases—of
the multitude. “Within these walls,” says the inscription on New York’s Sloan-Kettering
Institute for cancer research, “a few labor unceasingly that many may live.” And it was
to the altar of biological science that America’s first billionaires, Rockefeller and



Carnegie, went to expiate their guilt through philanthropy—as if in the ascetic
atmosphere of the biological laboratory the wages of sinful accumulation could be
turned into life.

What happened to elevate biological science and science in general from the status of
a godless rebel to such a state of grace? “Good works” were part of the answer. The
“miracles” of modern science outdid anything that the nineteenth-century Christian God
deigned to effect. Sir William Osler pictured science pouring from a cornucopia, down
onto man’s head, “blessings which cannot be enumerated....” After the late nineteenth
century, an evangelist would be as foolish to denounce science as the devil’s work as he
would be to forego microphones, electric lights, and all vehicles based on the principle
of internal combustion. But science did not triumph through works alone. In fact, it
sometimes went the other way: the prestige of science was so great that science took
credit, in the public mind, for innovations from other sources. An instrument maker, not
a scientist, invented the steam engine; two bicycle mechanics designed the first airplane;
a rising standard of living, not vaccines and antitoxins, eventually brought down the
rate of infant mortality. So the “scientism”—science worship—of the nineteenth and
twentieth centuries was not just a matter of pragmatic appreciation. Science was able to
become a neo-religion because of its special qualities as an ideology. It was tough and
yet transcendent—hardheaded and masculine, yet at the same time able to “soar above”
commercial reality.

No one could question the masculinity, the aggressiveness, of the new experimental
biology. Earlier generations of biologists had been content to observe nature—to catalog
it, describe it, label its parts. The new scientist pursued nature, trapped it in his
laboratory, encircled it with experimental conditions representing different possible
truths, and tightened the circle until the answers came out. Oliver Wendell Holmes, Sr.,
a regular doctor and early champion of scientific medicine, described his attitude toward
scientific investigation in the language of undisguised sexual sadism. “I liked to follow
the workings of another mind through these minute, teasing investigations,” he confided
to his friend and fellow physician S. Weir Mitchell, “to see a relentless observer get hold
of Nature and squeeze her until the sweat broke out all over her and Sphincters
loosened....”15

But the aggressiveness of science—true science—is very different from the commercial
aggressiveness of the Market. The only value known to the marketplace is self-interest;
and if the Market encourages the qualities of rationalism and quantitative thinking, it
does so only to put them at the service of profit. Science, on the other hand, is the
embodiment of disinterestedness (or perhaps we could say, the disembodiment of the
self-interestedness of the Market). It is rational and calculative, but only in the interests
o f truth. Ideally, neither whimsy nor wishful thinking nor the desire for fame can
becloud the scientist’s deliberations: the judgment of the “results”—the graphs, columns
of figures, comparative measurements—is final. It is this image of uncompromising
disinterestedness and objectivity which gives science its great moral force in the mind of
the public. Science is supposed to serve no special interests, no class or privileged group.
It rises above all that is narrow, mundane, greedy, just as the “McGurk Institute” for



medical research in Arrowsmith perches majestically on top of twenty-eight floors of
commercial offices:

The McGurk Institute is probably the only organization for scientific research in
the world which is housed in an office building. It has the twenty-ninth and
thirtieth stories of the McGurk Building, and the roof is devoted to its animal
house and to tiled walks along which (above a world of stenographers and
bookkeepers and earnest gentlemen who desire to sell Better-bilt Garments to the
golden dons of the Argentine) saunter rapt scientists dreaming of osmosis in
Spirogyra.l6

With the moral transformation of science, the laboratory took on a sacred quality. The
laboratory was the temple of objectivity from which science could survey the world of
man and nature—a kind of “germ-free zone” separated off from the filth,
commercialism, and cheap sentiment of the world. Martin Arrowsmith’s first few
moments in his new lab at the “McGurk Institute” are as refreshing to his spirit as a
cathedral to a pilgrim:

... When he had closed the door and let his spirit flow out and fill that minute
apartment with his own essence, he felt secure.

No Pickerbaugh or Rouncefield could burst in here and drag him away to be
explanatory and plausible and public; he would be free to work, instead of being
summoned to the package-wrapping and dictation of breezy letters which men call
work....

Suddenly he loved humanity as he loved the decent, clean rows of test-tubes, and he
prayed then the prayer of the scientist....17



The Laboratory Mystique

While young Dr. Arrowsmith was struggling along on his pilgrimage in quest of
scientific purity, other regular doctors—the leaders of their occupation—were beginning
to appraise the laboratory as a possible solution to medicine’s troubles.

The men who were to reform medicine, that is, transform it from regular medicine
into “scientific” medicine, came from the new middle class and shared its visions and
anxieties. If they were science-minded, that was not so much because they were doctors
as because they were members of a class which had staked its future on science and
expertism. They were not graduates of commercial medical schools; they were college-
educated men who had studied medicine at Harvard, John Hopkins, or Penn and had
finished off their studies with a year or two in Berlin or Heidelberg (Germany had
replaced England as the mecca for young doctors). There they had listened reverently to
the great European fathers of experimental biology, drunk beer in rathskellers with the
scions of European nobility, and perhaps had a chance to dabble in a laboratory. They
returned to the United States, perhaps not with a thorough education in experimental
science, but at least with “the idea of experiment,” as Dr. S. Weir Mitchell put it, and a
passion to stamp this idea on the murky form of regular medicine.

The scientific reform of medicine was not as easy a project as one might expect from
the vantage point of the late twentieth century, with our supertechnological, instrument-
dominated medicine. The average regular doctor, as opposed to the scientific elite, still
had the mentality of a small-business man, worrying more about the day-to-day
competition than the long-range future of the profession. He was respectful, as were
most native-born middle-class Americans, toward science, though not through any
firsthand acquaintance. Few practicing physicians had ever seen a microscope or used a
thermometer, nor is it likely that they had much interest in such “advanced” technology.
As one regular doctor remarked cynically upon the invention of the ophthalmoscope,
“what the ophthalmoscope discloses are morbid conditions which are not for the most
part more curable by being seen.”18

“Heroic” bleeding and purging had subsided somewhat in the late nineteenth century,
but regular therapy was still dominated by the need to produce some sort of a tangible
commodity. Surgery had been added to the doctors’ repertoire, thanks to the
introduction of ether and chloroform in the eighteen forties, and it was performed for all
sorts of excuses on a variety of organs (see Chapter 4). In terms of drugs, opium and
quinine were edging calomel out of the doctor’s little black bag by the eighteen sixties.
Quinine—which is useful for controlling malaria, if prescribed properly—was handed
out in erratic doses for fevers in general. With opium, however, and alcohol, the doctors
had at last found something which really worked. Opium, alcohol, and cocaine did
indeed “cure” pain, and the pragmatic physician used them liberally for everything from
pneumonia to “nerves.”

Much as they might have liked to, the scientific reformers of medicine could not
simply denounce their regular colleagues and insist that they be outlawed along with
midwives, lay healers, and irregular doctors. For one thing, the handful of scientific



doctors knew that no reform could be made against the will of the now 120,000-strong
rank and file. For another, there were still no “scientific” therapies with which to
replace the fumbling therapies of the average doctor. European bacteriology had
produced diphtheria antitoxin, but little more of therapeutic value.

The general reform strategy, then, had to be to ignore the sea of incompetence that
was turn-of-the-century regular medical practice, and to focus on medical education.
Attacking the schools had the advantages of not offending the bulk of the rank and file
while circumventing the whole issue of effective therapy. In education the issue was not
what doctors did, but who they were and what they knew. The specific reform strategy
was of course to add science to medical education. The John Hopkins medical school—
the first American medical school to meet German standards—provided the model. There
were solid courses in bacteriology, chemistry, pathology, physiology, clinical courses
featuring live patients; full-time professors who were also experimental scientists; and,
above all, laboratories. After all, what the public meant by science was something that
had to do with laboratories, and by a “scientific fact” they meant a piece of information
whose lineage could be traced to a neat (preferably quantitative) entry in a dog-eared,
chemical-stained lab notebook. To be “scientific,” in the fullest evangelical sense,
medicine needed laboratories.

The rationale for scientizing medicine was provided by the Germ Theory of Disease. If
all diseases had a single, known cause, as Benjamin Rush had argued, or if they were
caused by “bad air” or “unbalanced humors,” as most prescientific doctors believed,
there would be no good reason for putting medical students through the trials of a
scientific education. If, on the other hand, they were caused by actual physical particles
—“germs”—as Pasteur and Koch and the other great figures of European biology
claimed, then science was indispensable. Germs, as everyone knew, were invisible to
ordinary people. They could be seen only by scientists skilled in microscopy, handled
only by the most meticulous laboratory man. If germs caused disease, and if germs could
only be ambushed in a well-stocked laboratory, then medicine without laboratories was
like law without courts or theology without churches.

So the reasoning went, though there was no evidence that anyone would be a better
doctor for having once confronted a purple-stained bacillus at the end of a microscope
barrel. From a scientific point of view, there were other problems. Germ Theory did not
forge quite as firm a link between medicine and bacteriology as the scientific doctors
liked to think. It is true that by 1900 specific germs had been associated with typhoid,
leprosy, tuberculosis, cholera, diphtheria, and tetanus—but in what sense the germs
caused these diseases was not so clear.

Koch demonstrated that tubercle bacilli could be found in the tissues of all
experimental animals which had the disease, but he could not explain the fact that
disease-causing germs could also be found in the tissues of healthy animals. Nor could he
have explained why Metchnikoff and his colleagues could gulp cholera germs without
any more serious effect than mild intestinal discomfort—or why in general one person
contracted a disease and another did not, despite exposure to the same germs. As a
result, George Bernard Shaw had no trouble demolishing bacteriology as a “superstition”



in his play The Doctor’s Dilemma:

B.B. [Sir Ralph Bloomfield Bonington, a scientific doctor]: ... If youre not well,
you have a disease. It may be a slight one; but it’s a disease. And what is a
disease? A lodgement in the system of a pathogenic germ, and the
multiplication of that germ. What is the remedy? A very simple. Find the germ
and kill it.

Sir Patrick: Suppose there’s no germ?

B.B.: Impossible, Sir Patrick: there must be a germ: else how could the patient be
il1?

Sir Patrick: Can you show me the germ of overwork?

B.B.: No; but why? Why? Because, my dear Sir Patrick, though the germ is there,
it’s invisible. Nature has given it no danger signal for us. These germs—these
bacilli—are translucent bodies, like glass, like water. To make them visible
you must stain them. Well, my dear Paddy, do what you will, some of them
wont stain. They wont take cochineal: they wont take any methylene blue:
they wont take gentian violet: they wont take any coloring matter.
Consequently, though we know, as scientific men, that they exist, we cannot
see them. But can you disprove their existence? Can you conceive the disease
existing without them? Can you, for instance, shew me a case of diphtheria
without the bacillus?

Sir Patrick: No; but I'll shew you the same bacillus, without the disease, in your
own throat.

B.B.: No, not the same, Sir Patrick. It is an entirely different bacillus; only the
two are, unfortunately, so exactly alike that you cannot see the difference.
... There is the genuine diphtheria bacillus discovered by Loeffler; and there is
the pseudo-bacillus, exactly like it, which you could find, as you say, in my
own throat.

Sir Patrick: And how do you tell one from the other?

B.B.: Well, obviously, if the bacillus is the genuine Loeffler, you have diphtheria;
and if it’s the pseudo-bacillus, youre quite well. Nothing Simpler. Science is

always simple and always profound.19

Without question, bacteriology had cast a bright light on medicine, but the beam was
all too narrow. Germ Theory led to some spectacular victories: effective methods of
immunization, antitoxins, and, later, antibiotics—to give a few examples. But at the
same time Germ Theory (and the general effort of scientific medicine to search for a
single cellular or molecular “cause” for each disease) helped distract medicine from the
environmental and social factors in human health—poor nutrition, stress, pollution, etc.
The result is a kind of medicine which, for example, is obsessed with finding the cellular
“cause” for cancer, even though an estimated 80 percent or more of cancer cases are



environmentally induced.20

But none of these reflections deterred the scientific doctors of the turn of the century.
Germ Theory seemed to provide a solid scientific basis for medicine, and if there were
still a few loopholes which could not be filled up with “pseudo-bacilli” or similar
theoretical cosmetics, that was only because there were not enough well-trained men
doing full-time research. The important thing was to get science into the medical
schools, and that in itself was a problem sufficient to challenge the best scientific minds.

First there was the problem of money. The old two-hundred-dollar-a-year fees would
not pay for laboratory equipment and German-trained professors. So, for a start, tuition
would have to rise dramatically. That, of course, had some advantages. John S. Billings,
one of the leaders of the reform of medical education, pointed out that the new,
scientific schooling would be so expensive that poor boys should not even try to become
physicians.2! But in fact, middle-class boys wouldn’t be able to either. So unless scientific
medical education was to be restricted to young Vanderbilts and Morgans, tuition
increases would never cover the costs. Vast sources of outside subsidization would have
to be found.



Medicine and the Big Money

The medieval medical profession had depended, directly and indirectly, on the
sponsorship of the landed nobility. In colonial America and the early republic, there
were no equivalent concentrations of wealth—hence little support for universities, elite
professions, or “culture” generally. But by 1900 the money was there. The period of
hectic industrialization following the Civil War had produced concentrations of wealth
that would have been unimaginable a generation before. Among America’s new
plutocrats, no one outweighed John D. Rockefeller and Andrew Carnegie. Through a
combination of luck, shrewdness, and sheer plunder, Rockefeller (Standard Oil) and
Carnegie (U.S. Steel) had put together fortunes that ran into nine figures. It was this
money, extracted from the labor of thousands of American working people and the
wreckage of hundreds of smaller businesses, that financed the triumph of scientific
(previously known as “regular”) medicine in the early twentieth century.

It would be easy enough to find a capitalist conspiracy here. Both Rockefeller and
Carnegie subscribed to the “gospel of wealth”—the idea that they had been appointed by
some higher power to shape society through the instrument of philanthropy.
(Rockefeller, a Baptist, believed he was appointed by God; Carnegie, a devout social
Darwinist, believed he had risen through evolutionary natural selection.) Medicine was
a traditional outlet for philanthropy; and, within medicine, the two robber-barons-
turned-philanthropists would be expected to favor the gentleman-scientist breed of
doctor over the sundry competition—“irregulars,” low-class regulars, lady doctors,
midwives, etc.

