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Abstract 

 
“Between Hospital and Home: English Convalescent Care from Nightingale to the 

National Health Service” examines the history of convalescent homes in England since 

the nineteenth century. Starting around 1860, concerns about the salubrity of the urban 

environment, the risks of pauperism, the impact of industrial society on the body, and 

defects in hospital administration and design led to the founding of hundreds of 

institutions in country and seaside towns for the care of working-class convalescents. By 

the early twentieth century, these homes had become essential to the practice and 

organization of medicine, welfare, and charity, a position they maintained until the 

creation of the National Health Service. 

 Convalescence was, and is, a liminal category, occupying the hazily defined space 

between illness and health. Using archival records from hospitals, charitable 

organizations, government bodies, and convalescent homes, along with medical 

literature, patient accounts, and popular media, I examine how philanthropic ideologies, 

geographic imaginaries, spatial arrangements, therapeutic practices, and material cultures 

shaped the meanings and experiences of convalescence. In contrast to the figure of the 

invalid, which carried cultural resonances of stasis and withdrawal, the figure of the 

convalescent was attractive to philanthropists and medical reformers because it offered 

the promise of reconciliation between economic progress and social dislocation, 

industrialization and individual health, and urban disruption and family stability.  

 The history of convalescent homes makes an important contribution to historians’ 

understanding of the transformation of the hospital at the end of the nineteenth century. I 

demonstrate that convalescent homes freed up space within hospitals that was crucial to 
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advancements in surgery and the use of new therapeutic technologies in hospital wards. 

Moreover, convalescent homes themselves represented new forms of therapeutic space. 

Such institutions functioned as technologies of place—as means to harness the 

therapeutic benefits of rural and seaside climatic hinterlands for the treatment of hospital 

patients. By providing healthy diets and adopting the architectural rhetoric, spatial 

arrangements, and decorative practices of middle-class and genteel houses, convalescent 

homes sought not only to create environments conducive to their patients’ recovery, but 

also to inculcate the habits of domesticity and the values of liberal citizenship. 
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Introduction 

In an 1879 article in the London Graphic, the Reverend Frederick Arnold commented on 

the “very remarkable expansion of the Hospital system in many directions during the last 

quarter of the century.” Of the many recent changes in hospital administration and 

design, he remarked, “perhaps our Convalescent Hospitals show the greatest progress and 

variety.” Arnold, who had visited a number of convalescent homes on the south coast, 

reported that such institutions had taken root with great speed, and that convalescent 

institutions were so beneficial that many wondered why they “had not come into 

existence ages ago.” Nevertheless, he observed, “there is now a perfect network of 

Convalescent Hospitals throughout the country, and each seems eager to maintain itself 

in the highest state of efficiency.”1 Arnold was hardly alone in calling attention to the 

rapid spread of convalescent institutions in the second half of the nineteenth century. In 

1893, Henry Burdett, the philanthropist, well-known hospital reformer, and editor of The 

Hospital, explained that the growing population had made it increasingly difficult for 

patients to convalesce in hospitals. “Hospital managers,” he wrote, “realised that the 

recoveries would be much hastened if the patients could be removed into the country 

directly [when] the convalescent stage had been reached.” Burdett credited convalescent 

homes with “the great improvement which has taken place in the results of medical 

treatment of late years. The convalescent home originated in England, and it is here that it 

flourishes to a much greater extent than in any other part of the world.”2  

                                                
1 Frederick Arnold, “Convalescent Hospitals,” The Graphic, no. 485 (March 15, 1879). 
2 Henry C. Burdett, Hospitals and Asylums of the World, vol. 3. Hospitals--History and Administration 
(London: J. & A. Churchill, 1893), 849. Though England developed the most extensive system of 
convalescent homes in the nineteenth century, Burdett’s claim that they were entirely of English origin is 
an exaggeration. Early advocates of such institutions drew at least some of their inspiration from 
institutions on the continent. See chapter 1 for further discussion.  
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Both of these accounts call attention to the speed with which, in Burdett’s words, 

“a new class of medical institutions” came into being and proliferated in Victorian 

England.3 At the start of the nineteenth century, there were no institutions dedicated 

solely to the care of convalescent patients. To the extent that convalescence was treated 

as a condition requiring special care, such care took place in the context of existing 

healing spaces such as the hospital, the workhouse infirmary, or, more commonly, the 

home. In the first decades of the century, philanthropists and medical thinkers concerned 

for the welfare of poor patients floated proposals to provide care for convalescents after 

they left hospitals and other sites of acute care. What began as a slow trickle of homes 

founded around the middle of the century exploded after 1860 as philanthropists, 

charities, and voluntary hospitals established convalescent institutions in nearly every 

corner of the country. By 1900, more than three hundred such institutions had opened 

throughout England.4 

These convalescent institutions varied in size, location, rules, and administration. 

They ranged from small homes run by individual proprietors with a mere handful of beds 

to grand facilities with hundreds of beds, run by boards of charitable governors or 

operated as annexes by metropolitan voluntary hospitals. Some homes admitted patients 

who still required active nursing and medical supervision, while others accepted only 

patients who were ambulatory and nearing complete recovery. Some offered beds to 

patients of varying ages and both genders, while others treated only working-age men, 

women, or children. Nevertheless, most convalescent institutions shared a number of 

                                                
3 Ibid. 
4 Emily Janes, ed., The Englishwoman’s Year Book and Directory (London: Adam & Charles Black, 1900); 
Charity Organisation Society, The Annual Charities Register and Digest (London: Longmans, Green, and 
Co., 1897). For further discussion of the geographic distribution of convalescent homes, see chapter 3. 
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common traits. They provided an opportunity for working-class patients—recovering 

from illnesses, accidents, surgeries, and hospital stays—to rest and recuperate, 

purportedly aided by the benefits of relaxing surroundings, nutritious food, and fresh air. 

Most convalescent homes were located in country or seaside towns, away from the 

pollution, overcrowding, and bustling atmosphere of England’s industrial cities. They 

provided convalescent relief for free or at a highly subsidized cost to working-class 

patients who otherwise would not be able to afford such trips to the country. Like 

voluntary hospitals, they relied on a mix of funding sources to sustain their operations, 

including large donations, bequests, financial arrangements with hospitals to receive their 

patients, and annual subscriptions—donations which would entitle charitable subscribers 

to refer a certain number of patients for free convalescent treatment.5 Though they 

operated as charities, convalescent homes set boundaries on the relief that they offered. 

Patient stays were typically limited to about three weeks. Homes relied on subscribers’ 

recommendations and certificates filled out by medical practitioners to attest to patients’ 

moral character and that they were truly “convalescent”—that is, on the road to recovery, 

rather than acutely ill or likely to require chronic medical care. Finally, advocates of 

convalescent institutions were united in the belief that such facilities should, in some 

important sense, be “home-like,” resembling the spatial arrangements, decorations, and 

comforts of home, rather than the austerity, discipline, and institutional feeling of 

hospitals.  

                                                
5 Keir Waddington, Charity and the London Hospitals, 1850-1898 (Rochester: Royal Historical Society, 
2000); Martin Gorsky and Sally Sheard, eds., Financing Medicine: The British Experience since 1750 
(London: Routledge, 2006). 
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Convalescence, denoting a “gradual recovery of health and strength after illness,” 

was not a new category in nineteenth-century England;6 that convalescence requires 

special care and that both food and nature play important roles in recovery from illness 

are ideas that date back at least to the early modern period.7 Yet this raises questions 

about why convalescence achieved such salience in late-Victorian culture, giving rise to 

hundreds of institutions devoted solely to the care and management of convalescents. 

Despite its persistence as a concept, convalescence was, and still is, a liminal category, 

existing in the hazily defined space between illness and health, and coexisting uneasily 

with other categories such as chronic illness, invalidism, and debility.8 Convalescence has 

often seemed to exist on the margins of medicine; because few elite practitioners have 

typically been involved with the provision of convalescent care, it has sometimes been 

characterized as a “medical and nursing backwater.”9 In turn, institutionalized 

convalescence has received little attention from historians. A few convalescent homes 

have been the subject of individual histories, usually by local historians or representatives 

of the philanthropic groups that sponsored them.10 These histories, while valuable, adopt 

                                                
6 "convalescence, n.". OED Online. March 2017. Oxford University Press. 
http://www.oed.com/view/Entry/40659 (accessed May 28, 2017). The OED dates the earliest such usage to 
the late fifteenth century.  
7 Hannah Newton, “‘Nature Concocts & Expels’: The Agents and Processes of Recovery from Disease in 
Early Modern England,” Social History of Medicine, 2015; Ken Albala, “Food for Healing: Convalescent 
Cookery in the Early Modern Era,” Studies in History and Philosophy of Biological and Biomedical 
Sciences 43, no. 2 (June 2012): 323–28. 
8 On such adjacent categories, see Maria H. Frawley, Invalidism and Identity in Nineteenth-Century Britain 
(Chicago: University of Chicago Press, 2004); Barbara Bates, “Quid pro Quo in Chronic Illness,” in 
Framing Disease: Studies in Cultural History, ed. Janet Golden and Charles E. Rosenberg (New 
Brunswick, N.J: Rutgers University Press, 1992); David Armstrong, “Chronic Illness: A Revisionist 
Account,” Sociology of Health & Illness 36, no. 1 (January 2014): 15–27; George Weisz, Chronic Disease 
in the Twentieth Century: A History, 2014; Jason Szabo, Incurable and Intolerable: Chronic Disease and 
Slow Death in Nineteenth-Century France (New Brunswick, N.J.: Rutgers University Press, 2009). 
9 “Convalescent Treatment: Report of a Working Party” (London: Ministry of Health, 1959), 39; see also 
John Bryant, Convalescence; Historical and Practical (New York: The Sturgis Fund of the Burke 
Foundation, 1927), 1. 
10 See, for instance, Kay Syrad, A Breath of Heaven: All Saints Convalescent Hospital Eastbourne, 1869-
1959 (St. Leonards on Sea: Rosewell, 2002); John L Salmon, A Proud Heritage: The Story of the Railway 
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an internal perspective on particular institutions, their founding, and their governors, 

rarely turning to broader questions about the role of convalescent care in English 

medicine and culture. In contrast, while historians of hospitals, philanthropy, and welfare 

systems have touched on the history of convalescence in passing, few have engaged with 

the subject in great detail. John Pickstone has briefly examined the role of convalescent 

homes in the context of debates about whether to relocate mid-Victorian hospitals to the 

countryside.11 Clare Hickman has looked at convalescent home gardens as exemplars of 

the growing importance attached to fresh air and sunshine as therapeutic tools in the 

twentieth century.12 Steven Soanes has examined psychiatric convalescent homes in the 

interwar period.13 Harriet Richardson and Jeremy Taylor have each succinctly sketched 

the architectural history of convalescent institutions in their respective surveys of English 

hospital architecture.14 Other prominent histories of Victorian hospitals give short shrift 

to convalescent homes or mention them merely in passing.15 Convalescent homes are 

                                                
Convalescent Homes (London: Railway Convalescent Homes, 1954); Valerie Bonham, A Joyous Service: 
The Clewer Sisters & Their Work (Windsor: Valerie Bonham/CSJB, 1989). 
11 John V. Pickstone, Medicine and Industrial Society: A History of Hospital Development in Manchester 
and Its Region, 1752-1946 (Manchester: Manchester University Press, 1985), chap. 6. 
12 Clare Hickman, Therapeutic Landscapes: A History of English Hospital Gardens since 1800 
(Manchester: Manchester University Press, 2013), chap. 5. 
13 Stephen Soanes, “Rest and Restitution: Convalescence and the Public Mental Hospital in England, 1919–
39” (PhD diss., University of Warwick, 2011); Stephen Soanes, “‘The Place Was a Home from Home’: 
Identity and Belonging in the English Cottage Home for Convalescent Psychiatric Patients, 1910-1939,” in 
Residential Institutions in Britain, 1725-1970: Inmates and Environments, ed. Jane Hamlett, Lesley 
Hoskins, and Rebecca Preston (London: Pickering & Chatto, 2013), 109–23. 
14 Harriet Richardson, ed., English Hospitals, 1660-1948: A Survey of Their Architecture and Design 
(Swindon: Royal Commission on the Historical Monuments of England, 1998), 182–88; Jeremy Taylor, 
Hospital and Asylum Architecture in England, 1840-1914: Building for Health Care (London: Mansell, 
1991), 118–25. 
15 Brian Abel-Smith, The Hospitals, 1800-1948; A Study in Social Administration in England and Wales 
(Cambridge: Harvard University Press, 1964); Geoffrey Rivett, The Development of the London Hospital 
System 1823-1982 (London: King Edward’s Hospital Fund, 1986); Waddington, Charity and the London 
Hospitals, 1850-1898; Steven Cherry, Medical Services and the Hospitals in Britain, 1860-1939 
(Cambridge: Cambridge University Press, 1996); E. W. Morris, A History of the London Hospital (London: 
Edward Arnold, 1910); A. E. Clark-Kennedy, The London: A Study in the Voluntary Hospital System, 2 
vols. (London: Pitman Medical Pub. Co, 1962). 
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occasionally mentioned by historians of medical charity.16 And they make brief 

appearances in the literature on mutual assurance societies in the early twentieth century; 

Barry Doyle, Martin Gorsky, and John Mohan have noted that convalescent benefits 

played a prominent role in the growth and popularity of hospital contributory schemes 

during this period.17 

 There are, however, a few, relatively recent exceptions to this general neglect of 

convalescence, which demonstrate a growing scholarly interest in the subject.18 In her 

2003 dissertation, Jenny Cronin provides a detailed accounting of the origins and 

development of convalescent homes in Scotland between 1860 and 1939.19 Arguing that 

convalescent homes emerged as responses to deteriorating social and environmental 

conditions in mid-Victorian Scotland, Cronin examines patterns of sponsorship, financial 

and administrative arrangements, and therapeutic regimes in late nineteenth- and early 

twentieth-century Scottish convalescent institutions. Cronin offers an extremely useful 

survey of these topics, and makes two primary historiographic claims. First, she notes 

that hospital-focused histories have obscured the extent and diversity of convalescent 

                                                
16 See, e.g. F. K. Prochaska, Philanthropy and the Hospitals of London: The King’s Fund, 1897-1990 
(Oxford: Clarendon Press, 1992); Kristine Moruzi, “‘Donations Need Not Be Large to Be Acceptable’: 
Children, Charity, and the Great Ormond Street Hospital in Aunt Judy’s Magazine, 1868–1885,” Victorian 
Periodicals Review 50, no. 1 (2017): 190–213. 
17 Barry Doyle, “The Economics, Culture, and Politics of Hospital Contributory Schemes: The Case of 
Inter-War Leeds,” Labour History Review 77, no. 3 (January 2012): 289–315; Martin Gorsky and John 
Mohan, Mutualism and Health Care: Hospital Contributory Schemes in Twentieth-Century Britain 
(Manchester: Manchester University Press, 2006), 56. 
18 In addition to the following references, Catherine Heckman’s MA thesis provides a very useful overview 
of the history of convalescent homes during most of the period covered by this dissertation, though she is 
primarily interested in the relationship between convalescence and the nursing profession. See Catherine 
Heckman, “Organised Convalescence from 1866 to the Present” (MSc Nursing Thesis, King’s College 
London, 1996). 
19 Jenny Cronin, “The Origins and Development of Scottish Convalescent Homes, 1860-1939” (PhD diss., 
University of Glasgow, 2003); see also Jenny Cronin, “Success and Failure in Scottish Convalescent 
Homes, 1860-1939,” in Understanding the Roots of Voluntary Action: Historical Perspectives on Current 
Social Policy, ed. Colin Rochester et al. (Brighton: Sussex Academic Press, 2011), 137–54. 
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institutions, since most such institutions were established by independent charitable 

groups rather than by hospitals themselves.20 Second, she argues that the confusion over 

the definition of convalescence and the role of convalescent homes arose in the twentieth 

century as the growth of convalescent benefits provided by mutual assurance societies 

weakened the link between convalescence and charity, and the rise of scientific 

rehabilitation practices in the wake of the First World War undermined the medical 

justification for passive convalescence, causing it to be seen as a kind of holiday rather 

than a form of therapy.21 These are important contributions, which I echo and build upon 

in the present study of convalescent homes in England.22 However, in emphasizing the 

independent nature of convalescent charities, Cronin minimizes the important therapeutic 

and administrative functions that convalescent homes—even independent ones—

performed in service of nineteenth- and early twentieth-century hospitals. Similarly, 

although she is right to point to the ways in which scientific rehabilitation and hospital 

contributory schemes led to confusion about the boundaries of convalescence in the 

twentieth century, Cronin overlooks the extent to which the boundaries of convalescence 

were elusive even in the nineteenth century, and the extent to which those boundaries 

were constantly being contested by varying philanthropic ideologies, medical beliefs, and 

administrative imperatives.  

 In a recent article, Sally Sheard similarly laments the fact that convalescence, a 

“most integral element of medical practice” has largely been overlooked by historians.23 

                                                
20 Cronin, “The Origins and Development of Scottish Convalescent Homes, 1860-1939,” 7. 
21 Ibid., 94–143. 
22 See, especially, chapter 6.  
23 Sally Sheard, “Getting Better, Faster: Convalescence and Length of Stay in British and US Hospitals,” in 
Hospital Life: Theory and Practice from the Medieval to the Modern, ed. Sally Sheard and Laurinda Abreu 
(Bern: Peter Lang, 2013), 301. 
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Sheard provides a succinct overview of the core medical literature on post-surgical 

convalescence in the twentieth century, and offers several general observations and 

hypotheses. She argues that it is necessary to attend to the spatial aspects of 

convalescence—whether it was institutional or domestic, and the medical and social 

factors that influenced where it took place. Likewise, she notes the shifting professional 

and conceptual boundaries around convalescence, arguing that the extent to which 

convalescence has been medicalized, and the ways in which it has been periodized, are 

important metrics for thinking about changing understandings and experiences of 

convalescence over time.24 Sheard argues that, over the course of the twentieth century, 

attitudes towards convalescence were influenced by a general shift in society “towards 

increased productivity and activity”; hospitals came to see convalescence as primarily an 

economic and institutional, rather than a medical problem.25 However, while Sheard’s 

article offers a much-needed synthesis of the medical literature on convalescence in the 

twentieth century, her findings are rather preliminary, and are based primarily on an 

examination of medical theory, rather than the institutional regimes that shaped the 

meanings and experiences of convalescence in practice. This reflects the fact that she 

largely examines the views of physicians and surgeons, rather than those of the array of 

practitioners, philanthropists, and administrators who founded and operated convalescent 

homes, as well as the patients who occupied them.  

 In this dissertation I consider the history of convalescent institutions in England 

since the nineteenth century. Though countless patients experienced convalescence in 

their own homes—before, during, and after the nineteenth century—my focus is on 

                                                
24 Ibid., 302. 
25 Ibid., 328–29. 
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convalescence as an institutional practice shaped by the spaces and therapeutic regimes of 

convalescent homes. The period I examine is bracketed at one end by early nineteenth-

century proposals for convalescent workers’ retreats, and at the other by the rise of the 

National Health Service after 1948. However, the main focus is on the period from about 

1860 to the turn of the twentieth century, during which the number of convalescent 

homes expanded from a mere handful to more than three hundred institutions throughout 

the country. This rapid proliferation of convalescent institutions raises a number of 

important questions. What ideas and concerns contributed to the dramatically increased 

salience of convalescence during this period? What meanings did the category of 

convalescence convey in late-Victorian society and medicine? How did conceptions of 

convalescence influence the design and practice of convalescent institutions, and in turn, 

how did these institutions shape meanings and experiences of convalescence? Finally, 

what functions did convalescent homes serve in larger systems of health care, welfare, 

and philanthropy? This dissertation demonstrates that convalescence operated as a 

powerful claim on sympathy, charity, and medical care in late Victorian England. By the 

turn of the twentieth century, convalescent care had become essential to the practice of 

medicine and philanthropy, channeling vast charitable efforts towards improving the 

health of the working-class population, and enabling important transformations in the 

structure and practice of hospital medicine. The meanings and experiences of 

convalescence were shaped by institutional cultures, therapeutic practices, the political 

economy of medicine, and liberal conceptions of domesticity and citizenship. 

 This history makes important contributions to several vital areas of historiography 

in the history of medicine and modern Britain. First, it demonstrates the need for 
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historians of medicine to consider the construction and framing of categories of health 

and illness beyond simply disease categories themselves. As Charles Rosenberg has 

argued, diseases are framed by the ways that we perceive, label, and respond to them: 

“disease is at once a biological event, a generation-specific repertoire of verbal constructs 

reflecting medicine’s intellectual and institutional history, an occasion of and potential 

legitimation for public policy, an aspect of social role and individual … identity, a 

sanction for cultural values, and a structuring element in doctor and patient 

interactions.”26 Likewise, Adrian Wilson has called for a “historicalist-conceptualist” 

approach to the history of disease, which “takes concepts of disease as objects of 

historical study.”27 These approaches have been remarkably fruitful, shedding light on the 

shifting boundaries, conceptions, and repertoires surrounding diseases ranging from 

tuberculosis to Lyme disease.28 Yet far less attention has been devoted to the framing and 

construction of interstitial, disease-adjacent categories such as convalescence, 

recuperation, and recovery. Historians of the First and Second World Wars have begun to 

examine such categories as they relate to the rehabilitation of wounded and disabled 

                                                
26 Charles E. Rosenberg, “Framing Disease: Illness, Society, and History,” in Framing Disease: Studies in 
Cultural History, ed. Janet Golden and Charles E. Rosenberg (New Brunswick, N.J: Rutgers University 
Press, 1992), xiii. 
27 Adrian Wilson, “On the History of Disease-Concepts: The Case of Pleurisy,” History of Science 38, no. 3 
(September 1, 2000): 276. 
28 See, e.g., Malte Herwig, “Framing the Magic Mountain Malady,” in Framing and Imagining Disease in 
Cultural History, ed. George Rousseau (Houndmills, Basingstoke, Hampshire: Palgrave Macmillan, 2003), 
129–50; Robert A. Aronowitz, “Lyme Disease: The Social Construction of a New Disease and Its Social 
Consequences,” The Milbank Quarterly 69, no. 1 (1991): 79–112; John M. Eyler, “The Sick Poor and the 
State: Arthur Newsholme on Poverty, Disease, and Responsibility,” in Framing Disease: Studies in 
Cultural History, ed. Charles E. Rosenberg and Janet Golden (New Brunswick, N.J: Rutgers University 
Press, 1992), 275–96; Ellen Dwyer, “Stories of Epilepsy,” in Framing Disease: Studies in Cultural History, 
ed. Janet Golden and Charles E. Rosenberg (New Brunswick, N.J: Rutgers University Press, 1992); Bates, 
“Quid pro Quo in Chronic Illness”; Roy Porter, “Gout: Framing and Fantasizing Disease,” Bulletin of the 
History of Medicine 68, no. 1 (Spring 1994): 1–28; George Rousseau, ed., Framing and Imagining Disease 
in Cultural History (Houndmills, Basingstoke, Hampshire: Palgrave Macmillan, 2003). 
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soldiers, but, as noted above, there has been relatively little study of comparable practices 

in civilian medicine.29 

Indeed, studying the ways in which convalescence has been framed is important 

precisely because, as a category that is both social and medical, it has persistently 

confounded those who have attempted to fix its boundaries. To be convalescent is to be 

both past the acute stage of illness or recovery—however that is defined—and also not 

yet healthy enough to resume the activities, relationships, and labors of normal existence, 

which of course vary across social, cultural, and historical contexts. The perceived 

necessity of treating convalescence as a distinct period between illness and health is 

contingent upon the available structures of medical care and the social conditions, 

requirements, and expectations of patients in their homes and daily lives. Despite the 

importance of convalescence as a category of medical experience and therapeutic 

practice, therefore, its precise definition remained elusive throughout the period 

examined in this study. Many institutions were founded based on the widespread 

consensus that providing relief for the recovering sick poor was necessary to promote 

their health and avoid dependence on state welfare. And, I argue, the figure of the 

convalescent—representing progress and resolution—held particular appeal amidst the 

social and medical tensions of late Victorian society. Nevertheless, the precise boundaries 

of convalescence were subject to constant negotiation and contestation. This negotiation 

reflected the interests and ideologies of various stakeholders. For hospital physicians and 
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administrators, convalescence represented an opportunity to free up scarce hospital beds. 

For philanthropists and convalescent home governors, convalescence represented an 

opportunity to aid the sick poor during a period which represented the tipping point 

between productivity and dependence. For mutual assurance societies and the operators 

of hospital contributory schemes, convalescence represented a benefit earned by their 

members and a form of holiday. And for patients, convalescence held myriad meanings, 

including a period of rest and recovery, a temporary relief from the burdens of labor, an 

escape from the dreary conditions of urban slums, or a burden to be borne away from the 

familiarity of their homes and families.  

The meanings of convalescence and the experiences of convalescent patients were 

shaped not only by administrative practices and philanthropic ideologies, but also by the 

therapeutic spaces and landscapes in which convalescent institutions were situated. A 

major justification for the creation of convalescent homes was the perceived insalubrity 

of Victorian urban centers, plagued by poor sanitation, overcrowding, and industrial 

pollution. Such conditions fueled fears that poor and working-class patients, returning in 

a weakened state to their cramped homes and unhealthy neighborhoods, risked relapse or 

permanent chronic illness. Convalescence, as a result, became closely associated with 

escaping from the urban environment; convalescent homes were founded in country and 

seaside towns, where convalescents could benefit from fresh air, sea breezes, pleasant 

surroundings, and space to exercise. At the same time, the design of convalescent 

institutions instantiated a deep-seated belief in domesticity as a font of tranquility and 

virtue. For middle-class and wealthy patients, the home, rather than the hospital, was 

privileged as a site of recovery. Therefore, in designing convalescent facilities for 
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working-class patients, philanthropists and administrators sought to avoid similarities to 

hospitals and other institutions, instead emulating the internal arrangements, architectural 

rhetoric, decorative practices, and behavioral codes of middle-class and genteel domestic 

spaces.  

 Second, in highlighting these functions of convalescent homes, this dissertation 

offers an important corrective to historical narratives about the development and 

reconfiguration of the modern hospital. A major theme in the historiography of 

nineteenth-century medicine is the scientific and technological transformation of the 

hospital. Historians have pointed to the end of century as a crucial period in the evolution 

of the hospital from a primarily charitable to a primarily medical institution. The hospital 

was transformed, not just by changes in architecture and administration, but by the rise of 

laboratory science, medical specialization, and new technologies. By the 1880s, Guenter 

Risse has argued, “the medicalized hospital, previously threatened with extinction as the 

house of decay and death, emerged cleansed and better organized.”30 According to 

established narratives, this transformation happened along several axes. One was hospital 

design and administration. Reformers worried that crowded, poorly ventilated, and poorly 

run hospitals were becoming death traps for the urban poor. Their efforts led to the 

widespread adoption of new hospital designs with greater space for both patients and 

ventilation, as well as new administrative techniques, such as the rise of professionalized 

nursing.31 Another axis of transformation was therapeutic and technological. At the start 

                                                
30 Guenter B. Risse, Mending Bodies, Saving Souls: A History of Hospitals (New York: Oxford University 
Press, 1999), 387. 
31 Cherry, Medical Services and the Hospitals in Britain, 1860-1939; Risse, Mending Bodies, Saving Souls; 
Richardson, English Hospitals, 1660-1948; Charles E. Rosenberg, The Care of Strangers: The Rise of 
America’s Hospital System (New York: Basic Books, 1987); Jeanne Susan Kisacky, Rise of the Modern 
Hospital: An Architectural History of Health and Healing, 1870-1940, 2017; Jeremy Taylor, The Architect 
and the Pavilion Hospital: Dialogue and Design Creativity in England, 1850-1914 (London: Leicester 



14 
 

of the nineteenth century, hospitals largely served as institutions of last resort for the sick 

poor; by the early years of the twentieth century, they were often touted as temples of 

modern medical science and technology.32 In particular, new techniques made possible 

by the rise of anesthesia, antisepsis, and asepsis raised the prestige of surgery and helped 

make operating rooms central to the functioning of modern hospitals.33 These techniques 

also created pressures to discharge patients earlier to make way for more acute cases. 

Late Victorian scientific and technological advances, such as the introduction of the x-ray 

machine and precision medical thermometry, profoundly influenced hospital care, as 

patients’ symptoms and treatments were subjected to new methods of investigation and 

quantification.34 At the same time, the rise of medical specialization, along with new 

disciplines such as experimental physiology, clinical pathology, and bacteriology, 

contributed to a growing trend towards reductionism in the diagnosis and treatment of 

individual patients.35 In other words, physicians’ attention shifted from the health and 
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symptoms of patients considered holistically, to particular organ systems, cellular 

pathologies, or microscopic organisms.36 

Putting convalescent homes back into the history of hospitals revises these 

narratives in several ways. First, the idea that the modernization of the hospital took place 

at the level of therapeutic practices and materia medica ignores the very real sense in 

which the arrangement, management, and control of space were themselves technologies 

central to the transformation of hospitals. Graham Mooney has shown how the rise of 

isolation hospitals in the 1870s was predicated on the careful management of those 

institution’s internal spaces and external boundaries; sequestration of infectious patients 

was a technology used to protect the greater population from a threat for which there was 

no therapeutic response.37 In a similar fashion, convalescent institutions contributed to 

the growing spatial differentiation of hospital functions. Creating distinct space in which 

patients could recuperate, walk, exercise, and relax reflected the widespread conviction 

that the arrangement of space, on top of design and architecture, was itself an powerful 

therapeutic technology. Moreover, the appeal of convalescent homes as an administrative 

solution to the problem of overcrowding and bed shortages demonstrates that the capacity 

to transfer patients who no longer needed acute care out of hospital wards played an 

important and underappreciated role in the broader transformation and specialization of 

hospitals’ functions. By allowing hospitals to focus their resources on the most critical 

cases, convalescent homes contributed, at least in part, to the developing image of 
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hospitals as providers of specialized, scientifically advanced medical and surgical care. In 

other words, the creation of new spaces within the hospital, such as the x-ray department 

and the bacteriology lab, required the creation of a new space beyond the hospital: the 

convalescent home. 

Second, the history of convalescent institutions shows that the management of 

therapeutic space was about more than dispersing hospital functions to new locations. On 

the contrary, convalescent institutions were one of a variety of distinct spatial 

arrangements used to cure and manage hospital patients. In their decoration and spatial 

arrangements, convalescent institutions emulated not hospital wards, but homes. They 

sought to cultivate a sense of domesticity by mimicking the architectural designs of 

country villas, imitating the spatial arrangement and material culture of middle-class 

homes, and encouraging patients and staff to engage in habits and practices that 

resembled those of idealized family life. Such spaces gave shape to experiences of 

convalescence, which came to be seen not simply as a period of recovery, but an 

opportunity for patients to cultivate and practice respectable modes of conduct. Just as 

convalescence represented the liminal space between illness and health, convalescent 

institutions were themselves liminal spaces, situated between hospital and home. 