But it was not that simple. Rockefeller, for example, placed his personal trust in
homeopathy, that archrival of regular medicine. Moreover, as one otherwise uncritical
biographer points out, Rockefeller “had sharp limitations of education and outlook; he
was not well read, not much interested in literature, science, or art....”22 Carnegie
presented another kind of problem: he had a profound distrust of “experts” and had
made it clear that they were the “last men” he wanted on the board of the Carnegie
Institute in Pittsburgh.23 Business entrepreneurs, he believed, were the most progressive
force in society and should exert direct control over philanthropic and educational
institutions:

Americans do not trust their money to a lot of professors and principals [college
presidents] who are bound in set ways, and have a class feeling about them which
makes it impossible to make reforms.24

But two things drove Rockefeller and Carnegie, and their money, into the arms of
medicine’s scientific reformers. First, there was the philanthropists’ own insistence on
absolute impartiality and objectivity in their giving. Recall that these two men were
about as widely hated by their fellow country-people as any American could be and
expected to ride the streets without a police escort. Their charity had to be as seemingly
impartial and detached as their money-making had been ruthless. Rockefeller, for



example, refused to endow a medical school at the University of Chicago because the
university’s president insisted that the school had to be “regular” and Rockefeller was
opposed to supporting any particular medical sect—even the “regular” one. Carnegie,
on his part, excluded from his college faculty pension plan any school which showed the
slightest trace of denominational leanings. Of course such a determined impartiality
contained an inevitable bias toward any cause which could represent itself as purely
“scientific.”

Second, Rockefeller and Carnegie simply could not spend their money all by
themselves. Despite the “gospel of wealth” which upheld the plutocrat’s unique and
personal ability to dispense charity, both men were forced to delegate more and more of
the responsibility for managing their philanthropic enterprises. In time philanthropy
became institutionalized in corporate-style foundations, but initially there was no one to
turn to except, of course, experts—experts in philanthropy. Such men identified with the
scientific approach to medicine because it mirrored their own approach to philanthropy.
If philanthropy was a matter of sentiment, then rich men could handle it themselves, but
if it was a matter of science, then experts would have to do it for them.

The first of the philanthropic experts was Frederick T. Gates, an ex-teacher, ex-farmer,
ex-bank clerk, ex-salesman, ex-minister, and, as far as one can tell, general hustler from
Minneapolis. When John D. found him in 1891, Gates was heading up something called
the American Baptist Education Society and saw himself principally as a minister. But,
once established with an office and secretary by Rockefeller, Gates took a more secular
turn of mind. To paraphrase one historian, Gates found himself converted from Baptism
to Scientism. He came to the conclusion that “the whole Baptist fabric was built upon
texts which had no authority....”25 In his work for Rockefeller, he developed what he
called “scientific giving,” which chiefly meant funneling money through relatively large
centralized agencies rather than handing it out piecemeal to small agencies.

Then, in 1897, Gates read John Hopkins Professor Osler’s Principles and Practice of
Medicine and was converted overnight to scientific medicine. There was not much to the
“practise,” as Gates wrote, but the “principles” were first rate. Gates immediately dashed
off a memo to John D. Rockefeller urging the support of medical research and the
development of scientifically based medicine.

The bait was set, and medicine’s gentleman-scientists began to close in on the money.
The story goes that Dr. L. Emmett Holt, pediatrician to the family of John D.
Rockefeller, Jr., and a member of the Fifth Avenue Baptist Church attended by the
Rockefeller family, converted John D. Rockefeller, Jr., to scientific medicine during a
train ride between Cleveland and New York. John Jr. was sufficiently impressed to offer
Holt and six of his friends—including the dean of Johns Hopkins medical school and
several well-known biological scientists and professors—the money to open a new
research institute. These seven men, all united by ties of friendship and common
academic interests, accepted twenty thousand dollars from Rockefeller and became the
first board of directors of the Rockefeller Institute for Medical Research. The money had
begun to come together with the men.

The Rockefeller Institute brought all the glamour and mystery of European laboratory



research to America. Here at last was a place where medicine’s pure scientists could
labor undistracted by patients or financial worries. But to Gates, it was much more—it
was a “theological seminary, presided over by the Rev. Simon Flexner, D.D.”26 It was a
model not only of medical science, but of the gentility to which medicine aspired. The
main building featured an enormous paneled dining hall in which the researchers, in
obligatory jackets and ties, were served by uniformed waiters. The fictional description
of the McGurk Institute in Arrowsmith re-creates the effect of the Rockefeller Institute
and many of its actual features:

The real wonder of the Institute had nothing visible to do with science. It was the
Hall, in which lunched the staff, and in which occasional scientific dinners were
given, with Mrs. McGurk as hostess. Martin gasped and his head went back as his
glance ran from glistening floor to black and gold ceiling. The Hall rose the full
height of the two floors of the Institute. Against the oak paneling of the walls
were portraits of the pontiffs of science, in crimson robes, with a vast mural by
Mazxfield Parrish, and above all was an electrolier of a hundred globes.

“Gosh—Jove!” said Martin, “I never knew there was such a room!”27

By the mid-nineteen sixties, the Rockefeller Institute, with an endowment of close to two
hundred million dollars and a staff of over fifteen hundred, remained committed to the
patrician ideal. There were chamber music concerts every other week in Caspary Hall;
Calders and Klines hanging in the Abby Aldrich Rockefeller dining hall; sherry parties
with David Rockefeller. The aim, according to then-president Detlev Bronk, who had
been a student and friend of the Institute’s founders, was to produce “gentleman
scientists.”

The Rockefeller Institute and Johns Hopkins (the first American medical school with
labs and full-time professors) stood out as citadels of scientific medicine and within a
few years they were to produce a stream of important discoveries in bacteriology and
immunology. But these two institutions could not, by sheer force of example, produce all
the desired “reforms” in medicine. The next step was to weed out the “irregular,” non-
scientific, and generally low-class medical schools and see that philanthropic funds were
channeled into the few institutions which could hope to meet scientific standards. To this
end the AMA’s Council on Medical Education, an elite committee composed of research-
oriented doctors, approached the Carnegie Foundation in 1907. The Council on Medical
Education had already done a nationwide survey of medical schools, rated them, and
decided which ones should be purged and which provided for. What they needed from
the Carnegie Foundation at this point was not its money, but its imprimatur. The AMA
could easily be accused of sectarianism and self-interest, but the Carnegie Foundation,
with its board composed of an impeccable roster of university presidents, had a
reputation for expertise and impartiality. The foundation’s president “at once grasped
the possibilities” in the AMA proposal and agreed to finance a new, completely
“objective” study of medical education.

To make sure that the Carnegie study would not be tarnished with medical



sectarianism of any variety, a layman was hired to do the job—one Abraham Flexner,
who happened to be the brother of Simon Flexner, M.D., director of the Rockefeller
Institute, and was himself a graduate of Johns Hopkins University. The resulting Flexner
Report, which has been hailed by most medical historians as the most decisive turning
point in American medical history, was about as unbiased as, say, a television
commercial for a cold remedy. There were, according to Flexner, “too many” doctors in
the United States and they were too low class—any “crude boy or jaded clerk” was able
to get medical training. Some black doctors would be needed, if only to check the spread
of disease from black to white neighborhoods: “ten millions of them live in close contact
with sixty million whites,” Flexner pointed out. Few women doctors were needed,
though, he observed. The evidence? The lack of “any strong demand for women
physicians or any strong ungratified desire on the part of women to enter the
profession.” (!) As for the different sectarian approaches to medicine, the issue was not
which of the existing sects should prevail, he insisted, but whether scientific medicine
(i.e., the regular sect suitably reformed) should prevail over all of them.28

What Abraham Flexner did in 1909 was probably every bit as important as what he
wrote. He traveled to every medical school in the country, and there were about 160 at
the time. Being from Carnegie, he smelled of money. Being a Flexner, he sounded like
Science. His message was simple: conform to the John Hopkins model, complete with
laboratories in all sciences, salaried professors, etc., or close. For the smaller, poorer
schools, this could only mean one thing: close. For the bigger and better schools (i.e.,
those which, like Harvard, already had enough money to begin to institute the
prescribed reforms), it meant the promise of fat foundation grants for further reforms.
In fact, the published report was to serve as a convenient guidebook for medical
philanthropists. It found that only about 15 percent of the nation’s medical schools
began to meet “scientific” standards, and identified as salvageable those which were
already big, rich, and prestigious. In the twenty years following the publication of the
Flexner Report, the nine largest foundations poured over $150 million—one half of what
they gave for all purposes—into medical education, adhering strictly to the standards set
by Flexner.29

The effects of the crusade to “reform” medical education which had begun in the late
nineteenth century and culminated, symbolically, with the Flexner Report, were already
visible in the teens. Between 1904 and 1915, ninety-two medical schools closed down or
merged.30 The “irregular” schools descended from the Popular Health Movement (which
had been a haven for women students) closed in droves; and seven out of ten exclusively
female medical colleges shut down. Between 1909 and 1912, the proportion of medical
graduates who were women dropped from 4.3 percent to 3.2 percent.31 Blacks fared
even worse, losing all but two (Meharry and Howard) of the original seven black
medical schools.

When it came to the social-class composition of medicine, the “reforms” were equally
decisive. The regular schools offering low-cost medical training to working- and lower-
middle-class youths went the way of the schools for women and black people. Beyond



that, Flexner had set a minimum of two years of college education as a requirement for
entrance to medical school. At a time when less than 5 percent of the college age
population was enrolled in a college or university, this requirement alone closed the
medical schools to all but the upper and upper-middle class.

It could be argued that these measures were necessary. A majority of the schools
closed by the medical reformers undoubtedly were too small and poorly equipped to
offer an adequate medical education. But there could have been an alternative strategy
for reform—to spread out the wealth so that many more schools could be improved. This
would have left medical education open to large numbers of people. But that, of course,
was exactly what the doctors were trying to avoid. With the strategy the foundations
chose, medicine became ever more the property of an elite—white, male, and
overwhelmingly upper-middle class. Beyond that, the scientific reformers never
questioned the real medical value of the professional requirements they sought to
impose. The requirement of lengthy scientific training, for example, guaranteed that
doctors would be largely from privileged backgrounds, but it did not guarantee that they
would have any more practical experience and human empathy than the uneducated
healers they replaced.

The rank-and-file regular doctor watched the reforms with mixed feelings. By and
large the rank-and-file distrusted scientific medicine and the elite doctors who crusaded
for it. New York doctors used to walk out on medical papers dealing with the Germ
Theory of Disease because “They wanted to express their contemptuous scorn for such
theories and refused to listen to them.”32 Why blame disease on a hypothetical entity,
germs, which no honest practitioner had ever seen? More generally, a prominent
medical writer warned physicians in 1902:

Do not allow yourself to be biased too quickly or too strongly in favor of new
theories based on physiological, microscopial, chemical, or other experiments,
especially when offered by the unbalanced to establish their abstract conclusions

or preconceived notions....33

Only under pressure from public health authorities and the public would the doctors
agree to try diphtheria antitoxin or report TB cases. Those who did subscribe to the
Germ Theory of Disease often used it to justify the glad-handed prescribing of alcohol—
it killed germs, didn’t it? Then too, it must have been painful to watch one’s alma mater
branded as “third rate” by a mere layman like Flexner who had never driven out to an
emergency in a blizzard or held a dying person’s hand. (Even the elite felt this change.
Hopkins professor William Osler quipped to his colleague William Welch, “We are lucky
to get in as professors, for I am sure that neither you nor I could ever get in as
students.”)34

But despite all this, the rank-and-file were not about to buck the reform movement.
Medicine’s scientific elite were achieving through a precise and methodical campaign
what the rank-and-file could never have achieved through bluster and politicking. The
competition was falling, and the regulars had all but captured the field. In the eighteen



hundreds licensing laws which had been thrown out or emasculated in the thirties and
forties had been reinstated, but the laws did not exclude “irregular” doctors, so long as
they were trained. Now, as part of the scientific reforms, licensing examination were
brought into line with the standards of the most scientific, regular schools. And, at the
same time, most states ruled that practicing medicine without a license was a crime
punishable not by a fine, or a reprimand, but a prison sentence. The regular sect had
gained, at long last, a legal monopoly over the practice of medicine.

And, probably to the great relief of many a practitioner, all this was achieved without
ever having to purge the ranks of the existing regulars. The purifying reign of terror
which the reformers brought to the schools was never visited on the practitioners
themselves. The average practitioner was still free to go around bleeding consumptives,
mumbling about “humors,” and hooking housewives on opium. To this day, the
profession views its most unscientific and outright murderous members with a spirit of
gentle forebearance. The standards erected to exclude the “crude boys”—and the girls in
general—have never been applied to those who have already entered the brotherhood.

A truly scientific medicine would, of course, have to be self-critical, would have to
subject its practitioners to continual evaluation and review. But that could hardly be
done without putting a few cracks in the patrician image which regular medicine had
fought for so long to achieve. “I warn all of you not to uncover the mistakes of a fellow
practitioner,” J. E. Stubbs, M.D., wrote in an 1899 issue of the Journal of the American
Medical Association:

... because, if you do, it will come back like a boomerang, and it will sting to the
bitter end.... We do wrong when we do not try to cover up the mistakes of our
brethren. There are many cases that require extreme surgical dexterity and a
large amount of knowledge in order to operate successfully; yet those who are
operating all the time make mistakes. We have to do a great many things
empirically, and if we tell people ... this or that physician has made a great
blunder, it hurts him; it hurts the community, because the opinion of the physician
in society is considered authority, and particularly in the community in which he
lives, among his associates and friends. They consult him as they do no other
man; they consult him more confidentially and give up their secrets to him more
unreservedly than they do to their priest or minister.35

Stubbs, clearly, was not tortured by a nagging loyalty to science. The doctor who
aspired to the patriarchal authority once held by the “priest or minister” could not be
bothered with picayune technical criticisms.

The aspirations—and achievements—of nineteenth-century regular medicine can all
be summarized in the figure of one man: Sir William Osler. He not only played a role in
the medical-reform movement; to thousands of admirers, he was the goal of it. He was a
professor at Johns Hopkins medical school, author of the textbook that turned Frederick
Gates on to scientific medicine, and, although he never did any original research in his
life, he could expound on the scientific renaissance of medicine in hundred-word-long



Victorian sentences gracefully adorned with references to the Greek and Latin classics.
The rank-and-file regulars loved him. From “the Atlantic to the Pacific ...[a visitor]
... will find a picture of Osler hanging on the wall in almost every doctor’s house.”3¢ The
Osler portraits reminded doctors that medicine was about something more than money,
more, even, than science—a mystical kind of power that flowed not just from what the
doctor did, but from who he was.

He himself was, by any standards, an aristocrat among physicians. The son of a
clergyman (like a surprisingly large number of the scientists of his generation), he
studied medicine at McGill and then made the pilgrimage to the great German university
laboratories. His combination of good breeding and scientific education quickly brought
him to the attention of America’s medical elite. According to Osler’s memoirs, S. Weir
Mitchell traveled to Leipzig for the University of Pennsylvania:

... “to look me over,” particularly with reference to personal habits. Dr. Mitchell
said there was only one way in which the breeding of a man suitable for such a
position [professor of clinical medicine], in such a city as Philadelphia, could be
tested—give him cherry-pie and see how he disposed of the stones. I had read of

the trick before, and disposed of them genteely in my spoon—and got the Chair.3”

Mitchell was so impressed that he wrote back, “Osler is socially a man for the
Biological Club [an elite Philadelphia dining club] if by any good luck we can get
him.”38 Osler’s subsequent career as a professor, author, lecturer, and physician to the
social elite of Europe and North America (he treated the Prince of Wales) culminated in
his receiving a baronetcy—hence the “Sir"—from Queen Victoria in 1911. He saw
himself as one link in a genteel tradition which stretched back to Hippocrates, whom he
credited with the first “conception and realization of medicine as a profession of a
cultivated gentleman.”3% “The way is clear,” he told students, as if regular medicine had
never known a moment of self-doubt, “blazed for you by generations of strong men.

40

To a generation of doctors who were still anxious about evolution and skeptical about
germs, Osler provided much-needed reassurance. The patriarchal authority of the doctor,
he argued, rests on something more ancient and venerable than science. Science itself
was not something integral to medicine; it was a kind of extra, “an incalculable gift,” a
“leaven” to the hardworking practitioner. Science, in fact, was just one part of the
general “culture” the physician needed if he was to serve a wealthy clientele. As part of
the doctor’s general “culture,” science could also serve as a kind of disinfectant to
protect him in “the most debasing surroundings,” such as those inhabited by the poor.
“Culture” became all the more important, of course, with a wealthy patient clientele:

The wider and freer a men’s [sic] general education the better practitioner he is
likely to be, particularly among the higher classes to whom the reassurance and
sympathy of a cultivated gentleman of the type of Eryximachus [an aristocratic

ancient Greek doctor], may mean much more than pills and potions.41



So if science was culture, and culture was really class, then, in the end, it was class
that healed. Or rather, it was the combination of upper class and male superiority that
gave medicine its essential authority. With a patriarchal self-confidence that had almost
no further need for instruments, techniques, medications, Osler wrote:

If a poor lass, paralyzed apparently, helpless, bed-ridden for years, comes to me,
having worn out in mind, body, and estate a devoted family; if she in a few
weeks or less by faith in me, and faith alone, takes up her bed and walks, the

saints of old could not have done more....42

Now at last the medical profession had arrived at a method of faith-healing potent
enough to compare with woman’s traditional healing—but one which was decisively
masculine. It did not require a nurturant attitude, nor long hours by the patient’s
bedside. In fact, with the new style of healing, the less time a doctor spends with a
patient, and the fewer questions he permits, the greater his powers would seem to be.



Exorcising the Midwives

There was one last matter to clean up before the triumph of (male) scientific medicine
would be complete, and that was the “midwife problem.” In 1900, 50 percent of the
babies born were still being delivered by midwives. Middle- and upper-class women had
long since accepted the medical idea of childbirth as a pathological event requiring the
intervention and supervision of a (preferably regular) physician. It was the “lower” half
of society which clung to the midwife and her services: the rural poor and the immigrant
working class in the cities. What made the midwives into a “problem” was then not so
much the matter of direct competition; the regular doctors were not interested in taking
the midwife’s place in a Mississippi sharecropper’s shack or a sixth-story walk-up
apartment in one of New York’s slums. (Although one exceptionally venal physician
went to the trouble of calculating all the fees “lost” to doctors on account of
midwifery):43 It only makes sense to speak of “competition” between people in the same
line of business; and this was not the case with the midwives and the doctors.

The work of a midwife cannot be contained in a phrase like “practicing medicine.”
The early-twentieth-century midwife was an integral part of her community and culture.
She spoke the mother’s language, which might be Italian, Yiddish, Polish, Russian. She
was familiar not only with obstetrical techniques, but with the prayers and herbs that
sometimes helped. She knew the correct ritual for disposing of the afterbirth, greeting
the newborn, or, if necessary, laying to rest the dead. She was prepared to live with the
family from the onset of labor until the mother was fully recovered. If she was a
southern black midwife, she often regarded the service as a religious calling:

“Mary Carter,” she [an older midwife] told me, “I’'m getting old and I done been
on this journey for 45 years. I am tired. I won’t give up until the Lord replace me
with someone. When I asked the Lord, he showed me you.”

The [young] midwife responded, “Uh, uh, Aunt Minnie, the Lord didn’t show
you me.” She say, “Yes Sir, you got to serve. You can’t get from under it.”

She did serve because, repeatedly, “Something come to me, within me, say, ‘Go
ahead and do the best you can.’ 744

All of this was highly “unscientific,” not to mention unbusinesslike. But the problem,
from the point of view of medical leaders, was that the midwife was in the way of the
development of modern institutional medicine. One of the reforms advanced by
medicine’s scientific elite was that students should be exposed somewhere along the line
not only to laboratories and lectures but to live patients. But which live patients? Given
the choice, most people would want to avoid being an object of practice for
inexperienced medical students. Certainly no decent woman in 1900 would want her
delivery witnessed by any unnecessary young males. The only choice was the people
who had the least choice—the poor. And so the medical schools, the most “advanced”
ones anyway, began to attach themselves parasitically to the nearest “charity” hospital.
In an arrangement which has flourished ever since, the medical school offered its



medical trainees as staff for the hospital; the hospital in turn provided the raw
“material” for medical education—the bodies of the sick poor. The moral ambiguities in
this situation were easily rationalized away by the leaders of scientific medicine. As a
doctor on the staff of Cornell Medical College put it:

There are heroes of war, who give up their lives on the field of battle for country
and for principle, and medical heroes of peace, who brave the dangers and
horrors of pestilence to save life; but the homeless, friendless, degraded and
possibly criminal sick poor in the wards of a charity hospital, receiving aid and
comfort in their extremity and contributing each one his modest share to the
advancement of medical science, render even greater service to humanity.45

Medical science now called on poor women to make their contribution to that “most
beneficent and disinterested of professions.” Obstetrics-gynecology was America’s most
rapidly developing specialty, and midwives would just have to get out of the way.
Training and licensing midwives was out of the question, for, as one doctor argued,
these measures would

decrease the number of cases in which the stethoscope, pelvimeter, and other
newly developed techniques could be used to increase obstetrical knowledge.46

A Dr. Charles E. Zeigler was equally blunt in an article addressed to his colleagues in the
Journal of the American Medical Association:

It is at present impossible to secure cases sufficient for the proper training in
obstetrics, since 75% of the material otherwise available for clinical purposes is
utilized in providing a livelihood for midwives.4”

Note the curious construction here: “the material ... is utilized....” The woman who was
seen by her midwife as a neighbor, possibly a friend, was, in the eyes of the developing
medical industry, not even a customer: she has become inert “material.”

The public campaign against midwives was, of course, couched in terms of the most
benevolent concern for the midwives’ clientele. Midwives were “hopelessly dirty,

ignorant and incompetent, relics of a barbaric past.”48

They may wash their hands, but oh, what myriads of dirt lurk under the
fingernails. Numerous instances could be cited and we might well add to other
causes of pyosalpinx “dirty midwives.” She is the most virulent bacteria of them
all, and she is truly a micrococcus of the most poisonous kind.4°

Furthermore the midwife and, as we shall see, dirtiness in general, were un-American.
Overturning almost three hundred years of American history, obstetricians A. B.
Emmons and J. L. Huntington argued in 1912 that midwives are



not a product of America. They have always been here, but only incidentally and
only because America has always been receiving generous importations of
immigrants from the continent of Europe. We have never adopted in any State a
system of obstetrics with the midwife as the working unit. It has almost been a
rule that the more immigrants arriving in a locality, the more midwives will
flourish there, but as soon as the immigrant is assimilated, and becomes part of
our civilization, then the midwife is no longer a factor in his home.50

In the rhetoric of the medical profession, the midwife was no more human than her
clientele. She was a foreign “micrococcus” brought over, as was supposedly the case with
other germs, in the holds of ships bearing immigrant workers. The elimination of the
midwife was presented as a necessary part of the general campaign to uplift and
Americanize the immigrants—a mere sanitary measure, beyond debate.

Certainly the midwives were “ignorant” according to the escalating standards of
medical education; possibly some also deserved the charge of being “dirty” and
“incompetent.” The obvious remedy for these shortcomings was education and some
system of accountability, or supervision. England had solved its “midwife problem”
without rancor by simply offering training and licensing to the midwives. Even the least
literate midwife could be trained to administer silver nitrate eye drops (to prevent
blindness in babies whose mothers have gonorrhea) and to achieve certain standards of
cleanliness. But the American medical profession would settle for nothing less than the
final solution to the midwife question: they would have to be eliminated—outlawed. The
medical journals urged their constituencies to join the campaign:

surely we have enough influence and friends to procure the needed legislation.
Make yourselves heard in the land; and the ignorant meddlesome midwife will

soon be a thing of the past.51

In fact, the doctors were not prepared, in any sense of the word, to take over once the
midwives were eliminated. For one thing, there were simply not enough obstetricians in
the United States to serve the masses of poor and working-class women, even if the
obstetricians were inclined to do so. According to historian Ben Barker-Benfield, “even a
hostile obstetrician admitted in 1915 that 25 percent of births in New York State outside
New York City would be deprived entirely of assistance when the midwife was
eliminated.”52

Then too, obstetricians introduced new dangers into the process of childbirth. Unlike a
midwife, a doctor was not about to sit around for hours, as one doctor put it, “watching
a hole”; if the labor was going too slow for his schedule he intervened with knife or
forceps, often to the detriment of the mother or child. Teaching hospitals had an
additional bias toward surgical intervention since the students did have to practice
something more challenging than normal deliveries. The day of the totally medicalized
childbirth—hazardously overdrugged and overtreated—was on its way.53 By the early
twentieth century it was already clear even to some members of the medical profession



that the doctors’ takeover was a somewhat dubious episode in the history of public
health. A 1912 study by a Johns Hopkins professor found that most American doctors at
the time were less competent than the midwives they were replacing.5* The physicians
were usually less experienced than midwives, less observant, and less likely to even be
present at a critical moment.

But, between 1900 and 1930, midwives were almost totally eliminated from the land
—outlawed in many states, harassed by local medical authorities in other places. There
was no feminist constituency to resist the trend. In the eighteen thirties, women in the
Popular Health Movement had denounced the impropriety—and dangers—of male
assistance at births. But this time, when female assistance at births was in effect being
turned into a crime, there was no outcry. Middle-class feminists had no sisterly feelings
for the “dirty” immigrant midwife. They had long since decided to play by the rules laid
down by the medical profession and channel their feminist energies into getting more
women into (regular) medical schools. Elizabeth Blackwell, for example, believed that
no one should assist in childbirth without a complete medical education.

There may have been some resistance to the male takeover within the immigrant
communities, but we have no evidence of this. Most women no doubt accepted male,
institutional care in the interests of their children. With the elimination of midwifery, all
women—not just those of the upper class—fell under the biological hegemony of the
medical profession. In the same stroke, women lost their last autonomous role as
healers. The only roles left for women in the medical system were as employees,
customers, or “material.”

“ Even at the time, this plan smacked too overtly of middle-class self-interest to gain
much support. Edward A. Ross, the founder of American sociology and a leading
advocate of an expanded role for experts, was forced to retreat in 1920 with the
defensive rejounder that, “There is of course no such thing as ‘government by experts.’
The malicious phrase is but a sneer flung by the scheming self-seekers who find in the

relentless veracity of modestly-paid investigators a barrier across their path.”s



THE REIGN OF THE EXPERTS



FOUR
The Sexual Politics of Sickness

When Charlotte Perkins Gilman collapsed with a “nervous disorder,” the physician she
sought out for help was Dr. S. Weir Mitchell, “the greatest nerve specialist in the
country.” It was Dr. Mitchell—female specialist, part-time novelist, and member of
Philadelphia’s high society—who had once screened Osler for a faculty position, and,
finding him approvingly discreet in the disposal of cherry-pie pits, admitted the young
doctor to medicine’s inner circles. When Gilman met him, in the eighteen eighties, he
was at the height of his career, earning over sixty thousand dollars per year (the
equivalent of almost in a million today’s dollars). His renown for the treatment of
female nervous disorders had by this time led to a marked alteration of character.
According to an otherwise fond biographer, his vanity “had become colossal. It was fed
by torrents of adulation, incessant and exaggerated, every day, almost every hour....”1
Gilman approached the great man with “utmost confidence.” A friend of her mother’s
lent her one hundred dollars for the trip to Philadelphia and Mitchell’s treatment. In
preparation, Gilman methodically wrote out a complete history of her case. She had
observed, for example, that her sickness vanished when she was away from her home,
her husband, and her child, and returned as soon as she came back to them. But Dr.
Mitchell dismissed her prepared history as evidence of “self-conceit.” He did not want
information from his patients; he wanted “complete obedience.” Gilman quotes his
prescription for her:

“Live as domestic a life as possible. Have your child with you all the time.” (Be it
remarked that if I did but dress the baby it left me shaking and crying—certainly
far from a healthy companionship for her, to say nothing of the effect on me.)
“Lie down an hour after each meal. Have but two hours intellectual life a day.
And never touch pen, brush or pencil as long as you live.”2

Gilman dutifully returned home and for some months attempted to follow Dr.
Mitchell’s orders to the letter. The result, in her words, was—

... [I] came perilously close to losing my mind. The mental agony grew so
unbearable that I would sit blankly moving my head from side to side ... I would
crawl into remote closets and under beds—to hide from the grinding pressure of
that distress....3



Finally, in a “moment of clear vision” Gilman understood the source of her illness: she
did not want to be a wife; she wanted to be a writer and an activist. So, discarding S.
Weir Mitchell’s prescription and divorcing her husband, she took off for California with
her baby, her pen, her brush, and her pencil. But she never forgot Mitchell and his near-
lethal “cure.” Three years after her recovery she wrote The Yellow Wallpapert a
fictionalized account of her own illness and descent into madness. If that story had any
influence on S. Weir Mitchell’s method of treatment, she wrote after a long life of
accomplishments, “I have not lived in vain.”S

Charlotte Perkins Gilman was fortunate enough to have had a “moment of clear
vision” in which she understood what was happening to her. Thousands of other women,
like Gilman, were finding themselves in a new position of dependency on the male
medical profession—and with no alternative sources of information or counsel. The
medical profession was consolidating its monopoly over healing, and now the woman
who felt sick, depressed, or simply tired would no longer seek help from a friend or
female healer, but from a male physician. The general theory which guided the doctors’
practice as well as their public pronouncements was that women were, by nature, weak,
dependent, and diseased. Thus would the doctors attempt to secure their victory over the
female healer: with the “scientific” evidence that woman’s essential nature was not to be
a strong, competent help-giver, but to be a patient.