Third, focusing solely on the scientific and technological transformations within 

hospitals overlooks how older hospital functions and more holistic approaches to therapy 

were deployed in new, more scientific ways. Narratives that focus primarily on scientific 

reductionism and quantification during this period tend to suggest that medicine was 

slowly severing the connection between bodies and places; in other words, as medicine 
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became more focused on the laboratory, it began to lose interest in the environment.38 

The history of convalescent homes, on the contrary, suggests that the power of place 

played an increasing role in hospital medicine in the late nineteenth century. I argue, in 

fact, that convalescent homes were technologies of place; they helped to transform 

England’s unruly rural and coastal domains into stable therapeutic landscapes for the 

completion of hospital care.39 Through convalescent homes, hospital administrators and 

philanthropists deployed the variabilities of England’s climate as a therapeutic tool of 

great power. Patients who had reached the limits of active medical care could be sent to 

remote locales where healthy country air or bracing sea breezes were deemed necessary 

to complete their cure.  

 

Sources and Methods 

In order to tell the story of convalescent homes in nineteenth- and twentieth-century 

England, I rely on a variety of archival sources. First, I have used the surviving records of 

a number of convalescent homes from around the country, as well as annual reports and 

other promotional materials from many dozens more. Most of these archives have 

received scant attention by historians. They contain minutes of governors’ meetings, 
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committee reports, medical certificates, records of patient admissions, financial accounts, 

photo albums, and promotional materials. Such sources provide substantial insight into 

the operation of convalescent homes, their policies, therapeutic regimes, and their 

development over time. Second, I have examined the records of charitable organizations 

which played a substantial role in promoting, funding, and coordinating the work of 

convalescent homes, including the Charity Organisation Society and the King Edward’s 

Hospital Fund for London. Contained in the records of these organizations are reports, 

correspondence, and records of inquiries regarding hundreds of convalescent homes, as 

well as minutes of meetings, policy reports, and promotional materials relating to their 

own work in the promotion of convalescent care. Such records shed light on the 

functioning of convalescent care as a part of larger systems of welfare and charity, as 

well as the way that philanthropic imperatives and ideologies shaped the operation of 

convalescent homes. Third, I have examined records in a number of hospital archives, 

which allow me to discuss the ways that hospitals made use of convalescent homes for 

their patients. Such sources include hospital annual reports as well as the records of 

hospital Samaritan funds and almoners’ departments, which were often responsible for 

arranging patients’ convalescent treatment. Fourth, I use reports, memos, and 

correspondence generated by the Ministry of Health and professional bodies such as the 

Institute of Almoners to illuminate the survey research and policy debates that shaped the 

position of convalescent care within the National Health Service. Fifth, where possible, I 

use letters and other sources generated by convalescent patients themselves. Such sources 

are scarce, since, as temporary denizens of convalescent homes, patients left few traces of 

their own making in the archives. Nevertheless, surviving letters, postcards, and other 
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such documents do open a narrow window onto patient’s experiences in convalescent 

homes. Finally, in addition to these archival sources, I rely on published sources 

including medical and philanthropic literature, newspaper articles, and published 

directories of convalescent homes to interpret the ways that convalescence was 

understood by medical and philanthropic professionals and how convalescent homes 

were represented to a broader public. While the concentration of institutions along the 

south coast and the prominent role of groups like the Charity Organisation Society mean 

that London and the surrounding home counties are a major focus of my account, I also 

examine sources and examples from around the country.  

 The contents of convalescent homes’ surviving archives vary considerably. With 

few exceptions, they tend to be incomplete and piecemeal in contents. This reflects the 

fact that records were often maintained by governing bodies located in London rather 

than in the homes themselves, that few homes kept daily records of administration and 

patient care, and that the records of many homes, long since closed, were haphazardly 

subsumed by the archives of charities, hospitals, and local record offices. Therefore, 

while certain homes with more complete records are the subject of repeated attention 

throughout the course of the dissertation, my approach has been to narrate the history of 

convalescent care by examining and comparing a large array of convalescent institutions, 

rather than focusing on a few individual homes in detail. I have borrowed approaches 

from other scholars who have written similar multi-institutional histories; Lydia 

Murdoch’s work on orphanages and Jane Hamlett’s work on boarding schools, lodging 

houses, and asylums have served as particularly useful models for how to put the archives 

of an array of institutions into conversation with each other in order to tell a larger story 
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about the social and cultural history of orphans, in Murdoch’s case, and about the role of 

domesticity in Victorian institutions in Hamlett’s.40 This approach has its downsides; in 

particular, some of the granularity that comes from narrating the history of a specific 

institution is lost. On the other hand, this comparative approach makes it possible to 

highlight important commonalities across a wide range of institutions, while at the same 

time accounting for the many ways that convalescent homes varied, including in size, 

location, financial position, and admissions practices. Moreover, this approach is better 

able to clarify the multitude of overlapping relationships between individual homes, 

philanthropic organizations, and hospitals, which are key to understanding the importance 

of convalescent care in larger systems of healthcare provision and philanthropy.  

 

Outline of the Dissertation 

This dissertation is organized into six chapters. The first and last chapters serve as 

chronological bookends, examining the origins of the movement for convalescent homes 

in the first two-thirds of the nineteenth century and the declining role of convalescence 

under the National Health Service, respectively. The intervening four chapters focus 

primarily on the final decades of the nineteenth century, the period which witnessed a 

rapid proliferation of convalescent homes and their increasing centrality in the practice of 

medicine and charity. These chapters adopt a thematic approach, considering in turn the 

philanthropic and administrative practices that shaped the boundaries of convalescence, 

the geography of convalescent homes which enabled the deployment of climate as a 
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therapeutic technology, the function of domesticity in convalescent spaces, and the role 

of diet as an essential element in the therapeutic regime of convalescence.  

 Chapter 1 traces the origins of the movement for convalescent care, examining 

nascent calls for convalescent relief among early nineteenth-century medical 

philanthropists in London, at the height of industrial dislocation in Manchester in the 

1830s, and among key members of the hospital reform movement of the 1850s and 

1860s. I argue that convalescent homes were a response to a widely shared set of 

anxieties about the salubrity of the urban environment, the risks of pauperism and 

degeneration among the urban poor, the impact of industrial society on the body, and 

defects in hospital design and administration. Focusing particularly on the efforts of the 

London Hospital Samaritan Society and the hospital reformers John Roberton, Joseph 

Adshead, and Florence Nightingale, I show that convalescent homes spread rapidly 

around the middle of the century because they appealed to reformers with disparate and 

sometimes even conflicting views about the science of political economy, the moral and 

social consequences of industrialization, and the position of hospitals in the urban 

medical landscape.  

 Chapter 2 explores the contested boundaries and framing of convalescence at the 

end of the nineteenth century. Using administrative documents, admissions records, 

institutional rules, and philanthropic reports, I show that labelling particular patients as 

convalescent was fraught with complexity. Convalescence’s liminality—its position in 

the poorly defined space between illness and health—meant that the designation was 

subject to frequent negotiation and contestation, and that convalescent institutions 

engaged in continual boundary work in order to exercise control over the sorts of patients 



22 
 

to whom they offered relief. Varying institutional needs and incentives shaped which 

aspects of convalescence different stakeholders emphasized and how they articulated its 

essential characteristics. Hospital physicians saw convalescent care as an opportunity to 

free up space on the wards; convalescent home governors sought to exclude patients who 

were chronically ill or required special care; while philanthropic groups like the Charity 

Organisation Society emphasized limiting convalescent relief to only those patients who 

were likely to make a quick return to health and work. I argue that these tensions helped 

give shape to the “convalescent role” in late Victorian culture. In contrast to the figure of 

the invalid, which epitomized withdrawal and stasis, the figure of the convalescent 

implied progress, movement, and resolution, suggesting the possibility of reconciliation 

between economic progress and social dislocation, between industrialization and 

individual health, and between urban disruption and family stability. I also examine how 

changes in medical knowledge and practice—particularly advances in surgical 

techniques—created pressure for greater provision of post-surgical convalescent care in 

the first decades of the twentieth century, in so doing expanding conceptions of what sort 

of patients could properly be considered convalescent. 

 Chapter 3 examines the geographies of convalescence, including the spatial 

distribution of convalescent homes, their processes of site selection, and attempts to 

match individual patients to the climates and locales that would best suit their ailments. 

The spread of convalescent homes in country and seaside towns reflected prevailing ideas 

about the poor atmosphere of crowded cities and the health benefits of country air and sea 

breezes. I demonstrate, however, that proper sites for convalescence were not simply 

found, they had to be made. Using a range of local knowledge and administrative place-
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making practices, charities and hospitals transformed country locales and seaside towns 

into seemingly stable therapeutic landscapes for the provision of convalescent care. In 

turn, this enabled hospitals and physicians to harness climate as a therapeutic tool for the 

treatment of their patients, incorporating forms of environmental therapy into the practice 

of scientific medicine.  

Chapter 4 considers what it meant for convalescent institutions to be “home-like.” 

I argue that convalescent homes deployed architecture, design, and decoration to cultivate 

feelings of comfort and domesticity. By mimicking the architectural styles of gothic 

country villas, homes drew on images of tranquil rural life, provoking contrasts with the 

tumult and dislocation of urban society. Homes also adopted the spatial arrangements and 

decorative aesthetics of middle-class households. Such environments were meant to be 

both therapeutic and instructive; working-class patients could observe and practice forms 

of respectable sociability away from the “defective” domesticity of urban slums. Building 

on Jane Hamlett’s work on the myriad vocabularies of domesticity in nineteenth-century 

institutions, I argue that the material culture and practices deployed in convalescent 

homes encouraged reflection, self-improvement, and self-control—qualities seen as 

essential for self-governing liberal subjects.41 At the same time, patients shared in the 

process of giving meaning to convalescent spaces. Using patient letters, postcards, and 

complaints, I show that, while many of them did indeed feel “at home,” others were less 

at ease, missing their own homes and families, or chafing under institutional discipline. 

 Chapter 5 investigates the feeding of convalescent patients, using cookbooks and 

institutional dietaries. Such texts challenge narratives about the focus and reception of 
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nutrition science in the late nineteenth century, which have emphasized increasing 

reductionism and dependence on laboratory methods as the humoral language of food 

“qualities” was replaced by the language of calories and chemical constituents. 

Convalescent cookery, however, cannot be fully explained through the lens of dietetic 

reductionism. Nurses, physicians, and cookery experts argued that how food was 

prepared and presented was just as important as what patients ate; food had to be 

palatable, tempting, and digestible, lest convalescents’ digestion be overtaxed and 

nutrients go unabsorbed. These nuances revise the dominant picture of late nineteenth-

century dietetics, from one in which nutritional components held uncontested sway, to 

one in which sensitivity to bodily affects, appetites, and dietetic individuality were also 

understood to be essential. It also sheds light on prevailing ideas about the fragility of the 

convalescent body, and the regimes of management and attention necessary to coax it 

back to health. 

 Chapter 6 considers the fate of institutional convalescence in the twentieth century. 

The popularity of convalescent care continued to grow during the inter-war years. At the 

same time, however, several factors began to blur the boundaries of convalescence. One 

was the rise of hospital social service departments, which helped to reframe 

convalescence as a part of social work in addition to medicine. Another was the growing 

role of friendly societies, mutual assurance schemes, and trade unions in the market for 

convalescent care. In providing convalescent benefits for their members, these groups 

undermined the connections between convalescence and charity, and aligned 

convalescent care with other earned benefits such as social insurance and holiday leave. 

Finally, the development of medicalized forms of rehabilitation following the First World 
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War began to undermine the medical legitimacy of traditionally “passive” forms of 

convalescence. I argue that these developments left the provision of convalescent care 

vulnerable to the twin shocks of World War II and the introduction of the NHS. The NHS 

insisted that only “treatment” would be paid for under the new hospital system; by the 

middle of the twentieth century, however, convalescent care seemed hardly to be 

treatment at all. By examining the policy debates that took place within the Ministry of 

Health and among outside groups such as the King Edward’s Hospital Fund for London 

and the Institute of Almoners, I show that, due to the blurred boundaries of 

convalescence, convalescent care never found a firm footing in the new health service. 

 
 
 
  



26 
 

Chapter 1 
The Origins of Convalescent Relief, c. 1791-1860 

 
 

This chapter examines the intellectual and institutional origins of efforts to establish 

convalescent homes in nineteenth-century England. The first self-styled convalescent 

institution in England—the Metropolitan Convalescent Institution in Walton-on-

Thames—was founded in 1840. The ideas that shaped the movement for convalescent 

homes, however, had their roots in late eighteenth-century notions about the potential for 

medical philanthropy to improve the strength and health of the English population and in 

efforts by philanthropic groups to provide for the wellbeing of poor patients discharged 

from the large voluntary hospitals, often in a penniless or debilitated state. Nevertheless, 

it is difficult to trace the idea for convalescent homes or the widespread push for their 

establishment back to a single individual or organization, since such ideas and efforts 

appeared in a number of places throughout the early nineteenth century. In this chapter, 

therefore, I examine nascent calls for convalescent treatment at several key moments: 

among early nineteenth-century medical philanthropists in London, at the height of 

industrial dislocation in Manchester in the 1830s, and among key members of the hospital 

reform movement of the 1850s and 1860s. These moments, I argue, represent critical 

junctures where the idea of convalescent institutions received a prominent airing, helping 

to lay the groundwork for reformers, philanthropists, and administrators to agree on the 

necessity of convalescent care and to agitate for its provision. Examining these junctures 

brings to light common concerns that motivated advocates for convalescent care. While 

supporters’ emphases varied at different points in time, backing for convalescent 

institutions was almost always justified by the appeal to a shared set of apprehensions 
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about the salubrity of the urban environment, the risks of pauperism and degeneration 

among the urban poor, the impact of industrial society on the body, and hospital 

overcrowding and defects in hospital design. The confluence of these four sets of 

concerns helps to explain the rapidly growing salience of convalescent care around the 

middle of the century.  

Anxieties about the deleterious effects of city life on health and mortality were 

widespread in England in the late eighteenth century.1 By the early Victorian period, 

however, the expression of such concerns had reached fever pitch. As Anthony Wohl has 

suggested, the English town came be to seen during these years as “the inevitable nexus 

of disease and premature death.”2 The rapid growth of cities and towns—and the crush of 

population crowded within them—contributed to this sense of alarm. Between 1800 and 

1851 the proportion of the population of England and Wales residing in cities grew from 

about twenty to about fifty-four percent.3 Between 1851 and 1871, the number of towns 

in England nearly doubled, growing from 580 to 938, while the population of those towns 

rose from nine to fourteen million inhabitants.4 Along with this unprecedented and 

overwhelmingly rapid growth came dramatic challenges for urban infrastructure, as 

efforts to provide adequate housing, a pure and constant supply of water, sewerage, and 

clean air lagged behind population growth, resulting in overcrowding, pervasive filth, and 

environmental degradation.5 Mortality rates rose and life expectancy declined in 
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industrial cities in the second quarter of the century; these rates did not begin to recover 

until the 1870s and 1880s.6 The fear that crowding, pollution, and filth contributed to 

widespread loss of life and health gave rise to calls from physicians, social reformers, 

public health advocates, and statisticians to improve the sanitary condition of the urban 

environment.7 

Historical attention to these concerns has largely focused on the ways in which 

they were channeled into support for the public health movement and the push for 

preventive sanitary measures, slum clearance, and domestic and personal hygiene.8 Yet, 

as Christopher Hamlin has pointed out in his study of the public health movement, poor 

sanitary conditions did not dictate a particular set of responses focused exclusively on 

preventive sanitary measures. Instead, they were interpreted in myriad ways and 

provoked diverse proposals and solutions.9 Hospitals and other medical institutions have 

often occupied a back seat relative to sanitary reformers in historical accounts of the 

Victorian public health movement. However, the spread of convalescent homes in fact 

represents an important and understudied reaction to urban insalubrity from within 

medicine and medical philanthropy. Convalescent home advocates argued that 

impoverished patients discharged from major hospitals faced poor prospects for full 
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recovery from their ailments if sent back to the horrific conditions of industrial 

workplaces or the depressed and enervating conditions of urban slums. While such 

conditions remained endemic, these philanthropists’ efforts focused on removing 

patients, at least temporarily, from these environments. Convalescent homes were located 

in the countryside or by the sea in order that patients might escape the degrading 

conditions of their day-to-day lives and benefit from the healthful environs, salubrious 

airs, and plentiful sunshine of rural and coastal surroundings. Thus fortified, they would 

be better equipped to withstand the deprivations of the city. The push for convalescent 

homes, and their widespread adoption, thus reveals an important way in which medical 

care itself, and not just preventive approaches to public health, was deeply influenced by 

concerns about urban insalubrity, decades before approaches like open-air therapy would 

become standard for treating tuberculosis.10  

Convalescent home advocates were also animated by concerns about poverty, 

pauperism, and the degeneration of the working-class population. Victorian society was 

deeply anxious about the problem of poverty. In addition to the ever-present danger of 

unrest or insurrection, poverty and the horrible living conditions it entailed raised fears of 

racial deterioration, degeneration, and decline. Insufficient nourishment, filthy 

habitations, and the degradation and vice widely thought to be endemic to city slums 

produced chronic disease and debilitation among the urban poor, which many worried 

would be passed on from generation to generation, contributing to the physical and 
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demographic decline of the nation.11 The difficulties faced by the military in enlisting 

physically suitable candidates during the Crimean War contributed to “growing concerns 

about the enervating results of congested city life on the health, morals, intellect, and 

procreative vigor of urban inhabitants,” and raised the specter that Britain’s power to 

maintain its imperial status would be threatened by the degeneration of the race.12  

This growing population of the debilitated poor also provoked concerns about 

their dependence on the state and the sustainability of the poor law regime. Those 

rendered too ill to work might die, or (perhaps worse, in the minds of many) become a 

burden on the poor rates. Even among those who sought to ameliorate the conditions of 

the urban poor, however, Victorians drew sharp distinctions between the worthy and the 

unworthy, the deserving and the undeserving. Those among the poor who were able and 

willing to hold steady employment were considered suitable targets for assistance 

through outdoor relief and private philanthropy. Most believed, however, that 

philanthropy and poor relief ought to avoid encouraging pauperism and dependency at all 

costs.13 Paupers, those able-bodied poor unwilling to work or kept in poverty by vice, 

drink, filth, and ignorance, comprised a feared “residuum” within the population that 

perpetually threatened the stability of the social order. “Indiscriminate” charity, therefore, 
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was seen as dangerous, since it “demoralized” paupers and discouraged them from 

changing their ways.14  

Convalescent care enjoyed particular appeal among philanthropists because it was 

seen as a way to help address the twin concerns of degeneration and dependency. 

Advocates of convalescent homes argued that they were essential to heading off the 

potential for deterioration and degeneracy among the sick poor. Too many patients, they 

argued, were discharged from hospitals only to return to their unhealthy homes and 

workplaces where they faced the risk of relapse or a deterioration into chronic illness. 

Convalescent care could avert this possibility; it would ensure that recovery was 

complete and that patients were restored to the health and vigor necessary for the 

struggles of urban existence. Likewise, the need for convalescent care was often 

articulated in such a way as to make clear that convalescents were worthy objects of 

charity. Those recovering from illness or surgical operations were often too weak to 

return to work; time at a convalescent home would hasten their recovery and their return 

to productivity. As long as it was for the benefit of true convalescents, therefore, 

convalescent relief was easy to portray as properly discriminating—as the kind of 

philanthropy that relieved, rather than increased, pressure on the poor rates.  

A third set of concerns that inspired support for convalescent institutions 

comprised fears about the impact of industrial work and industrial society on the bodies 

of workers. As the scale of factory work grew dramatically in the early decades of the 

nineteenth century, many physicians and social reformers worried that the conditions of 

industrial labor were inconsistent with the demands of health. Prominent medical critics 
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of industrial society like William Pulteney Alison championed what Hamlin has termed a 

“political medicine.” They believed that poor laboring conditions were a key determinant 

of ill health among the laboring classes and that failure to attend to the health effects of 

industrial society would have dire consequences, both for workers and for the community 

at large: “working-class human machines … required a sense of well-being, and would 

explode, spewing forth contagion if their ‘maintenance’ were neglected.”15 This metaphor 

of the body as a machine requiring maintenance and repair was a powerful one. Anson 

Rabinbach has traced the ways in which the metaphor of “the human motor” suffused a 

number of scientific, medical, and social scientific disciplines from the middle of the 

nineteenth century.16 The industrial worker’s body came to be conceived as a machine for 

the production of labor power, a resource that society might maximize by conserving “the 

energies of the laboring body” and by harmonizing “the movements of the body with 

those of the industrial machine.” The ultimate aim of many efforts in factory 

management, human physiology, and economics was to eliminate the problem of bodily 

fatigue. As “the endemic disorder of industrial society,” fatigue gradually replaced 

idleness as the greatest threat to progress.17  

Convalescent care was appealing because it generated support among both critics 

and defenders of industrial society. Examining the “poetics of convalescence” in 

nineteenth-century literature and art, Matthew Beaumont has argued that convalescence 
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under capitalism is an “ambiguous state … when we are uncomfortably poised between 

the health that qualifies us for the production process and the sickness that disqualifies us 

from it.”18 It was precisely this ambiguity and multivalence—the ability to see 

convalescence as a moment of alienation produced by the conditions of industrial 

capitalism or as a period in which the body can be reconciled to those very conditions—

that meant convalescent care appealed to those with radically different perspectives on 

the moral and medical effects of industrialization. Manchester surgeon John Roberton, 

for instance, proposed the idea of convalescent workers’ retreats in the 1830s in the 

context of a debate about political economy and factory labor. He believed that the 

unyielding and vitiating nature of factory work slowly debilitated workers’ bodies and 

rendered whole populations chronically ill; brief spells of convalescence, away from the 

enervating demands of constant work, were necessary to counter the ill effects of the 

factory system. On the other hand, the popularity of convalescent homes as philanthropic 

vehicles from the 1860s onwards belies the possibility that they represented a repudiation 

of industrial capitalism. To the contrary, convalescent homes were seen by many as a 

way to maintain and optimize the productivity of the laboring population; they were, in 

short, a “true economy of life and funds.”19 Enabling workers to take a period of 

convalescence after illness or surgery helped to hasten their return to the workplace.20 

A final set of justifications for the support of convalescent care concerned the 

perceived shortcomings of mid-nineteenth-century hospitals. One challenge faced by 
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hospital administrators was a severe shortage of inpatient beds. As the population of 

London and other large cities grew, so did demand on hospital beds, particularly in the 

major voluntary hospitals, which had been designed when the urban population was 

much smaller. This demand rose precipitously in the decades following 1860; the number 

of inpatient admissions at the London Hospital, for instance, tripled from 4,000 to 12,000 

between 1860 and 1900.21 Bed shortages were exacerbated by demographic shifts and 

overcrowding among the poor. In London, for example, the rapid growth of the working-

class population south of the River Thames put tremendous pressure on Guy’s and St. 

Thomas’s, the two hospitals in Southwark, relative to the twelve voluntary hospitals north 

of the river.22 Crowding put pressure on hospital resources and staff, and contributed to 

problems of bad hygiene and foul air on the wards. Throughout the middle decades of the 

century there were widespread concerns regarding “hospitalism”—recurrent outbreaks of 

fever, gangrene, and infection on hospital wards.23 Hospital reformers such as Florence 

Nightingale, whose views are discussed at length later in the chapter, came to see existing 

hospitals as defective with regards to design, placement, ventilation, and administration. 

For Nightingale and other critics, the mid-nineteenth-century hospital was “a place of 

disorder”; poor design, filth, and negligence made disease outbreaks unavoidable.24 Such 

critiques of hospitals found purchase in a social milieu in which trust in the power of 

orthodox medicine and the efficacy of mainstream therapeutics had waned to a degree, in 
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part due to the challenge of homeopathic medicine.25 Medical practitioners began to put 

greater emphasis on the healing power of nature and to emphasize the medical benefits of 

natural processes such as rest.26 

For hospital staff and administrators, the availability of convalescent homes 

promised opportunities to discharge patients as soon as they no longer required active 

medical treatment, relieving pressure on scarce hospital beds. And for critics of hospital 

ventilation, construction, and siting, convalescent homes were attractive because they 

offered patients the opportunity to exit dangerous hospital wards at the earliest 

opportunity, trading them for peaceful, relaxing, and health-giving surroundings. Both 

critics and defenders of hospitals could get behind convalescent homes, regardless of 

whether they, like Nightingale, saw them as temporary solutions until hospitals 

themselves moved out of cities, or whether they, like many hospital governors and 

physicians, saw them as valuable permanent adjuncts to urban hospitals.27 

Putting convalescent homes back into the story of hospital reform is important not 

least because the hundreds of convalescent homes founded during this period represent a 

major lacuna in the historiography of the late nineteenth-century hospital. The 

widespread appeal of convalescent homes broadens our understanding of the hospital 

reform movement of the 1850s and 1860s, histories of which have largely focused on 

changes in hospital architecture, administration, and nursing.28 As this chapter explores in 
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detail, some of the most important advocates of hospital reform during this period were 

also the most powerful exponents of the value of convalescent institutions. Roberton, 

who was the first figure in England to push for the adoption of pavilion-style hospitals, 

had been an advocate of retreats for convalescent workers since the early 1830s. In turn, 

Nightingale’s Notes on Nursing and Notes on Hospitals, influenced by Roberton’s work, 

and which would become canonical texts in the movements for nursing and hospital 

reform, devoted substantial attention to the problem of convalescence and the need for 

convalescent homes. The importance of convalescent care, then, was central to the 

hospital reform movement from the start. These critics sought not only to reform the 

hospital itself, but to distribute the hospital’s functions into new spaces and therapeutic 

landscapes. To figures like Roberton and Nightingale, improving the functioning of 

hospitals meant not merely adopting better architectural plans, more professional nursing, 

and hygienic practices, but also recognizing that some healing functions were best 

provided elsewhere.  

 The remainder of this chapter develops these themes by examining the growth of 

support for institutional convalescence between the late eighteenth century and the 1860s, 

when such institutions began their rapid spread across the countryside. First, I examine 

the work of the London Hospital Samaritan Society, founded by surgeon William Blizard 

in 1791 in order to provide for the welfare of destitute patients upon their discharge from 
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the London Hospital. While Blizard envisioned support for country convalescence as one 

of the Society’s missions from the start, this sort of assistance played only a small role in 

the organization’s overall charitable work in its first fifty years. Nevertheless, 

understanding the Society’s growing interest in convalescent relief, the increasing 

amount of convalescent aid it provided between the 1830s and the 1860s, and the 

logistical and institutional challenges it faced in doing so help to illuminate the growing 

salience of convalescent care during this period from the perspective of a philanthropic 

organization acutely aware of the needs and challenges of one of London’s major 

hospitals for the poor. The second section turns to Manchester in order to examine the 

views of John Roberton, the surgeon whose call for convalescent retreats in the early 

1830s explicitly linked the need for convalescent care to the degrading effects of 

industrial society. In the 1850s, Roberton became a key figure in the hospital reform 

movement, criticizing existing hospital designs, introducing the pavilion plan to England, 

and having a profound impact on Nightingale, who would become the public face of the 

movement. Convalescent care was central to Nightingale’s thought, and to the hospital 

reform movement more broadly. The final section examines the role of convalescent 

homes in debates—both in London and Manchester—about whether to relocate hospitals 

to suburban locales or rebuild them in city centers. The fact that convalescent homes 

appealed to advocates on both sides of this question helps account for their rapid spread 

in the 1860s and beyond.  
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The London Hospital Samaritan Society  

The nineteenth-century explosion of convalescent care had its intellectual and 

organizational roots in late eighteenth-century philanthropy. As Donna Andrew has 

shown, English philanthropy was undergoing an important transformation during the 

final decades of the eighteenth century. Individuals with the time and resources to donate 

to charitable causes took an increasingly active role in the management of philanthropic 

organizations through subscriptions and governorships. A variety of religious and secular 

motivations drove wealthy individuals to use philanthropy as a way to improve the 

prosperity, strength, and virtue of English society.29 Advocates of medical and social 

philanthropies such as dispensaries, Magdalen asylums, and foundling hospitals saw such 

charitable organizations as an essential part of a proper police—that is, a set of 

techniques, policies, and practices necessary for maintaining the social order and 

preventing the occurrence of crime, vice, and economic or social decline.30 Such 

institutions were deemed essential to maintaining the productivity and vigor of the 

deserving, laboring poor, upon which the strength of the state and society depended.31 

 Medical philanthropy was a primary area of such activity; a number of charities 

sought to remedy the shortcomings of the voluntary hospital system. Nearly fifty years 

after the major voluntary hospitals in London were founded in the 1740s and 1750s, 

many were facing financial and spatial strains caused by the dramatic growth in the poor 

metropolitan populations that they served. Philanthropists and charitable organizations 
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began to challenge the efficiency of such large institutions, supporting the idea of more 

flexible charities that would be less likely to foster dependency among poor recipients of 

aid.32 A number of outpatient dispensaries were founded between 1770 and 1800, for 

example, to treat the sick poor on an outpatient basis.33 Such charities appealed to donors 

for a variety of reasons. With lower fixed costs and no beds, they could treat more 

patients than hospitals and were less expensive to maintain.34 They sought to help the 

poor help themselves, avoiding the excessive relief that could breed dependence and 

complacency. They reflected a skepticism, in some quarters, of the constraints that 

institutionalized care placed upon patients. And they expressed a practical approach to 

medical philanthropy that fulfilled the perceived “social pact between the rich and poor,” 

whose “mutual obligations … would work in harmony to contribute to the health of the 

economy and the wealth of the nation.”35  

 Other charitable efforts sought to work more directly in concert with the existing 

voluntary hospitals. In 1791, William Blizard, surgeon to the London Hospital and 

founder of its affiliated medical school, helped to create a Samaritan Society in 

connection with the hospital, in an attempt to remedy some of the shortcomings of 

hospital charity. Blizard observed that many patients, subject to the vicissitudes of the 

market in casual labor, left the hospital in a state of abject poverty and despair. Blizard 

himself had developed a habit of contributing personally to relieve convalescent or 
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incurable patients discharged in a penniless, homeless, or otherwise disadvantaged 

state.36 Many poor servants had to quit their jobs—and hence lost both their livelihoods 

and their places of residence—upon entering the hospital, and thus had no place to go 

upon being discharged. Many young women, Blizard worried, had pawned or sold their 

clothing while ill, and thus faced moral and financial “ruin” upon their recovery. Patients 

with no family in London, or whose families depended upon their income to survive, or 

who required mechanical aids or prosthetics after an operation or amputation all faced 

financial deprivation, uncertainty, and anxiety. This not only threatened their survival and 

wellbeing after being discharged, but also retarded the progress of their recovery while in 

the hospital. Though “the greatest exertions of art, and the most diligent care, are 

extended to the poor sick,” Blizard observed, “skill, and tenderness, will hardly avail 

against disease, while the mind is continually depressed by reflection upon a hopeless 

prospect in life, or upon the condition of a family pining with grief, and want.”37 

 The Samaritan Society sought to combat these deprivations by offering 

subscription-financed assistance to discharged inmates and outpatients at the London.38 

By providing relief in the form of financial assistance, clothing, and mechanical aids, the 

Society attempted to create a model—replicable at other metropolitan and provincial 

hospitals—for the sort of charity that would amplify the benefits of medicine and help 

patients weather the transition back to work rather than produce dependency.39 The 

Samaritan Society also supported patients whose illness or convalescence required 
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therapeutic travel. Blizard believed that a few days of fresh air, sea bathing, or spa waters 

might save the lives of “many a languishing fellow-creature.”40 Such sentiments reflected 

the conviction that London’s urban environment was poorly suited to those recovering 

from illness; even a few days of fresh air could have a powerful restorative effect on 

convalescents. For those well enough to travel, such environs might be healthier than 

spending additional time in a metropolitan hospital. Though he had great faith in the 

medical care provided at the London, Blizard also criticized the sanitary conditions of 

urban hospitals, which were often overcrowded, full of putrid, stagnant air, surrounded by 

standing water, and enclosed by other buildings. Hospitals, he argued, also gave “too 

little regard to the airing of convalescents, and other patients able to walk abroad.” Too 

few properly employed the healthy air of fields or gardens to relive and comfort their 

recovering patients.41 

 Examining the activities of the Samaritan Society during the middle decades of the 

nineteenth century reveals the growing salience of organized convalescent charity during 

this period. In the late 1830s (the period of the earliest administrative records that survive 

in the archive) aid to patients to support recuperation in the country represented a small 

proportion of the Society’s activity. In 1839, for instance, 291 patients were granted 

monetary relief, 130 patients were given money or fares to assist their journeys home, 

105 were given clothing, and 56 were given mechanical aids of various description. Ten 

patients were sent to the Royal Sea Bathing Infirmary at Margate, and only two patients 

were supported “in Country.”42 Patients sent to Margate often suffered from rheumatic 
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fever, scrofula, abscesses, and other conditions that were thought to benefit from sea 

bathing.43 Though benefitting relatively few patients, these latter grants took up a 

substantial proportion of the society’s funds—about £80 out of £205 in total annual 

expenditures—but only because the costs of maintaining patients at the Margate 

Infirmary were so high (about £77 for the year).  