A Mysterious Epidemic

In fact at the time there were reasons to think that the doctors’ theory was not so
farfetched. Women were decidedly sickly, though not for the reasons the doctors
advanced. In the mid- and late nineteenth century a curious epidemic seemed to be
sweeping through the middle- and upper-class female population both in the United
States and England. Diaries and journals from the time give us hundreds of examples of
women slipping into hopeless invalidism. For example, when Catherine Beecher, the
educator, finished a tour in 1871 that included visits to dozens of relatives, friends, and
former students, she reported “a terrible decay of female health all over the land,” which
was “increasing in a most alarming ratio.” The notes from her travels go like this:

Milwaukee, Wis. Mrs. A. frequent sick headaches. Mrs. B. very feeble. Mrs. S.
well, except chills. Mrs. L. poor health constantly. Mrs. D. subject to frequent
headaches. Mrs. B. very poor health ...

Mrs. H. pelvic disorders and a cough. Mrs. B. always sick. Do not know one
perfectly healthy woman in the place....6

Doctors found a variety of diagnostic labels for the wave of invalidism gripping the
female population: “neurasthenia,” “nervous prostration,” “hyperesthesia,” “cardiac
inadequacy,” “dyspepsia,” “rheumatism,” and “hysteria.” The symptoms included
headache, muscular aches, weakness, depression, menstrual difficulties, indigestion, etc.,
and usually a general debility requiring constant rest. S. Weir Mitchell described it as
follows:

”

The woman grows pale and thin, eats little, or if she eats does not profit by it.
Everything wearies her,—to sew, to write, to read, to walk,—and by and by the
sofa or the bed is her only comfort. Every effort is paid for dearly, and she
describes herself as aching and sore, as sleeping ill, and as needing constant
stimulus and endless tonics.... If such a person is emotional she does not fail to
become more so, and even the firmest women lose self-control at last under
incessant feebleness.”

The syndrome was never fatal, but neither was it curable in most cases, the victims
sometimes patiently outliving both husbands and physicians.

Women who recovered to lead full and active lives—like Charlotte Perkins Gilman
and Jane Addams—were the exceptions. Ann Greene Phillips—a feminist and
abolitionist in the eighteen thirties—first took ill during her courtship. Five years after
her marriage, she retired to bed, more or less permanently. S. Weir Mitchell’s unmarried
sister fell prey to an unspecified “great pain” shortly after taking over housekeeping for
her brother (whose first wife had just died), and embarked on a life of invalidism. Alice
James began her career of invalidism at the age of nineteen, always amazing her older
brothers, Henry (the novelist) and William (the psychologist), with the stubborn



intractability of her condition: “Oh, woe, woe is me!” she wrote in her diary:

. all hopes of peace and rest are vanishing—nothing but the dreary snail-like
climb up a little way, so as to be able to run down again! And then these doctors
tell you that you will die or recover! But you don’t recover. I have been at these
alterations since I was nineteen and I am neither dead nor recovered. As I am
now forty-two, there has surely been time for either process.8

The sufferings of these women were real enough. Ann Phillips wrote, “... life is a
burden to me, I do not know what to do. I am tired of suffering. I have no faith in
anything.”® Some thought that if the illness wouldn’t kill them, they would do the job
themselves. Alice James discussed suicide with her father, and rejoiced, at the age of
forty-three, when informed she had developed breast cancer and would die within
months: “I count it the greatest good fortune to have these few months so full of interest
and instruction in the knowledge of my approaching death.”10 Mary Galloway shot
herself in the head while being attended in her apartment by a physician and a nurse.
She was thirty-one years old, the daughter of a bank and utility company president.
According to The New York Times account (April 10, 1905), “She had been a chronic
dyspeptic since 1895, and that is the only reason known for her suicide.”!1



Marriage: The Sexual-Economic Relation

In the second half of the nineteenth century the vague syndrome gripping middle- and
upper-class women had become so widespread as to represent not so much a disease in
the medical sense as a way of life. More precisely, the way this type of woman was
expected to live predisposed to her sickness, and sickness in turn predisposed her to
continue to live as she was expected to. The delicate, affluent lady, who was completely
dependent on her husband, set the ideal of femininity for women of all classes.

Clear-headed feminists like Charlotte Perkins Gilman and Olive Schreiner saw a link
between female invalidism and the economic situation of women in the upper classes.
As they observed, poor women did not suffer from the syndrome. The problem in the
middle to upper classes was that marriage had become a “sexuo-economic relation” in
which women performed sexual and reproductive duties for financial support. It was a
relationship which Olive Schreiner bluntly called “female parasitism.”

To Gilman’s pragmatic mind, the affluent wife appeared to be a sort of tragic
evolutionary anomaly, something like the dodo. She did not work: that is, there was no
serious, productive work to do in the home, and the tasks which were left—keeping
house, cooking, and minding the children—she left as much as possible to the domestic
help. She was, biologically speaking, specialized for one function and one alone—sex.
Hence the elaborate costume—bustles, false fronts, wasp waists—that caricatured the
natural female form. Her job was to bear the heirs of the businessman, lawyer, or
professor she had married, which is what gave her a claim to any share of his income.
When Gilman, in her depression, turned away from her own baby, it was because she
already understood, in a half-conscious way, that the baby was living proof of her
economic dependence—and as it seemed to her, sexual degradation.

A “lady” had one other important function, as Veblen pointed out with acerbity in The
Theory of the Leisure Class. And that was to do precisely nothing, that is nothing of any
economic or social consequence.l2 A successful man could have no better social
ornament than an idle wife. Her delicacy, her culture, her childlike ignorance of the
male world gave a man the “class” which money alone could not buy. A virtuous wife
spent a hushed and peaceful life indoors, sewing, sketching, planning menus, and
supervising the servants and children. The more adventurous might fill their leisure with
shopping excursions, luncheons, balls, and novels. A “lady” could be charming, but
never brilliant; interested, but not intense. Dr. Mitchell’s second wife, Mary Cadwalader,
was perhaps a model of her type: she “made no pretense at brilliancy; her first thought
was to be a foil to her husband....”13 By no means was such a lady to concern herself
with politics, business, international affairs, or the aching injustices of the industrial
work world.

But not even the most sheltered woman lived on an island detached from the “real”
world of men. Schreiner described the larger context:

Behind the phenomenon of female parasitism has always lain another and yet
larger social phenomenon ... the subjugation of large bodies of other human



creatures, either as slaves, subject races, or classes; and as a result of the excessive
labors of those classes there has always been an accumulation of unearned wealth
in the hands of the dominant class or race. It has invariably been by feeding on this
wealth, the result of forced or ill-paid labor, that the female of the dominant race or
class has in the past lost her activity and has come to exist purely through the
passive performance of her sexual functions.14 [Emphasis in original]

The leisured lady, whether she knew it or not and whether she cared or not, inhabited
the same social universe as dirt-poor black sharecroppers, six-year-old children working
fourteen-hour days for sub-subsistence wages, young men mutilated by unsafe
machinery or mine explosions, girls forced into prostitution by the threat of starvation.
At no time in American history was the contradiction between ostentatious wealth and
unrelenting poverty, between idleness and exhaustion, starker than it was then in the
second half of the nineteenth century. There were riots in the cities, insurrections in the
mines, rumors of subversion and assassination. Even the secure business or professional
man could not be sure that he too would not be struck down by an economic downturn,
a wily competitor, or (as seemed likely at times) a social revolution.

The genteel lady of leisure was as much a part of the industrial social order as her
husband or his employees. As Schreiner pointed out, it was ultimately the wealth
extracted in the world of work that enabled a man to afford a more or less ornamental
wife. And it was the very harshness of that outside world that led men to see the home
as a refuge—“a sacred place, a vestal temple,” a “tent pitch’d in a world not right,”
presided over by a gentle, ethereal wife. A popular home health guide advised that

...[man’s] feelings are frequently lacerated to the utmost point of endurance, by
collisions, irritations, and disappointments. To recover his equanimity and
composure, home must be a place of repose, of peace, of cheerfulness, of comfort;
then his soul renews its strength, and will go forth, with fresh vigor, to encounter
the labor and troubles of the world.15

No doubt the suffocating atmosphere of domesticity bred a kind of nervous
hypochondria. We will never know, for example, if Alice James’s lifelong illness had a
“real” organic basis. But we know that, unlike her brothers, she was never encouraged
to go to college or to develop her gift for writing. She was high-strung and imaginative,
but she could not be brilliant or productive. Illness was perhaps the only honorable
retreat from a world of achievement which (it seemed at the time) nature had not
equipped her to enter.

For many other women, to various degrees, sickness became a part of life, even a way
of filling time. The sexuo-economic relation confined women to the life of the body, so it
was to the body that they directed their energies and intellect. Rich women frequented
resortlike health spas and the offices of elegant specialists like S. Weir Mitchell. A
magazine cartoon from the eighteen seventies shows two “ladies of fashion” meeting in
an ornately appointed waiting room. “What, you here, Lizzie? Why, ain’t you well?”



asks the first patient. “Perfectly thanks!” answers the second. “But what’s the matter
with you, dear?” “Oh, nothing whatever! I'm as right as possible dear.”16 For less well-
off women there were patent medicines, family doctors, and, starting in the eighteen
fifties, a steady stream of popular advice books, written by doctors, on the subject of
female health. It was acceptable, even stylish, to retire to bed with “sick headaches,”
“nerves,” and various unmentionable “female troubles,” and that indefinable nervous
disorder “neurasthenia” was considered, in some circles, to be a mark of intellect and
sensitivity. Dr. Mary Putnam Jacobi, a female regular physician, observed impatiently
in 1895:

’

it is considered natural and almost laudable to break down under all
conceivable varieties of strain—a winter dissipation, a houseful of servants, a
quarrel with a female friend, not to speak of more legitimate reasons.... Women
who expect to go to bed every menstrual period expect to collapse if by chance
they find themselves on their feet for a few hours during such a crisis. Constantly
considering their nerves, urged to consider them by well-intentioned but short-

sighted advisors, they pretty soon become nothing but a bundle of nerves.17

But if sickness was a reaction, on women’s part, to a difficult situation, it was not a
way out. If you have to be idle, you might as well be sick, and sickness, in turn,
legitimates idleness. From the domestic perspective, the sick woman was not that far off
from the ideal woman anyway. A morbid aesthetic developed, in which sickness was
seen as a source of female beauty, and, beauty—in the high-fashion sense—was in fact a
source of sickness. Over and over, nineteenth-century romantic paintings feature the
beautiful invalid, sensuously drooping on her cushions, eyes fixed tremulously at her
husband or physician, or already gazing into the Beyond. Literature aimed at female
readers lingered on the romantic pathos of illness and death; popular women’s
magazines featured such stories as “The Grave of My Friend” and “Song of Dying.”
Society ladies cultivated a sickly countenance by drinking vinegar in quantity or, more
effectively, arsenic.18 The loveliest heroines were those who died young, like Beth in
Little Women, too good and too pure for life in this world.

Meanwhile, the requirements of fashion insured that the well-dressed woman would
actually be as frail and ornamental as she looked. The style of wearing tight-laced
corsets, which was de rigueur throughout the last half of the century, has to be ranked
somewhere close to the old Chinese practice of footbinding for its crippling effects on
the female body. A fashionable woman’s corsets exerted, on the average, twenty-one
pounds of pressure on her internal organs, and extremes of up to eighty-eight pounds
had been measured.1® (Add to this the fact that a well-dressed woman wore an average
of thirty-seven pounds of street clothing in the winter months, of which nineteen pounds
were suspended from her tortured waist.20) Some of the short-term results of tight-lacing
were shortness of breath, constipation, weakness, and a tendency to violent indigestion.
Among the long-term effects were bent or fractured ribs, displacement of the liver, and
uterine prolapse (in some cases, the uterus would be gradually forced, by the pressure of



the corset, out through the vagina).

To be sure, the nineteenth-century romantic spirit put women on a pedestal and
ascribed to her every tender virtue absent from the Market. But carried to an extreme,
the demand that woman be a negation of man’s world left almost nothing for women to
actually be: if men are busy, she is idle; if men are rough, she is gentle; if men are
strong, she is frail; if men are rational, she is irrational; and so on. The logic that insists
that femininity is negative masculinity necessarily romanticizes the moribund woman
and encourages a kind of paternalistic necrophilia. In the nineteenth century this
tendency becomes overt, and the romantic spirit holds up as its ideal—the sick woman,
the invalid who lives at the edge of death.