 By the 1840s, the Society’s Committee (which administered aid) began to seek 

avenues for convalescent treatment besides sea bathing. Sea bathing, they worried, was 

restricted to the summer, and often conferred only “partial advantages.”44 The types of 

diseases for which sea bathing was deemed beneficial were “usually so tedious” that 

many patients returned home at the end of the summer with little improvement, only to be 

re-admitted to the hospital.45 On the other hand, the committee observed that there were  

numerous cases in which convalescent patients, by a change of air, without the 
accompaniment of sea bathing, may be more speedily restored to complete health 
and vigour, than by a return to their own homes situated probably in a crowded 
neighborhood influenced by a poluted [sic] Atmosphere, and where hard fare, and 
want of that due attendance which they have received within the walls of the 
Hospital, combine to retard their recovery.46 
 

The Committee was anxious to increase its support for this sort of convalescent travel, 

since, unlike sea bathing, patients could benefit from its advantages throughout the year, 

and because its benefits were “applicable to all classes of invalids.”47  

 Throughout the 1840s and 1850s, the Committee stressed its growing conviction 

regarding the utility of country accommodation for convalescents and its desire to 

provide more of such care for patients at the London. The question of country 
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convalescence, they observed, had begun to attract more general attention. The 

Committee cited a popular 1842 health text by physician Matthew Truman, which alleged 

that the London hospitals ought to provide  

a place of residence for the patients in the country during their convalescence, 
instead of keeping them shut up, as at present, in the close air of an Hospital in 
town. To guard those who are beginning to recover, after a severe illness, from the 
chance of a relapse, by securing to them the advantages of Country Air, must surely 
come quite within the scope of those establishments; and the managers of them 
only do half their duty while they neglect to provide for so important an object.48 
 

Such accommodations would benefit not only convalescent patients themselves, but also 

the hospitals in which they were treated. The Committee observed that sending 

recuperating patients to the countryside would have important managerial and financial 

implications for the London Hospital itself, reducing crowding by freeing up much-

needed beds for the care of more acute cases. While the Hospital’s House Committee 

constantly had to turn away patients, removing convalescents to the country would 

essentially “add new wards to the already crowded building.” Patients recuperating more 

quickly in the country would mean faster turnover of hospital beds, allowing those “in 

more urgent circumstances” to be admitted and resulting in a “corresponding extension of 

the usefulness of the Hospital.”49 

 Despite these benefits, the Samaritan Society often found its efforts to send patients 

to the country hampered by lack of funds and difficulties in finding suitable places to 

send patients. Early on, the Committee made ad hoc arrangements with patients’ relatives 

to secure country accommodations on their behalf, but such arrangements were difficult 

to scale up and raised concerns about whether funds were actually being spent on 
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appropriate patient care.50 So, in 1841, the Committee began to secure convalescent 

accommodation directly, paying for board and lodging in Sevenoaks (in Kent, not far 

from London) for a small number of patients.51 They also began to investigate the small 

number of independent convalescent institutions and lodging houses founded by other 

proprietors and charities during this period. In 1843, they looked into the Metropolitan 

Convalescent Institution (MCI), which had been founded in 1840 in Carshalton, Surrey, 

but found that in its “present infant state” it did not make sense for the Samaritan Society 

to pursue any formal or financial connection with it.52 They later concluded that, despite 

the beneficial economies of scale that would accrue to a large institution designed to 

accommodate convalescents from all the metropolitan hospitals, such an institution 

would pose problems for the Samaritan Society, since it would be very difficult to settle 

conflicting claims from hospitals regarding the priority of their patients’ admission. The 

Committee favored the idea of “a distinct house of reception for each hospital,” and set 

about raising funds to establish its own convalescent institution.53 Such an arrangement 

would obviate the difficulty of finding people willing to take on invalids as boarders, 

increase the speed and lower the cost of lodging convalescents, enable “careful 

superintendence, appropriate diet, and other sanatory measures,” and allow patients to 

remain under the watch of those medical men whose care they had benefitted from while 

in the hospital.54 

                                                
50 Minutes for 3 March 1841, Samaritan Society, General Meetings. 
51 Minutes for 3 March 1841, Samaritan Society, General Meetings. 
52 Minutes for 1 March 1842, Samaritan Society, General Meetings. 
53 Minutes for 6 March 1844, Samaritan Society, General Meetings. 
54 Minutes for 3 March 1847, Samaritan Society, General Meetings. 
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 Nevertheless, raising the funds necessary to establish a convalescent institution for 

the London proved more difficult than the Committee had hoped, and contrary to their 

expectations, it was the expansion of independent charities like the MCI that allowed the 

Samaritan Society to rapidly increase the number of convalescent patients it provided for 

in the 1850s and 1860s. The MCI had been founded in 1840 by Theodore Monro, a 

medical student at St. Bartholomew’s, along with colleagues who shared his concern 

regarding the insufficient supply of country accommodations for convalescents.55 

According to the institution’s founding lore, Monro’s involvement was inspired by an 

encounter with a patient at St Bart’s. The patient was frustrated to the point of tears, 

having been told that medicine had reached its limit and that she required country air to 

recover, but being far too poor to carry out such advice.56 The MCI initially used several 

cottages at Harrow Weald (on the northwest outskirts of London) to house convalescents, 

but soon acquired an old workhouse in Carshalton, Surrey—abandoned by the New Poor 

Law administration—to provide “an asylum in the country for the temporary residence of 

the convalescent and debilitated poor, whose restoration to health is impracticable in the 

hospitals, and at their own unhealthy and ill-provided homes, but may be speedily 

effected by pure air, rest and nutritious diet.”57 The number of patients served by the 

institution increased rapidly, from 160 in 1843 to 872 in 1854.58 In the face of this 

growing demand, and in light of the fact that the building at Carshalton was “old, ill-

                                                
55 John Forbes, “Metropolitan Convalescent Institution,” The Medical Times 23 (March 1, 1851): 242; 
“Metropolitan Convalescent Institution,” The Charity Record and Philanthropic News, Supplement, X 
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56 “Convalescent Hospitals,” All the Year Round 24, no. 587 (February 28, 1880): 325–31; “Metropolitan 
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57 Metropolitan Convalescent Institution, Report for the Year Ending December 31st, 1849 (London: G. J. & 
E. Wilson, 1850), 1.  
58 Metropolitan Convalescent Institution, Report for the Year Ending December 31st, 1854 (London: G. J. & 
E. Wilson, 1855), 4. 
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arranged, and not well suited in … locality,” the MCI raised funds to erect a new 

building, and its president, the Earl of Ellesmere, donated a tract of land in Walton-on-

Thames. The new building, designed to accommodate 120 inmates, opened in 1854, and 

applications for admission continued to grow.59 In 1855, the MCI cared for 929 patients; 

in 1873, by which point the MCI had also opened children’s branches at Mitcham (for 

boys) and Hendon (for girls), 2,473 patients were cared for at Walton alone.60 Following 

the move to Walton, the Samaritan Society determined that the MCI was in a much better 

position to care for convalescents and expressed great satisfaction at the cost savings of 

sending its patients there, relative to arranging independent lodgings.61 

 Throughout the 1850s the Samaritan Society continued to evaluate similar 

institutions that were established around London, sending patients to those they deemed 

advantageous with respect to “management and economy.”62 The number of patients sent 

for country air each year increased slowly but steadily until the cholera epidemic in 1866. 

During the epidemic, Catherine Gladstone, wife of William Ewart Gladstone, then 

Chancellor of the Exchequer, and Catherine Marsh, a philanthropist and missionary 

among the London poor, were both visitors on the wards of the London Hospital, 

comforting and ministering to cholera patients. As cholera spread among the poor of East 

London, the hospital became overwhelmingly crowded and numerous patients were 

discharged before they had regained anything resembling their full strength. Fearing that 

such patients would never recover in grim slum housing, Gladstone and Marsh raised 
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funds to procure fresh air for cholera convalescents. Marsh first oversaw the use of 

several cottages at Epping Forest and later took two houses near the sea in Brighton that 

would become the Black-Rock Convalescent Hospital. Gladstone, likewise, opened a 

home for convalescents and cholera orphans at Clapton. The following year (1867), she 

decided that a more permanent convalescent establishment was necessary, arguing that it 

was crucial not to wait for another epidemic to act. She appealed to the public on the 

basis that “the sick in the East of London, debarred, as they necessarily are, from the 

fresh air and good food so requisite in cases of weakness, have but a poor chance of 

restoration to health and strength”; providing for their convalescence, on the other hand, 

would be “true economy,” since men would be able to return to work, providing their 

families with income and their employers with labor.63 

 Having raised the requisite funds, Gladstone opened a home in Snaresbrook capable 

of housing twenty men. Almost immediately, she decided that a much larger institution 

was necessary to meet the needs of poor convalescents in East London. At a fundraising 

event in November 1867, William Gladstone and other notables emphasized the 

importance of convalescent care to restore the health of the working poor, citing medical 

testimony from The Lancet that Mrs. Gladstone’s plans would “shorten acute sickness” 

and “change the whole complexion and course of an illness” when “hospital physicians 

have exhausted their means of giving tone and strength.” The Bishop of Rochester 

likewise emphasized the spiritual benefits of quiet and fresh air, especially compared to 

the densely populated areas of East London in which “the better sort of inhabitants had 

not even the room to minister this kind of relief to their poorer brethren.”64 With funds 
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subsequently raised, Catherine Gladstone moved the institution from Snaresbrook to a 

permanent home in Woodford, Essex in 1869. “Mrs. Gladstone’s Convalescent Home,” 

which offered free admission to patients and did not discriminate based on religious 

affiliation, continued to grow in popularity. By 1881, there were almost 80 inmates at any 

given time, and 549 men, 408 women, and 177 children were cared for over the course of 

the year.65 

 These institutions, independently run and funded, but closely connected to the 

London Hospital, were a boon to the work of the Samaritan Society. During the 

epidemic, the work of Gladstone and Marsh allowed for numerous cholera patients to 

receive convalescent care without taxing the resources of the Society.66 And the creation 

of more permanent convalescent homes, close to London, and, in the case of Gladstone’s 

home, not requiring any payment, allowed the Society to dramatically expand the number 

of London Hospital patients whose country convalescence it sponsored. In 1864, the 

Society sent 118 patients for country air or sea bathing, comprising roughly three percent 

of the total number of patients discharged by the hospital. Ten years later that number had 

tripled, with more than 600 patients sent for convalescence annually, comprising between 

eleven and thirteen percent of discharged London Hospital patients throughout the 1870s 

(Figs. 1.1 and 1.2).67 Sending convalescent patients to the country for rest, nutritious 

food, and fresh air had become firmly ensconced as an integral part of the work of the 
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Samaritan Society, and by extension, the London Hospital. The scope of proper care for 

the sick poor in East London now extended beyond the medical treatment they received 

on the wards; for a significant number of patients, it also included a chance to recuperate 

in the countryside, away from the stresses and deprivations of the urban environment. 

 

Figure 1.1. London Hospital patients sent to the country/seaside, 1836-1891 (total).68 
 
 

                                                
68 Source: London Hospital Annual Reports, 1834-1891, LH/A/15, RLHA. 
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Figure 1.2. London Hospital patients sent to the country/seaside, 1836-1891 (as a 
percentage of discharged patients).69 
 

Convalescence in Industrial Manchester  

Putting these trends in context requires returning to the early decades of the nineteenth 

century to consider the ideas and influences which helped bolster the popularity of 

convalescent care more generally. The idea of charitable institutions to provide for the 

care of convalescents did not originate with a single individual or organization. William 

Blizard, of course, advocated the benefits of country air for poor patients as early as the 

1790s, and the Samaritan Society he helped to found offered convalescent care to many 

poor Londonders for the first time. But he was far from the only figure at the turn of the 

century to promulgate this idea. Between 1798 and 1801, Anthony Carlisle, surgeon to 

the Westminster Hospital in London, and one of the original members of the Royal 

College of Surgeons, advanced a plan to establish “an Asylum for the Convalescents of 
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the great Public Hospitals in London,” serving patients from the Westminster, St. 

George’s, and Middlesex Hospitals. Like Blizard, Carlisle maintained that in his 

professional experience, “paupers, discharged from Hospitals in a convalescent state” 

often sank under the weight of poverty and loss of work, resulting in their return to the 

hospital or dependence upon the workhouse, and, in either case, the destitution of their 

families. Carlisle envisioned a convalescent establishment away from the “bad air of the 

metropolis,” where patients could get rest, fresh air, and exercise, while paying for their 

own stays by working in a public kitchen and garden. However, due to a lack of financial 

support, his plan was never put into practice.70 Other efforts around this time met with 

more success. The Southport Strangers’ Charity, for instance, opened in 1806 on the 

coast west of Manchester and Liverpool, to provide relief for those among the sick poor 

that would benefit from sea air or sea bathing.71  

 Despite these various early articulations, the idea for convalescent institutions did 

not begin to achieve widespread currency until it was championed by Manchester 

physician John Roberton in the 1830s. Roberton, born in rural Scotland in 1797, studied 

surgery at Edinburgh before departing for England to pursue his surgical career. He 

settled in Manchester in 1825, where he built a large practice and was active in charitable 

work and local social reform. Roberton became the surgeon to the Manchester Lying-in 

Charity in 1827; in this capacity, he frequently visited the homes of poor patients and had 

numerous occasions to observe first-hand the living conditions of Manchester’s destitute 
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poor and manufacturing populations. He was also an active member of the Manchester 

Statistical Society (MSS), deeply interested in using social investigation and numerical 

analysis to improve the condition of Manchester’s lower classes. In the late 1830s, he 

became honorary medical officer to the Manchester and Salford Town Mission, a 

Quaker-founded charity that promoted visiting and missionary work among the urban 

poor.72  

 Roberton’s advocacy on behalf of convalescent retreats for poor workers was 

rooted in his condemnation of the health effects of urban industrialization and his critique 

of the science of political economy. By the 1820s Manchester was becoming the 

quintessentially industrial “shock city,” transformed almost beyond recognition by the 

unprecedented growth and concentration of manufacturing.73 A major commercial 

collapse in 1826 had sparked riots among the laboring poor and left the economy in a 

state of depression into the early 1830s. Roberton’s arrival in Manchester coincided with 

a period of rapidly increasing population, overcrowding, the decay of sanitary and 

environmental conditions among the working poor, and unprecedented demand on city 

services and medical charities.74 Roberton deplored these trends, believing that the 

working and living conditions of industrial workers were detrimental to their health and 

that the increasing physical separation between urban slums and the more salubrious 

suburbs in which the upper classes lived undermined vital paternalistic bonds of 
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dependence and gratitude, contributing to the spread of immorality, vice, drunkenness, 

crime, and political unrest.75  

 As destitution increased, so did calls to fundamentally alter existing systems of 

charity, poor relief, and medical care. Inspired by Malthusianism and the science of 

political economy, middle-class critics of the poor law system argued that poor relief and 

charity promoted dependency, idleness, and vice, and that only the discipline of the 

market could ensure virtue and industry among the poor.76 Even James Phillips Kay, 

who, like Roberton, studied medicine under William Pulteney Alison at Edinburgh, and 

whose pamphlet The Moral and Physical Condition of the Working Classes Employed in 

the Cotton Manufacture in Manchester (1832) brought national attention to the horrific 

conditions of the Manchester poor, decried state interference with the natural laws of the 

market.77 Thus, as Roberton treated a major epidemic of puerperal fever among the 

Manchester poor in 1830, he simultaneously had to fend off criticism of the Lying-In 

Charity—much of it printed in Kay’s North of England Medical and Surgical Journal—

that charitable midwifery bred dependency and undermined forethought and frugality 

among the working classes.78 

 Roberton saw the science of political economy as heartless and deeply misguided. 

He shared with Alison a belief in what Christopher Hamlin has called political medicine: 

the conviction that “the living and working conditions of laboring people shortened life, 

impaired health, and distressed the soul,” and that these conditions required alleviation by 
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medicine and social reform.79 In 1831, Roberton wrote a series of letters to the 

Manchester Guardian forcefully articulating his critique of political economy, 

responding specifically to Nassau Senior’s recently published Lectures on the Rate of 

Wages (1830).80 Senior argued that low wages were the result of an excess supply of 

labor, and that the only rapid and effective solution was mass emigration to the colonies. 

Contra critics who believed that industrial labor degraded the health and happiness of 

English workers, Senior argued that, as a political economist, his concern was “not with 

happiness, but with wealth.” Nevertheless, he maintained that industrialization had been 

good for workers, whose average lifespan had been constantly increasing over the last 

fifty years, and that despite the “apparent unhealthiness” of their occupations, they lived 

longer “than the lightly-toiled inhabitants of … savage nations.”81 

 Roberton argued that such comparisons masked the true consequences of 

industrialization. Though workers’ life expectancy had increased, their health had not. 

Roberton advanced a conception of health— “that condition of the body in which the 

organic and animal functions are performed with a feeling of satisfaction”—that was 

holistic and physiological; he saw any deviation from such a state of satisfaction as 

disease. Roberton, who was an avid reader of anthropological and scholarly literature 

about “primitive” peoples, acknowledged that their lifespans were substantially shorter 

than those of English workers, but countered that they were substantially healthier for the 

greatest portion of their lives. For “savages,” death came quickly in the form of epidemic 

pestilence, famine, or war, but they lived the majority of their lives in good health. By 
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contrast, though English manufacturers lived longer (primarily due to improvements in 

medicine, medical aid to the poor, and, above all, decreases in infant mortality), their 

lives included “a far greater number of days passed in disease.” Based on his experiences 

in Manchester, Roberton believed that certain facts were incontrovertible: the number of 

chronic maladies had dramatically increased, and conditions were so bad that perhaps as 

much as three quarters of the inhabitants of the city required medical care each year. Such 

depressing conditions encouraged drunkenness, vice, riot, and crime. By focusing on 

wealth to the exclusion of happiness, Roberton argued, Senior obscured the fact that the 

lower class was “in a worse condition than at any period within the last two centuries.” 

So widespread was the burden of such chronic affectations that existence was often 

rendered “one long disease.”82  

 Roberton laid the blame for these conditions squarely at the feet of industry. 

Sedentary manufacturing occupations and poorly ventilated workspaces contributed to 

“derangement of the health, manifested primarily in the stomach and bowels, and also 

render the mind torpid and irritable.”83 But chronic disease was also a consequence of the 

monotonous conditions of work in the industrial factory, which insisted on treating the 

human body as if it were an indefatigable machine:  

Undoubtedly the hardest part of the operative’s lot consists in his being so very 
liable to disease, without at the same time possessing the power of relaxing from 
his labour. Day after day the mule or the loom moves the accustomed number of 
hours, and the full amount of work must be done. There is not … two grades of 
labour—one for the whole, and another for the sick. The consequence is, that 
hundreds of instances of indisposition which at the beginning might soon have been 
removed by repose and relaxation, become, owing solely to the want of these, 
confirmed, and more and more inveterate, till the stocks of vigour is entirely 
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exhausted, and the health ruined; or in such a state as to require months for its re 
establishment—an alternative fraught with the utmost pecuniary difficulty in many 
cases, and the want of proper cordials, nourishment, and the requisite change of air, 
in nearly all.84 

 
While the conditions of industrial production required the machinery of capital to 

function without interruption, workers’ bodies required rest and opportunities for 

recovery. That such opportunities were absent ensured, in Roberton’s view, that workers’ 

health would slowly deteriorate, their vitality slowly ebb, and recovery from illness 

would become nearly impossible.  

 In a pamphlet based on his Guardian letters and republished later in the 1830s in 

medical and statistical journals, Roberton proposed a solution to this problem of chronic 

disease among the urban poor.85 Rather than suggesting a moral or political remedy, 

however, he proposed a “physical solution.”86 Most inhabitants of Manchester, he argued, 

were poor candidates for regular medical assistance, since chronic conditions were 

difficult to treat and patients generally continued working and living in dismal conditions 

while under medical care. Rather than medicine, removal from such unhealthy conditions 

offered them the most hope. A temporary change in scene, along with fresh air and 

wholesome diet, could work wonders on the body’s lugubrious frame. As evidence, 

Roberton pointed to the benefits that had accrued to those fortunates among his patients 

for whom he had been able to obtain a rare ticket to visit the Southport Strangers’ 
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Charity. There, a woman in a “state of abject weakness” after miscarriage and 

hemorrhage could undergo a “total change in … circumstances”: 

She breaths a pure bracing atmosphere; has clean airy lodgings; plenty of 
wholesome food; and no other duties to perform than those arising from the care of 
her person and her daily walks. And what is the effect? Her appetite and spirits 
return … and when … she returns to her surgeon, he finds her perfectly, or nearly, 
recovered; and gladly admits that in such forms of disease as this … a temporary 
change of condition, such as this removal produces, has incomparably more 
influence in the restoration of health than the most skilful medical treatment has in 
thrice the time without it.87 
 

Such surroundings stood in stark contrast to those Roberton would have observed on a 

regular basis in the homes of the city’s poor.88 A change from the debilitating conditions 

of industrial Manchester would produce a corresponding change in the body of the 

removed patient, one impossible to bring about by medicine alone. In cases of chronic 

debility and impairment, medicine would effect “absolutely little or nothing.”89 Instead, 

dramatic environmental change was necessary for those with chronic or acute conditions 

and whose recovery was retarded by personal circumstances, poverty, or insalubrious 

surroundings.  

 Change of air was paramount. Roberton therefore proposed founding a Retreat for 

Convalescents “in some salubrious … situation, at a distance from town, and if possible 

on the sea-coast, for the reception of such patients of our Medical Charities.”90 He 

modeled his proposal on the existing Strangers’ Charity at Southport, though it only 
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served a small number of patients, was limited in funds, and offered inadequate 

lodgings.91 In contrast, he imagined a “commodious building” open from April to 

October under the supervision of a married couple acting as governor and matron, the 

operation of which would be sustained by annual subscriptions. A “regularly qualified 

apothecary” would oversee admissions, to exclude non-convalescents, such as those 

“laboring under active forms of disease.” Roberton estimated that an annual income of 

£1,200 would enable such an institution to care for at least one thousand patients each 

year, each staying for three weeks, and that such arrangements would require about a 

hundred beds. He believed that a location on the sea coast was preferable to one closer to 

town. Land was cheaper at the coast, and therefore it would be easier to secure sufficient 

space for convalescents to exercise. Moreover, the coast would provide “the most perfect 

change in air” and “complete novelty of scene.” Being at a distance would diminish the 

chances of disturbing visits from family and friends. And any difficulty in traveling to a 

farther locale would be more than offset by the “exhilarating and beneficial” experience 

of travel itself. Though his recommendations were tailored to the situation in Manchester, 

he hoped that others would take up his suggestion and that similar retreats would be 

established throughout the country. He reminded his readers that coastal and spa towns 

were already “thickly studded with watering-places” for the well-to-do; if such retreats 

were beneficial, he asked, how much more were they needed for the “feeble and disabled 

of our manufacturing population, to whom poverty renders lingering sickness in every 

instance a heavy, and often an irretrievable calamity?”92  
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 Roberton’s proposal for a convalescent retreat, however, received little purchase in 

the 1830s. The board of health in Manchester considered the idea during the 1832 cholera 

epidemic, but concluded that it had neither the funds nor an appropriate location to put 

such a plan into effect.93 Roberton later won support for his idea from influential 

physicians at the Manchester Infirmary, but the plans foundered amidst Manchester’s dire 

economic problems.94 Nevertheless, Roberton’s idea for convalescent retreats would go 

on to have a major influence through his work on hospital reform in the 1850s.  

 

Convalescence and the Hospital Reform Movement 

Roberton continued to agitate to improve the conditions of and care for the poor 

throughout the 1840s and 1850s. As a deacon at the Mosley Street Independent Chapel, 

he was responsible for distributing an allowance to the congregation’s poor members, and 

his contact with the poor and keen awareness of the conditions in which they lived 

increased with his appointment as honorary medical officer to the Manchester and 

Salford Town Mission in 1837.95 As a member of the MSS (and its president from 1844 

to 1847) he published papers on the plight of widows with young children under the Poor 

Law, on injuries to railway workers caused by insufficient regulation, and mortality 

reports on Manchester and its surrounding areas. Concerns about mortality rates among 

the urban poor led Roberton to campaign for local sanitary reform. He became an 

important participant in the national public health movement, giving evidence to the 1840 

Select Committee on the Health of Towns as well as the 1844 Royal Commission on the 
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State of Large Towns.96 In the mid-1850s, Roberton turned his attention to the state of 

English hospitals. Following a memorable visit to the Manchester Infirmary where a 

fellow surgeon complained about the unhealthy conditions there and the constant risk of 

death that erysipelatous gangrene posed to his patients, Roberton began to undertake a 

study of hospital design and ventilation. Convinced by previous visits to prisons, 

workhouses, and schools that insufficient fresh air and crowding were detrimental to 

health, he visited hospitals in London, France, and Belgium in order to assess the state of 

their ventilation. He found that, with few exceptions, continental hospitals were far more 

salubrious and well ventilated than their British counterparts.97  

 In a series of papers and pamphlets published between 1856 and 1860, Roberton 

made his case for the unhealthiness of British hospitals and infirmaries.98 Due to poor 

hospital construction, he argued, patients often grew sicker instead of healthier, or 

succumbed to outbreaks of hospital gangrene. Even when patients were not killed 

outright, the impure atmosphere of the wards would cause their condition to deteriorate.99 

His criticisms of hospital construction were myriad, encompassing concerns regarding 

location, ward design, and overcrowding. Nevertheless, his central critique was that 

hospitals were poorly ventilated. Wards were constructed with insufficient space for air, 
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too few windows, and not enough conduits for air to circulate. Moreover, the 

interconnection between wards ensured that polluted air, rather than dissipating, spread 

within the hospital, contaminating each ward in turn.100 Roberton urged that new 

hospitals be built according to the pavilion model, which he had observed at continental 

hospitals, citing the hospital at Bordeaux as particularly worthy of praise. In such 

hospitals, each ward was constructed as a freestanding pavilion, with tall windows on 

both main walls and gardens between each ward. Ward doors opened only to the outside, 

preventing foul emanations from spreading from one ward to another. Such a plan, he 

argued, would ensure that hospitals could grow in size without risking the quality of their 

internal atmosphere, since each ward’s air was independent of the others’. Sufficient 

windows, perforated screens, and space between wards would facilitate the permeation of 

the wards by the “external atmosphere.”101  

 Precisely because Roberton’s proposals for hospital reform were so focused on the 

importance of fresh air and ventilation, his recommendations were not limited to interior 

design but also included suggestions about hospital placement and the necessity of 

accompanying outdoor facilities. While crowded town centers were convenient for 

medical personnel, he maintained that hospitals should be as far from such insalubrious 

locations as was tenable, with elevated sites, good drainage, and plenty of space for large 

and airy wards. Not surprisingly, he also emphasized the importance of improved 

accommodations for convalescents, of which he had observed superior examples in 

continental hospitals. Hospitals, he argued, ought to provide  
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the means of recreation for the recovering sick and the convalescent; a pleasant out-
look when the sick are not able to go abroad … and convalescent’s rooms for 
meals; reading-rooms and libraries; terraces where they can walk, and take the air, 
and gardens in which … they may have the liberty to wander: nay, gardens into 
which the sick may be wheeled in their beds or couches, and where, under the 
shade of trees, or under sheds erected for their special use, they can enjoy a sight of 
the heavens and breathe the external atmosphere. … But here in England we are too 
apt to forget these secondary yet most important means of restoring bodily health 
through the mind—of seconding medicine by what exhilarates and cheers the 
wasted and suffering.102 
 

Though Roberton’s emphasis on the importance of fresh air, recreation, and cheerful 

surroundings for convalescents had important continuities with his call for convalescent 

retreats in the 1830s, by the late 1850s his specific concern for discharged patients had 

taken a backseat to his much broader program of moving hospitals and infirmaries, and 

nearly all of their patients, from urban centers to salubrious suburban locations. Building 

hospitals on such proper sites would ensure better ventilation, render them healthier, and 

provide additional space for patients, currently packed into a greatly insufficient number 

of beds.103 Nevertheless, recognizing that such proposals would be expensive and 

unappealing for urban hospital staff, he endorsed the creation of country convalescent 

homes as a worthy goal, though warning that, at least in Manchester, any such home 

would likely be used in the short run to alleviate the Manchester Infirmary’s bed shortage 

by providing overflow space for accident and surgical patients, rather than those truly 

convalescent.104 

 Roberton’s criticism of hospital ventilation found purchase in a broader cultural 

milieu in which there were widespread concerns about the paucity of fresh air in English 
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cities and towns. Fresh air had long been understood to be a disinfectant and a 

counterweight to miasmas, but urban crowding, industrial pollution, coal smoke, and 

poor sanitary conditions helped turn air quality into a major focus of sanitarian activity 

from the 1850s onward. As Peter Thorsheim has argued, the discovery of ozone, which 

bonded with pollutants to help rid the air of miasmas, combined with the observation that 

it was more abundant in the country and seaside than in cities, gave credence to concerns 

that urban industrial society was incompatible with good health.105 In the late 1850s, 

middle-class groups like the Ladies’ National Association for the Diffusion of Sanitary 

Knowledge began to agitate nationally, holding meetings, and publishing millions of 

pamphlets on the dangers of vitiated atmospheres and the health benefits of fresh air.106  

 Roberton’s belief that “the air we breathe is called … ‘the breath of life’” and that 

polluted or vitiated air (expelled upon breathing) was “so impure as to actually generate 

disease” also resonated with mid-century critiques of mainstream medicine rooted in the 

popularity of homeopathy and the belief in the healing power of nature.107 Though 

homeopathy was already beginning to fade as a major threat to orthodox practitioners 

after its peak in the 1840s, the success of minimalist homeopathic regimens had 

undermined faith in the effectiveness of the standard materia medica among both 

professionals and the public.108 Roberton, of course, had argued in the 1830s that 

medicine was often secondary in importance to fresh air, rest, and nutritious food.109 By 
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the mid-1850s, he was not alone among physicians and surgeons in his skepticism 

“regarding the unaided powers of the Materia Medica,” and in believing that while there 

were many reasons to doubt the efficacy of even the most skilled medical practice, few 

could question the benefits of cleanliness, comfort, and fresh air.110 

 Roberton’s push for improved hospitals had an impact far beyond Manchester. He 

was the first medical practitioner in England to call for the adoption of the pavilion model 

for hospitals, and his writings exerted a profound influence on two of the figures who 

would become most closely associated with the cause of hospital reform in the 1860s: 

Florence Nightingale and George Godwin, editor of the architectural journal The Builder 

(and who would play an important role in promoting Nightingale’s campaign for 

healthier hospitals).111 Nightingale had become a national celebrity for her work caring 

for wounded soldiers in the Crimean War and in calling attention to the unsanitary 

conditions of the military hospital at Scutari. Upon her return to England in 1856, she 

became involved with the campaign to improve the conditions in military hospitals, 

helping to form a royal commission to investigate hospital administration in the British 

army and heavily influencing its 1858 report. Around 1858, while she was still working 

on her Notes on the Health of the British Army, Nightingale began to turn her attention to 

the state of civilian hospitals and the problem of their high mortality rates. In their 

diagnosis of the faults of existing hospital designs and their proposal of the pavilion plan 

as the way forward, Roberton’s writings were a vital influence on Nightingale’s 
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thinking.112 In an 1858 letter to Roberton, Nightingale praised him for being one of the 

few people who had “taken up the question of hospitals on the large sanitary ground” and 

describing him as “our greatest hospital authority.”113 She later described him as “perhaps 

the first medical authority in England on hospital construction.”114 It is not surprising, 

then, that most of Nightingale’s critiques of contemporary hospital design—

overcrowding, insufficient space for beds, insufficient natural ventilation, lack of light, 

selection of unhealthy locations, and defective drainage—closely echoed Roberton’s, or 

that she became an outspoken advocate of the pavilion design.115 

 Roberton’s influence also helps to explain the extensive attention that Nightingale 

devoted to the care of convalescents. The needs of recovering patients and the importance 

of constructing convalescent hospitals featured prominently in the two influential texts 

she published between 1858 and 1863—Notes on Nursing and Notes on Hospitals—and 

in her subsequent advocacy.116 Like Roberton, Nightingale understood recovery to be 

precarious; her views were rooted in an understanding of disease as a “reparative process 

… an effort of nature to remedy a process of poisoning or of decay.”117 The manifestation 
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of disease symptoms, Nightingale believed, only occurred when this natural reparative 

process was interrupted or interfered with. These sufferings and symptoms were “very 

often not symptoms of the disease at all, but of something quite different—of the want of 

fresh air, or of light, or of warmth, or of quiet, or of cleanliness, or of punctuality and 

care in the administration of diet.”118 This conception of disease understood patients’ 

bodies to be intimately connected with their surroundings and the regimens to which they 

were subjected. Diseases were not specific entities in and of themselves, but rather the 

manifestation of bodies being impinged upon by their environments:  

Is it not a continual mistake to look upon disease, as we do now, as separate 
entities, which must exist, like cats and dogs? instead of looking upon them as 
conditions, like a dirty and clean condition, and just as much under our own 
control; or rather as the reactions of a kindly nature, against the conditions in which 
we placed ourselves.119 
 

As Charles Rosenberg has observed, “the idea that disease could be induced by a specific 

contagion was anathema to Nightingale—denial of the filth, disorder, and contaminated 

atmosphere which seemed responsible for hospital fevers and infections.”120 Even 

epidemic diseases like smallpox, she maintained, could spontaneously grow under the 

right conditions, such as poorly ventilated and overcrowded hospital wards, without 

being passed from patient to patient. Her conception of disease was resolutely 

                                                
118 Ibid., 2. 
119 Ibid., 46–47. 
120 Charles E. Rosenberg, “Florence Nightingale on Contagion: The Hospital as Moral Universe,” in 
Healing and History: Essays for George Rosen, ed. Charles E. Rosenberg (New York: Science History 
Publications, 1979), 117. Rosenberg argues that this hostility stemmed, in part, from the fact that 
“contagion seemed arbitrary, random in its moral implications” (127). Germ theory was incompatible with 
her belief in the deep interconnectedness of disease, environment, and moral behavior. Nightingale’s 
vehement opposition to contagion was out of step with a slowly emerging mid-century consensus around 
disease specificity. Nevertheless, her medical ideas were by no means on the fringe; they were supported 
by widespread understandings of zymotic disease as well as hospital statistics gathered by William Farr and 
others (117-124). See also Eyler, Victorian Social Medicine, 175–189. Nightingale did not deny that 
fermentation or corruption could cause illness to spread from one patient to another; she denied the 
inevitability of infection, believing that one’s surroundings and sanitary condition were far more important 
than disease itself. See McDonald, Florence Nightingale and Hospital Reform, 23–29. 



67 
 

physiological, rather than ontological; diseases were, in her words, “adjectives, not noun 

substantives.”121  

 Because disease was the manifestation of the body’s natural processes of repair, the 

active curative contributions of medicine and surgery were limited: “neither can do 

anything but remove obstructions; neither can cure; nature alone cures.”122 Good nursing 

and salubrious surroundings were just as, if not more essential than medicine, for they 

“put the patient in the best condition for nature to act upon him.”123 And convalescence 

was a critical stage in this process. Convalescence, for Nightingale, was not the simple 

aftermath of illness, during which the dangers of disease had passed. Its progress was 

neither inevitable nor insignificant. Instead, she understood both illness and 

convalescence to be essential stages of a larger process. During disease the body was 

“engaged in throwing off dead or poisonous matters”; convalescence, by contrast, was the 

process of “repairing waste.”124 Just like disease, convalescence had “its degrees and its 

course,” and might vary greatly in its duration, depending on the circumstances.125  

 The conditions under which patients experienced convalescence, then, were vital. 

Crowded hospital wards did not foster conditions conducive to recovery. “It is a rule 

without any exception,” Nightingale proclaimed, “that no patient ought ever to stay a day 

longer in hospital than is absolutely necessary for medical or surgical treatment.”126 She 

argued that it was of utmost important that a change be secured for the patient—a new 

                                                
121 Nightingale, Notes on Nursing, 47; on the contrast between physiological and ontological conceptions of 
disease, see Owsei Temkin, “The Scientific Approach to Disease: Specific Entity and Individual Sickness,” 
in The Double Face of Janus and Other Essays in the History of Medicine (Baltimore: The Johns Hopkins 
University Press, 1977), 441–55. 
122 Nightingale, Notes on Nursing, 191. 
123 Ibid. 
124 Ibid., 206. 
125 Ibid., 210. 
126 Nightingale, Notes on Hospitals, 107. 



68 
 

room, a new ward, or best of all a move to the country or seaside. Change would secure 

benefits both psychological and physiological. In addition to removing patients from an 

unhealthy hospital atmosphere, a change of scenery, Nightingale believed, would give a 

patient “a fillip,” after which he would immediately begin to “pick up.”127  

 But for poor, discharged patients, a change of scene to their crowded, close-

quartered homes would not suffice. If poor patients were sent directly home from the 

hospital, prolonged convalescence, relapse, or even death was sure to follow:  

Long convalescence ending in relapse or death is by no means unfrequent among 
the poor, many of whom leave hospital to make way for more necessitous cases 
long before they are able to return to their customary employment. Follow these 
people to their homes, and what do you find? A straightened household, overtaxed 
to the utmost by a long illness of its head or support, receiving back, perhaps from 
expected death, its head … to be a farther call upon its exhausted resources … 
There can be no doubt that these defective convalescences, gone through in bad air 
and in the absence of almost every requisite, eventually go to swell the Registrar’s 
Death List.128 

 
Because she believed an alternative to patients’ homes was required, Nightingale echoed 

Roberton’s call for convalescent institutions. Combining nursing, comfort, and fresh air, 

such institutions would “save many lives from being spent in the Union Workhouse, 

many from requiring poor law relief at all, many from giving birth to unhealthy families, 

and many premature deaths.”129 Therefore, she urged urban hospitals to establish 

convalescent branches in the nearby country. Like Roberton, Nightingale believed that 

the ideal arrangement would be to relocate urban hospitals themselves to more healthy 

locales. Nevertheless, she recognized that this would not soon be feasible, since hospital 

medical personnel lived in cities and believed that hospitals should be in close proximity 
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to their patients. Country convalescent hospitals, therefore, were the next best thing: 

“next to removing hospitals entirely out of towns, there is nothing which would add so 

much to the efficiency of these institutions, or, at the same time, be so great a blessing to 

the sick poor as henceforth to look on convalesence [sic] as a state as much requiring its 

special conditions and management as sickness; and to provide for it accordingly.”130 

 

Suburban Hospitals or Convalescent Homes? 

The question of whether to remove hospitals from towns was not merely a theoretical 

one. Debates raged in the early 1860s regarding whether several of the major voluntary 

hospitals in London should be relocated to more healthful, suburban locales. Most 

prominent was the issue of where to relocate St. Thomas’s Hospital in Southwark. 

Though the hospital’s buildings had long been deemed sanitarily inadequate, the 

extension of the Greenwich Railway and the construction of London Bridge Station in 

1859 threatened the existing site of the hospital, as the new elevated tracks would pass 

within feet of the hospital wards. With relocation unavoidable, the question of where best 

to situate the hospital took on much higher stakes.131 Many of the hospital governors, 

along with Nightingale, who had close ties with many of them, felt that the hospital 

should move to a suburban location, which would have the benefit of more healthy 

surroundings and cater to the underserved needs of London’s rapidly growing south-

eastern suburbs. Most of the medical staff disagreed, maintaining that the hospital would 

do the most good if it was in close proximity to the population it served, and that the 

hospital would not be able to attract top-notch medical officers or serve its role as a 
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medical school if it were located outside the city center. Like many hospital medical 

officers, they challenged the notion that urban hospitals were necessarily more dangerous 

to patients than rural or suburban ones, arguing that the statistics showing higher 

mortality in urban hospitals did not take into account selection biases, such as the fact 

that more severe and complex cases ended up in city hospitals than in suburban ones.132  

 To bolster these claims, John Simon—medical officer of the privy council, lecturer 

on pathology at St. Thomas’s, and a proponent of a central location—commissioned a 

report from Timothy Holmes, a surgeon at St. George’s, and John Seyer Bristowe, a 

physician at St. Thomas’s. In their report, later published in 1864, Holmes and Bristowe 

argued that different kinds of cases, rather than different locations, accounted for 

variations in hospital efficacy.133 They believed that it would be impossible to treat the 

urban poor far from their homes, and that proper management, not location, determined 

hospital outcomes. They feared that any country location would require a city “depôt” for 

the most acute and accident cases, which would quickly become overwhelmed while the 

country hospital became “a receptacle for chronic invalids.” Since hospitals were equally 

healthy and conducive to recovery regardless of their location, they argued that there was 

no reason to move St. Thomas’s and risk its position as a medical and surgical school.134 

Their position carried the day, and, after a period at a temporary location in Surrey 

Gardens, St. Thomas’s relocated to a site on the Thames, across from the Houses of 

Parliament.  

                                                
132 For more on this dispute, and criticisms of the statistical arguments advanced by Nightingale and 
William Farr, see Eyler, Victorian Social Medicine, 175–89. 
133 John Seyer Bristowe and Timothy Holmes, “Report on the Hospitals of the United Kingdom,” in Sixth 
Report of the Medical Officer of the Privy Council, Appendix No. 15 (London, 1864), 469. 
134 Ibid., 479–80. 



71 
 

 Nevertheless, Bristowe, Holmes, and other defenders of metropolitan hospitals saw 

an important role for convalescent institutions in the hospital landscape.135 Bristowe and 

Holmes argued that convalescent hospitals were “of more importance in a social than in a 

sanitary point of view,” and that their chief benefit to hospitals would be to facilitate 

earlier discharge of “lingering cases,” freeing beds for patients with more acute 

conditions.136 Likewise, they believed that London hospitals should experiment with 

establishing country departments, partly as “subsidiary” hospitals and partly as 

convalescent charities, which would allow hospitals to send away less urgent cases, 

relieve pressure on hospital beds, and thus remedy the danger of crowding in urban 

hospitals. They praised the nascent efforts of St. George’s hospital to establish a 

convalescent branch, quoting the hospital’s governors at length in their recommendation 

of  

an institution that possesses all the requirements of an asylum for the convalescent 
… where their cures would by change of air be accelerated, … and where persons 
recovering from infectious diseases might remain until all danger of carrying 
infection to their homes had passed away. The advantages of such an institution 
would not be limited alone to those patients more immediately benefited by it, but 
the beds in the hospital would be much more rapidly emptied than at present, thus 
enabling a larger number of patients to be treated without an increase in 
expenditure. In fact, such an establishment would in reality be a portion, so to 
speak, of the hospital, in the country.137 
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Like Nightingale, then, Bristowe and Holmes agreed on the need for country 

convalescent facilities. Rather than emphasizing their salubrious advantages, however, 

they stressed the administrative benefits that such subsidiary institutions would provide 

for the managers of urban hospitals. Both sides of the debate about whether to relocate 

metropolitan hospitals, in other words, agreed on the need to extend the regime of 

hospital care into these new spaces.  

 Similar debates took place in Manchester in the early 1860s surrounding a proposal 

for a convalescent home put forth by Joseph Adshead, a local estate agent and social 

reformer. Adshead had long been a governor of the Manchester Royal Infirmary, and 

headed the local Health of Towns Association. He also served as chairman of the 

Homeopathic Hospital; while he thought homeopathy was effective, he did not wish the 

hospital to replace orthodox medical institutions, favoring instead “freedom of 

conscience in medicine.”138 Adshead was inspired by his work with these medical 

charities and by his connections with figures such as Roberton, who attended the same 

chapel as he did.139 After encountering Nightingale’s work in 1859, Adshead became 

passionate about the cause of better hospital construction and country convalescent 

hospitals. He became a frequent correspondent of Nightingale’s, sending her eight 

different versions of a plan for a convalescent hospital for Manchester and visiting her in 

London. For her part, Nightingale described “dear old Addle-head” as her “best pupil,” 

noting that there was “scarcely a good thing in Manchester of which he has not been the 

mainstay or the source: the schools, infirmary, paving and draining, water supply, etc.”140 
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 In September 1860, Adshead gave a paper at the National Association for the 

Promotion of Science meeting in Glasgow, calling for the establishment of a 

convalescent home near Manchester.141 Like other advocates of convalescent institutions, 

he was concerned for the physical condition of hospital discharges, fearing that their 

recoveries were too slow, and that they could easily become a burden on their families, 

especially problematic when the recovering patient was the primary breadwinner. Rather 

than sending patients back to their cramped and unhealthy dwellings, what was needed 

was “an intermediate restorative provision … between the hospital atmosphere and the 

home of the patient.”142 He argued that a major determinant of disparate health outcomes 

between the rich and the poor was the absence of adequate convalescent facilities, since 

the voluntary hospitals provided poor patients access to the same medical officers who 

treated elite patients. If country retreats, mineral spas, and coastal resorts were beneficial 

for the rich, he reasoned, their “strengthening, … invigorating, re-creating influence” 

would be even more beneficial for the poor.143 Adshead surveyed the small array of 

existing convalescent charities, including the Southport Strangers’ Charity on the West 

Lancashire coast, The Rhyl Convalescent Institution in Wales, and the New Brighton 

Sea-Side Institution for Women on the Wirral peninsula. He reserved the highest praise 

for the MCI in Walton-on-Thames, which exemplified “the philosophy of the whole 

intent of convalescent retreats,” though he criticized its “corridor ward” design for 

inhibiting ventilation.144 Adshead envisioned that convalescent institutions would be 
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closely integrated into the functioning of urban hospitals, emphasizing the “high 

importance of establishing auxiliary institutions in connection with our large hospitals 

and infirmaries … which may constitute a timely and needed recourse for discharged 

cases.”145 He proposed plans for a Convalescent Branch Hospital near Manchester, built 

according to the pavilion plan to accommodate 136 patients (with room to add pavilions 

accommodating a further 64). 

 Adshead gathered medical testimony in favor of his proposal, writing to a number 

of Manchester physicians to draw their attention to Nightingale’s call for convalescent 

homes and to ask for their advice on the best principles of construction and location.146 

He presented their collected testimony in favor of his proposal at the MSS in December 

1860.147 These testimonials underscored the myriad concerns that led physicians, 

philanthropists, public health activists, and social reforms to support convalescent relief. 

Physicians and surgeons from the Manchester Infirmary and other local institutions 

emphasized the dangers that discharged patients faced. They noted the constant pressure 

to admit more acute patients to the Manchester Infirmary, the lack of sufficient hospital 

beds in the city, and the fact that convalescent facilities would enable the Infirmary to 

admit more patients. Many underscored not only the sanitary, but also the pecuniary 

benefits of providing for convalescents. Sir James Bardsley, physician to the Infirmary, 

noted that by resuming work too soon, patients risked relapse, prompting re-admission to 

the Infirmary or the sick wards of the Union Workhouse; such circumstances tended to 
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“drain the funds of our public medical charities, as also to increase the rates for the poor, 

and to add to the mortality in towns and cities.”148 By establishing convalescent hospitals 

in healthy locales, the surgeon Dr. Whitehead argued, “hospital expenses would be 

diminished, disease in future generations would be mitigated, the poor-rates would be 

smaller, our union workhouses less crowded, the death rate would be lower, and, above 

all, we would … not leave down to our children’s children diseased and weakly 

constitutions.”149 The statistician William Royston argued in the Manchester Guardian 

that growing expenditures at the Manchester Infirmary were attributable to lengthy 

recovery times, a problem which would be ameliorated by Adshead’s scheme.150 Another 

article in the Guardian argued that the costs of establishing such an institution would be 

offset by the low cost of land on the Lancashire coast between Lytham and Blackpool, 

and that the expense of transporting patients there “would be far outweighed by the 

abridged length of confinement of the patients, and the economical gain to the 

community of their restored labour.”151 

 Like Adshead, Roberton, and Nightingale, several of the physicians who backed the 

proposal believed that hospitals should be removed from towns entirely. George Greaves, 

surgeon to the Chorlton Union in Manchester, cited the fact that deaths had declined by a 

third after moving the workhouse to a more healthy location as evidence for the 

superiority of country hospitals.152 W. C. Williamson, Professor of Natural History at 

Owens College and surgeon to the Chorlton-upon-Medlock Dispensary and the 

                                                
148 Ibid., 26. 
149 Ibid., 29. 
150 William Royston, “Thoughts on Reading the Last Annual Report of the Manchester Royal Infirmary,” 
The Manchester Guardian, December 21, 1860. 
151 J. W., “Proposed Convalescent Hospital.” 
152 Adshead, “A Plea for the Establishment of a Convalescent Hospital,” 33. 
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Manchester Ear Institution, reported to Adshead his conviction that “a future generation 

will regard our present system of planting hospitals in the interior of large towns, with the 

feelings we now entertain towards believers in witchcraft and opponents of railways.” 

Nevertheless, until such a goal could be accomplished, convalescent hospitals were the 

best means to reduce the danger to patients.153 Roberton himself saw Adshead’s proposal, 

which he backed, as a similar sort of compromise; until support and finances could be 

generated to replace the Manchester Infirmary with a new institution out of town, he 

thought that Adshead’s convalescent hospital could be used for the accident and surgical 

cases currently treated at the Infirmary.154 

 Nevertheless, even those who disputed the need to move hospitals saw value in 

Adshead’s proposal. One former house surgeon criticized Roberton’s comparative 

hospital statistics on the grounds that they did not take into account the “extreme 

severity” of the cases that ended up at the Manchester Infirmary as compared to country 

institutions. He accused Roberton of mathematical errors, inexperience in the 

management of hospitals, and bias in favor of his agenda. Nevertheless, though he 

defended the existing arrangement of the Manchester Infirmary, he favored Adshead’s 

proposed convalescent hospital, for it would “permit a further thinning of the 

[Infirmary’s] wards, and provide a salutary ‘change of air’ for the convalescents from 

operations and severe injuries.”155 Similarly, Dr. Eason Wilkinson and George Southam, 

who were commissioned by the Manchester Infirmary governors to investigate its 

sanitary condition, defended the Infirmary, maintaining that it was comparable to other 

                                                
153 Ibid., 32–33. 
154 Roberton, “On the Need of Additional as Well as Improved Hospital Accommodation for Surgical 
Patients in Manufacturing and Mining Districts, but Especially in Manchester,” 18. 
155 “The Manchester Infirmary,” The Manchester Guardian, January 31, 1861. 
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similar hospitals and arguing that any defects in atmosphere were insignificant compared 

to the defective atmospheres of patients’ dwellings. However, they admitted, “some 

hospital defects may be remedied by the formation of convalescent establishments, to 

which patients can be easily removed.”156 

 The momentum behind Adshead’s proposal was interrupted by his sudden death in 

February 1861. That fall, Nightingale was horrified to learn that plans were in the works 

to enlarge the “ill-placed, ill-constructed, ill-ventilated infirmary” at its current site.157 

She wrote to Roberton, expressing her regret at this “fatal” development and her 

conviction that the existing Infirmary buildings would make “an admirable warehouse, 

being indeed fit for nothing else.” If stopping the expansion plans was impossible, 

however, she exhorted Roberton to “renew poor Mr Adshead’s proposal for a 

convalescent hospital (to receive also those sick who cannot recover in the Manchester 

Infirmary) a little out of Manchester.”158 Nevertheless, it would be several years before a 

convalescent institution opened for the Infirmary’s patients. The Infirmary rented a 

temporary space—Cheadle Hall—in 1865. In 1867, the Barnes Convalescent Home was 

opened in Cheadle, about eight miles south of Manchester, funded by substantial 

donations from the local philanthropists Robert Barnes and Humphrey Nicholls. The 

grand, Gothic building had space for 140 patients, helping to reduce crowding in the 

Infirmary and undermining the rationale for moving the Infirmary itself.159 

 

                                                
156 “The Sanitary Condition of the Manchester Royal Infirmary,” The Manchester Guardian, January 11, 
1862. 
157 F. N. to William Rathbone, 5 October 1861, reproduced in McDonald, Florence Nightingale and 
Hospital Reform, 627. 
158 F. N. to John Roberton, 7 October 1861, reproduced in ibid., 627–29. 
159 Pickstone, Medicine and Industrial Society, 128–30; Taylor, Hospital and Asylum Architecture in 
England, 1840-1914, 120–21. 
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Conclusion 

In contrast to Roberton’s proposals for convalescent retreats in the 1830s, Nightingale 

and Adshead’s calls for convalescent hospitals were heeded by many. Their proposals 

received a wide and favorable airing in both the popular and medical press.160 An 1860 

article in the BMJ illustrates the extent of this influence, as well as the confluence of 

concerns that contributed to the growing salience of convalescent relief during the 1850s 

and 1860s. The author could safely assert that bad hospital air in “crowded cities” was 

responsible for “a majority of deaths in all capital operations” and the squandering of 

“hundreds of thousands of pounds, the subscriptions of the charitable,” spent on patients 

who would have recovered more rapidly in the pure air of the country. Though not in 

“either of the Pharmacopœias,” he noted, “in the convalescent stage of disease, [pure air] 

is worth all our drugs put together,” a truth which Nightingale had “seized upon … with 

avidity.” The author called for “convalescent establishments in the pure country 

atmosphere” to be “rapidly multiplied,” citing the efforts of Atkinson Morley and Joseph 

Adshead as evidence 

that the simple treatment of pure air for our convalescent poor is not only agreed 
upon, but is rapidly becoming a matter of practice. The rapid increase of the 
convalescent hospitals already established, and the estimation in which they are 
held, are guarantees that we cannot go wrong in this direction; there is no question 
here of special versus general hospitals. … [W]e trust that … a branch 
Convalescent Establishment will, ere long, be considered an indispensable addition 
to any great urban hospital.161 

 

                                                
160 “Hospitals and Convalescents”; “Miss Florence Nightingale on Convalescent Hospitals,” Daily News 
(London), August 22, 1860; “Florence Nightingale on Convalescent Hospitals,” The Lady’s Newspaper, 
August 18, 1860; “Miss Nightingale on Hospitals for the Convalescent,” The Caledonian Mercury, August 
20, 1860; “Convalescent Hospitals for the Poor,” Lloyd’s Weekly Newspaper, November 11, 1860. 
Convalescent home founders also cited Nightingale’s influence; see, for instance, Minutes for 28 January 
1873, Council minute book of the Liverpool Convalescent Institution, 1868-1893, Liverpool Area Health 
Authority Records, 614 AHA/6/2/2, Liverpool Record Office. 
161 “Convalescent Hospitals,” British Medical Journal, no. 203 (November 17, 1860): 900–901. 
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Though brief, this article constituted a précis of the considerations that had contributed to 

the growing attention to convalescent homes over the preceding decade: concerns about 

urban crowding, hospital air, and wasted charity; skepticism about the powers of 

medicine and faith in the healing powers of nature; the influence of hospital reformers 

such as Nightingale and Adshead; and the conviction that convalescent institutions were 

becoming an essential component of contemporary hospital care.  

 Support for convalescent institutions spread rapidly around the middle of the 

nineteenth century because they represented a specific, relatively simple response to a 

tangled assortment of complex social and medical problems that troubled reformers. 

Improving slum housing, cleaning up urban filth, regulating factories, and rebuilding 

hospitals often seemed like huge, intractable tasks involving herculean political will, 

extensive resources, and innumerable stakeholders. In contrast, convalescent charities 

could be established with comparative ease by a relatively small handful of donors and 

hospital governors without having to directly challenge or overhaul major aspects of the 

sanitary, industrial, or hospital status quo. Just as important was the fact that the 

justifications for convalescent homes were flexible enough to appeal to reformers on both 

sides of important debates about public health and hospital care. Critics of 

industrialization and political economy supported convalescent retreats as a necessary 

counterweight to the degrading working conditions in urban factories, while 

representatives of industry could get behind them as a way to ameliorate fatigue and 

improve their workers’ productivity. Philanthropists could portray them as vital to the 

health of the working poor, while administrators could justify them as key to improving 

hospitals’ balance sheets. Those (like Roberton and Nightingale) who advanced holistic 
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conceptions of health and were skeptical of the power of traditional therapeutics saw 

convalescent institutions as a way to restore balance to the body’s surroundings and to 

take advantage of the healing power of nature.  

 Convalescent establishments were equally appealing, however, to hospital medical 

staff who wanted to free up much-needed beds and hasten the recovery of patients whom 

they had already helped through surgery or the acute stages of disease. Critics of urban 

hospitals saw convalescent institutions as the vanguard of hospitals’ eventual relocation 

to suburban locales; urban medical staff, in contrast, saw them as a means to expand the 

reach of hospitals into new therapeutic environments. The justifications offered for 

convalescent homes were, then, multifarious. They appealed to individuals with widely 

divergent opinions about the very nature of, and proper responses to, a variety of pressing 

urban and medical problems. This flexibility helps account for the rapid rise in support 

for convalescent charity during the 1850s and 1860s, and the swift spread of convalescent 

homes across the country in the decades that followed.  
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Chapter 2 
Bounding Convalescence: Philanthropy, Admissions Practices, and the Figure of the 

Convalescent 
 

On the 25th of May, 1875, St. Andrew’s Convalescent Home began receiving patients in 

the seaside town of Folkestone, Kent. In the home’s first annual report, R. L. Bowles, a 

physician in Folkestone and the home’s honorary medical officer, was pleased to report 

the “incalculable benefit” the home provided to those recovering from diseases, injuries, 

and operations, many of whom had “been so far restored to health as to be able to return 

to usual occupation.” Bowles nevertheless regretted that some patients had been received 

in a “hopeless condition”; these, he declared, were not proper cases for a convalescent 

home.1 Similar complaints appeared in subsequent reports. In 1878, subscribers and 

donors were entreated to bear in mind, when distributing letters of recommendation, “that 

St. Andrew’s is a Convalescent Home, and not a Hospital for patients in a hopeless, and 

dying condition.” The referral of such patients would put them through the great 

inconvenience of having to return home immediately and cause “considerable anxiety” 

for the Sisters of the Community of St. John, who ran the home.2 In 1883, likewise, a 

number of the 884 patients admitted were “of a most critical kind”; though most 

recovered, thanks to God’s mercy and skillful treatment, they were nonetheless 

“unsuitable for a Convalescent Home.”3 Despite these recurrent admonitions in the 

home’s reports, the flow of unsuitable patients did not cease. The home’s council warned 

                                                
1 St. Andrew’s Convalescent Home, Folkestone, Annual Report for 1875, Records of the Community of St 
John Baptist, Clewer, D/EX1675/14/2/1, BRO.  
2 St. Andrew’s Convalescent Home, Folkestone, Annual Report for 1878, Records of the Community of St 
John Baptist, Clewer, D/EX1675/14/2/1, BRO, emphasis in original. On the religious and charitable work 
of the Community of St. John the Baptist, see Valerie Bonham, A Joyous Service: The Clewer Sisters & 
Their Work (Windsor: Valerie Bonham/CSJB, 1989). 
3 St. Andrew’s Convalescent Home, Folkestone, Annual Report for 1883, Records of the Community of St 
John Baptist, Clewer, D/EX1675/14/2/1, BRO. 
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once again in 1885 that too many patients were arriving in acute stages of illness, often 

suffering from advanced consumption, requiring a level of nursing and attention which 

St. Andrew’s was not able to provide. They urged both the subscribers who 

recommended patients and the physicians who signed their medical certificates to 

remember the specific nature of the care the home provided: “this is a Convalescent 

Home, the object of which is to assist in restoring to perfect health, persons recovering 

from sickness, accident, or suffering from overstrain of work, of whose ultimate recovery 

there is every reasonable prospect. It is not intended as an asylum for acute or incurable 

cases.”4  

As discussed in chapter 1, the proliferation of convalescent homes in the final 

decades of the nineteenth century was predicated on the belief that a new class of 

institutions was required to care for the large and growing population of patients who 

were both well enough to be discharged from hospitals and insufficiently recovered to 

return to the pressures, stresses, and burdens of urban life and labor. In principle, there 

was widespread agreement about the characteristics of patients who would benefit from 

convalescent care. Convalescence was that stage of illness between the subsidence of an 

acute malady or injury and a return to health and strength; it was, in one typical 

articulation, “the period or intermediate state between the cessation of disease and the full 

restoration of health.”5 Convalescence represented the space between sickness and health, 

though many considered it to be not simply a gradual transition between those two states, 

                                                
4 St. Andrew’s Convalescent Home, Folkestone, Annual Report for 1885, Records of the Community of St 
John Baptist, Clewer, D/EX1675/14/2/1, BRO, emphasis in original. 
5 Alexander Tweedie, “Convalescence,” in The Cyclopaedia of Practical Medicine, ed. John Forbes, John 
Conolly, and Alexander Tweedie, vol. I (London: Sherwood, Gilbert, and Piper, and Baldwin and Cradock, 
1833), 433. 
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but rather a discrete stage of infirmity. In Notes on Nursing, for instance, Florence 

Nightingale pushed back against those who thought that “when a sick man is 

convalescing, he is doing well, and there is an end of it.” On the contrary, she argued, 

“convalescence has its degrees and its course the same as disease.”6 Convalescent 

patients, in this formulation, were neither sick nor well, but something else in between.  