Femininity as a Disease

The medical profession threw itself with gusto on the languid figure of the female
invalid. In the home of an invalid lady, “the house physician like a house fly is in
chronic attention”2! and the doctors fairly swarmed after wealthy patients. Few were so
successful as S. Weir Mitchell in establishing himself as the doctor for hundreds of loyal
clients. Yet the doctors’ constant ministrations and interventions—surgical, electrical,
hydropathic, mesmeric, chemical-—seemed to be of little use. In fact, it would have been
difficult, in many cases, to distinguish the cure from the disease. Charlotte Perkins
Gilman of course saw the connection. The ailing heroine of The Yellow Wallpaper, who is
being treated by her physician-husband, hints at the fearful truth:

John is a physician, and perhaps—(I would not say it to a living soul, of course,
but this is dead paper and a great relief to my mind)—perhaps that is one reason I

do not get well faster.22

In fact, the theories which guided the doctor’s practice from the late nineteenth
century to the early twentieth century held that woman’s normal state was to be sick.
This was not advanced as an empirical observation, but as physiological fact. Medicine
had “discovered” that female functions were inherently pathological. Menstruation, that
perennial source of alarm to the male imagination, provided both the evidence and the
explanation. Menstruation was a serious threat throughout life—so was the lack of it.
According to Dr. Engelmann, president of the American Gynecology Society in 1900:

Many a young life is battered and forever crippled on the breakers of puberty; if
it crosses these unharmed and is not dashed to pieces on the rock of childbirth, it
may still ground on the ever-recurring shallows of menstruation, and lastly upon
the final bar of the menopause ere protection is found in the unruffled waters of

the harbor beyond reach of sexual storms.23

Popular advice books written by physicians took on a somber tone as they entered
into “the female functions” or “the diseases of women.”

It is impossible to form a correct opinion of the mental and physical suffering
frequently endured from her sexual condition, caused by her monthly periods,
which it has pleased her Heavenly Father to attach to woman....24

Ignoring the existence of thousands of working women, the doctors assumed that every
woman was prepared to set aside a week or five days every month as a period of
invalidism. Dr. W. C. Taylor, in his book A Physician’s Counsels to Woman in Health and
Disease, gave a warning typical of those found in popular health books of the time:

We cannot too emphatically urge the importance of regarding these monthly
returns as periods of ill health, as days when the ordinary occupations are to be



suspended or modified.... Long walks, dancing, shopping, riding and parties
should be avoided at this time of month invariably and under all circumstances.
00025

As late as 1916, Dr. Winfield Scott Hall was advising:

All heavy exercise should be omitted during the menstrual week ... a girl should
not only retire earlier at this time, but ought to stay out of school from one to
three days as the case may be, resting the mind and taking extra hours of rest and

sleep.26

Similarly, a pregnant woman was “indisposed,” throughout the full nine months. The
medical theory of “prenatal impressions” required her to avoid all “shocking, painful or
unbeautiful sights,” intellectual stimulation, angry or lustful thoughts, and even her
husband’s alcohol and tobacco-laden breath—Ilest the baby be deformed or stunted in the
womb. Doctors stressed the pathological nature of childbirth itself—an argument which
also was essential to their campaign against midwives. After delivery, they insisted on a
protracted period of convalescence mirroring the “confinement” which preceded birth.
(Childbirth, in the hands of the medical men, no doubt was “pathological,” and doctors
had far lessconcern about prenatal nutrition than they did about prenatal
“impressions.”) Finally after all this, a woman could only look forward to menopause,
portrayed in the medical literature as a terminal illness—the “death of the woman in the
woman.”

Now it must be said in the doctors’ defense that women of a hundred years ago were,
in some ways, sicker than the women of today. Quite apart from tight-lacing, arsenic-
nipping, and fashionable cases of neurasthenia, women faced certain bodily risks which
men did not share. In 1915 (the first year for which national figures are available) 61
women died for every 10,000 live babies born, compared to 2 per 10,000 today, and the
maternal mortality rates were doubtless higher in the nineteenth century.2” Without
adequate, and usually without any, means of contraception, a married woman could
expect to face the risk of childbirth repeatedly through her fertile years. After each
childbirth a woman might suffer any number of gynecological complications, such as
prolapsed (slipped) uterus or irreparable pelvic tear, which would be with her for the
rest of her life.

Another special risk to women came from tuberculosis, the “white plague.” In the mid-
nineteenth century, TB raged at epidemic proportions, and it continued to be a major
threat until well into the twentieth century. Everyone was affected, but women,
especially young women, were particularly vulnerable, often dying at rates twice as
high as those of men of their age group. For every hundred women aged twenty in 1865,
more than five would be dead from TB by the age of thirty, and more than eight would
be dead by the age of fifty.28

So, from a statistical point of view, there was some justification for the doctors’ theory
of innate female frailty. But there was also, from the doctors’ point of view, a strong



commercial justification for regarding women as sick. This was the period of the
profession’s most severe “population crisis.” (See Chapter 3.) The theory of female
frailty obviously disqualified women as healers. “One shudders to think of the
conclusions arrived at by female bacteriologists or histologists,” wrote one doctor, “at
the period when their entire system, both physical and mental, is, so to speak,
‘unstrung,’ to say nothing of the terrible mistakes which a lady surgeon might make
under similar conditions.”29 At the same time the theory made women highly qualified
as patients. The sickly, nervous women of the upper or middle class with their unending,
but fortunately nonfatal, ills, became a natural “client caste” to the developing medical
profession.

Meanwhile, the health of women who were not potential patients—poor women—
received next to no attention from the medical profession. Poor women must have been
at least as susceptible as wealthy women to the “sexual storms” doctors saw in
menstruation, pregnancy, etc.; and they were definitely much more susceptible to the
hazards of childbearing, tuberculosis, and, of course, industrial diseases. From all that
we know, sickness, exhaustion, and injury were routine in the life of the working-class
woman. Contagious diseases always hit the homes of the poor first and hardest.
Pregnancy, in a fifth- or sixth-floor walk-up flat, really was debilitating, and childbirth,
in a crowded tenement room, was often a frantic ordeal. Emma Goldman, who was a
trained midwife as well as an anarchist leader, described “the fierce, blind struggle of
the women of the poor against frequent pregnancies” and told of the agony of seeing
children grow up “sickly and undernourished”—if they survived infancy at all.30 For the
woman who labored outside her home, working conditions took an enormous toll. An
1884 report of an investigation of “The Working Girls of Boston,” by the Massachusetts
Bureau of Statistics of Labor, stated:

... the health of many girls is so poor as to necessitate long rests, one girl being
out a year on this account. Another girl in poor health was obliged to leave her
work, while one reports that it is not possible for her to work the year round, as

she could not stand the strain, not being at all strong.31

Still, however sick or tired working-class women might have been, they certainly did
not have the time or money to support a cult of invalidism. Employers gave no time off
for pregnancy or recovery from childbirth, much less for menstrual periods, though the
wives of these same employers often retired to bed on all these occasions. A day’s
absence from work could cost a woman her job, and at home there was no comfortable
chaise longue to collapse on while servants managed the household and doctors

managed the illness. An 1889 study from Massachusetts described one working woman’s
life:

Constant application to work, often until 12 at night and sometimes on Sundays
(equivalent to nine ordinary working days a week), affected her health and
injured her eyesight. She ... was ordered by the doctor to suspend work ... but she



must earn money, and so she has kept on working. Her eyes weep constantly, she
cannot see across the room and “the air seems always in a whirl” before
her ... [she] owed when seen three months’ board for self and children ... She
hopes something may be done for working girls and women, for, however strong
they may be in the beginning, “they cannot stand white slavery for ever.”32

But the medical profession as a whole—and no doubt there were many honorable
exceptions—sturdily maintained that it was affluent women who were most delicate and
most in need of medical attention. “Civilization” had made the middle-class woman
sickly; her physical frailty went hand-in-white-gloved-hand with her superior modesty,
refinement, and sensitivity. Working-class women were robust, just as they were
supposedly “coarse” and immodest. Dr. Lucien Warner, a popular medical authority,
wrote in 1874, “It is not then hard work and privation which make the women of our
country invalids, but circumstances and habits intimately connected with the so-called
blessings of wealth and refinement.”

Someone had to be well enough to do the work, though, and working-class women, Dr.
Warner noted with relief, were not invalids: “The African negress, who toils beside her
husband in the fields of the south, and Bridget, who washes, and scrubs and toils in our
homes at the north, enjoy for the most part good health, with comparative immunity

from uterine disease.”33 And a Dr. Sylvanus Stall observed:

At war, at work, or at play, the white man is superior to the savage, and his
culture has continually improved his condition. But with woman the rule is
reversed. Her squaw sister will endure effort, exposure and hardship which would
kill the white woman. Education which has resulted in developing and
strengthening the physical nature of man has been perverted through folly and

fashion to render woman weaker and weaker.34

In practice, the same doctors who zealously indulged the ills of wealthy patients had
no time to spare for the poor. When Emma Goldman asked the doctors she knew
whether they had any contraceptive information she could offer the poor, their answers
included, “The poor have only themselves to blame; they indulge their appetites too
much,” and “When she [the poor woman] uses her brains more, her procreative organs
will function less.”35 A Dr. Palmer Dudley ruled out poor women as subjects for
gynecological surgery on the simple ground that they lacked the leisure required for
successful treatment:

... the hardworking, daily-toiling woman is not as fit a subject for [gynecological
surgery] as the woman so situated in life as to be able to conserve her strength
and if necessary, to take a long rest, in order to secure the best results.36

So the logic was complete: better-off women were sickly because of their refined and
civilized lifestyle. Fortunately, however, this same lifestyle made them amenable to



lengthy medical treatment. Poor and working-class women were inherently stronger,
and this was also fortunate, since their lifestyle disqualified them for lengthy medical
treatment anyway. The theory of innate female sickness, skewed so as to account for
class differences in ability to pay for medical care, meshed conveniently with the
doctors’ commercial self-interest.

The feminists of the late nineteenth century, themselves deeply concerned about
female invalidism, were quick to place at least part of the blame on the doctors’
interests. Elizabeth Garrett Anderson, an American woman doctor, argued that the
extent of female invalidism was much exaggerated by male doctors and that women'’s
natural functions were not really all that debilitating. In the working classes, she
observed, work went on during menstruation “without intermission, and, as a rule,
without ill effects.”3” Mary Livermore, a women’s suffrage worker, spoke against “the
monstrous assumption that woman is a natural invalid,” and denounced “the unclean
army of ‘gynecologists’ who seem desirous to convince women that they possess but one
set of organs—and that these are always diseased.”38 And Dr. Mary Putnam Jacobi put
the matter most forcefully when she wrote in 1895, “I think, finally, it is in the increased
attention paid to women, and especially in their new function as lucrative patients,
scarcely imagined a hundred years ago, that we find explanation for much of the ill-
health among women, freshly discovered today....”39



Men Evolve, Women Devolve

But it would be overly cynical to see the doctors as mere businessmen, weighing theories
of female physiology against cash receipts. The doctors of the late nineteenth century
were also men of science, and this meant, in the cultural framework that equated
science with goodness and morality, that doctors saw themselves almost as moral
reformers. They (and members of the new field of psychology) saw it as their mission to
bring the clear light of scientific objectivity to the Woman Question, even when all
others were gripped by passionate commitments to one answer or another. “The most
devoted patron of woman'’s political and educational advancement,” wrote psychologist
George T. Patrick:

would hardly deny that the success and permanency of the reform will depend in
the end upon the fact that there shall be no inherent contradiction between her

duties and her natural physical and mental constitution.40

It was the self-assigned duty of the medical profession to define “her natural physical
and mental constitution,” no matter how galling the facts might be to any interest
groups or vocal minorities. In 1896, one physician asserted peevishly that the feminist
influence had become so powerful that “the true differences between men and women
have never been pointed out, except in medical publications.”#l But with great
determination—and we might add, imagination—the doctors set out to elaborate the
true nature of woman, the sources of her frailty, and the biological limits of her social
role.

The groundwork had already been laid in the natural sciences. Nineteenth-century
scientists had no hesitation in applying the results of biological studies to human society:
All social hierarchies, they believed, could be explained in terms of natural law. Nothing
was more helpful in this intellectual endeavor than the Theory of Evolution. Darwin’s
theory proposes that man had evolved from “lower,” i.e., less complex, forms of life to
his present condition. Nineteenth-century biologists and social commentators, observing
that not all men were the same and that not all were in fact men, hastened to conclude
that the variations represented different stages of evolution which happened to be
jostling each other within the same instant of natural history. Some went so far as to
declare that rich men must be in the evolutionary vanguard, since they were obviously
so well adapted to the (capitalist) environment. (Andrew Carnegie was an ardent
subscriber to this theory.)

Almost all agreed that the existing human races represented different evolutionary
stages. A vast body of research—consisting chiefly in measurements of brain weights,
head sizes, and facial proportions—“proved”—to no one’s great surprise—that if the
ethnic groups were ordered in terms of their distance up the ladder of evolution, WASPs
would be in the lead, followed by Northern Europeans, Slavs, Jews, Italians, etc., with
Negroes trailing in the far rear.

This was the intellectual framework with which nineteenth-century biologists



approached the Woman Question: everyone must have an assigned place in the natural
scheme of things. Attempts to get out of this place are unnatural and in fact diseased. By
the eighteen sixties, natural scientists could pinpoint woman’s place on the evolutionary
ladder with some precision—she was at the level of the Negro. For example, Carl Vogt, a
leading European professor of natural history, placed the Negro (male) as follows:

... the grown-up Negro partakes, as regards his intellectual faculties, of the nature
of the child, the female, and the senile White.42

(Where this left the Negro female one shudders to think, not to mention the “senile”
female of either race.)

But it was not sufficient to rank women on a static evolutionary scale. A full response
to the Woman Question required a dynamic view, including not only where woman was
now, but where her evolutionary destiny was taking her. Darwin’s theory postulates a
drift toward ever greater biological variation and differentiation among the species.
Where once there were a few formless protozoa, now there were porcupines, platypuses,
peacocks, etc.—each one specialized to survive in a particular environmental niche.
Nineteenth-century medical men read this loosely to mean that everything is getting
more “specialized,” and that “specialization” was the goal of evolution—an
interpretation which was no doubt influenced by the ongoing formation of the academic
disciplines (and within medicine, the medical specialties and subspecialties).

The next step in the logic was to interpret sexual differentiation within a species as a
kind of “specialization” and mark of evolutionary advance. As G. Stanley Hall, a
founder of psychology and leading child-raising expert of the early twentieth century
put it in his famous book Adolescence:

“In unicellular organisms the conjugating [mating] cells are alike, but forms become
more and more dimorphic. As we go higher [up the evolutionary ladder] sexes diverge
not only in primary and secondary sex characteristics, but in functions not associated
with sex.”43 Thus the difference between the sexes could be expected to widen ever
further as “man” evolved, and since evolution was commonly equated with progress,
this must be a good thing. As natural history professor Vogt saw it, “the inequality of the
sexes increases with the progress of civilization.”44

What was this difference between the sexes which was widening with every
evolutionary leap? The answer rested on a certain masculinist assumption about the
process of evolution itself. Evolutionary change occurs as environmental conditions
“select” for certain variants in the species. For example, in an arctic environment the
fox which is accidentally born with white fur has a survival advantage over its red
sisters and brothers, so white foxes tend to displace red ones over time. We know now
that the variations that allow for change occur through the random and unpredictable
process of genetic mutation. But to nineteenth-century scientists, who knew nothing
whatsoever about genes, heredity, mutations, etc., the ability to vary in potentially
successful ways (as the white fox had done) seemed to require a degree of cleverness and
daring. It must, therefore, be a male trait. So in the grand chain of evolution, males



were the innovators, constantly testing themselves against the harsh environment while
females dumbly passed on whatever hereditary material they had been given. Males
produced the variations; females merely reproduced them.

From there it was only a hop, skip, and jump to a theory of contemporary human
sexual differences. Males were made to “vary,” that is, to fill a variety of functions in
the social division of labor. Females, being more primitive, were non-varying and
identical in evolutionary function, and that function was to reproduce. Woman
represented the ancient essence of the species; man represented its boundless
evolutionary possibilities. (G. Stanley Hall leaped quickly to the implications for the
professions: “The male in all the orders of life is the agent of variation and tends by
nature to expertness and specialization, without which his individuality is incomplete.”)45
[Emphasis added.] Suddenly the professional differences among middle-class men
represented the “variations” required for evolution, as if natural selection would be
picking between psychologists and mathematicians, gynecologists and opthamologists!
It followed in his line of reasoning that women could not be experts because they
represented a more primitive, undifferentiated state of the species and were incapable
of “specialization”: “She is by nature more typical and a better representative of the
race and less prone to specialization.”46

But of course in the post-Darwinian scientific value system, “specialization” was good
(“advanced”); de-specialization was bad (“primitive”). Now put this together with the
fact that the species as a whole was getting ever more “specialized” sexually as part of
its general evolutionary advance: it followed that men would become ever more
differentiated, while women would become progressively de-differentiated, and ever
more concentrated on the ancient animal function of reproduction. Taken to its extreme
conclusion, this logic could only mean that for every rung of the evolutionary ladder
man ascended, woman would fall back a rung, as if, in some Elysian future, a superman
would stand at the top of the ladder, a blob of reproductive protoplasm at the bottom.

Hall backed off from this conclusion with a diversionary outburst of chivalry, calling
for

. a new philosophy of sex which places the wife and mother at the heart of a
new world and makes her the object of a new religion and almost of a new
worship, that will give her reverent exemption from sex competition [i.e.,
competition with men] and reconsecrate her to the higher responsibilities of the
human race, into the past and future of which the roots of her being penetrate;
where the blind worship of mere mental illumination has no place....47

The fact was, as Charlotte Perkins Gilman observed too, but with a very different set of
emotions, that society was channeling women (or at least the more affluent of them)
into the “sex function.” If the natural scientists were right, she would evolve to become
ever more exclusively consecrated to sex, shedding “mere mental illumination” and
other artifices, as she strode—or, more likely, crawled toward her evolutionary destiny.



The Dictatorship of the Ovaries

It was medicine’s task to translate the evolutionary theory of women into the language
of flesh and blood, tissues and organs. The result was a theory which put woman’s mind,
body, and soul in the thrall of her all-powerful reproductive organs. “The Uterus, it must
be remembered,” Dr. F. Hollick wrote, “is the controlling organ in the female body, being
the most excitable of all, and so intimately connected, by the ramifications of its
numerous nerves, with every other part.”48 Professor M. L. Holbrook, addressing a
medical society in 1870, observed that it seemed “as if the Almighty, in creating the
female sex, had taken the uterus and built up a woman around it.”4° [Emphasis in original.]

To other medical theorists, it was the ovaries that occupied center stage. Dr. G. L.
Austin’s 1883 book of advice for “maiden, wife and mother” asserts that the ovaries
“give woman all her characteristics of body and mind.”50 This passage written in 1870
by Dr. W. W. Bliss, is, if somewhat overwrought, nonetheless typical:

Accepting, then, these views of the gigantic power and influence of the ovaries
over the whole animal economy of woman,—that they are the most powerful
agents in all the commotions of her system; that on them rest her intellectual
standing in society, her physical perfection, and all that lends beauty to those fine
and delicate contours which are constant objects of admiration, all that is great,
noble and beautiful, all that is voluptuous, tender, and endearing; that her
fidelity, her devotedness, her perpetual vigilance, forecast, and all those qualities
of mind and disposition which inspire respect and love and fit her as the safest
counsellor and friend of man, spring from the ovaries,—what must be their
influence and power over the great vocation of woman and the august purposes of her
existence when these organs have become compromised through disease!5! [Emphasis
in original.]

According to this “psychology of the ovary” woman’s entire personality was directed by
the ovaries, and any abnormalities, from irritability to insanity, could be traced to some
ovarian disease. Dr. Bliss added, with unbecoming spitefulness, that “the influence of the
ovaries over the mind is displayed in woman'’s artfulness and dissimulation.”

It should be emphasized, before we follow the workings of the uterus and ovaries any
further, that woman’s total submission to the “sex function” did not make her a sexual
being. The medical model of female nature, embodied in the “psychology of the ovary,”
drew a rigid distinction between reproductivity and sexuality. Women were urged by the
health books and the doctors to indulge in deep preoccupation with themselves as “The
Sex”; they were to devote themselves to developing their reproductive powers and their
maternal instincts. Yet doctors said they had no predilection for the sex act itself. Even a
woman physician, Dr. Mary Wood-Allen wrote (perhaps from experience), that women
embrace their husbands “without a particle of sex desire.”52 Hygiene manuals stated that
the more cultured the woman, “the more is the sensual refined away from her nature,”
and warned against “any spasmodic convulsion” on a woman’s part during intercourse



lest it interfere with conception. Female sexuality was seen as unwomanly and possibly
even detrimental to the supreme function of reproduction.

The doctors themselves never seemed entirely convinced, though, that the uterus and
ovaries had successfully stamped out female sexuality. Underneath the complacent
denials of female sexual feelings, there lurked the age-old male fascination with
woman’s “insatiable lust,” which, once awakened, might turn out to be uncontrollable.
Doctors dwelt on cases in which women were destroyed by their cravings; one doctor
claimed to have discovered a case of “virgin nymphomania.” The twenty-five-year-old
British physician Robert Brudenell Carter leaves us with this tantalizing observation of
his female patients:

. no one who has realized the amount of moral evil wrought in girls ... whose
prurient desires have been increased by Indian hemp and partially gratified by
medical manipulations, can deny that remedy is worse than disease. I
have ... seen young unmarried women, of the middle class of society, reduced by
the constant use of the speculum to the mental and moral condition of prostitutes;
seeking to give themselves the same indulgence by the practice of solitary vice;
and asking every medical practitioner ... to institute an examination of the sexual
organs.>3

But if the uterus and ovaries could not be counted on to suppress all sexual strivings,
they were still sufficiently in control to be blamed for all possible female disorders, from
headaches to sore throats and indigestion. Dr. M. E. Dirix wrote in 1869:

Thus, women are treated for diseases of the stomach, liver, kidneys, heart, lungs,
etc.; yet, in most instances, these diseases will be found on due investigation, to
be, in reality, no diseases at all, but merely the sympathetic reactions or the

symptoms of one disease, namely, a disease of the womb.54

Even tuberculosis could be traced to the capricious ovaries. When men were
consumptive, doctors sought some environmental factor, such as overexposure, to
explain the disease. But for women it was a result of reproductive malfunction. Dr. Azell
Ames wrote in 1875:

It being beyond doubt that consumption ... is itself produced by the failure of the
[menstrual] function in the forming girls ... one had been the parent of the other
with interchangeable priority. [Actually, as we know today, it is true that
consumption may result in suspension of the menses.]55

Since the reproductive organs were the source of disease, they were the obvious target
in the treatment of disease. Any symptom—backaches, irritability, indigestion, etc.—
could provoke a medical assault on the sexual organs. Historian Ann Douglas Wood
describes the “local treatments” used in the mid-nineteenth century for almost any



female complaint:

This [local] treatment had four stages, although not every case went through all
four: a manual investigation, “leeching,” “injections,” and “cauterization.”
Dewees [an American medical professor] and Bennet, a famous English
gynecologist widely read in America, both advocated placing the leeches right on
the vulva or the neck of the uterus, although Bennet cautioned the doctor to count
them as they dropped off when satiated, lest he “lose” some. Bennet had know
adventurous leeches to advance into the cervical cavity of the uterus itself, and he
noted, “I think I have scarcely ever seen more acute pain than that experienced
by several of my patients under these circumstances.” Less distressing to a 20th
century mind, but perhaps even more senseless, were the “injections” into the
uterus advocated by these doctors. The uterus became a kind of catch-all, or what
one exasperated doctor referred to as a “Chinese toy shop”: Water, milk and
water, linseed tea, and “decoction of marshmellow ... tepid or cold” found their
way inside nervous women patients. The final step, performed at this time, one
must remember, with no anesthetic but a little opium or alcohol, was
cauterization, either through the application of nitrate of silver, or, in cases of
more severe infection, through the use of much stronger hydrate of potassa, or
even the “actual cautery,” a “white-hot iron” instrument.>6

In the second half of the century, these fumbling experiments with the female interior
gave way to the more decisive technique of surgery—aimed increasingly at the control
of female personality disorders. There had been a brief fad of clitoridectomy (removal of
the clitoris) in the eighteen sixties, following the introduction of the operation by the
English physician Isaac Baker Brown. Although most doctors frowned on the practice of
removing the clitoris, they tended to agree that it might be necessary in cases of
nymphomania, intractable masturbation, or “unnatural growth” of that organ. (The last
clitoridectomy we know of in the United States was performed in 1948 on a child of
five, as a cure for masturbation.)

The most common form of surgical intervention in the female personality was
ovariotomy, removal of the ovaries—or “female castration.” In 1906 a leading
gynecological surgeon estimated that there were 150,000 women in the United States
who had lost their ovaries under the knife. Some doctors boasted that they had removed
from fifteen hundred to two thousand ovaries apiece.57 According to historian G. J.
Barker-Benfield:

Among the indications were troublesomeness, eating like a ploughman,
masturbation, attempted suicide, erotic tendencies, persecution mania, simple
“cussedness,” and dysmenorrhea [painful menstruation]. Most apparent in the
enormous variety of symptoms doctors took to indicate castration was a strong

current of sexual appetitiveness on the part of women.58



The rationale for the operation flowed directly from the theory of the “psychology of the
ovary”: since the ovaries controlled the personality, they must be responsible for any
psychological disorders: conversely, psychological disorders were a sure sign of ovarian
disease. Ergo, the organs must be removed.

One might think, given the all-powerful role of the ovaries, that an ovaryless woman
would be like a rudderless ship—desexed and directionless. But on the contrary, the
proponents of ovariotomy argued, a woman who was relieved of a diseased ovary
would be a better woman. One 1893 advocate of the operation claimed that “patients
are improved, some of them cured;... the moral sense of the patient is elevated ... she
becomes tractable, orderly, industrious, and cleanly.”” 59 Patients were often brought in
by their husbands, who complained of their unruly behavior. Doctors also claimed that
women—troublesome but still sane enough to recognize their problem—often “came to
us pleading to have their ovaries removed.”®0 The operation was judged successful if the
woman was restored to a placid contentment with her domestic functions.

The overwhelming majority of women who had leeches or hot steel applied to their
cervices, or who had their clitorises or ovaries removed, were women of the middle to
upper classes, for after all, these procedures cost money. But it should not be imagined
that poor women were spared the gynecologist’s exotic catalog of tortures simple
because they couldn’t pay. The pioneering work in gynecological surgery had been
performed by Marion Sims on black female slaves he kept for the sole purpose of
surgical experimentation. He operated on one of them thirty times in four years, being
foiled over and over by post-operative infections.6! After moving to New York, Sims
continued his experimentation on indigent Irish women in the wards of the New York
Women’s Hospital. So, though middle-class women suffered most from the doctors’
actual practice, it was poor and black women who had suffered through the brutal
period of experimentation.



The Uterus vs. the Brain

The reign of the uterus (and ovaries) was never entirely as tranquil and secure as the
doctors might have wished. There was the constant threat of subversion by sexual
feelings, arising from God knows what disorders of the brain or genitals. Doctors
warned that vice in any form could derange the entire woman, flesh and spirit. Nothing
alarmed them more than masturbation—known at the time as self-abuse or simply “the
vice”—which could lead to menstrual dysfunction, uterine disease, lesions on the
genitals, tuberculosis, dementia, and general decay.

With the fervor of public health officials battling plague germs, the doctors pursued
“the vice” into its dark and solitary hideouts. Parents were urged to watch their children
for the first symptoms (pallor, languor, peevishness) and if necessary to strap their
hands to their sides at night. Patients of both sexes were urged to “confess.” In women
even amorous thoughts inspired by reading, parties, flirtations, or “hot drinks” could
upset the entire physiology. Doctors acknowledged a stern duty to oppose the reading of
romantic novels “as one of the greatest causes of uterine disease in young women.”62

As the century wore on, the hegemony of the uterus appeared to grow ever shakier.
More and more women were rejecting the doctors’ passive, sickly model of femininity
and carving out activist roles for themselves. The suffrage movement had grown to
nationwide proportions and was waging highly organized campaigns state by state.
More and more middle-class women were seeking college educations either in the
burgeoning women’s colleges, like Smith (opened in 1875), Wellesley (1875), Bryn
Mawr (1885), and Mills (1885), or in all-male institutions like Cornell, Williams, and
Harvard.63 To the doctors it seemed as if a new organ had entered the scene to contest
for power—the female brain. Nineteenth-century gynecology became absorbed in the
combat between the brain and the uterus for dominion over the female persona. It was
as if the Woman Question were being fought out on the dissecting table: on the one
hand, the brain—aggressive, calculating; on the other hand, the uterus—moistly
receptive, nurturing, still governed by the ancient tempo of the moon and tides.