Historians of medicine have devoted a great deal of attention to the ways in which 

diseases are “framed” by society and culture. As Charles Rosenberg has argued, diseases 

are framed by the ways that we perceive, label, and respond to them: “disease is at once a 

biological event, a generation-specific repertoire of verbal constructs reflecting 

medicine’s intellectual and institutional history, an occasion of and potential legitimation 

for public policy, an aspect of social role and individual … identity, a sanction for 

cultural values, and a structuring element in doctor and patient interactions.”7 

Rosenberg’s conceptual approach to the framing of disease has been applied to countless 

specific diseases, from tuberculosis to hysteria.8 Historians have devoted less attention, 

however, to how interstitial, disease-adjacent categories such as convalescence, 

                                                
6 Florence Nightingale, Notes on Nursing: What It Is, and What It Is Not (London: Harrison, 1860), 210. 
7 Charles E. Rosenberg, “Framing Disease: Illness, Society, and History,” in Framing Disease: Studies in 
Cultural History, ed. Janet Golden and Charles E. Rosenberg (New Brunswick, N.J: Rutgers University 
Press, 1992), xiii. 
8 See, e.g., Malte Herwig, “Framing the Magic Mountain Malady,” in Framing and Imagining Disease in 
Cultural History, ed. George Rousseau (Houndmills, Basingstoke, Hampshire: Palgrave Macmillan, 2003), 
129–50; Nancy M. Theriot, “Negotiating Illness: Doctors, Patients, and Families in the Nineteenth 
Century,” Journal of the History of the Behavioral Sciences 37, no. 4 (2001): 349–368; Robert A. 
Aronowitz, “Lyme Disease: The Social Construction of a New Disease and Its Social Consequences,” The 
Milbank Quarterly 69, no. 1 (1991): 79–112; John M. Eyler, “The Sick Poor and the State: Arthur 
Newsholme on Poverty, Disease, and Responsibility,” in Framing Disease: Studies in Cultural History, ed. 
Charles E. Rosenberg and Janet Golden (New Brunswick, N.J: Rutgers University Press, 1992), 275–96; 
Ellen Dwyer, “Stories of Epilepsy,” in Framing Disease: Studies in Cultural History, ed. Janet Golden and 
Charles E. Rosenberg (New Brunswick, N.J: Rutgers University Press, 1992); Barbara Bates, “Quid pro 
Quo in Chronic Illness,” in Framing Disease: Studies in Cultural History, ed. Janet Golden and Charles E. 
Rosenberg (New Brunswick, N.J: Rutgers University Press, 1992); Roy Porter, “Gout: Framing and 
Fantasizing Disease,” Bulletin of the History of Medicine 68, no. 1 (Spring 1994): 1–28; George Rousseau, 
ed., Framing and Imagining Disease in Cultural History (Houndmills, Basingstoke, Hampshire: Palgrave 
Macmillan, 2003). 
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recuperation, debility, and infirmity have been framed by social forces, cultural 

assumptions, and institutional histories.9 As the above examples from St. Andrew’s 

suggest, however, the manner in which convalescence was bounded by various actors and 

institutions had profound implications for individual patients and the provision of 

medical care in late nineteenth-century England. 

Attending to this history, moreover, complicates Rosenberg’s claim that the 

intellectual and moral legitimacy of modern disease categories—and hence patients’ 

claims to sympathy and institutional responses—is fundamentally linked to medicine’s 

ability to explain them by reference to a specific, causal mechanism.10 Though 

convalescence is not a disease category per se, the classification of patients as 

convalescent operated as a powerful claim on sympathy, charity, and medical care, 

despite the fact that convalescence was understood as a general state of health resulting 

from a diverse array of underlying somatic conditions, injuries, surgical procedures, and 

even stresses such as exhaustion and overwork. As a category of experience requiring 

institutionalized medical care, convalescence came to prominence during precisely the 

same period in which physicians were increasingly drawing on “scientific” medicine to 

consolidate claims about the underlying bacteriological and physiological specificity of 

                                                
9 A significant exception has been the literature surrounding recuperation and rehabilitation in the military 
context; see Julie Anderson, War, Disability and Rehabilitation in Britain: “Soul of a Nation” 
(Manchester: Manchester University Press, 2011); Jeffrey S. Reznick, Healing the Nation: Soldiers and the 
Culture of Caregiving in Britain during the Great War (Manchester; New York: Manchester University 
Press, 2004); Julie Anderson and Heather R. Perry, “Rehabilitation and Restoration: Orthopaedics and 
Disabled Soldiers in Germany and Britain in the First World War,” Medicine, Conflict and Survival 30, no. 
4 (October 2, 2014): 227–51; Beth Linker, War’s Waste: Rehabilitation in World War I America (Chicago: 
University of Chicago Press, 2011). 
10 Rosenberg, “Framing Disease: Illness, Society, and History,” xvi. 
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disease.11 This suggests the possibility that late Victorian society required new 

classifications, such as convalescence, in which to situate experiences of ill health that 

were gradually being excluded from the shrinking boundaries of individual disease 

definitions.12  

This chapter, therefore, explores how convalescent homes, charitable 

organizations, hospitals, medical practitioners, and patients shaped the meanings and 

boundaries of convalescence in late nineteenth- and early twentieth-century England. In 

doing so, I both build on and complicate the account of convalescence advanced by Jenny 

Cronin in her study of convalescent care in Scotland. Cronin argues that in the nineteenth 

century, Scottish institutions had “few doubts … over their ideal type of convalescent 

home patient,” namely, the sick poor who were “genuinely recovering from illness.”13 In 

Cronin’s account, the category of convalescence only began to evolve and experience 

serious contestation in the twentieth century, as mutual assurance societies began to 

establish convalescent homes as a benefit for their members, as the distinction between 

convalescent and holiday homes became less clear, and as physical and occupational 

therapy became more prominent.14 These twentieth-century developments are important, 

and I will return to them in more detail in chapter 6. However, Cronin’s claim that 

“during the nineteenth century, the definition and perception of convalescent homes as a 

type of medical institution remained unchallenged” obscures the degree to which defining 

                                                
11 Michael Worboys, Spreading Germs: Diseases, Theories, and Medical Practice in Britain, 1865-1900 
(Cambridge University Press, 2000), 5; William F. Bynum, Science and the Practice of Medicine in the 
Nineteenth Century (Cambridge: Cambridge University Press, 1994), 130. 
12 For further discussion of what Rosenberg terms “the specificity revolution,” see Charles E. Rosenberg, 
“The Tyranny of Diagnosis: Specific Entities and Individual Experience,” Milbank Quarterly 80, no. 2 
(June 1, 2002): 237–60. 
13 Jenny Cronin, “The Origins and Development of Scottish Convalescent Homes, 1860-1939” (PhD diss., 
University of Glasgow, 2003), 266. 
14 Ibid., 267–68. 
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the boundaries of convalescence and determining who was eligible for convalescent care 

posed a continual challenge from the moment that convalescent institutions became 

widespread in nineteenth-century England. 

I likewise build on the insights of Stephen Soanes, who, in his study of interwar 

mental convalescent homes, maintains that convalescence was a “contingent category, the 

definition and conceptual vitality of which depended upon shared cultural understandings 

of its value.”15 Soanes approaches mental convalescence as “a contested classification” 

that was given “spatial and procedural form” by the buildings and institutions in which 

mental convalescents were cared for.16 I argue that the meaning of convalescence 

following somatic ailments was subject to similar contestation by patients, practitioners, 

and philanthropists, whose interests sometimes diverged.17 Indeed, despite the seeming 

consensus around the essential characteristics of convalescence and the widespread 

support for institutions designed to care for convalescent patients, the practical task of 

drawing boundaries around the category of convalescence was not a simple matter. St. 

Andrew’s was not alone in facing persistent difficulties regarding the recommendation or 

admission of patients who were deemed improper candidates for convalescent relief. 

Designating particular patients as convalescent to the satisfaction of myriad interested 

parties often proved to be an elusive goal. While philanthropists and physicians had little 

trouble articulating the meaning of convalescence in principle, in practice convalescent 

homes were confronted with a constant influx of new patients, triggering repeated 

                                                
15 Stephen Soanes, “Rest and Restitution: Convalescence and the Public Mental Hospital in England, 1919–
39” (PhD diss., University of Warwick, 2011), 7. 
16 Ibid., 10–11. 
17 Although this chapter is focused on the ways in which the meanings of convalescence were shaped by 
institutional rules and procedures, I share Soanes’ view that spatial arrangements were also a critical 
determinant of the meanings and experiences of convalescence, a theme I explore in chapter 4.   
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discussions about what precisely it meant to be convalescent, what sorts of patients were 

eligible for convalescent care, and who had the expertise and authority to declare patients 

convalescent. Deciding whether patients would be designated as convalescent—as 

opposed to acutely or chronically ill, incurable, consumptive, malingering, or merely 

suffering from overwork—was difficult, subjective, and often the topic of disagreement. 

Convalescence’s liminality—its position in the hazy and poorly defined space between 

illness and health—meant that the designation of convalescent patients was subject to 

frequent negotiation and contestation, and that convalescent institutions engaged in 

continual boundary work in order to exercise control over the sorts of patients to whom 

they offered relief.18 

This boundary work was necessary because, in spite of the generally shared belief 

that convalescence was a vital and fraught period between acute illness and complete 

health, varying institutional needs and incentives shaped how different stakeholders 

articulated the boundaries of convalescence and emphasized its defining characteristics. 

Hospital physicians, for instance, saw convalescent care not simply as a medical 

necessity, but also, as discussed in chapter 1, as an opportunity to free up much-needed 

beds for the most pressing cases. On the hospital or surgical ward, the question of which 

patients were considered eligible for convalescent relief might entail a relativistic 

determination, rather than an isolated assessment of a patient’s progress towards 

recovery. Convalescent home governors, meanwhile, were interested in providing relief 

to those patients for whom it would do the most good and excluding patients who would 

overtax homes’ limited resources or pose a danger to other residents. That meant refusing 

                                                
18 On this sort of boundary work in institutional admissions, see Bates, “Quid pro Quo in Chronic Illness.” 
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patients who were still so sick as to require special treatment or nursing, prohibiting 

admission for those recovering from contagious diseases, and excluding those suffering 

from chronic or incurable ailments who were unlikely to recover during a short stay. 

Convalescence was, then, a contested category, which different stakeholders worked hard 

to distinguish from categories such as invalidism and disability. 

Such tensions helped give shape to what might be termed the “convalescent role” 

in late Victorian culture. Historians, sociologists, and literary scholars have devoted a 

considerable amount of attention to the importance of the sick role during this period. 

The sick role concept, first proposed by Talcott Parsons, characterizes illness as a social 

position marked by withdrawal from normal social obligations, one which also places 

demands on others to provide sympathy and care.19 A common thread that runs through 

the literature on the sick role in the nineteenth century is the idea that the Victorian moral 

valorization of illness represented a reaction to the profound social tensions of the era, as 

well as to the practical limits and effectiveness of nineteenth-century medicine. Miriam 

Bailin, for instance, has argued that the centrality of the sickroom in Victorian fiction 

registered “the powerful desire for coherence at a time when economic, political, and 

social relations were undergoing profound reorganization and differentiation.”20 Such 

representations portrayed the restoration of order and stability “not in regained health but 

in a sustained condition of disability and quarantine,” which invoked evangelical ideas 

about the nobility of suffering, along with domestic ideals of the home as a site of care 

                                                
19 Talcott Parsons, “Illness and the Role of the Physician: A Sociological Perspective,” American Journal 
of Orthopsychiatry 21, no. 3 (July 1, 1951): 452–60; see also Roy Porter and Dorothy Porter, In Sickness 
and in Health (New York: Basil Blackwell, 1988), 187–200; for critiques of the sick role concept, see John 
C. Burnham, “The Death of the Sick Role,” Social History of Medicine 25, no. 4 (October 1, 2012): 761–
76. 
20 Miriam Bailin, The Sickroom in Victorian Fiction: The Art of Being Ill (Cambridge: Cambridge 
University Press, 2007), 13. 
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and virtue.21 Similarly, Maria Frawley has investigated the prominence of invalidism in 

Victorian culture. She argues that  

the invalid assumed prominence because the figure apotheosized stasis. … 
Epitomizing inertia, the invalid expressed the culture’s profound skepticism not 
simply about the inability of scientific medicine to cure, but also about other 
social movements, institutions, and ideologies premised on the notion of 
progress.22  
 

I argue that, unlike sickness or invalidism, convalescence implied progress, movement, 

and resolution. To designate someone as “convalescent” did not indicate that they would 

be free of further setbacks or complications, but it did suggest that they were on a path to 

a full recovery. Contrary to the figure of the invalid, the figure of the convalescent 

suggested the possibility of reconciliation between economic progress and social 

dislocation, between industrialization and individual health, and between urban 

disruption and family stability. Likewise, it suggested that the curative limitations of 

medicine could be transcended though the provision of supplemental care.  

Yet the promise of convalescence, in this sense, could only be maintained through 

careful delimitation. For many philanthropists and charitable organizations, the appeal of 

convalescent relief was linked to a narrow conception of convalescence, including only 

those patients likely to make a quick recovery. A primary example was the Charity 

Organisation Society (COS), which was deeply skeptical about most forms of charitable 

relief. The COS argued that excess charity undermined self-reliance and promoted 

dependence among the poor, turning respectable able-bodied workers into demoralized 

                                                
21 Ibid., 6–11; on the Victorian sickroom and the enticements of illness, see also Judith Flanders, Inside the 
Victorian Home: A Portrait of Domestic Life in Victorian England (New York: W.W. Norton, 2004), 340–
89. 
22 Maria H. Frawley, Invalidism and Identity in Nineteenth-Century Britain (Chicago: University of 
Chicago Press, 2004), 12–13. 
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and degenerate paupers. The COS investigated charitable recipients to ensure that they 

did not receive duplicative relief; it also investigated other charitable organizations to 

make sure that they were being run efficiently, with due discrimination about the 

character of beneficiaries, and without duplicating the efforts of other charities or the 

poor law authorities.23 

From the 1880s onward, however, the COS became deeply involved in 

promoting, and even funding, convalescent relief for the recovering poor. As the local 

COS committee for Fulham and Hammersmith reported in 1884, “after many years’ 

experience, we know of no relief which has more substantially and permanently 

promoted the welfare of those who have come under our notice.”24 Despite their general 

presumption that Victorian society provided too much in the way of charitable relief, 

members of the COS became convinced that convalescent care was vital in supporting 

the sick poor. Such care served as a crucial, temporary support, preventing patients from 

plummeting into destitution and dependency while helping to restore their capacity to 

work, and with it, their independence and self-reliance. The justification for such aid, in 

the eyes of the COS and similar groups, lay precisely in its temporary nature. 

Convalescent relief was appealing because it represented, in theory, the minimal amount 

                                                
23 On the COS, see Robert Humphreys, Poor Relief and Charity, 1869-1945: The London Charity 
Organisation Society (Houndmills, Basingstoke, Hampshire: Palgrave Macmillan, 2001); Lynn Hollen 
Lees, The Solidarities of Strangers: The English Poor Laws and the People, 1700-1948 (Cambridge: 
Cambridge University Press, 1998), 268–74; Gertrude Himmelfarb, Poverty and Compassion: The Moral 
Imagination of the Late Victorians, 1st ed (New York: Knopf, 1991); Jane Lewis, The Voluntary Sector, the 
State, and Social Work in Britain: The Charity Organisation Society/Family Welfare Association since 
1869 (Aldershot, England: E. Elgar, 1995); Charles Loch Mowat, The Charity Organisation Society, 1869-
1913: Its Ideas and Work (London: Methuen, 1961); Seth Koven, Slumming: Sexual and Social Politics in 
Victorian London (Princeton: Princeton University Press, 2004), 98–100; Robert Humphreys, Sin, 
Organized Charity and the Poor Law in Victorian England (New York: St. Martin’s Press, 1995). 
24 Sixteenth Annual Report of the COS Council, 1884, Charity Organisation Society Records, 
A/FWA/C/B/1/3, LMA, 60. 
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of charity to help a poor patient through a period of difficulty without promoting long-

term dependence. This implied, however, that only those patients who were unable to 

work, yet who stood a good chance of recovering quickly, should be eligible for 

convalescent charity. The COS feared that a broader definition of convalescence would 

encourage unnecessary dependency, wasting charitable resources by attracting patients 

who were unlikely to make a full recovery or who were simply trying to avoid the 

responsibilities of work and family. 

The remainder of this chapter, then, will explore the ways that institutional 

demands, charitable ideologies, and changing medical needs gave shape to the meaning 

of convalescence as an ideal and as a stage of illness requiring special care. I begin by 

examining the ideal of convalescence, as constructed by the COS and other charitable 

organizations committed to the notion that convalescent charity was only justifiable 

insofar as it helped patients who were on the road to recovery and would soon regain 

their independence. Then, I turn to the challenges faced by convalescent homes in their 

day-to-day operations. I consider how convalescent homes attempted to police the 

boundaries around the category of convalescence by refusing to admit, with varying 

degrees of success, patients who were acutely or chronically ill, incurable, infectious, 

consumptive, or otherwise unlikely to improve. By looking at meeting minutes, 

admissions rules, referral forms, and other institutional records, I detail the strategies and 

administrative technologies they employed to help achieve these goals, including medical 

certificates, screening appointments, and inter-institutional communications. Finally, I 

examine how changes in medical knowledge and practice—particularly advances in 

surgical techniques—created pressure for greater provision of post-surgical convalescent 
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care in the first decades of the twentieth century, thereby expanding conceptions of what 

sort of patients could properly be considered convalescent. 

 

Charity and the Ideal of Convalescence 

The COS (originally the London Society for Organizing Charitable Relief and Repressing 

Mendicity) came into being against the backdrop of twin developments. The first was a 

growing “crusade against outrelief,” starting around 1870, under the aegis of the New 

Poor Law. Fears that excessive relief encouraged dependency and pauperism led many 

poor law unions to restrict eligibility, dramatically shrinking the size of the population 

receiving poor relief.25 The second development was an explosion of private 

philanthropies and evangelical groups seeking to improve the conditions of the poor. By 

1869, London alone was home to roughly 700 charitable societies, dispensing as much as 

seven million pounds in philanthropic assistance annually.26 The COS was founded in 

London in 1869 in response to concerns that this dramatic growth in charitable activity 

threatened to promote dependency among the working poor. Its founders and early 

boosters, including the philosopher Bernard Bosanquet, urban social reformer Octavia 

Hill, and its long-serving secretary Charles Stewart Loch, worried about the pauperizing 

effects of “indiscriminate” charity. With so many organizations offering so many forms 

of relief, they risked duplicating each other’s efforts, providing aid to those who did not 

really need it or encouraging the unscrupulous poor to solicit similar assistance from 

more than one source. Following a logic similar to the principle of “less-eligibility” under 

                                                
25 Lees, The Solidarities of Strangers, 259–68; see also Elizabeth T. Hurren, “Poor Law versus Public 
Health: Diphtheria, Sanitary Reform, and the ‘Crusade’ against Outdoor Relief, 1870–1900,” Social 
History of Medicine 18, no. 3 (December 1, 2005): 399–418. 
26 Himmelfarb, Poverty and Compassion, 186; see also Lees, The Solidarities of Strangers, 259–69. 
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the New Poor Law, the COS argued that indiscriminate, poorly organized private charity 

would keep the poor in a state of dependency.27 The main tasks that the COS set for 

itself, then, were registering charitable recipients to ensure that none were receiving 

duplicative assistance and registering and investigating charitable organizations to ensure 

that they were being run efficiently and in accordance with the principles of scientific 

charity. Within several years, dozens of COS district offices opened in London; local 

committees were also organized in various London boroughs and in cities around the 

country.28 Though the relationship between the district committees and the central COS 

council varied over time, the former were generally responsible for registering, assessing, 

and disbursing funds to individual charitable applicants in their districts, while the 

council set policy, pursued inquiries into the efficiency of other charities, disbursed funds 

to district committees, and published directories of charitable organizations.29 

The COS’s philosophy and methods have divided historians. Robert Humphreys 

has argued that, despite the COS’s rhetoric, its influence on the organization of charity 

was limited in practice, especially outside of London.30 Gertrude Himmelfarb has praised 

the COS, arguing that, in its promotion of respectability, it reflected working-class 

aspirations.31 Other scholars have been more critical of its ideology; as Himmelfarb 

characterizes their views, the COS represented “a systematic and ruthless attempt to 

curtail both relief and charity, to impose a new and more strenuous form of social control 

                                                
27 Lees, The Solidarities of Strangers, 268–70; Himmelfarb, Poverty and Compassion, 185–97. 
28 Lees, The Solidarities of Strangers, 269–70. On the COS, see also Lewis, The Voluntary Sector, the 
State, and Social Work in Britain; Mowat, The Charity Organisation Society, 1869-1913. 
29 As Robert Humphreys has shown, in practice, the work, philosophy, and generosity of district 
committees varied greatly, particularly between poorer and more wealthy districts; see Sin, Organized 
Charity and the Poor Law in Victorian England, 59–63; Poor Relief and Charity, 1869-1945, 23–60. 
30 Humphreys, Poor Relief and Charity, 1869-1945; Humphreys, Sin, Organized Charity and the Poor Law 
in Victorian England. 
31 Himmelfarb, Poverty and Compassion, 201. 
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on the poor, to revive an outdated ideology of laissez-faire, and to thwart any serious 

movement of economic and social reform.”32 Though the COS pioneered the practice of 

social work, critics like Lynn Hollen Lees have argued that the organization was more 

concerned with the moral than the economic determinants of poverty; it “resolutely 

turned its eyes away from wider questions of causation and cure,” merely “placing small 

Band-Aids upon the gaping wounds of social distress.”33  

None of the scholarship on the COS deals with its convalescent work in more than 

a passing fashion. Given this omission, and association between the COS and the 

campaign to restrict the flow of charity in late Victorian England, it might seem 

surprising that the COS occupied a leading role in the organization and promotion of 

convalescent relief from the late 1870s onwards. In 1878, the COS established a 

Convalescent Committee to survey the rules and the extent of accommodations in 

existing convalescent homes and “to make such recommendations as may increase the 

facilities for dealing with convalescent cases.” The committee lauded the good work 

being done by convalescent homes, noting that “no one who has worked among the poor 

can help observing how much good is done through them.” But they expressed concern 

that comprehensive information about homes and open beds was unavailable to hospitals 

and philanthropists, that not enough funds and subscriber letters were available to send 

needy patients away for convalescence, and that a lack of coordination led to open beds 

in convalescent homes going unused.34 In the years that followed, the COS took a number 

                                                
32 Ibid., 199; see, for instance, Gareth Stedman Jones, Outcast London: A Study in the Relationship 
Between Classes in Victorian Society (Oxford: Oxford University Press, 1971). 
33 Lees, The Solidarities of Strangers, 274. 
34 A Short Statement Concerning Convalescent Relief, 1884, Charity Organisation Society Records, 
A/FWA/C/H/6/56, LMA, 9.  
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of steps to remedy these problems. It began publishing a regularly updated list of homes, 

helped to coordinate between hospitals and convalescent institutions, paid to reserve a 

number of convalescent beds for the use of its district committees, served as an 

information clearinghouse for donors and subscribers interested in specific institutions, 

and raised money for a fund to provide convalescent relief to deserving recipients.35 The 

COS’s district committees also engaged in extensive convalescent work, using funds to 

send many applicants for convalescent care. In 1888, for instance, the COS sent 1500 

cases to convalescent homes.36  

The tension between the COS’s broad agenda of bringing discipline to charitable 

giving and the work that it did to encourage the growth of convalescent relief can be 

explained by the COS’s particular understanding of charity. The COS was not opposed to 

charity itself; it sought, instead, to make charity “scientific.” COS advocates criticized 

what they saw as the prevailing “sympathetic” mode of charity, which they believed was 

more about making donors feel good about themselves than it was about improving the 

condition of the poor. In their view, scientific charity was unsentimental, based on careful 

organization and insight. Ensuring discriminate rather than indiscriminate charity was the 

only way improve the character and moral condition of the working poor.37 

                                                
35 A Short Statement Concerning Convalescent Relief, 1884, Charity Organisation Society Records, 
A/FWA/C/H/6/56, LMA; see also Eleventh Annual Report of the COS Council, 1880, A/FWA/C/B/1/2, 
LMA, 22-23; Twelfth Annual Report of the COS Council, 1881, Charity Organisation Society Records, 
A/FWA/C/B/1/2, LMA, 22-23. 
36 Minutes for 2 August 1888, COS Medical and Convalescent Subcommittee, Charity Organisation 
Society Records, A/FWA/C/A/25/5, LMA; Thirteenth Annual Report of the COS Council, 1882, Charity 
Organisation Society Records, A/FWA/C/B/1/2, LMA. 
37 Himmelfarb, Poverty and Compassion, 5–7; on philanthropic imperatives in nineteenth-century 
medicine, see Keir Waddington, Charity and the London Hospitals, 1850-1898 (Rochester: Royal 
Historical Society, 2000), 21–57. 



96 
 

Discrimination did not mean simply reducing redundancy and double-dipping; it 

also meant ensuring that charity only went to the right sort of recipients. These were not 

necessarily the neediest, but rather those for whom charity was most likely to encourage 

independence. The New Poor Law of the 1830s had broadly divided the poor into two 

classes: independent laborers and paupers. The pauperization of the former was to be 

avoided through measures such as the workhouse test, which ensured that relief for able-

bodied laborers was only provided in the workhouse. As Himmelfarb has argued, the 

COS was instrumental in inserting a new category of poverty into this schema: the 

“deserving poor.” This was an intermediate category between independent laborers and 

the destitute; its members were not yet destitute, but were in imminent danger of 

becoming so unless offered timely, considered, and targeted relief. It was these deserving 

poor who were “the proper beneficiaries of charity.” The COS believed that “if it was the 

task of the poor law to relieve destitution, it was the task of private charity to prevent 

destitution by relieving the kind of poverty that might lead to destitution.” The distinction 

between the “deserving” and the “undeserving” poor was based on character; the 

deserving poor were those capable of independence, whose need was temporary, driven 

by factors out of their control, not those who were indigent by virtue of improvidence, 

intemperance, or laziness.38 Thus, just as the COS sought to discourage and discipline 

charity that was duplicative and indiscriminate, it sought to encourage charity targeted at 

the temporary relief of the deserving poor, charity that sought not to relieve destitution, 

but to prevent its occurrence in the first place. 

                                                
38 Himmelfarb, Poverty and Compassion, 189–91. 
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From this perspective, convalescent patients were highly deserving of charitable 

assistance. Convalescent care promised an efficient, temporary, and vital form of relief. 

For the COS, convalescence was a domain in which the working poor were underserved 

by existing structures of charity, and which was therefore worthy of expanded support.39 

Leveson Scarth, the secretary of the COS’s Convalescent Committee, wrote that “a 

hospital is the place where are brought together the very fittest objects for charitable aid 

that can be imagined.” They were the “centres round which should cluster a congregation 

of accessory aids; of these the most obvious are convalescent homes.”40 By the mid-

1880s, district committees indicated that, “more than any other [item] in our work,” 

support for convalescent care had “steadily grown, and … has experienced a remarkable 

development in the last few years.”41 Not only did such care target those members of the 

working poor who were recovering from illness through no fault of their own, but it 

promised to offer relief precisely at the tipping point between independence and 

pauperism. A convalescent who returned to work too soon, only to relapse or develop a 

chronic condition, threatened to pull not only himself but his whole family into a state of 

dependency. As the COS’s district committee for Fulham and Hammersmith noted in 

1884,  

persons who have undergone a severe illness, and have been inmates of an infirmary 
or a hospital for any length of time, are discharged when they are theoretically cured, 
but when they are practically quite unfit to face the toil and strain of a poor man’s 
life. If left without further assistance their wants, or the wants of those dependent 
upon them, will nevertheless compel them, if respectable and self-reliant, to enter the 

                                                
39 The COS also argued that convalescent care would make other forms of medical charity more efficient. 
For instance, the availability of convalescent homes would lessen the financial load on hospitals’ outpatient 
departments, as many of their patients required “little else than good air, food, and change”; Tenth Annual 
Report of the COS Council, 1879, Charity Organisation Society Records, A/FWA/C/B/1/1, LMA.  
40 Leveson E. Scarth, “The Relation of Convalescent Institutions to Hospitals,” in Hospital Management, 
ed. J. L. Clifford-Smith (K. Paul, Trench, & Company, 1883), 140. 
41 Fifteenth Annual Report of the COS Council, 1884, Charity Organisation Society Records, 
A/FWA/C/B/1/3, LMA, 58. 
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lists with the healthy and strong; if not, to sink at once into that abject state of 
pauperism which may be traced back to want of health nearly as frequently as want 
of character.42 
 

As this passage illustrates, convalescence occupied the considerable gap between being 

“theoretically cured” and actually healthy. A mere few weeks of convalescent care, 

however, might return patients to work ready to support themselves and their families 

again. The district committee, therefore, encouraged “all applications where there is a 

reasonable hope that a temporary sojourn at a Convalescent Home will have the effect of 

restoring strength of body and mind, and thus place the applicant once more in a position 

of independence.”43 

 The COS’s commitment to convalescent relief amplified the growth of 

convalescent care from the 1880s onward. The COS made special efforts to ensure that 

beds at convalescent homes were being adequately utilized by centralizing information 

regarding vacancies.44 By corresponding with dozens of homes, the Convalescent 

Committee became “fully acquainted with what may be called the condition of the 

convalescent market,” which was “subject to constant and considerable variation.” It was 

thus able to “distribute its cases in different parts of England, wherever the pressure on 

the Homes was least,” thereby increasing the overall efficiency and financial stability of 

existing convalescent institutions.45 Looking at the work of the COS’s Convalescent 

Committee revises, to a certain extent, the image of the COS as an organization devoted 

primarily to the restriction of charitable relief. Because the COS came to see convalescent 

                                                
42 Fifteenth Annual Report of the COS Council, 1884, Charity Organisation Society Records, 
A/FWA/C/B/1/3, LMA, 60. 
43 Ibid.  
44 Eleventh Annual Report of the COS Council, 1880, Charity Organisation Society Records, 
A/FWA/C/B/1/2, LMA, 22-23. 
45 Fifteenth Annual Report of the COS Council, 1884, Charity Organisation Society Records, 
A/FWA/C/B/1/3, LMA, 35 
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patients as highly deserving of relief, convalescent care was one area in which the COS 

promoted, rather than fought to restrict, charitable assistance. 