The possibility of peaceful coexistence between the two organs was ruled out by the
basic laws of physiology. Medical men saw the body as a miniature economic system,
with the various parts—Ilike classes or interest groups—competing for a limited supply
of resources. Each body contained a set quantity of energy which could be directed
variously from one function to another. Thus there was inevitably a tension between the
different functions, or organs—one could be developed only at the expense of the others.
Strangely enough, doctors saw no reason to worry about conflicts between the lungs and
the spleen, or the liver and the kidneys, or other possible pairs of combatants. The
central drama, in bodies male or female, was that great duel between the brain and the
reproductive organs.

Needless to say, the desirable outcome of this struggle was quite different for the two
sexes. Men were urged to back the brain, and to fight the debilitating effects of sexual
indulgence. Since the mission of the male (the middle-class male, anyway) was to be a
businessman, professor, lawyer, or gynecologist—he had to be careful to conserve all his



energy for the “higher functions.” Doctors warned men not to “spend their seed” (the
material essence of their energy) recklessly in marital relations, and of course not to let
it dribble away in secret vice or prurient dreams. Historian Barker-Benfield suggests that
the doctors’ fanatical dread of female sexuality reflected the constant, uphill struggle to
preserve the male fluids for male endeavors. The “oversexed” woman was seen as a
sperm-draining vampire who would leave men weak, spent, and effeminate.

In reverse but almost parallel terms, women were urged to throw their weight behind
the uterus and resist the temptations of the brain. Because reproduction was woman’s
grand purpose in life, doctors agreed that women had to concentrate all their energy
downward toward the womb. All other activity should be slowed down or stopped
during the peak periods of uterine energy demand. At puberty, girls were advised to
take a great deal of bed rest in order to help focus their strength on regulating their
periods—though this might take years. Too much reading or intellectual stimulation in
the fragile stage of adolescence could result in permanent damage to the reproductive
organs, and sickly, irritable babies.

Pregnancy was another period requiring intense mental vacuity. One theory had the
brain and the pregnant uterus competing not only for energy, but for a material
substance—phosphates.64 Every mental effort of the mother-to-be could deprive the
unborn child of some of this vital nutrient, or would so overtax the woman’s own system
that she would be driven to insanity and require “prolonged administration of
phosphates.” Menopause brought no relief from the imperious demands of the uterus.
Doctors described it as a “Pandora’s box of ills,” requiring, once again, a period of
bovine placidity.

But it was not enough to urge women in the privacy of the office or sickroom to side
with the beleaguered uterus. The brain was a powerful opponent, as the advance of the
women’s movement and the growing number of educated women showed. It must have
seemed to the doctors that only they had the wisdom and courage to champion the poor
uterus, who was, by her nature, not so nimble and clever as her opponent. So the
doctors were led, beginning in the eighteen seventies, into the ongoing public debate
over female education.

Dr. Edward H. Clarke’s book Sex in Education, or a Fair Chance for the Girls was the
great uterine manifesto of the nineteenth century.65 It appeared at the height of the
pressure for co-education at Harvard, where Clarke was a professor, and went through
seventeen editions in the space of a few years. Clarke reviewed the medical theories of
female nature—the innate frailty of women, the brain-uterus competition—and
concluded, with startling but unassailable logic, that higher education would cause
women’s uteruses to atrophy!

Armed with Clarke’s arguments, doctors agitated vociferously against the dangers of
female education. R. R. Coleman, M.D., of Birmingham, Alabama, thundered this
warning:

Women beware. You are on the brink of destruction: You have hitherto been
engaged in crushing your waists; now you are attempting to cultivate your mind:



You have been merely dancing all night in the foul air of the ball-room; now you
are beginning to spend your mornings in study. You have been incessantly
stimulating your emotions with concerts and operas, with French plays, and
French novels; now you are exerting your understanding to learn Greek, and
solve propositions in Euclid. Beware!! Science pronounces that the woman who
studies is lost.66

Dozens of medical researchers rushed in to plant the banner of science on the territory
opened up by Clarke’s book. Female students, their studies showed, were pale, in
delicate health, and prey to monstrous deviations from menstrual regularity. (Menstrual
irregularity upset the doctor’s sensibilities as much as female sexuality. Both were
evidences of spontaneous, ungovernable forces at work in the female flesh.) A 1902
study showed that 42 percent of the women admitted to insane asylums were well
educated compared to only 16 percent of the men—“proving,” obviously, that higher
education was driving women crazy.67 But the consummate evidence was the college
woman’s dismal contribution to the birth rate. An 1895 study found that 28 percent of
female college graduates married, compared to 80 percent of women in general.68 The
birth rate was falling among white middle-class people in general, and most
precipitously among the college educated. G. Stanley Hall, whose chapter on
“Adolescent Girls and their Education” reviewed thirty years of medical arguments
against female education, concluded with uncharacteristic sarcasm that the colleges
were doing fine if their aim was to train “those who do not marry or if they are to
educate for celibacy.” “These institutions may perhaps come to be training stations of a
new-old type, the agamic or agenic [i.e., sterile] woman, be she aunt, maid—old or
young—nun, schoolteacher, or bachelor woman.”69

The doctors and psychologists (for we should acknowledge Hall’s influential
contribution to the debate) conceded that it was possible for a woman, if she were
sufficiently determined, to dodge the destiny prepared for her by untold eons of
evolutionary struggle, and throw in her lot with the brain. But the resulting “mental
woman,” if we may so term this counterpart to the natural, “uterine woman,” could only
hope to be a freak, morally and medically. “She has taken up and utilized in her own
life all that was meant for her descendants,” Hall complained. “This is the very
apotheosis of selfishness from the standpoint of every biological ethics.” Physically, the
results were predictable: “First, she loses her mammary function.” Hall wrote,70 since
lactation seemed to represent woman’s natural unselfishness.

Some medical writings suggested that the loss of the mammary function would be
accompanied by an actual loss of the breasts. “In her evening gown she shows evidence
of joints which had been adroitly hidden beneath tissues of soft flesh,” wrote Arabella
Kenealy, M.D., of the “mental woman,” “and already her modesty has been put to the
necessity of puffing and pleating, where Nature had planned the tenderest and most
dainty of devices,” i.e., the breast. Doctors agreed that the brain-dominated woman
would be muscular, angular, abrupt in her motions. Dr. Kenealy, who directed many of



her writings as polemics against Olive Schreiner, described the new woman thus:

Where before her beauty was suggestive and elusive, now it is defined.... The
haze, the elusiveness, the subtle suggestion of the face are gone.... The
mechanism of movement is no longer veiled by a certain mystery of motion.

. Her voice is louder, her tones are assertive. She says everything—leaves

nothing to the imagination.”!

Uterine woman had been indistinct, mysterious, like a veil over the harsh face of
industrial society. The real horror of the brain-dominated woman was that she left man
with no illusions.

Even the woman who opted for the sexless, mental life could not expect the brain to
have an easy victory. The struggle between the brain, with its die-hard intellectual
pretensions, and the primitive, but tenacious uterus could tear a woman apart—perhaps
des-troying both organs in the process. So in the end all that awaited the brain-oriented
woman was in most cases sickness, which of course is precisely what awaited her if she
remained a “good,” uterine woman. S. Weir Mitchell smugly expressed to a graduating
class at Radcliffe his hope “that no wreck from these shores will be drifted into my
dockyard”—but, really, what hope was there?72

The medical warnings against higher education did not go unheeded. Martha Carey
Thomas, president of Bryn Mawr College, confessed that as a young woman she had
been “terror-struck” after reading the chapters relating to women in Hall’s Adolescence,
lest she “and every other woman ... were doomed to live as pathological invalids ...” as
a result of their education.”3 Martha Carey Thomas survived her education and pursued
a full and demanding career (no doubt serving to the doctors as a repulsive example of
muscular, brain-dominated woman), but there were also casualties. Margaret Cleaves,
M.D. of Des Moines ended by confessing the futility of her own attempts at a career. In
her own description she had been a “mannish Maiden” from the start and had let her
masculine ambition draw her into a medical education. But no sooner had she achieved
her goal than she developed a galloping case of neurasthenia, or “sprained brain” as she
diagnosed it. “It may be true,” she admitted in her book The Autobiography of a
Neurasthene:

As emphasized by [S. Weir] Mitchell and others, that girls and women are unfit to
bear the continued labor of mind because of the disqualifications existing in their
physiological life.74

Similarly, Antoinette Brown, America’s first female minister, dropped out of the ministry
after being converted to the “scientific” theory of woman’s nature.”>

As the century wore on, fewer and fewer women were willing to take the doctor’s
advice seriously, though. Feminists vigorously attacked the idea that women did not
have the stamina for higher education, and even satirized the medical injunctions, as in
this poem, “The Maiden’s Vow”:



I will avoid equations

And shun the naughty surd

I must beware the perfect square
Through it young girls have erred

And when men mention Rule of Three

Pretend I have not heard.76



The Rest Cure

The notion of the female body as the battleground of the uterus and the brain led to two
possible therapeutic approaches: one was to intervene in the reproductive area—
removing “diseased” organs or strengthening the uterus with bracing doses of silver
nitrate, injections, cauterizations, bleedings, etc. The other approach was to go straight
for the brain and attempt to force its surrender directly. The doctors could hardly use the
same kind of surgical techniques on the brain as they had on the ovaries and uterus, but
they discovered more subtle methods. The most important of these was the rest cure—
the world-famous invention of Dr. S. Weir Mitchell.

The rest cure depended on the now-familiar techniques of twentieth-century
brainwashing—total isolation and sensory deprivation. For approximately six weeks the
patient was to lie on her back in a dimly lit room. She was not permitted to read. If her
case was particularly severe, she was not even permitted to rise to urinate. She was to
have no visitors and to see no one but a nurse and the doctor. Meanwhile, while the
unwary brain presumably drifted off into a twilight state, the body would be fortified
with feedings and massages. The feedings consisted of soft, bland foods and were
supposed to result in a daily weight gain. The massages lasted for one hour a day,
covering the entire body, and increasing in vigor as the cure wore on.

The cure became immensely popular—Ilargely because, unlike other gynecological
treatments, this one was painless. As a result of the rest cure, Philadelphia (where
Mitchell practiced) was soon “the mecca for patients from all over the world.”7’7 Jane
Addams underwent the rest cure, but it was apparently unsuccessful since it had to be
followed with six more months of rest during which Addams was “literally bound to a
bed” in her sister’s house.”8 Charlotte Perkins Gilman underwent the cure before being
discharged to “live as domestic a life as possible”—the results of which we have already
recounted. But the majority of the patients seem to have come out of the cure filled, if
not with health, with a sycophantic worship of Dr. Mitchell. Ex-patients and would-be
patients plied him with small gifts and admiring letters, such as this one, which contrasts
the writer’s continued invalidism with the virile strength of the physician:

Whilst laid by the heels in a country-house with an attack of grippe, also an
invalid from gastric affection, the weary eyes of a sick woman fall upon your face
in the Century [magazine] of this month—a thrill passed through me—at last I
saw the true physician!79

The secret of the rest cure lay not in the soft foods, the massages, or even, ultimately,
in the intellectual deprivation, but in the doctor himself. S. Weir Mitchell must be
counted as one of the great pioneers, perhaps the greatest, in the development of the
twentieth-century doctor—patient relationship, or more generally, the expert-woman
relationship. His personal friend and colleague Sir William Osler came to represent for
posterity the masculinist ideal of the healer. But it was Mitchell, blessed with an endless
supply of female invalids and neurasthenics, who perfected the technique of healing by



command.

Mitchell was, by his own description, a “despot” in the sickroom. Patients were to ask
no questions (or, like poor Gilman, attempt to volunteer information). His manner
would be gentle and sympathetic one moment, abrupt and commanding the next. Now
magnify Dr. Mitchell’s authoritarianism by the conditions of the rest cure: the patient
has been lying in semidarkness all day. She has not seen any other man, and no person
but for the nurse, for weeks. She is weak and languid from lying still for so long.
Perhaps the long massage has left her with inadmissible sensations which she hesitates
to localize even in imagination. Enter Dr. Mitchell. His lack of physical stature makes no
difference to a prostrate woman. He is confident, commanding, scientific. He chides the
patient for her lack of progress, or predicts exactly how she will feel tomorrow, in one
week, in a month. The patient can only feel a deep gratitude for this particle of
attention, this strange substitute for human companionship. She resolves that she will get
better, as he has said she must, which means she will try to be a better woman, more
completely centered on her reproductive functions.

It is as if Dr. Mitchell recognized that in the battle between the uterus and the brain, a
third organ would have to be called into play—the phallus. The “local treatments” of
earlier decades had already recognized the need for direct male penetration to set errant
females straight. Nineteenth-century doctors universally expected sick (or cantankerous)
women to spread their legs and admit leeches, “decoctions,” the scalpel—whatever the
physician chose to insert. But these were mere adolescent pokings compared to the
mature phallic healing introduced by S. Weir Mitchell. He deplored “local treatments,”
foreswearing physical penetration altogether (unless you count the constant oral
ingestion of soft foods). The physician, according to Mitchell, could heal by the force of
his masculinity alone. This was, of course, the ultimate argument against female doctors:
they could not “obtain the needed control over those of their own sex.”80 Only a male
could command the total submissiveness which constituted the “cure.”

If the patient did not yield to Mitchell’s erect figure at the bedside, he would threaten
to bring out his own, literal phallus. For example, according to a popular anecdote,
when one patient failed to recover at the end of her rest cure:

Dr. Mitchell had run the gamut of argument and persuasion and finally
announced, “If you are not out of bed in five minutes—I’ll get into it with you!”
He thereupon started to remove his coat, the patient still obstinately prone—he
removed his vest, but when he started to take off his trousers—she was out of bed

in a fury!8!



Subverting the Sick Role: Hysteria

The romance of the doctor and the female invalid comes to full bloom (and almost to
consummation) in the practice of S. Weir Mitchell. But as the anecdote just cited reveals,
there is a nastier side to this affair. An angry, punitive tone has come into his voice; the
possibility of physical force has been raised. As time goes on and the invalids pile up in
the boudoirs of American cities and recirculate through the health spas and consulting
rooms, the punitive tone grows louder. Medicine is caught in a contradiction of its own
making, and begins to turn against the patient.

Doctors had established that women are sick, that this sickness is innate, and stems
from the very possession of a uterus and ovaries. They had thus eliminated the duality of
“sickness” and “health” for the female sex; there was only a drawn-out half-life, tossed
steadily by the “storms” of reproductivity toward a more total kind of rest. But at the
same time, doctors were expected to cure. The development of commercial medicine,
with its aggressive, instrumental approach to healing, required some public faith that
doctors could do something, that they could fix things. Certainly Charlotte Perkins
Gilman had expected to be cured. The husbands, fathers, sisters, etc., of thousands of
female invalids expected doctors to provide cures. A medical strategy of disease by
decree, followed by “cures” that either mimicked the symptoms or caused new ones,
might be successful for a few decades. But it had no long-term commercial viability.

The problem went deeper, though, than the issue of the doctors’ commercial
credibility. There was a contradiction in the domestic ideal of femininity that medicine
had worked so hard to construct. Medicine had insisted that woman was sick and that
her life centered on the reproductive function. But these are contradictory propositions.
If you are sick enough, you cannot reproduce. The female role in reproduction requires
stamina, and if you count in all the activities of child raising and running a house, it
requires fullblown, energetic health. Sickness and reproductivity, the twin pillars of
nineteenth-century femininity, could not stand together.

In fact, toward the end of the century, it seemed that sickness had been winning out
over reproductivity. The birth rate for whites shrank by a half between 1800 and 1900,
and the drop was most precipitous among white Anglo-Saxon Protestants—the “better”
class of people. Meanwhile blacks and European immigrants appeared to be breeding
prolifically, and despite their much higher death rates, the fear arose that they might
actually replace the “native stock.” Professor Edwin Conklin of Princeton wrote:

The cause for alarm is the declining birth rate among the best elements of a
population, while it continues to increase among the poorer elements. The
descendants of the Puritans and the Cavaliers ... are already disappearing, and in
a few centuries at most, will have given place to more fertile races....82

And in 1903 President Theodore Roosevelt thundered to the nation the danger of “race
suicide”:



Among human beings, as among all other living creatures, if the best specimens
do not, and the poorer specimens do, propagate, the type [race] will go down. If
Americans of the old stock lead lives of celibate selfishness ... or if the married
are afflicted by that base fear of living which, whether for the sake of themselves
or of their children, forbids them to have more than one or two children, disaster
awaits the nation.83

G. Stanley Hall and other expert observers easily connected the falling WASP birth
rate to the epidemic of female invalidism:

In the United States as a whole from 1860-"90 the birthrate declined from 25.61
to 19.22. Many women are so exhausted before marriage that after bearing one
or two children they become wrecks, and while there is perhaps a growing dread
of parturition or of the bother of children, many of the best women feel they have
not stamina enough....84

’

He went on to suggest that “if women do not improve,” men would have to “have
recourse to emigrant wives” or perhaps there would have to be a “new rape of the
Sabines.”

The genetic challenge posed by the “poorer elements” cast an unflattering light on the
female invalid. No matter whether she was “really” suffering, she was clearly not doing
her duty. Sympathy begins to give way to the suspicion that she might be deliberately
malingering. S. Weir Mitchell revealed his private judgment of his patients in his novels,
which dwelt on the grasping, selfish invalid, who uses her illness to gain power over
others. In Roland Blake (1886) the evil invalid “Octapia” tries to squeeze the life out of
her gentle cousin Olivia. In Constance Trescot (1905) the heroine is a domineering,
driven woman, who ruins her husband’s life and then relapses into invalidism in an
attempt to hold on to her patient sister Susan:

By degrees Susan also learned that Constance relied on her misfortune and her
long illness to insure to her an excess of sympathetic affection and unremitting

service. The discoveries thus made troubled the less selfish sister....85

The story ends in a stinging rejection for Constance, as Susan leaves her to get married
and assume the more womanly role of serving a man. Little did Dr. Mitchell’s patients
suspect that his ideal woman was not the delicate lady on the bed, but the motherly
figure of the nurse in the background! In fact, Mitchell’s rest cure was implicitly based
on the idea that his patients were malingerers. As he explained it, the idea was to
provide the patient with a drawn-out experience of invalidism, but without any of the
pleasures and perquisites which usually went with that condition.

To lie abed half the day, and sew a little and read a little, and be interesting and
excite sympathy, is all very well, but when they are bidden to stay in bed a month



and neither to read, write, nor sew, and to have one nurse,—who is not a
relative,—then rest becomes for some women a rather bitter medicine, and they
are glad enough to accept the order to rise and go about when the doctor issues a
mandate....86

Many women probably were using the sick role as a way to escape their reproductive
and domestic duties. For the woman to whom sex really was repugnant, and yet a
“duty,” or for any woman who wanted to avoid pregnancy, sickness was a way out—
and there were few others. The available methods of contraception were unreliable, and
not always that available either.87 Abortion was illegal and risky. So female invalidism
may be a direct ancestor of the nocturnal “headache” that so plagued husbands in the
mid-twentieth century.

The suspicion of malingering—whether to avoid pregnancy or gain attention—cast a
pall over the doctor—patient relationship. If a woman was really sick (as the doctors said
she ought to be), then the doctor’s efforts, however ineffective, must be construed as
appropriate, justifiable, and of course reimbursable. But if she was not sick, then the
doctor was being made a fool of. His manly, professional attempts at treatment were
simply part of a charade directed by and starring the female patient. But how could you
tell the real invalids from the frauds? And what did you do when no amount of
drugging, cutting, resting, or sheer bullying seemed to make the woman well?

Doctors had wanted women to be sick, but now they found themselves locked in a
power struggle with the not-so-feeble patient: Was the illness a construction of the
medical imagination, a figment of the patient’s imagination, or something “real” that
nevertheless eluded the mightiest efforts of medical science? What, after all, was behind
“neurasthenia,” “hyperesthesia,” or the dozens of other labels attached to female
invalidism?

But it took a specific syndrome to make the ambiguities in the doctor-patient
relationship unbearable, and to finally break the gynecologists’ monopoly of the female
psyche. This syndrome was hysteria. In many ways, hysteria epitomized the cult of
female invalidism. It affected middle- and upper-class women almost exclusively; it had
no discernible organic basis; and it was totally resistant to medical treatment. But unlike
the more common pattern of invalidism, hysteria was episodic. It came and went in
unpredictable, and frequently violent, fits.

According to contemporary descriptions, the victim of hysteria might either faint or
throw her limbs about uncontrollably. Her back might arch, with her entire body
becoming rigid, or she might beat her chest, tear her hair or attempt to bite herself and
others. Aside from fits and fainting, the disease took a variety of forms: hysterical loss of
voice, loss of appetite, hysterical coughing or sneezing, and, of course, hysterical
screaming, laughing, and crying. The disease spread wildly, not only in the United
States, but in England and throughout Europe.

Doctors became obsessed with this “most confusing, mysterious and rebellious of
diseases.” In some ways, it was the ideal disease for the doctors: it was never fatal, and
it required an almost endless amount of medical attention. But it was not an ideal



disease from the point of view of the husband and family of the afflicted woman. Gentle
invalidism had been one thing; violent fits were quite another. So hysteria put the
doctors on the spot. It was essential to their professional self-esteem either to find an
organic basis for the disease, and cure it, or to expose it as a clever charade.

There was plenty of evidence for the latter point of view. With mounting suspicion,
the medical literature began to observe that hysterics never had fits when alone, and
only when there was something soft to fall on. One doctor accused them of pinning their
hair in such a way that it would fall luxuriantly when they fainted. The hysterical “type”
began to be characterized as a “petty tyrant” with a “taste for power” over her husband,
servants, and children, and, if possible, her doctor.

In historian Carroll Smith-Rosenberg’s interpretation, the doctor’s accusations had
some truth to them: the hysterical fit, for many women, must have been the only
acceptable outburst—of rage, of despair, or simply of energy—possible.88 Alice James,
whose lifelong illness began with a bout of hysteria in adolescence, described her
condition as a struggle against uncontrollable physical energy:

Conceive of never being without the sense that if you let yourself go for a
moment ... you must abandon it all, let the dykes break and the flood sweep in,
acknowledging yourself abjectly impotent before the immutable laws. When all
one’s moral and natural stock-in-trade is a temperament forbidding the
abandonment of an inch or the relaxation of a muscle, ’tis a never-ending fight.
When the fancy took me of a morning at school to study my lessons by way of
variety instead of shrieking or wiggling through the most impossible sensations of
upheaval, violent revolt in my head overtook me, so that I had to “abandon” my

brain as it were.89

On the whole, however, doctors did continue to insist that hysteria was a real disease
—a disease of the uterus, in fact. (Hysteria comes from the Greek word for uterus.) They
remained unshaken in their conviction that their own house calls and high physician’s
fees were absolutely necessary; yet at the same time, in their treatment and in their
writing, doctors assumed an increasingly angry and threatening attitude. One doctor
wrote, “It will sometimes be advisable to speak in a decided tone, in the presence of the
patient, of the necessity of shaving the head, or of giving her a cold shower bath, should
she not be soon relieved.” He then gave a “scientific” rationalization for this treatment
by saying, “The sedative influence of fear may allay, as I have known it to do, the
excitement of the nervous centers....”90

Carroll Smith-Rosenberg writes that doctors recommended suffocating hysterical
women until their fits stopped, beating them across the face and body with wet towels,
and embarrassing them in front of family and friends. She quotes Dr. F. C. Skey:
“Ridicule to a woman of sensitive mind, is a powerful weapon ... but there is not an
emotion equal to fear and the threat of personal chastisement.... They will listen to the
voice of authority.” The more women became hysterical, the more doctors became
punitive toward the disease; and at the same time, they began to see the disease



everywhere themselves until they were diagnosing every independent act by a woman,
especially a women'’s rights action, as “hysterical.”

With hysteria, the cult of female invalidism was carried to its logical conclusion.
Society had assigned affluent women to a life of confinement and inactivity, and
medicine had justified this assignment by describing women as innately sick. In the
epidemic of hysteria, women were both accepting their inherent “sickness” and finding a
way to rebel against an intolerable social role. Sickness, having become a way of life,
became a way of rebellion, and medical treatment, which had always had strong
overtones of coercion, revealed itself as frankly and brutally repressive.

But the deadlock over hysteria was to usher in a new era in the experts’ relationship
to women. While the conflict between hysterical women and their doctors was
escalating in America, Sigmund Freud, in Vienna, was beginning to work on a treatment
that would remove the disease altogether from the arena of gynecology.

Freud’s cure eliminated the confounding question of whether or not the woman was
faking: in either case it was a mental disorder. Psychoanalysis, as Thomas Szasz has
pointed out, insists that “malingering is an illness—in fact, an illness ‘more serious’ than
hysteria.”®! Freud banished the traumatic “cures” and legitimized a doctor-patient
relationship based solely on talking. His therapy urged the patient to confess her
resentments and rebelliousness, and then at last to accept her role as a woman. Freud’s
insight into hysteria at once marked off a new medical specialty: “Psychoanalysis,” in
the words of feminist historian Carroll Smith-Rosenberg, “is the child of the hysterical
woman.” In the course of the twentieth century psychologists and psychiatrists would
replace doctors as the dominant experts in the lives of women.

For decades into the twentieth century doctors would continue to view menstruation,
pregnancy, and menopause as physical diseases and intellectual liabilities. Adolescent
girls would still be advised to study less, and mature women would be treated
indiscriminately to hysterectomies, the modern substitute for ovariotomies. The female
reproductive organs would continue to be viewed as a kind of frontier for chemical and
surgical expansionism, untested drugs, and reckless experimentation. But the debate
over the Woman Question would never again be phrased in such crudely materialistic
terms as those set forth by nineteenth-century medical theory—with brains “battling”
uteruses for control of woman’s nature. The psychological interpretation of hysteria, and
eventually of “neurasthenia” and the other vague syndromes of female invalidism,
established once and for all that the brain was in command. The experts of the twentieth
century would accept woman'’s intelligence and energy: the question would no longer be
what a woman could do, but, rather, what a woman ought to do.

“ It is unlikely that the operation had this effect on a woman’s personality. It would
have produced the symptoms of menopause, which do not include any established
personality changes.



FIVE
Microbes and the Manufacture of Housework

At the turn of the new century, the invalid languishing on her chaise longue was at

last about to end her morbid existence as a feminine ideal. Female invalidism, the
gynecologists’ solution to the Woman Question, had always been too exclusive and too
demanding. Now a new spirit of activism gripped the women as well as the men of the
middle class: American business was expanding into markets all over the world, and at
home lay the formidable task of assimilating twenty million immigrant workers on the
one hand and civilizing the robber-barons on the other. Teddy Roosevelt’s rise from an
asthmatic boyhood to an obsessively activist manhood stood as an inspiration to the
most debilitated and listless veterans of the fin de sieécle. Everyone wanted to be “on the
go,” “in the swim,” and even the most privileged women were not about to sit out the
American Century with a sick headache.

In a burst of pent-up energy middle-class American women were now loosening their
garments, riding bicycles, and leaving their homes to organize women’s clubs, charities,
civic reform groups. But they were not, by and large, ready to reject the basic
assumptions of domesticity. They were looking for a new version of the domestic ideal—
something more democratic than invalidism, something healthier, more activist.

The new ideal carved out in the first decade or so of the century would not be the
political activist or social reformer but the housewife. She would be bound to the home
just as securely as the invalid had been—not because she was too weak to do anything
else, but because she had so much to do there. Bustling, efficient—intellectually as well
as emotionally engaged in her tasks—the housewife 