 At the same time, however, promoting convalescent relief as a function of support 

for the “deserving” poor had important consequences for philanthropic understandings of 

the category of “convalescence” itself. For instance, the COS sought to prevent 

convalescent relief from flowing to patients of poor character, for whom it was more 

likely to cause pauperization than promote independence. It was important that relief be 

granted to only those who were legitimately convalescent. This imperative mirrored 

debates during this period about the “abuse” of hospital outpatient departments by 

patients who could afford to pay for their own treatment.46 The COS district committees 

grappled with concerns about the abuse of convalescent relief in a variety of ways in the 

mid-1880s. The Wandsworth committee expressed apprehension that, without close 

attention, convalescent relief could reward imprudence:  

however valuable the extension of ready and efficient aid may be to poor persons 
recovering from illness, there is serious reason to fear that, unless great caution is 
shown, and every effort made to draw out self-help, another outlet may be given for 
relief which pauperises instead of raises. It sounds so safe and plausible to give a 
Convalescent letter, that the fact that the failure of health may be the want of self-
restraint, or that, with reasonable prudence the applicant could have provided for the 
emergency, is apt to be overlooked. … [Persons] recommending cases are urged to be 
careful in their selection.47 
 

The St. Marylebone Committee placed a similar emphasis on assessing individuals on a 

case-by-case basis, lest those who were not actually convalescent take advantage:  

The boon of a stay in the country is so acceptable to all who are in any degree out of 
health, that it is apt to be claimed by many who cannot be permanently benefited by 
it, and who do not belong to the class which the Society specially desires to help, viz., 

                                                
46 Keir Waddington, “Unsuitable Cases: The Debate over Outpatient Admissions, the Medical Profession 
and Late-Victorian London Hospitals,” Medical History 42, no. 1 (January 1998): 26–46. 
47 Fifteenth Annual Report of the COS Council, 1884, Charity Organisation Society Records, 
A/FWA/C/B/1/3, LMA, 153-154. 
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bread-earners who had been temporarily disabled by illness, and who, by country air 
and good food, will probably be enabled to resume the work by which they live.48 
 

Thus, it was important that convalescence be distinct both from malingering and from the 

idea of a holiday.49 For working-class patients to use convalescent homes as “holiday 

homes,” the COS argued, would be unfair to both home managers and to actual, needy 

convalescents.50 Lack of care in the distribution of convalescent letters could encourage 

abuse. The St. James and Soho Committee noted that “one man, well known at our office, 

lived, we have reason to believe, for some years upon Convalescent Homes and the 

money he raised for his fares.” On the other hand, they noted, “to the really hardworking 

and respectable people there is often no greater benefit than Convalescent treatment, and 

nothing for which they are more intensely grateful.”51 A cartoon in Punch exemplifies the 

fear that convalescence could be used as an excuse to avoid work and other 

responsibilities (Fig. 2.1). In this depiction “the first walk of the convalescent” led 

straight to the bar of “The Jobshirkers Arms.”52 For the COS, if convalescence was to be 

seen as distinct from laziness or malingering, boundaries around its definition had to be 

maintained. Defining convalescence in such a way that it was a precursor to work, rather 

than an excuse to avoid it, was essential to its legitimacy as an object of charity. 

Likewise, if convalescence was to be considered a sufficient proxy for deserved 

relief, the meaning of convalescence—which in practice varied from patient to patient—

had to be carefully defined and actively policed. In order to avoid squandering assistance, 

                                                
48 Seventeenth Annual Report of the COS Council, 1886, Charity Organisation Society Records, 
A/FWA/C/B/1/3, LMA, 44.  
49 The increasingly blurred boundaries between convalescence and holidays in the twentieth century are 
discussed further in chapter 6.  
50 The Annual Charities Register and Digest (London: Charity Organisation Society, 1900), 123. 
51 Seventeenth Annual Report of the COS Council, 1886, Charity Organisation Society Records, 
A/FWA/C/B/1/3, LMA, 44.  
52 Leonard Raven-Hill, “The First Walk of the Convalescent,” Punch, December 4, 1897. 
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convalescence was narrowly defined. Leveson Scarth expressed the COS’s concern that 

convalescent homes were forced to carefully “guard themselves against the assaults of the 

doctors.” Many physicians, he wrote, seemed to look upon convalescent homes merely as 

“places for the residuum; for those cases for which little more medically can be done; or 

as convenient receptacles for inconvenient fits and other like infirmities, or even as 

affording the best lawful chance of ‘euthanasia.’”53 Such behavior threatened to obviate 

the very purpose of convalescent charity; if a patient’s recovery was uncertain, or if she 

would require long-term chronic care, convalescent relief would be wasted. Improper 

cases were a drain on the limited and specific resources of convalescent homes; the 

deterioration of patients with “under-stated” medical certificates would produce anxiety 

among matrons and depression among other convalescents.54 Thus, in order to be a 

legitimate recipient of convalescent relief, it was essential that a patient be on the road 

back to health. As one COS publication put it, the “real object” of convalescent relief was 

“the permanent benefit of those who have been ill.” Only those patients who presented 

the hope of recovery in relatively short order, therefore, could be properly categorized as 

convalescent. Their debilitated condition had to be temporary in nature, and there had to 

be reason to believe that a limited period of rest and recovery would “restore 

independence to a home and health to the sufferer.”55 

The COS sought to enforce this carefully and narrowly defined vision of 

convalescence. District committees, for instance, reported providing assistance to all 

                                                
53 Scarth, “The Relation of Convalescent Institutions to Hospitals,” 139. 
54 A Short Statement Concerning Convalescent Relief, 1884, Charity Organisation Society Records, 
A/FWA/C/H/6/56, LMA, 30-31.  
55 Fifteenth Annual Report of the COS Council, 1884, Charity Organisation Society Records, 
A/FWA/C/B/1/3, LMA, 60. 
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those patients for whom a “doctor certified that residence at a Home would permanently 

restore the applicant to health and enable him to resume his work.”56 In 1882, the 

Convalescent Committee promulgated a medical certificate for use by COS district 

committees, so that they would not have to individually obtain the appropriate referral 

certificates for each convalescent home to which they wished to send patients. The 

Committee corresponded with a number of convalescent homes to ensure that they would 

accept the COS’s certificate. This was primarily intended to prevent delays in referring 

patients. At the same time, however, it also served to help standardize the criteria for 

referring patients who were truly convalescent; the COS hoped that more homes would 

soon adopt a standard form.57 The COS also sought to more efficiently distribute and 

prioritize resources by distinguishing, in its recommendations and registries, between 

convalescent hospitals, for patients who required “medical and surgical care after or 

before their stay in a Hospital,” and convalescent homes, for persons who merely 

required “change of air and good food.”58 

Despite these efforts, attempts to ensure that only those likely to make a rapid 

recovery were designated as convalescent concealed a central irony. Convalescent care 

was deemed necessary precisely because patients might not fully recover on their own, 

yet designating patients as being on a convalescent trajectory was done before they had 

been sent away for relief. Indeed, the records of the COS’s Convalescent Committee 

(later the Convalescent and Medical Subcommittee) reveal that patients were sometimes 

                                                
56 Fifteenth Annual Report of the COS Council, 1884, Charity Organisation Society Records, 
A/FWA/C/B/1/3, LMA, 137. 
57 Thirteenth Annual Report of the COS Council, 1882, Charity Organisation Society Records, 
A/FWA/C/B/1/2, LMA, 28-29. 
58 Eleventh Annual Report of the COS Council, 1880, Charity Organisation Society Records, 
A/FWA/C/B/1/2, LMA, 22-23. 
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sent to convalescent homes only later to be judged not truly convalescent. This provoked 

disputes about who was to blame for a referral and which party was responsible for the 

associated costs. In 1884 for instance, a Mrs. Crowe wrote to the committee, responding 

to reports of complaints by patients at her Home. She told the committee that such 

complaints were probably lodged by “patients who were really ill, and not convalescent, 

and who could not be properly treated without extra payment,” encouraging the 

committee to send a member, disguised as a patient, to investigate the situation.59 

Sometimes, such disputes pitted the COS’s central body against its district committees. In 

June 1888, the Convalescent Subcommittee had to decide how to pay the costs for a 

woman, Lily Garman, who had required extra treatment for fits she experienced while at 

a Home in Hastings. Garman’s treatment costs were passed on to the Camberwell district 

committee, which had referred her originally, since the Subcommittee determined that 

such a case was unfit for a referral to a convalescent home in the first place. At the same 

meeting, the Subcommittee rejected the referral of a patient to a convalescent home from 

the St. Saviour’s district committee, as he was suffering from phthisis and required 

medical assistance.60 The Subcommittee subsequently considered several additional 

referrals from other districts. They rejected the case of Mary Ockelford from Mile End, 

since she was 73 years old and unable to work; in contrast, they conditionally accepted 

the case of Maria Wentzell, referred by the Brixton committee, if it could be shown that 

she was able to “support herself by her own exertions.”61  

                                                
59 Minutes for 20 March 1884, COS Convalescent Subcommittee Minutes, Charity Organisation Society 
Records, A/FWA/C/A/29/2, 234.  
60 Minutes for 21 June 1888, COS Medical and Convalescent Subcommittee, Charity Organisation Society 
Records, A/FWA/C/A/25/5, LMA. 
61 Minutes for 19 July 1888, COS Medical and Convalescent Subcommittee, Charity Organisation Society 
Records, A/FWA/C/A/25/5, LMA. 
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In each of these cases, at stake was whether patients were properly categorized as 

convalescent. If they required excessive medical care or had no hope of returning to work 

and independence, the COS deemed them inappropriate for relief. In practice, these 

administrative decisions promoted a narrow view of convalescence, rooted in the 

Society’s belief that only charity that was temporary, discriminate, and able to encourage 

independence was legitimate. These examples also show, however, that the COS was 

rarely the only stakeholder involved in making decisions about which patients should be 

categorized as convalescent. Hospitals, local charities, and convalescent homes 

themselves were deeply involved. While the COS was committed to lofty theoretical 

prescriptions about the boundaries of convalescence, these were somewhat disconnected 

from the concrete obligations and realities faced by hospital and convalescent home 

administrators. While these stakeholders did often subscribe to the COS’s ideas about the 

ideal definition of convalescence, they confronted a variety of practical challenges about 

how to decide who was convalescent—practical challenges at a remove from idealized 

notions of who could be considered a legitimate object of charity. It is necessary, 

therefore, to look beyond the ideological statements of organizations like the COS, in 

order to understand the challenges that convalescent homes faced on the ground, and the 

way that these challenges shaped the institutional meanings of convalescence. Examining 

the admissions practices of convalescent homes themselves reveals the messiness, 

contingency, and constant process of negotiation involved in determining which patients 

would be accepted for convalescent care.  
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Admitting Convalescents  

Convalescent institutions often shared many of the COS’s ideals about how to define the 

category of convalescence. Though they varied widely in terms of their size and the 

degree of medical and nursing assistance on offer, convalescent institutions distinguished 

themselves from hospitals and infirmaries by virtue of the fact that they gave temporary 

care to patients who no longer required acute medical treatment and who were on the 

road back to health. Indeed, convalescent homes often worried about the admission of 

patients who exceeded these criteria for reasons that were much more mundane than the 

COS’s concerns about scientific charity and pauperization. Rev. Frederick Arnold, who 

visited and advocated on behalf of a number of south coast homes, summarized these 

concerns in 1874:  

There is the clear distinction to be maintained … between the convalescent hospital 
and the ordinary hospital and infirmary. Although the distinction is clear enough, it is 
often lost sight of by the poor patients, and even those who recommend them. All 
these institutions, with only one or two exceptions, are unanimous in declining any 
cases that require an active medical or surgical treatment. … These have not got the 
staff and the appliances for such cases; their functions and objects are altogether 
different. It is found that subscribers, with a right of nomination, frequently send up 
patients of whom they have no personal knowledge, who are not convalescent, but, on 
the contrary, seriously ill. These poor people arrive at their destination in a distressing 
state of absolute illness, expecting and requiring continuous medical attendance and 
treatment. Sometimes they are so ill that they cannot be sent away, much as all the 
normal arrangements are disturbed by their presence; generally they are passed on to 
the other hospitals or returned to their homes.62 
 

Arnold argued that such a situation benefitted neither ill-informed subscribers nor 

patients who suffered the hassle of long travel only to procure no benefit. Most of all, 

however, the referral of such patients en masse represented an existential threat to the 

operation of convalescent homes themselves. Homes worried that the admission of 

                                                
62 Frederick Arnold, “Convalescent Homes and Hospitals,” Good Words, 1874, 664. 
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patients who were still acutely ill, infectious, chronically ill, or incurable would put 

demands on their facilities, staffs, and budgets that they would be unable to sustain. 

 Convalescent institutions, therefore, continually policed the boundaries of 

convalescence through mundane, bureaucratic practices. These included communicating 

with hospitals, physicians, and charitable organizations like the COS; issuing medical 

certificates to be submitted by those who wished to refer patients; hiring medical officers 

who could certify whether patients were suitable to be sent away for convalescence; and 

dealing with patients as they arrived at convalescent homes themselves. The traces of 

these practices—admissions rules, patient records, medical certificates, and annual 

reports—reflect the persistent challenges that homes faced in exercising control over the 

kinds of patients sent to them and the patients’ medical conditions when they arrived. 

 As the examples from St. Andrews’ Convalescent Home in Folkestone at the 

beginning of this chapter illustrate, homes’ annual reports were often peppered with 

admonitions to their subscribers not to refer patients who were acutely sick, incurable, or 

chronically ill. The published rules of the Thomas Banting Memorial Home in Worthing, 

Sussex, for example, emphasized the distinction between convalescent patients who were 

fully on the road to recovery, and those suffering from actual maladies, who were 

ineligible. In text that was alternately underlined, italicized, and capitalized, the rules 

emphasized that the admissions were restricted to “ladies who are recovering from recent 

illness, NOT CASES OF MERE DEBILITY OR OVERWORK.” The rules went on to 

stress that the institution was “intended neither to prevent nor to cure illness, but to 

restore strength after recovery from real illness has fairly commenced.” This excluded a 

large number of potential patients: “cases of insanity, epilepsy, hysteria, consumption, 
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cancer, progressive scrofula in any form, tumour (before operation) … CHRONIC, 

incurable, or infectious disease, nor any patient requiring nursing, or assistance in 

dressing, or otherwise.”63 The Hospital Convalescent Home at Parkwood, in Kent, 

likewise excluded a long list of categories from referral to the home. The restrictions 

published in the home’s rules were typical of many similar institutions: 

1. Only Patients who are convalescent or who, in making progress towards recovery, 
still need a continuance of medical or surgical treatment or nursing will be 
admitted.  

2. The following patients are ineligible:-- 
a. Persons suffering or recovering from any infectious or contagious disease, 

or with pediculi.  
b. Persons subject to fits, or of unsound mind, or otherwise helpless.  
c. Persons whose ailments render them offensive to others.  
d. Persons whose ailments are styled chronic and who are eligible for an 

Infirmary. 
e. Persons suffering from pulmonary consumption. 
f. Persons with septic tubercular sinuses. 
g. Persons of immoral character.  
h. Persons who having been inmates of the home on a previous occasion 

were guilty of misconduct there. 
i. Children under 3 years of age. Boys over 7 years of age.64 

 
Though seemingly eclectic, each exclusion reflected a category of cases that threatened to 

disrupt the home’s normal functioning. Infection directly endangered the health of other 

patients, as did lice (“pediculi”). Chronic or tubercular cases would tax the caregiving 

resources of the institution, as would having to care for infants or dealing with the 

disruptions caused by older boys. Under the heading of “offensive” ailments were 

conditions that would disrupt the atmosphere of rest and repose that the home helped to 

cultivate, including skin diseases, open wounds, or other conditions that might provoke 

                                                
63 Rules for Admission, 1889, Thomas Banting Memorial Trust Records, AM 419/1/1, WSRO, emphasis in 
original.  
64 Rules for Admission, Hospital Convalescent Home, Parkwood, c. 1913, Westminster Hospital Group 
Records, H02/PCH/A/1/1, LMA, emphasis in original. 
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sensory revulsion or disgust. The broadness of categories such as “offensive ailments” 

and “immoral character,” however, gave homes wide discretion to categorize patients as 

excludable if they so wished. 

  In many cases, the scope of these exclusions grew over time, as homes confronted 

the referral of new categories of patients they deemed unacceptable. The extent to which 

subscribers and physicians needed constant reminding of these restrictions is illustrated 

by a medical certificate from the Metropolitan Convalescent Institution in Bexhill-on-Sea 

(Fig. 2.2). By the time this version of the certificate was issued in 1926, the form itself 

was nearly obscured by admonitions in bold, in red, and printed across the other text. The 

form warned that the institution was “in no sense a ‘holiday’ home” and that persons 

“who have not been ill but who are simply seeking rest and change of air cannot be 

received.” It noted that special certification was required if a patient still required 

treatment after an operation, and instructed that physicians referring patients with “cases 

of debility” specify “the complaint from which this condition has resulted.” Stamped 

across the entire page was the caution that “many ineligible patients have been sent down 

on inaccurate certificates, all such cases in nature will be sent back immediately on 

arrival.”65  

As the disorienting nature of this form suggests, such detailed determinations of 

eligibility and exclusion were somewhat self-defeating. Of the hundreds of homes that 

sprang into existence in the final decades of the nineteenth century, few shared precisely 

the same regulations, requirements, or conditions for admission. Moreover, some homes 

only admitted patients who were recovering from sickness, did not require active medical 

                                                
65 Medical Certificate for the Metropolitan Convalescent Institution, 1926, Convalescence and nursing 
homes ephemera. Box 1, EPH682A, Wellcome Library.  
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or surgical treatment, and were not infectious, consumptive, or subject to fits; others, 

however, had much more relaxed rules. Some accepted patients who required longer 

periods of treatment as well as cases requiring additional nursing or even medical 

supervision. For example, the St. Andrew’s Convalescent Hospital in Clewer, run by the 

sisters of the religious community of St. John the Baptist, saw its mission more broadly 

than other institutions; in addition to convalescents, the hospital also provided for “cases 

of prolonged suffering or weakness, and even a few permanent and incurable ones.”66 

Likewise, the large Liverpool Convalescent Institution, founded in 1868, was intended to 

serve not only convalescent patients, but also patients who needed to “gain strength” 

before operations, and others for whom “pure air” was key to their treatment. The home’s 

bylaws also allowed that separate wards could be made available for the reception of 

patients with chronic complaints.67 Given the variety of patients that institutions actually 

served, the variations amongst their admissions rules, and the lack of any sort of central 

coordinating body, it is no wonder that donors, charities, and even hospitals sometimes 

referred patients whose medical condition violated the rules of the home to which they 

were sent. Even the COS admitted that such lists of exclusions might “appear arbitrary,” 

however essential they were to the “smooth working” of convalescent establishments.68  

Homes, therefore, had to develop strategies for exercising control over the 

patients they admitted that went beyond merely distributing copies of their rules for 

admission. Many did so through the issuance of medical certificates, which a medical 

                                                
66 Report of St. Andrew’s Convalescent Hospital, Clewer, for 1868, Records of the Community of St John 
Baptist, Clewer, D/EX1675/4/3/1/1, BRO. 
67 Liverpool Convalescent Institution Scheme, 1868 (reprinted 1946), Liverpool Area Health Authority 
Records, 614 AHA/8/3/14, LRO.  
68 A Short Statement Concerning Convalescent Relief, 1884, Charity Organisation Society Records, 
A/FWA/C/H/6/56, LMA, 31. 
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practitioner was required to fill out on behalf of a referred patient, attesting that he or she 

was convalescent and would benefit from time in a particular home. These, too, varied in 

their specificity and complexity. Some homes’ forms were relatively sparse, such as that 

circulated by the Essex Convalescent Home in Clacton-on-Sea (Fig. 2.3). Besides listing 

a number of excluded categories of patients, including sufferers of phthisis, smallpox, 

epilepsy, or discharges, the form merely asked physicians or surgeons to attest that they 

had seen the patient, list the condition they were convalescent from, and that the patient 

was “eligible and a proper case for admission.”69 Other homes had certificates that 

required much more detailed attention from medical referees. The St. Joseph’s 

Convalescent Home in Bournemouth, for instance, asked physicians to specify not only 

from which disease the patient was recovering and whether the patient was suitable for 

admission to the home, but also if the patient had any open wounds or complications, had 

been recently exposed to infectious disease, had “perfect control” of the bowels and 

rectum, and took daily walks (Fig. 2.4).70 

The vehemence with which homes insisted on the use of such certificates 

illustrates governors’ perceptions of their utility. In the annual report of the Liverpool 

Convalescent Institution for 1900, for instance, the regulations and conditions of 

admission twice insist on the use of the medical certificate (Rule 4: “no Patient can be 

admitted without Medical Certificate from the Doctor who has been attending the case”; 

Rule 9: “No patient can be admitted without a MEDICAL CERTIFICATE”).71 This 

                                                
69 Medical certificate, Essex Convalescent Home, 1920s, Charity Organisation Society Records, 
A/FWA/C/A/28/1, LMA.  
70 Admission form, St. Joseph’s Convalescent Home, 1920s, Charity Organisation Society Records, 
A/FWA/C/A/28/1, LMA. 
71 LCI Annual Report for 1900, 362.16 CON, LRO.  
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repetition and emphasis, examples of which exist in the reports of a number of homes, 

imply that the institution was forced to periodically underline this rule for its 

noncompliant subscribers. Still, though such forms surely helped convalescent 

institutions exert some control over which sorts of patients were referred to them, the 

forms themselves, in turn, raised further difficulties. In theory, medical certificates were a 

technology of standardization, permitting convalescent homes to admit patients only 

within the bounds of well-defined criteria.72 In practice, however, the boundaries of these 

criteria, and the means by which they were to be determined, were always subject to 

contestation. For instance, from which medical practitioners would homes accept 

referrals? If they accepted signatures from any surgeon or physician, they risked 

accepting patients referred by practitioners unfamiliar with the unique capabilities, 

climate, and level of care offered by their particular institution. Referring physicians did 

not always treat such certificates with the care that charitable representatives wished they 

would. In one case, a woman was sent by the COS District Committee for Islington to 

Mrs. Willett’s Home at Brighton, based on a medical certificate indicating “debility,” 

when in fact she was rapidly declining, and “in an almost dying state.” When it inquired, 

the COS Convalescent Committee found that one Dr. Iago, who had completed the 

certificate, had filled it out only to humor his patient, assuming that another doctor would 

examine the patient before she was admitted to the home and prohibit her from 

traveling.73  

                                                
72 On such forms as tools of standardization, see Joel D. Howell, Technology in the Hospital: Transforming 
Patient Care in the Early Twentieth Century (Baltimore: Johns Hopkins University Press, 1995), 128–31. 
73 Minutes for 19 June 1890, COS Medical and Convalescent Subcommittee, Charity Organisation Society 
Records, A/FWA/C/A/26/7, LMA. In its public literature promoting convalescent homes, the COS urged 
“more care” in the filling out of medical certificates, expressing the fear the deaths of certified 
“convalescents” would undermine the support for the society’s convalescent work; see A Short Statement 
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Many institutions tackled such problems by hiring their own medical officers to 

examine patients in London (or other cities from which they regularly accepted patients). 

Patients wishing to visit a home in the country or by the sea, after acquiring a 

subscriber’s letter or the requisite funds, would be examined by the home’s consulting 

physician in the metropolis, before being permitted to travel to the home itself. For 

instance, in 1886—following its difficulties, outlined above, in dissuading subscribers 

from referring inappropriate cases—St. Andrew’s Convalescent Home in Folkestone 

hired C. A. Hibbert as its medical referee in London, “by whom patients suffering from 

any form of chest and heart disease, paralysis or other potentially ineligible disorders will 

be examined before admission.”74 The following year, the council expressed its 

satisfaction that the number of acute and incurable cases sent to the home had declined 

dramatically. Of the 33 patients Hibbert rejected over the course of the year, two were 

immediately referred and admitted to hospitals, demonstrating how unfit for a 

convalescent home they had truly been.75 Similarly, patients seeking admission to the 

Sea-Side Convalescent Hospital (Seaford, Sussex) in the 1880s had to be doubly 

certified. After being recommended by a governor or subscriber, they had to get a 

medical certificate completed by a registered medical practitioner, and then present it, 

along with themselves, for inspection to Dr. William Lomas at the offices of the charity 

in London. For cases originating outside of London, medical certificates had to be mailed 

to the office for approval prior to admission; the home’s paperwork “earnestly requested” 

                                                
Concerning Convalescent Relief, 1884, Charity Organisation Society Records, A/FWA/C/H/6/56, LMA, 
30.  
74 St. Andrew’s Convalescent Home, Folkestone, Annual Report for 1886, Records of the Community of St 
John Baptist, Clewer, D/EX1675/14/2/1, BRO.  
75 St. Andrew’s Convalescent Home, Folkestone, Annual Report for 1887, Records of the Community of St 
John Baptist, Clewer, D/EX1675/14/2/1, BRO.  
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country surgeons to take note of the list of disqualifying conditions and to remember that 

the institution was intendent “for the reception of CONVALESCENTS only.”76 

Nevertheless, even establishing such a system did not always resolve the 

difficulties inherent in ascertaining appropriate cases for convalescent care. The history 

of the Liverpool Convalescent Institution (LCI) in Woolton is instructive in this regard. 

Like many institutions, the LCI had to manage the problem of determining at a distance 

whether patients would be eligible for admission. When the home opened in 1873, it was 

considered desirable that patients be examined by a medical man in Liverpool before 

being sent on to Woolton; Mr. C. Pusey was hired to fulfill this purpose.77 Pusey also 

served as a liaison to other institutions; when the LCI decided to allow the admission of 

certain patients from the local consumptive institution in 1875, he was dispatched to 

reach an understanding with the physicians there about the class of cases which would be 

accepted for referral.78 In 1876, however, the LCI decided, in an effort to attract more 

publicity and patients to the institution, that any medical man be allowed to certify and 

refer patients.79 The institution’s council drew up new medical certificates and forms, 

distributing them to hospitals, physicians, and large employers in Manchester and other 

surrounding towns.80 Despite this liberal policy, the LCI still encountered occasional 

difficulties. In 1880, the council, concerned that many patients were arriving at the home 

                                                
76 The Sea-Side Convalescent Hospital, Seaford, regulations, 1885, EPH+46:28, Wellcome Library. 
77 LCI council minutes for 7 March 1874 and 15 May 1874, Liverpool Area Health Authority Records, 614 
AHA/6/2/2, LRO. 
78 LCI council minutes for 21 January 1875, Liverpool Area Health Authority Records, 614 AHA/6/2/2, 
LRO. 
79 LCI council minutes for 14 March 1876, Liverpool Area Health Authority Records, 614 AHA/6/2/2, 
LRO. 
80 LCI council minutes for 5 April 1875, Liverpool Area Health Authority Records, 614 AHA/6/2/2, LRO. 



114 
 

without being properly examined, requested that a doctor be present for patients’ arrivals 

on Mondays and Thursdays.81  

In general, in these early years, the LCI, not yet at capacity, was eager to increase 

its admissions, even meeting with representatives of local hospitals in 1883 to see if they 

could send additional patients.82 Still, the admission of improper cases was a recurring 

issue. In 1882, the council expressed its consternation at the admission of a patient from 

the Liverpool Lock Hospital, whom the rules should have excluded.83 A patient’s sudden 

death in 1885 was also cause for alarm; the medical officer, Dr. Chisolm, was instructed 

to use more caution to avoid the admission of dangerously inappropriate cases.84 When 

John Bird, a patient who had been referred from the Northern Infirmary, died of heart 

disease the very night he was admitted to the LCI in 1887, the occasion prompted an 

inquiry into how he had been deemed a proper candidate for admission.85 Even when 

patients were properly admitted, the institution was still careful to monitor whether they 

were suitable candidates for care. In 1890, the council responded to the complaint of 

Edward James, who had been discharged against his will, explaining that the doctor and 

lady superintendent had determined that he would no longer benefit from remaining in 

the institution.86 

                                                
81 LCI council minutes for 13 November 1880, Liverpool Area Health Authority Records, 614 AHA/6/2/2, 
LRO. 
82 LCI council minutes for 22 December 1883, Liverpool Area Health Authority Records, 614 AHA/6/2/2, 
LRO.   
83 LCI council minutes for 4 November 1882, Liverpool Area Health Authority Records, 614 AHA/6/2/2, 
LRO.   
84 LCI council minutes for 10 September 1885, Liverpool Area Health Authority Records, 614 AHA/6/2/2, 
LRO.   
85 LCI council minutes for 17 September 1887, Liverpool Area Health Authority Records, 614 AHA/6/2/2, 
LRO.   
86 LCI council minutes for 28 June 1890, Liverpool Area Health Authority Records, 614 AHA/6/2/2, LRO.  
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Policing admission was especially critical in cases where patients might disturb 

the peace or threaten the health of other inmates. In 1884, a patient was sent from the 

Brownlow Hill Workhouse still wearing his workhouse clothing; the LCI contacted the 

vestry clerk to ensure that no further individual would arrive wearing clothing that would 

be “offensive” to other patients.87 The arrival of infectious patients was a cause of 

particular concern. In 1897, for instance, a patient suffering from scarlet fever was 

refused admission. This raised concerns about the proper completion of medical 

certificates, as this patient’s, submitted by a Dr. Campbell of Liverpool, had merely 

indicated that the patient was suffering from “debility.”88 Such cases perennially raised 

the question of whether isolation wards were needed, and played into contemporary 

concerns that general practitioners lacked the skill to effectively diagnose infectious 

diseases.89 In short, even at an institution like the LCI, which was quite large, with many 

available beds and a relatively stable financial situation, careful monitoring of cases to 

ensure that their care would fall within the capabilities of the institution was a constant 

concern. Smaller homes, with more limited resources, and which might not be able to 

hire a medical officer to examine cases, were often in an even tougher position.  

                                                
87 LCI council minutes for 7 June 1884, Liverpool Area Health Authority Records, 614 AHA/6/2/2, LRO. 
This incident is similar to the pattern that Graham Mooney has found in isolation hospitals during this 
period, suggesting that workhouse clothing, which marked paupers as such, made others reluctant to co-
habit wards with them; see “Infection and Citizenship: (Not) Visiting Isolation Hospitals in Mid-Victorian 
Britain,” in Permeable Walls: Historical Perspectives on Hospital and Asylum Visiting, ed. Graham 
Mooney and Jonathan Reinarz, The Wellcome Series in the History of Medicine (Amsterdam: Rodopi, 
1999), 154. 
88 LCI council minutes for 20 May, 1897, Liverpool Area Health Authority Records, 614 AHA/6/2/3, LRO.   
89 LCI council minutes for 24 October 1896, Liverpool Area Health Authority Records, 614 AHA/6/2/3, 
LRO. On general practitioners and infectious disease diagnosis, see Graham Mooney, Intrusive 
Interventions: Public Health, Domestic Space, and Infectious Disease Surveillance in England, 1840-1914 
(Rochester: University of Rochester Press, 2015).  
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The boundary between convalescence and health was just as hazy as the line 

separating convalescence and illness. Nevertheless, this outer boundary received much 

less discussion, and was the subject of far less anxiety on the part of convalescent 

institutions. No doubt this was due to the fact that sending patients home before they 

were fully recovered posed far less of a threat to institutional functions and morale than 

accepting patients who remained acutely ill. Likewise, it was a consequence of the fact 

that most homes accepted patients for a fixed period of time—typically three or four 

weeks—though patients could often apply for an extension of time with the approval of a 

home’s medical officer or superintendent. Since the default outcome was that patients 

would return home after this period had elapsed, there was not a great need to specify 

precise criteria for when patients had transitioned from convalescence to health. Even so, 

it is difficult to imagine what such criteria could entail; concepts such as “perfect health” 

and “full recovery” were both nebulous and aspirational, implying both knowledge of 

patients’ pre-illness life that institutional staff could not possibly possess, as well as an 

idealized conception of health unlikely to pertain among the working-class population. 

This is not to say that homes did not track the progress of their patients; indeed, doing so 

was important for assuring their donors that their work was valuable and met with 

success. But even published statistics employed vague categories to describe the 

outcomes of convalescent cases. The annual reports of St. Andrews, in Clewer, for 

instance, reported how many patients had been discharged each year, specifying how 

many were “well,” “much better,” “improved,” or saw “no improvement.”90 Likewise, at 

                                                
90 Report of St. Andrew’s Convalescent Hospital, Clewer, for 1877, Records of the Community of St John 
Baptist, Clewer, D/EX1675/4/3/1/11, BRO; St. Andrew’s sometimes listed the number of patients who had 
died alongside these statistics.  
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the Merchant Taylors Convalescent Home in Bognor, Sussex, the matron classified 

patients’ “state of health” upon discharge as “quite well,” “much better,” “better,” “no 

better,” or “returned to hospital.”91 Such designations were not accompanied by any 

discussion of the criteria distinguishing between categories, suggesting that 

categorization was left to the judgment of matrons or supervising medical officers. 

Nevertheless, these categories do demonstrate that what convalescent homes valued, or at 

least wished to publicize, was that their patients made progress towards health while in 

their care. Cases which saw no improvement or suffered relapse reflected poorly on 

convalescent homes; those which reflected some progress, however slight, suggested that 

convalescent homes were fulfilling their promise to restore patients to their everyday 

lives and labors.  

 

Surgery and the Expanding Boundaries of Convalescence  

As the above discussion has shown, the boundaries around the category of convalescence 

were constantly under challenge, prompted by an unceasing influx of patients who might 

be convalescent, or who might be deemed disabled, chronically ill, acutely sick, 

infectious, offensive, disruptive, or unlikely to benefit from care. Ideological, 

philanthropic, and institutional agendas constantly exerted pressures, sometimes 

conflicting, on how to categorize who was truly convalescent. Institutions styling 

themselves as convalescent homes dealt with these pressures in various ways. Some 

conceived of themselves as serving convalescents, very narrowly defined to include only 

those patients who were recovering, ambulatory, and likely to make a quick return to 

                                                
91 Matron’ weekly statements of the health of the men, Merchant Taylors Convalescent Home for Men, 
1877-1889, Worshipful Company of Merchant Taylors Records, CLC/L/MD/G/141/MS34254/1, LMA.   
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independence. Others catered to a population defined more fluidly, including those 

needing nursing care, the chronic or long-term ill, or those simply needing a break from 

overwork. The smooth functioning of all such institutions required both constant 

negotiation and careful monitoring of how the criteria defining convalescence were 

deployed. New patients and institutional relationships constantly tested these criteria, 

stimulating responses that used an array of tools including admissions rules, standardized 

certificates, and the deployment of networks of familiarity and expertise to ensure the 

referral of appropriate candidates for convalescent care. 

 Nevertheless, by the turn of the twentieth century, changes from within surgery 

and medicine began to produce new demands on convalescent care and exert new 

pressure on the boundaries of convalescence. Advances in anesthesia, asepsis, and 

surgical techniques contributed to a growing population of surgical patients with 

increasingly complex wounds.92 The long recovery times of such patients represented a 

growing challenge, creating even more demand for scarce hospital beds. Such patients 

were likewise poor candidates for convalescent homes, many of which specifically 

precluded the admission of patients who still had open wounds, required surgical nursing, 

or were not able to fully care for themselves.  

 Some believed that such patients would benefit from a new sort of convalescent 

institution with the capacity to offer skilled surgical nursing, wound care, and the 

facilities to perform occasional corrective operations. Around 1902, Etheldred Fraser-

Tytler, who was working as a nurse in a London hospital, began operating a temporary 

                                                
92 Worboys, Spreading Germs, 150–92; Christopher Lawrence and Richard Dixey, “Practising on Principle: 
Joseph Lister and the Germ Theories of Disease,” in Medical Theory, Surgical Practice: Studies in the 
History of Surgery (London: Routledge, 1993), 153–215; Daniël de Moulin, A History of Surgery: With 
Emphasis on the Netherlands (Dordrecht: Nijhoff, 1988), 287–303.   
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institution for the reception of surgical convalescents, and began soliciting funds to 

endow, expand, and run “The Home of Recovery” on a permanent basis. Over the next 

several years, a trust was formed to raise funds for the institution, and a committee was 

created with representatives from the Charing Cross, Guy’s, University College, 

Middlesex, London, King’s College, and St Thomas’s hospitals. The cause attracted both 

medical and social luminaries. HRH Princess Louise became the organization’s president 

and the Earl of Lytton its chairman. In 1909, the stockbroker Ernest Frederick Schiff, 

who had previously undergone a dangerous surgery performed by Sir Arthur William 

Mayo-Robson, donated £100,000 as an endowment, enabling the home to move from 

temporary facilities in Swaythling to a large house in Cobham, Surrey, surrounded by 

forty-four acres of land seventeen miles from London.93 The Schiff Home of Recovery 

for Surgical Convalescents officially opened at this location in November 1910.94 

 A number of London’s prominent medical and surgical authorities strongly 

supported the institution, including Sir Thomas Barlow, the royal physician and professor 

at UCL; Sir William Henry Broadbent, physician at St. Mary’s and a leading cardiologist 

and neurologist; Sir Victor Horsley, professor of clinical surgery at UCL; Sir Arthur 

William Mayo-Robson, surgeon at the Leeds General Infirmary; and Sir Frederick 

Treves, the famed London Hospital surgeon. Their case for the proposed Home of 

Recovery rested on three arguments. First, it would encourage faster and more complete 

recovery for surgical patients. Sending surgical convalescents home with unhealed 

wounds, which London hospitals were often forced to do, was uniquely dangerous—a 

                                                
93 Fourth annual report, 1910, Schiff Home of Recovery, 2765 Box 2, SHC.  
94 Invitation to opening, 1910, Schiff Home of Recovery, 2765 Box 2, SHC. 
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recipe for relapse or chronic illness. For such patients, Treves argued, sending them home 

was even more dangerous than for traditional convalescents:  

Take a child with glands in the neck, there are ten other children waiting, and the 
child must go home and be dependent on domestic surgery—the surgery of the 
uneducated but well-intentioned mother, which consists in the use of stamp paper, a 
hairpin and a family sponge. The cleanliness which is next to godliness is surgical 
cleanliness, and of that people know nothing. Any place that is sore is covered over 
with stamp paper; if anything is to be picked out of eye or ear, the mother seeks it 
with a hairpin .… This is not aseptic in the strict sense of the word …. In such a 
Home these unfortunate patients would be received, placed under the best possible 
conditions, in fresh air, in change of scene, out in the country and with a medical and 
surgical staff to attend to their maladies.95 

 
Proper post-surgical convalescent care, in other words, was even more essential in an era 

of asepsis, as commonplace practices of domestic hygiene and recovery were seen as just 

as likely to infect as to heal. A home of recovery would be even more effective than 

remaining in a hospital ward for many patients; certain classes of surgical wounds, the 

recovery of which often came to a standstill on the wards, would recover fully only when 

treated with good food and the fresh air and quiet of the country.96 

Second, a home of recovery would help relieve the growing pressure on London 

hospitals. At a dinner in 1905 to raise funds for the home, Treves complained of the 

“enormous pressure” on hospitals beds. He noted that while the hospital represented the 

epitome of charity, the “most touching and pathetic side of Hospital life” was not the 

activity on ward itself, but rather those patients who were discharged with unhealed 

wounds to free up scarce beds.97 The cost of maintaining hospital beds in the country was 
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also lower than in the metropolis, making a recovery home more economically efficient 

than expanding hospital provision in London.98 Nevertheless, patients recovering from 

surgery were ineligible for admission to most existing convalescent homes. According to 

Treves, such homes were immensely valuable, but they were of no use to patients with 

unhealed wounds.99 Proponents of the Home of Recovery repeatedly emphasized that, 

however similar their proposed institution seemed to existing convalescent homes, there 

was a crucial difference. Convalescent home patients not only had to be well enough to 

travel by rail, they had to “be strong enough to make their own beds and often do light 

work”; they needed to be well enough, in other words, “to live the life of 

convalescence.”100 Patients who required active nursing, who were confined to bed, or 

who still had open wounds were therefore excluded from most convalescent institutions. 

Third, proponents argued, the growing class of surgical convalescents required 

new forms of care, unavailable in existing convalescent homes, in order to complete their 

recoveries. Thomas Barlow noted that most homes expected patients to be up and active 

during the day, and to look after themselves, which surgical patients were often unable to 

do.101 Such expectations could even be dangerous. For patients suffering from bad heart 

conditions, one physician contended, having to get up at particular time and perform 

physical duties often resulted in “more harm than good.”102 At a speech at Mansion 

House in 1907, Mayo-Robson forcefully made the case that advances in surgery required 
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Recovery, 2765 Box 2, SHC. 
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new forms of recovery. Responding to the supposed sufficiency of existing convalescent 

homes, he pointed to the dramatic changes that had taken place since he entered the 

profession in the 1870s. Not only was there now greater pressure to discharge patients 

from hospital beds, but the rise of bacteriology and anti-septic and aseptic techniques had 

also revolutionized surgery, leading to a great increase in abdominal procedures. Similar 

changes had taken place with respect to the treatment of cancers, tumors, and other 

internal inflammations; early intervention was increasingly the norm. Not only would a 

home of recovery be immensely preferable to sending patients home or to the workhouse, 

it would also be preferable to the care available in existing convalescent homes. Even 

when surface wounds healed quickly, he argued, allowing patients to ambulate and 

exercise would produce too much strain, resulting in hernias and re-opened wounds. Such 

patients required “continued surgical care, combined with good living and fresh air.” 

Ordinary convalescent homes, however, provided neither “skilled medical attention” nor 

“good nursing.”103 

How the care offered by the Home of Recovery was categorized varied 

somewhat, even among the home’s supporters. Some characterized it as convalescent 

care, others as something entirely different. The home’s reports described it as “a home 

of recovery for surgical convalescents,” and advocates like Treves, of course, described 

the need for the home in terms of the insufficiency of existing convalescent 

accommodation, offering an explicit analogy between the types of care that convalescent 

homes offered for patients recovering from pneumonia or broken bones and the care that 

                                                
103 Mansion House Meeting in Aid of the Home of Recovery, 8 May 1907, Schiff Home of Recovery, 2765 
Box 2, SHC. 



123 
 

the Home of Recovery would offer for recovering patients with unhealed wounds.104 

Others, including Mayo-Robson, described the home as a “semi-convalescent home,” 

which would “stand between the general hospital, where active treatment was carried out, 

and the purely convalescent home.” Accordingly, the home wanted neither 

“convalescents for whom beds were provided in other institutions, nor did they want 

chronics or incurables.”105 In its published rules, the Schiff Home of Recovery was 

“anxious that it should be understood that that this Home is not intended for ordinary 

convalescent cases,” but, like other convalescent homes, they also insisted that only those 

cases “in which there is a good prospect of improvement” could be admitted.106 When a 

correspondent from the Nursing Mirror visited the home in 1913, the matron was even 

more adamant about the distinction, insisting that “it is literally a surgical hospital, and 

not in the least degree a convalescent home … [No] ordinary convalescent is ever 

admitted.”107 

Despite this attempt at differentiation, critics argued that blurring the boundaries 

between convalescent homes and hospitals would have negative consequences. Some 

worried that the trend towards converting convalescent homes into “subsidiary hospitals, 

with trained nurses and surgeons, for the treatment of cases ‘not yet actually 

convalescent,’” would “centralize the whole treatment of disease in hospitals,” tipping 

the balance within the medical profession too far towards specialists and away from 

                                                
104 Appeal for Home of Recovery, 1909, Schiff Home of Recovery, 2765 Box 2, SHC; Report of a dinner in 
support of the Home of Recovery, 1905, Schiff Home of Recovery, 2765 Box 2, SHC. 
105 Arthur William Mayo-Robson, quoted in “Schiff Home of Recovery at Cobham,” article in the Surrey 
Advertiser, 19 November 1910, Schiff Home of Recovery, 2765 Box 2, SHC. 
106 The Schiff Home of Recovery, illustrated pamphlet, n.d. Schiff Home of Recovery, 2765 Box 2, SHC. 
107 “The Nurses at the Schiff Home of Recovery,” article The Nursing Mirror and Midwives’ Journal, 29 
March 1913, Schiff Home of Recovery, 2765 Box 2, SHC, 442.  
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general practitioners.108 Representatives from other convalescent homes, moreover, 

worried that the opening of the Home of Recovery would detract from their work. The 

Convalescent Homes Association, founded in 1906 to further coordination between 

independent convalescent homes and hospitals, argued that existing homes were adequate 

to the needs of “the ‘true convalescent,’” and that it was wasteful to spend money on new 

and unnecessary buildings rather than channel that support to existing homes. If space for 

surgical convalescents was required, better to provide it within existing convalescent 

homes, rather than expending the resources required to establish an entirely new facility. 

In fact, the CHA argued that the homes it represented were already expanding provision 

for surgical convalescents.109 Lucy Cavendish, president of Mrs. Gladstone’s 

Convalescent Home in Mitcham, acknowledged in 1907 that it was impossible to deny 

the need for “special convalescent accommodation for the ever-increasing multitude of 

‘operation cases.’” But she maintained that the belief that patients with unhealed wounds 

were uniformly excluded from existing homes was out of date; since 1903, when the 

Home of Recovery had first been proposed, convalescent homes had begun to meet this 

need, providing more than 40 beds for surgical patients. At the Gladstone home, there 

was a ward with a specially trained nurse for male surgical patients. Surely, she argued, it 

would be more efficient and less costly to use homes in this manner, rather than “erecting 

and endowing a new institution.”110 

                                                
108 “To the Editor of the Times, from A Physician of An Over-Crowded London Hospital,” article in the 
Times, 1906, Schiff Home of Recovery, 2765 Box 2, SHC. 
109 W.S. Church, M.D. Fitzgerald, S.H. Haberson, “Convalescent Homes Association,” article in The Times, 
5 February 1907, Schiff Home of Recovery, 2765 Box 2, SHC. 
110 Lucy Cavendish, “The Proposed ‘Home of Recovery,’” article in the Times, 21 May 1907, Schiff Home 
of Recovery, 2765 Box 2, SHC. 
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These disputes demonstrate that changes in surgery and the rapid growth in the 

population of surgical patients created pressure to expand the boundaries around the 

notion of convalescence in the early years of the twentieth century. The vocabulary used 

to describe this expanded population of recoverees varied; for some they were “surgical 

convalescents,” for others “semi-convalescents,” and for yet more they were not “truly 

convalescent” at all. Nevertheless, both the support and the criticism for the Schiff Home 

of Recovery suggest that changes in surgery contributed to an expanded conception of 

convalescence, which included more active forms of surgical attendance, wound care, 

and skilled nursing. The dispute over whether such care was best provided in a dedicated 

institution amplified the scope of this transformation, as existing convalescent homes 

reacted to perceived need and the possible competition by expanding their own provision 

for surgical convalescents.  

 

Conclusion 

At stake in these various contests over the boundaries of convalescence was the figure of 

the convalescent, which registered powerful claims on charity and medicine. In contrast 

to illness and invalidism, convalescence connoted progress, forward motion, and 

recovery. For physicians and philanthropists, imagining the sunny prospects of 

convalescent patients helped to address anxieties about the limits of medical progress, 

about the compatibility of modern urban and industrial life with the health of the 

working-class population, and about the sufficiency of welfare and philanthropy. For this 

reason, the power of convalescence as a classification was predicated on careful 

delimitation. Charitable organizations and convalescent homes sought to ensure that 
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convalescent relief was offered only to those who were “truly” convalescent, for whom a 

short period of rest and recuperation would return them to health, employment, and 

independence. In practice, the boundaries of convalescence were never stable; the 

constant influx of patients, the pressure on hospital beds, and changes in medicine and 

surgery meant that the criteria for eligibility for convalescent relief were subject to 

perpetual negotiation and contestation; convalescent homes engaged in constant 

boundary work to control who they admitted, something they accomplished with varying 

degrees of success. These challenges only grew more persistent in the twentieth century, 

both because of changes in the population of post-surgical patients, and because of 

changes in the political economy of medicine, both of which are further discussed in 

chapter 6. 

 Indeed, given the liminal position of convalescence between illness and health, 

the theme of the contested boundaries of convalescence recurs throughout the rest of this 

dissertation. However, as subsequent chapters will show, the meanings and experiences 

of convalescence were shaped not only by philanthropic ideologies and admissions 

practices, but also by the climatic landscapes in which convalescent homes were situated, 

the therapeutic spaces in which patients recovered, and the daily regimens of 

convalescent care. Though the figure of the convalescent was closely associated with the 

ideal of progress, both the public imaginary of convalescence and the experiences of 

convalescent patients were closely bound up with the supposedly healthy places to which 

convalescents were sent, the ideals of domesticity that convalescent homes embodied, 

and the regimes of rest and diet that such institutions promoted. It is to these themes that 

the next three chapters turn.  
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Figure 2.1. Leonard Raven-Hill, "The First Walk of the Convalescent," Punch, 4 
December 1897. Image courtesy of the Peabody Library, Johns Hopkins University.   
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Figure 2.2. Medical Certificate for the Metropolitan Convalescent Institution, 1926. 
Image Courtesy of the Wellcome Library.111 

                                                
111 Medical Certificate for the Metropolitan Convalescent Institution, 1926, Convalescence and nursing 
homes ephemera. Box 1, EPH682A, Wellcome Library. 
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Figure 2.3. Medical Certificate, Essex Convalescent Home, 1920s. Image courtesy of 
the London Metropolitan Archives.112 
 
                                                
112 Medical certificate, Essex Convalescent Home, 1920s, Charity Organisation Society Records, 
A/FWA/C/A/28/1, LMA. 
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Figure 2.4. Admission certificate, St. Joseph’s Convalescent Home, 1920s. Image 
courtesy of the London Metropolitan Archives.113 
 
 
 
 
  

                                                
113 Admission form, St. Joseph’s Convalescent Home, 1920s, Charity Organisation Society Records, 
A/FWA/C/A/28/1, LMA. 
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Chapter 3 
“The English Riviera for the Convalescent Workers”: Climate, Place, and the 

Geography of Convalescence  
 

 
For philanthropists, physicians, and patients, the locations of convalescent homes were 

central to both their justification and their appeal. In contrast to the crowded, poorly 

ventilated hospitals and insalubrious slums of urban centers, country and seaside towns 

offered convalescent patients opportunities to rest and take in fresh air in climates 

appropriately suited to maximize their chances of recovery. For Florence Nightingale, as 

for most advocates of convalescent care, geography was essential. “It is scarcely 

necessary,” she wrote, “to say that convalescent establishments should be placed in 

healthy, cheerful positions, varying in local climate according to the class of cases for 

which they are intended.”1 Geographic factors—including climate, elevation, soil, wind, 

and proximity to the sea—were understood to exert a profound influence over whether 

patients would be able to make a full recovery. As more charities, philanthropists, and 

hospitals established convalescent homes in the final decades of the nineteenth century, 

therefore, they did so in country and coastal towns thought to be particularly conducive to 

health and recovery. Many chose locations along the south and south-east coast, in 

seaside towns such as Folkestone, Hastings, Eastbourne, Brighton, Worthing, and 

Bognor. In the north, homes serving patients from Manchester and Liverpool sprouted in 

seaside towns in north Wales and up the Lancashire coast. And throughout the country, 

convalescent homes were established in country towns like Limpsfield, Surrey; Swanley, 

                                                
1 Florence Nightingale, Notes on Hospitals, 3rd ed. (London: Longman, Green, Longman, Roberts, and 
Green, 1863), 113. 
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Kent; and Ikley, Yorkshire, which were thought to have healthy surroundings and 

sufficient distance from urban centers.  

 In recent years, historians, anthropologists, and geographers have demonstrated 

the productivity of approaches focusing on the interrelationships between health, 

medicine, environment, and place.2 A number of scholars have examined the factors by 

which particular locales have come to be associated with healthfulness and wellbeing 

over time.3 Others have focused on the ways that health, place, and environment are 

mutually constitutive. This has proven to be a particularly fruitful approach for 

understanding the changing nature of the American landscape in the twentieth century; 

the lure of healthy locales drove migration, settlement, and environmental changes in the 

west, while ideas about healthy practices, spaces, and identities transformed the meaning 

of urban places including the home, the block, and the neighborhood.4 Across these 

literatures, the notion of “therapeutic landscapes” has served as both an organizing 

concept and common theme. The term was originally proposed by Wilbert Gesler as “a 

geographic metaphor for aiding in the understanding of how the healing process works 

itself out in places.”5 It has since taken on myriad, sometimes ambiguous meanings, 

                                                
2 For a general overview of geographic approaches to scientific knowledge and practice, see David N. 
Livingstone, Putting Science in Its Place: Geographies of Scientific Knowledge (Chicago: University Of 
Chicago Press, 2003). 
3 Wilbert M. Gesler, Healing Places (Lanham, MD: Rowman & Littlefield, 2003); Ronan Foley, Healing 
Waters: Therapeutic Landscapes in Historic and Contemporary Ireland (Burlington, VT: Ashgate, 2010); 
see also the essays in Erika Dyck and Christopher Fletcher, eds., Locating Health: Historical and 
Anthropological Investigations of Place and Health (London: Pickering & Chatto, 2011); Virginia Berridge 
and Martin Gorsky, eds., Environment, Health and History (Houndmills, Basingstoke, Hampshire: Palgrave 
Macmillan, 2012); Allison Williams, ed., Therapeutic Landscapes (Aldershot: Ashgate, 2007). 
4 Gregg Mitman, Breathing Space: How Allergies Shape Our Lives and Landscapes (New Haven: Yale 
University Press, 2007); Dawn Biehler, Pests in the City: Flies, Bedbugs, Cockroaches, and Rats (Seattle: 
University of Washington Press, 2013); Samuel Roberts, Infectious Fear: Politics, Disease, and the Health 
Effects of Segregation (Chapel Hill: University of North Carolina Press, 2009). 
5 Wilbert M. Gesler, “Therapeutic Landscapes: Medical Issues in Light of the New Cultural Geography,” 
Social Science & Medicine 34, no. 7 (April 1, 1992): 743. 
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ranging from the exploration of traditional sites reputed to contribute to health and 

healing to cultural understandings of the relationship between place and health, the 

influence of emotional and relational geographies, and the use of health-promoting sites 

by particular populations.6 Meghan Crnic has argued for the concept of a “healthscape,” a 

“therapeutic vision … specific to a particular geographic location, climate, or landscape 

… created by health-seeking behaviors, medical practices, and the knowledge production 

about the healthful or harmful characteristics of place.”7 Erika Dyck and Christopher 

Fletcher have likewise emphasized the profound links between health and place, arguing 

that “places are constructed in the literal sense of being built, organized and occupied in 

ways that affect health”; they are also “constructed in a figurative sense,” through 

imagination, experience, and heritage.8  

 Such themes have also animated important work in the history of British health 

and medicine. Historians have examined, for instance, the ways that spas functioned, not 

only as spaces of healing, but also as sites of sociability and identity-creation.9 Historians 

of tuberculosis have shown how environment and place helped shape the meaning of 

consumption and the identity of the consumptive.10 Public health histories, likewise, have 

                                                
6 Allison Williams, ed., “Introduction: The Continuing Maturation of the Therapeutic Landscape Concept,” 
in Therapeutic Landscapes (Aldershot: Ashgate, 2007), 1–14; see also Robin Kearns and Wilbert M Gesler, 
eds., Putting Health into Place: Landscape, Identity, and Well-Being (Syracuse, N.Y: Syracuse University 
Press, 1998); Foley, Healing Waters. 
7 Meghan L. Crnic, “Seeking the Salubrious Sea: The Health and Environments of Urban American 
Families, 1870–1930” (Ph.D. diss, University of Pennsylvania, 2013), 14. 
8 Erika Dyck and Christopher Fletcher, “Healthscapes: Health and Place Among and Between Disciplines,” 
in Locating Health: Historical and Anthropological Investigations of Place and Health, ed. Erika Dyck and 
Christopher Fletcher (London: Pickering & Chatto, 2011), 2–3. 
9 See, for instance, Amanda E. Herbert, “Gender and the Spa: Space, Sociability and Self at British Health 
Spas, 1640–1714,” Journal of Social History 43, no. 2 (January 24, 2010): 361–83; Roy Porter, ed., The 
Medical History of Waters and Spas (London: Wellcome Institute, 1990); Jane Adams, Healing with 
Water: English Spas and the Water Cure, 1840-1960, 2015. 
10 Roger Cooter, “Open-Air Therapy and the Rise of Open-Air Hospitals,” Bulletin for the Social History of 
Medicine 35 (1984): 44–46; Linda Bryder, Below the Magic Mountain: A Social History of Tuberculosis in 
Twentieth-Century Britain (Oxford: Clarendon Press, 1988), 46–69; Helen Bynum, Spitting Blood: The 
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long focused on the way that environmental threats were constructed and conceptualized, 

contributing to close associations between rurality and health.11 More recently, Keir 

Waddington has shown that public health in rural Wales was deeply shaped by both 

perceptions and material realities of place, arguing that the landscape was much more 

than simply the “backdrop against which sanitary reform occurred.”12  

The proliferation of convalescent homes raises a number of questions germane to 

larger conversations about the historical relationships between geography, environment, 

health, and place. Beliefs about geography, climate, and place were central to the 

concerns of those who advocated for, ran, and sent patients to convalescent homes. This 

was true in both a relative and an absolute sense, as the locations of convalescent homes 

were portrayed as both particularly healthy places in their own right and as dramatically 

superior to the polluted cities and crowded hospital wards from which patients traveled. 

But what was it about particular locales that appealed to donors, physicians, and patients? 

By what processes did charities and hospital convalescent home committees decide 

where to place convalescent institutions, and how did they make these sites into places 

suitable for convalescence? And how did the rapid spread of convalescent institutions to 

                                                
History of Tuberculosis (Oxford: Oxford University Press, 2012), 128–59; Linda Bryder, “‘A Health Resort 
for Consumptives’: Tuberculosis and Immigration to New Zealand, 1880–1914,” Medical History 40, no. 4 
(October 1996): 453–471; Graham Mooney, “The Material Consumptive: Domesticating the Tuberculosis 
Patient in Edwardian England,” Journal of Historical Geography 42 (October 2013): 152–166. 
11 Christopher Hamlin, Public Health and Social Justice in the Age of Chadwick: Britain, 1800-1854 
(Cambridge: Cambridge University Press, 1998); Anthony S. Wohl, Endangered Lives: Public Health in 
Victorian Britain (Cambridge: Harvard University Press, 1983); James H. Winter, Secure from Rash 
Assault: Sustaining the Victorian Environment (Berkeley: University of California Press, 1999); Peter 
Thorsheim, Inventing Pollution: Coal, Smoke, and Culture in Britain since 1800 (Athens, Ohio: Ohio 
University Press, 2006); Peter Thorsheim, “The Corpse in the Garden: Burial, Health, and the Environment 
in Nineteenth-Century London,” Environmental History 16, no. 1 (January 1, 2011): 38–68. 
12 Keir Waddington, “‘In a Country Every Way by Nature Favourable to Health’: Landscape and Public 
Health in Victorian Rural Wales,” Canadian Bulletin of Medical History 32, no. 1 (2014): 16. 
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county and seaside towns influence the role of climate and geography in medicine and 

hospital care? 

To address these questions, this chapter will examine the geography of 

convalescent care. I argue that, in order to understand the appeal of convalescent homes 

and the patterns by which they spread, it is necessary to understand the geographic 

imagination that gave shape to the landscape of convalescence. Convalescent homes 

appealed to the idea that specific places in the English landscape were—or could be made 

to be—conducive to healing and recovery. For the would-be proprietors of some homes, 

this led to careful and extended investigations about the best places to purchase property 

and establish convalescent institutions. Weighing factors such as climate, the annual 

range of temperatures, the direction of the wind, the proximity to transportation routes, 

and the distance from population centers, they sought to establish convalescent homes in 

locales that would be of benefit to the greatest number of patients.  

Historicizing the geography of convalescence makes several contributions to our 

understanding of the relationship between geography, health, and place in the late 

nineteenth century. First, it illuminates the processes by which climatotherapy and health 

travel expanded over the course of the nineteenth century, as versions of the health-

seeking behaviors used by aristocratic and bourgeois elites were increasingly adopted 

by—or, in the case of convalescence, made available to—middle- and working-class 

patients.13 In the eighteenth and early nineteenth centuries, medical travel, whether to 

                                                
13 The term climatotherapy was sometimes used in the nineteenth century, and has been adopted by 
historians to describe a range of techniques used to harness the therapeutic power of climate; see Vladimir 
Jankovic, “The Last Resort: A British Perspective on the Medical South, 1815–1870,” Journal of 
Intercultural Studies 27, no. 3 (August 1, 2006): 271–98. On medical travel see George Weisz, “Historical 
Reflections on Medical Travel,” Anthropology & Medicine 18, no. 1 (April 2011): 137–44, and other 
articles in the journal’s special issue on “Healing holidays? Itinerant patients, therapeutic locales and the 
quest for health.” 
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healthy European locales or English spa towns, represented a form of privilege and 

conspicuous consumption practiced primarily by wealthy elites.14 As a number of 

historians have shown, eighteenth- and early nineteenth-century spas often encouraged 

certain forms of heterogeneous social mixing.15 Such mixing, however, was largely 

limited to members of the elite and the urban middle classes; not until around the 1870s 

did demand for seaside travel begin to grow among the lower-middle and working-

classes, driven, in large part, by the expansion of railroad routes and cheap fares.16  

The provision of convalescent care represents an important and poorly understood 

element of this expansion; from the 1860s onwards, it helped thousands of working-class 

convalescents experience a form of medical travel. Medical historians interested in the 

rise of institutionalized provision of climatotherapy have largely focused on the decades 

following the turn of the twentieth century, when tuberculosis sanatoria began to offer the 

open-air cure based on the health qualities of particular climates on a widespread basis to 

working-class populations.17 However, the spread of convalescent homes was both much 

earlier and much more extensive. Convalescent homes were touted as providing a change 

in air and climate for working-class patients decades before open-air therapy was used 

widely to treat tuberculosis; moreover, in contrast to the sixty or so open-air hospitals in 

                                                
14 Jankovic, “The Last Resort”; Vladimir Jankovic, Confronting the Climate: British Airs and the Making 
of Environmental Medicine (New York: Palgrave Macmillan, 2010); Alain Corbin, The Lure of the Sea: 
The Discovery of the Seaside in the Western World, 1750-1840 (University of California Press, 1994); John 
Hassan, The Seaside, Health and the Environment in England and Wales since 1800 (Aldershot: Ashgate, 
2003), 31–29; John K. Walton, The English Seaside Resort: A Social History, 1750-1914 (Leicester: 
Leicester University Press, 1983), 5–25. Walton notes that there were exceptions to this general pattern, 
such as the popular tradition of therapeutic sea-bathing in Lancashire and Wales. 
15 See, for instance, Herbert, “Gender and the Spa”; J. A. R. Pimlott, The Englishman’s Holiday: A Social 
History (Hassocks: Harvester Press, 1976), 31. 
16 Walton, The English Seaside Resort, 7–26. 
17 Bryder, Below the Magic Mountain, 46–49; Bynum, Spitting Blood, 128–59; Marc Arnold, Disease, 
Class and Social Change: Tuberculosis in Folkestone and Sandgate, 1880-1930 (Newcastle: Cambridge 
Scholars Publishing, 2012). 
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Britain in the 1920s, there were at least three hundred convalescent institutions of varying 

sizes by 1900 alone.18 The growth of convalescent institutions thus represents an 

important development in the rise of working-class health travel in Britain, and may even 

have helped to lay the groundwork for the later acceptance of open-air therapy as a public 

health tool.  

Nevertheless, convalescent homes faced challenges in seeking to broaden an 

approach to therapy that had previously been used primarily by elites. Therapeutic advice 

about medical travel and climatotherapy had traditionally been offered on an individual 

basis to specific, wealthy patients. In contrast, convalescent homes existed to benefit a 

large, working-class population. Providers of convalescent care, therefore, had to strike a 

balance between trying to cater to individual convalescents and making decisions that 

would be of the greatest benefit for the convalescent population as a whole. Physicians 

and philanthropists certainly tried, in some cases, to match individual patients to homes 

with climates and locales that they thought would do them the most good. At the same 

time, in choosing where to establish convalescent homes themselves, hospitals and 

charities tried to select locations with climates that would benefit the greatest number of 

working-class patients for as much of the year as possible. Such compromises 

represented attempts to preserve the principle of individualized therapeutic specificity, 

while simultaneously deploying climatotherapeutic approaches on an extensive scale.19  

                                                
18 Cooter, “Open-Air Therapy and the Rise of Open-Air Hospitals”; Emily Janes, ed., The Englishwoman’s 
Year Book and Directory (London: Adam & Charles Black, 1900), 284–94. 
19 As John Harley Warner has shown, the principle of specificity—the belief that therapeutic approaches 
had to be tailored to specific individuals and environments—was widely shared among nineteenth-century 
practitioners; see The Therapeutic Perspective: Medical Practice, Knowledge, and Identity in America, 
1820-1885 (Cambridge: Harvard University Press, 1986), 59. 
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The geographic considerations that went into site selection went well beyond 

climate, however. In making spaces for convalescence, convalescent home administrators 

had to take into account a variety of geographic factors, including the proximity of rail 

routes, the availability of suitable property, the concerns of local residents, and the 

presence of nearby amenities including grocers, places of worship, and sites for 

recreation. Choosing where to locate convalescent homes required both careful attention 

to the qualities of particular seaside and country locales and extensive efforts to make 

such sites into suitable places for convalescence.  

This history also provides an important counterweight to narratives about the 

hospital in the late nineteenth century. During this period, hospital care increasingly came 

to be associated with new therapeutic techniques and technologies, ranging from anti-

sepsis and asepsis in surgery to diagnostic tools such as medical thermometry, 

bacteriological laboratories, and x-ray machines. The decades after 1870 have been 

touted as the period in which hospitals became “the most visible embodiment of medical 

care in its technically most sophisticated form.”20 Historians of medicine, of course, have 

prominently questioned the notion that new approaches to scientific medicine represented 

a radical break from past approaches to therapeutics. As Steve Sturdy and John Warner 

have argued, the relationship of medical science to bedside practice was complex and 

contested; while laboratory knowledge offered practitioners new resources and rhetoric, 

they rarely came to dominate bedside practice.21 Even the purported “bacteriological 

                                                
20 Paul Starr, The Social Transformation of American Medicine (New York: Basic Books, 1982), 145. 
21 Steve Sturdy, “Looking for Trouble: Medical Science and Clinical Practice in the Historiography of 
Modern Medicine,” Social History of Medicine 24, no. 3 (2011): 758–75; John Harley Warner, “The 
History of Science and the Sciences of Medicine,” Osiris 10 (January 1, 1995): 164–93; John Harley 
Warner, “Science in Medicine,” Osiris 1 (January 1, 1985): 37–58; see also S. E. Shortt, “Physicians, 
Science, and Status: Issues in the Professionalization of Anglo-American Medicine in the Nineteenth 
Century,” Medical History 27, no. 1 (January 1983): 51–68; Terrie M. Romano, Making Medicine 
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revolution” has been difficult to demonstrate historically, at least in Britain.22 

Nevertheless, histories of late nineteenth-century hospitals have emphasized that a 

principal feature of this period was a “new range of nursing, diagnostic, and therapeutic 

functions.”23 Among these functions, new technologies, diagnostic techniques, and 

therapeutics contributed to the increasing quantification and reductionism in dealing with 

patients and their symptoms.24 This development was closely linked to the prominence of 

medical specialization during this period, as practitioners came to be increasingly focused 

on particular organs and bodily systems.25 The rise of bacteriology, in particular, has been 

credited with an increasing “focus on the role of the individual rather than of the wider 

environment.”26 

                                                
Scientific (Baltimore: Johns Hopkins University Press, 2002); Russell Maulitz, “‘Physician versus 
Bacteriologist:’ The Ideology of Science in Clinical Medicine,” in The Therapeutic Revolution: Essays in 
the Social History of American Medicine, ed. Morris J. Vogel and Charles E. Rosenberg, 1979, 91–108; Eli 
Osterweil Anders, “‘A Plea for the Lancet’: Bloodletting, Therapeutic Epistemology, and Professional 
Identity in Late Nineteenth-Century American Medicine,” Social History of Medicine 29, no. 4 (November 
1, 2016): 781–801. 
22 Michael Worboys, “Was There a Bacteriological Revolution in Late Nineteenth-Century Medicine?,” 
Studies in History and Philosophy of Science Part C: Studies in History and Philosophy of Biological and 
Biomedical Sciences 38, no. 1 (March 2007): 20–42; on the integration of bacteriology into clinical 
practice, see Rosemary Wall, Bacteria in Britain, 1880-1939 (London: Pickering & Chatto, 2013); Michael 
Worboys, Spreading Germs: Diseases, Theories, and Medical Practice in Britain, 1865-1900 (Cambridge 
University Press, 2000); Maulitz, “‘Physician versus Bacteriologist:’ The Ideology of Science in Clinical 
Medicine.” 
23 William F. Bynum, Science and the Practice of Medicine in the Nineteenth Century (Cambridge: 
Cambridge University Press, 1994), 185; see also Guenter B. Risse, Mending Bodies, Saving Souls: A 
History of Hospitals (New York: Oxford University Press, 1999); Charles E. Rosenberg, The Care of 
Strangers: The Rise of America’s Hospital System (New York: Basic Books, 1987), 142–65. 
24 Joel D. Howell, “Machines and Medicine: Technology Transforms the American Hospital,” in The 
American General Hospital, ed. Diana Elizabeth Long and Janet Golden (Ithaca: Cornell University Press, 
1989), 109–34; Christopher William Crenner, “Professional Measurement: Quantifying Health and Disease 
in American Medical Practice, 1880-1920” (PhD diss., Harvard University, 1993). 
25 Rosemary Stevens, Medical Practice in Modern England: The Impact of Specialization and State 
Medicine (New Brunswick, N.J.: Transaction, 2003); George Weisz, Divide and Conquer: A Comparative 
History of Medical Specialization (Oxford: Oxford University Press, 2005). 
26 Virginia Berridge and Martin Gorsky, “Introduction: Environment, Health and History,” in Environment, 
Health and History, ed. Virginia Berridge and Martin Gorsky (Houndmills, Basingstoke, Hampshire: 
Palgrave Macmillan, 2012), 4; Ronald L Numbers, “Medical Science before Scientific Medicine: 
Reflections on the History of Medical Geography,” Medical History 44, Supplement 20 (2000): 217–20. 
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Nevertheless, as Dyck and Fletcher have argued, such narratives tend to 

emphasize the idea that “disease classifications, laboratory science, and medical-

scientific knowledge” contribute to the production of disease “as an entity, removed from 

bodies and thus places.” The consistent importance of place in making sense of health 

and disease, however, reveals the poverty of such narratives.27 The growth of 

convalescent care in late-Victorian England, and its close association with particularly 

healthy, rural places, suggests that it is inadequate to focus solely on the aspects of 

scientific medicine that, through reductionism, tended to sever the connection between 

bodies and places. On the contrary, I argue that convalescent institutions functioned as 

technologies of place—as means to harness the therapeutic benefits of rural and seaside 

climatic hinterlands.28 Convalescent homes transformed remote and sometimes unruly 

locales into stable therapeutic landscapes for patient care. Unlike thermometers or x-ray 

machines, climate was not a therapeutic tool that could be deployed at the bedside or in 

the hospital ward. But by opening convalescent annexes, hospitals and philanthropists 

expanded their reach, making the variety of England’s healthy climates and sea breezes 

accessible for the benefit of their patients. The network of connections between hospitals, 

charities, and convalescent homes brought into being forms of care that were impossible 

to imagine within hospitals themselves. The geography of convalescence, therefore, 

demonstrates that in order to understand the technological and therapeutic 

                                                
27 Dyck and Fletcher, “Healthscapes: Health and Place Among and Between Disciplines,” 8. 
28 In thinking about climate as a commodity produced by rural hinterlands and put into relationship with 
urban centers, I am influenced by the work of William Cronon on the interrelationship between Chicago 
and the Great West; see Nature’s Metropolis: Chicago and the Great West (W. W. Norton & Company, 
1992).  
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transformations taking place in late nineteenth-century hospitals, it is necessary to look 

beyond the hospital walls, to the other spaces in which hospitals’ patients received care.  

In what follows, I begin by outlining ideas about the relationship between climate 

and health that took shape in early and mid-nineteenth century medical literature 

concerned with the health of wealthy invalids and convalescents. This literature 

emphasized the profound benefits of climatotherapy for a variety of ailments, as well as 

the necessity of careful discrimination in matching patients’ individual constitutions and 

ailments with particular salubrious locales.29 Then, I will look at how convalescent homes 

adapted such advice to their own purposes. After sketching the general geography of 

convalescent homes that had taken shape by the end of the Victorian era, I focus 

specifically on the process by which philanthropists and administrators chose locations 

that they believed would have the greatest benefits for their patients, the ways that those 

locales were transformed into healing spaces, and the means by which they were made 

legible to patients and practitioners in the metropolis. Finally, I consider how this 

network of convalescent homes was used by hospitals and medical practitioners in order 

to harness the therapeutic benefits of England’s varied health-giving climates.  

 

                                                
29 This emphasis shared a deep connection with the Hippocratic tradition and its focus on the relationship 
between specific bodies and the “airs, waters, and places” in which they were situated. See Charles E. 
Rosenberg, “Epilogue: Airs, Waters, Places. A Status Report,” Bulletin of the History of Medicine 86, no. 4 
(December 23, 2012): 661–70; Conevery Bolton Valenčius, “Histories of Medical Geography,” Medical 
History 44, Supplement 20 (2000): 7–11; Caroline Hannaway, “Environment and Miasmata,” in 
Companion Encyclopedia of the History of Medicine, ed. Roy Porter and William F. Bynum (London, 
1993), 292–308.  
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Climate, locality, and health 

Attention to the interaction between locality, climate, and health was certainly not unique 

to nineteenth-century Britain.30 The Hippocratic tradition had long emphasized the 

profound impact of airs, waters, and places on individual and communal wellbeing.31 

Victorians’ obsession with avoiding “bad air” was rooted in what Jan Golinski has 

termed the “Hippocratic Revival” of the eighteenth century, which promoted the 

assumptions that atmospheric environment and variation deeply influenced the 

prevalence of disease.32 Therapeutic travel, which became increasingly popular by the 

turn of the nineteenth century, was one expression of this concern. Invalid and 

convalescent patients who could afford to do so traveled abroad in search of a change of 

air or a healthy climate, often in the Mediterranean. The appeal of such cures was 

inextricably bound up with their exclusivity. As Vladimir Janković has argued, medical 

travel “exuded … appeal” because it was expensive and available to a select few; the “air 

cure” was a form of conspicuous consumption.33 

Medical authorities offered a variety of justifications for the importance of travel 

and change of air. By the mid-nineteenth century, doctors and other health authorities had 

produced a large number of guidebooks advising both patients and practitioners on the 

importance of medical travel and the criteria for selecting appropriate locations and 

climates for different ailments.34 Among the most widely cited of these was The influence 

                                                
30 For a longue durée history of the relationship between these concepts in medical thought, see Frank A. 
Barrett, Disease & Geography: The History of an Idea (Toronto: Atkinson College, Dept. of Geography, 
2000); see also Hannaway, “Environment and Miasmata.” 
31 Rosenberg, “Epilogue”; Valenčius, “Histories of Medical Geography,” 7–11. 
32 Jan Golinski, British Weather and the Climate of Enlightenment (Chicago: University of Chicago Press, 
2007), chap. 5, see also Barrett, Disease & Geography, chap. 6. 
33 Jankovic, Confronting the Climate, 121. See also footnote 14, above.  
34 Ibid., 119–50. 
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of climate in the preservation and cure of chronic diseases by the physician James Clark, 

first published in 1829, and reprinted several times in the following decades.35 Clark’s 

travels as a naval surgeon and his medical practice on wealthy British expatriates in 

Europe fostered his interest in the effects of climate on disease. His work with elite 

patients gave him excellent social connections; he was eventually elevated to Baronet and 

became a close friend and advisor to the Queen and Prince Albert.36 Clark outlined the 

physical characteristics of the “milder climates” of England and southern Europe, along 

with the principal diseases that could benefit from such climates. While admitting that 

medicine’s theoretical understanding of climatotherapy was unsatisfactory, Clark argued 

that both personal and collective medical experience attested to the value of milder 

climates, particularly for consumption and digestive disorders. Clark designed his book 

as both a manual for physicians and a guide for patients seeking healthier situations. 

Through greater adoption of climatic therapy, he argued, “a great improvement might be 

effected in the general health of many among the higher and middle classes of society.”37 

 Though early editions of Clark’s text focused mainly on Mediterranean climates, 

subsequent editions devoted growing attention to the British Isles, reflecting the growing 

                                                
35 James Clark, The Influence of Climate in the Preservation and Cure of Chronic Diseases, More 
Particularly of the Chest and Digestive Organs. Comprising an Account of the Principal Places Resorted 
to by Invalids in England, the South of Europe, &c., 1st ed. (London: Thomas and George Underwood, 
1829). Clark did not discuss convalescence as a separate category, but addressed a range of acute and 
chronic ailments that would benefit from climate, including digestive disorders, consumption, asthma, gout, 
rheumatism, and tropical disorders. 
36 R. A. L. Agnew, “Clark, Sir James, First Baronet (1788–1870),” Oxford Dictionary of National 
Biography, Online Edition (Oxford University Press, May 2009), 
http://www.oxforddnb.com/view/article/5463. 
37 James Clark, The Influence of Climate in the Preservation and Cure of Chronic Diseases, More 
Particularly of the Chest and Digestive Organs. Comprising an Account of the Principal Places Resorted 
to by Invalids in England, the South of Europe, &c., 2nd ed. (London: Thomas and George Underwood, 
1830), xx; on nineteenth-century health manuals, see Charles E. Rosenberg, ed., Right Living: An Anglo-
American Tradition of Self-Help Medicine and Hygiene (Baltimore: Johns Hopkins University Press, 
2003). 
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popularity and affordability of domestic medical travel in the early and mid-nineteenth 

century. Clark divided the “mild region” of England into four groups: the South Coast, 

the South-West Coast, Land’s End, and the western region surrounding the Bristol 

channel and Severn estuary. Each region’s climate had relative merits. The South Coast, 

for instance, was warmer and wetter than London, with a soft, humid and relaxing 

climate. Nevertheless, it exhibited substantial internal variety. Hastings was mild and 

sheltered, protected by the height of its cliffs; southern exposure and sea air made it ideal 

for those with chest diseases. In contrast, Brighton, only thirty-five miles away, possessed 

dry and bracing air, helpful in nervous diseases and in patients with overly relaxed 

constitutions.38 The detailed attention to these microclimates demonstrates a commitment 

among Clark and other climate boosters to elucidating, in exquisite detail, the climatic 

nuances of England’s coastal locales and their corresponding therapeutic benefits and 

dangers. 

Inspired by Clark, other physicians and medical authors served as boosters for 

England’s domestic climate, delving into the benefits of its varied regional and coastal 

microclimates for invalids, convalescents, and other sufferers.39 This literature drew on a 

long tradition of medico-gentility, in which ornamental knowledge, particularly of natural 

history, was a way for physicians to demonstrate their character and public authority.40 

British physicians and natural philosophers had been particularly interested in the 

weather and climatic variation since the eighteenth century.41 Physicians contributed their 

                                                
38 Clark, The Influence of Climate, 17–45. 
39 Jankovic, Confronting the Climate, 149; Jane Adams, “Healthy Places and Healthy Regimens: British 
Spas 1918-1950,” in Environment, Health and History, ed. Virginia Berridge and Martin Gorsky 
(Houndmills, Basingstoke, Hampshire: Palgrave Macmillan, 2012), 115–17. 
40 Michael Brown, Performing Medicine: Medical Culture and Identity in Provincial England, C.1760-
1850 (Manchester: Manchester University Press, 2011). 
41 Golinski, British Weather and the Climate of Enlightenment. 
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expertise and experience with local climatic and weather variations as part of larger 

discussions about the health effects of local environments.42 In Health Resorts of Britain 

(1860), for instance, the physician Spencer Thomson acknowledged that, in addition to 

relying on his personal experience, he was deeply dependent on friends and colleagues 

for information about the “resources and advantages” of particular locales:  

Indeed it is difficult for a medical man residing at a distance, to be thoroughly 
conversant with the effects of soil, climate, and mineral water upon disease and 
constitution …. The standard book on British climate and Health Resorts has yet 
to be written, but cannot be by one man …. A thorough work on the subject must 
be a compilation from succinct reports, or short treatises furnished by one or more 
of the most competent practitioners of each locality.43 

 
Making claims about the healthiest locations for therapeutic travel, therefore, was highly 

dependent upon the knowledge of local experts, deeply acquainted with the peculiarities 

of the places in which they lived and practiced. Nor did such interest in collecting 

information about the health benefits of particular climates wane as the century wore on. 

Members of the sanitary movement were deeply interested in the connections between 

health, environment, and place; sanitary researchers and reformers were obsessed with 

the influence of local winds, sunshine, water supply, geology, elevation, and climate—

“the most efficient of all sanitary officers”—on mortality statistics.44 General 

                                                
42 See, e.g., The Climates and Baths of Great Britain: Being the Report of a Committee of the Royal 
Medical and Chirurgical Society of London, vol. I: The Climates of the South of England, and the Chief 
Medicinal Springs of Great Britain (London: Macmillan, 1895); Isaac Burney Yeo, Climate and Health 
Resorts (London: Chapman and Hall, 1885); Isaac Burney Yeo, Health Resorts and Their Uses: Being 
Vacation Studies in Various Health Resorts (London: Chapman & Hall, 1882); B. Bradshaw’s Dictionary 
of Mineral Waters, Climatic Health Resorts, Sea Baths, and Hydropathic Establishments, 2nd ed. (London: 
Trübner & Co., 1883). 
43 Spencer Thomson, Health Resorts of Britain; and How to Profit by Them (London: Ward & Lock, 1860), 
v–vi. 
44 Henry Colborne, “The Meteorology of Hastings,” Transactions of the Hastings and St. Leonards-on-Sea 
Health Congress, 1889, 162. Colborne wrote in the context of praising the climate of Hastings as a health 
resort: “On the whole we are very much blessed, and consequently have very much to be thankful for in our 
beautiful climate—the main requisites for the preservation and, perhaps, restoration of health, we possess. 
A temperate and comparatively even climate, open and bracing, more than our share of bright sunshine 
(Nature’s head physician), and a liberal rainfall—the most efficient of all sanitary officers.” Other essays in 
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practitioners were also attentive to the importance of climatic variation and specificity 

and the role of local knowledge in undergirding therapeutic decision-making. A special 

issue of The Practitioner on spas, climate, and balneology in 1908, for instance, featured 

essays on “Health Resorts and Climates for Children,” “The Climate and Health Resorts 

of the South Coast,” and “The East Coast Climate,” as well as reports on a number of 

seaside and spa towns. Neville Wood, the physician who edited the volume, stressed that 

it was compiled with an emphasis on giving “trust to the man on the spot,” drawing 

greatly on “locally written descriptions” and “local opinion.”45  

A common thread in the literature on climate and therapeutic travel at midcentury 

was the need for judicious discrimination in matching patient and ailment to locale and 

climate. Climate was a powerful therapeutic agent, so, like other powerful drugs or 

therapeutic techniques, its misapplication was correspondingly dangerous.46 It was 

essential to take into consideration the patient’s disease, constitution, and the climate to 

which they were routinely accustomed when selecting an appropriate destination. Bracing 

air, which might be suitable for consumptive patients in need of reinvigoration, would 

risk dangerously overstimulating patients suffering from nervous or digestive complaints, 

who might instead benefit from a mild, relaxing climate. It was advisable, therefore, to 

consult a physician before undertaking travel to the country or the coast, in order to make 

sure the climate was indeed appropriate for a particular constitution or ailment. Likewise, 

consulting with a local physician upon arrival was recommended, for even a given town 

                                                
the Transactions of the Hastings and St. Leonards-on-Sea Health Congress also discuss the importance of 
local environmental and meteorological conditions for health outcomes and mortality statistics. On the 
geographic obsessions of the sanitary movement, see John M. Eyler, Victorian Social Medicine: The Ideas 
and Methods of William Farr (Baltimore: Johns Hopkins University Press, 1979). 
45 Neville Wood, “Notes and Comments,” The Practitioner, July 1908, 210–11.  
46 For discussion of similar warnings about the misapplication of powerful remedies such as bloodletting, 
see Anders, “‘A Plea for the Lancet,’” 794. 
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could have quite varied microclimates, more or less suitable for different patients.47 In an 

1845 text on the climates of Brighton, for instance, A.L. Wigan, a Brighton surgeon, 

observed that the town had at least three distinct climates, which would exert very 

different therapeutic effects. It is the essence of atmospheric influence, he wrote “that if it 

benefit one class of diseases, it must necessarily aggravate those of an opposite 

character, and the air of Brighton … IS NEVER NEUTRAL.”48 The implication of this 

view was that particular places were not healthy in the abstract; salubrity was relative to 

the individual nature of patients and their diseases. 

Nevertheless, England’s climate boosters emphasized this variety of climates as 

one of the country’s great advantages. In Health Resorts of Britain, Thomson offered 

sketches of the principal health resorts of Britain so that “those intending to be on the 

move, either for health or pleasure, can take up and say ‘Let us see where we shall go.’”49 

Thomson drew on Clark’s regional groupings to discuss the range of England’s climatic 

variations. Thomson modified Clark’s groupings slightly, dividing the country into four 

climatic zones: the south, west, north, and the midlands (Fig 3.1). Other climate boosters 

followed in this vein, noting the great benefits of England’s varied climates and 

discussing variations in temperature, wind, humidity, and exposure. As one manual on 

invalid and convalescent sea-bathing put it in 1857, “from the insular position occupied 

by the British Islands, the diversity of their coast outline, and the variety of their internal 

                                                
47 Thomson, Health Resorts of Britain; and How to Profit by Them, v–vi. 
48 Arthur Ladbroke Wigan, Brighton, and Its Three Climates; with Remarks on Its Medical Topography, 
and Advice and Warnings to Invalids and Visitors, 2nd ed. (Brighton: Robert Folthorp, 1845), 14, emphasis 
in original. 
49 Thomson, Health Resorts of Britain; and How to Profit by Them, v–vi. 
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configuration, perhaps few parts of the globe can offer so great a variety of climate and 

temperature on their shores and in their sheltered valleys."50 

 

The geography of convalescence  

This kind of climatotherapeutic knowledge circulated widely in guidebooks and health 

manuals in mid-nineteenth century England, and helped shape the appeal and justification 

of rural and coastal convalescent facilities. By 1884, when the Charity Organisation 

Society published its first report on convalescent homes in the Charities Register and 

Digest, it listed 219 in Britain, including 114 “seaside” and 104 “inland” homes. By 

1897, the COS had catalogued 319 homes, including 187 seaside homes and 139 inland.51 

Between 1884 and 1897 the density of homes increased, but the overall distribution 

remained similar.52 Figures 3.2, 3.3, and 3.4 illustrate the geographic distribution of 

convalescent homes as catalogued by the COS. There was a ring of convalescent homes 

close to the metropolitan core, in relatively undeveloped suburbs such Highgate, 

characterized by widely spaced houses and extended tracts of park and farmland, as well 

as nearby towns such as Croydon.53 The greatest concentration of homes was in in the 

home counties surrounding London, including Sussex, Surrey, and Kent.54 A large 

                                                
50 Handbook of the Sea-Side for the Invalid and Convalescent (London, 1857), 88. 
51 The Charities Register and Digest, Convalescent Section, 1884, Charity Organisation Society Records, 
A/FWA/C/H/6/56, LMA; Charity Organisation Society, The Annual Charities Register and Digest 
(London: Longmans, Green, and Co., 1897). The remaining homes were not categorized as either “seaside” 
or “inland” (i.e. Miss Mary Wardell’s Convalescent Home for Scarlet Fever) or were located on the 
continent. 
52 This net growth includes a number of particular homes that closed during this period.  
53 On nineteenth-century suburbs, see Harold James Dyos, Victorian Suburb: A Study of the Growth of 
Camberwell (Leicester: University Press, 1973). 
54 Given the COS’s location in London and its particular interest in institutions serving patients from the 
metropolis, homes around London are likely overrepresented in this data. Also, locations of homes in Figs. 
1 and 2 are approximate, since the COS catalogues list most homes by town, rather than by address.   
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number of homes dotted the south and south-east coast, from Dorset to Margate. Their 

locations reflected the availability of various transport links in the late nineteenth century, 

particularly the growing network of rail routes.55 Figure 3.3 shows clearly that homes 

were arrayed along the path of the rail line connecting Bristol to Southampton, south west 

of London, as well as the rail lines between London and Portsmouth, Hastings, and 

Margate. In addition to the south and east coasts, homes also clustered around the large 

cities of Bristol, Birmingham, Leeds, Liverpool, and Manchester.  

 On one level, the geographic patterns of these clusters are unsurprising, given 

their proximity to major urban centers and rail routes, and the high concentration of 

homes in supposedly healthy coastal locales. Yet they also raise questions regarding how 

proprietors made their choices, how they made such sites into suitable places for 

convalescence, and how hospitals and physicians selected particular locales as 

climatically and geographically appropriate for individual patients.  

 Chief among the considerations in site selection was the role of climate. In 

selecting an appropriate climate, advocates looked to the experience of more privileged 

patients. Nightingale, for instance, argued that the best climates for convalescent could be 

“easily determined by the usual practice adopted by physicians with private 

convalescents.”56 Yet establishing permanent locations for convalescent homes involved 

different sorts of decisions than offering therapeutic advice to a single patient. Traditional 

climatotherapeutic knowledge was geared towards advising wealthy patients; it 

emphasized the need to match individuals to particular surroundings with exquisite 

                                                
55 On the growth of Victorian railroads, see Michael Freeman, Railways and the Victorian Imagination 
(New Haven: Yale University Press, 1999). 
56 Nightingale, Notes on Hospitals, 113. 
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precision. How, then, to choose a location suited to hundreds of patients throughout 

different seasons of the year? Faced with the challenge of translating knowledge 

concerning individual, wealthy patients into knowledge that would be useful for a large 

population of working-class convalescents, convalescent home committees often chose 

places they believed would benefit the most patients for the greatest part of the year. This 

reflected a deep commitment to utilitarian principles among charitable organizations such 

as the COS.57  

Selecting locations also involved a variety of geographic considerations beyond 

the local climate. Each home was to a certain extent unique; committees did not follow a 

uniform process of site selection. Accessibility to transport, availability of property and 

existing buildings, and the suitability of the surrounding area for walking, exercising, or 

bathing all influenced decisions about whether particular sites could be transformed into 

places for convalescence. No doubt many homes, especially smaller ones, opened in 

whichever seaside or country towns their proprietors happened to call home. Even among 

larger institutions, relatively few accounts of the processes by which they selected sites 

survive. Nevertheless, these accounts suggest a process that was deeply dependent upon a 

variety of forms of local knowledge, including knowledge of local property markets, 

grocery availability, and sanitary improvements, and even familiarity with local footpaths 

and beaches.  

A great deal of work went into making sometimes imperfect or undeveloped 

locales into places suitable for convalescence. In 1869, for instance, the Worshipful 

                                                
57 Robert Humphreys, Poor Relief and Charity, 1869-1945: The London Charity Organisation Society 
(Houndmills, Basingstoke, Hampshire: Palgrave Macmillan, 2001), 165. For further discussion on the 
COS’s utilitarian philosophy, see chapter 2.  
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Company of Merchant Taylors, one of London’s livery companies, decided to use funds 

leftover from a bequest to open a convalescent home for working men. The committee 

tasked with locating a suitable site for the home first considered whether inland or “sea 

air” was preferable. They unanimously favored the sea, feeling that there was “no 

stronger proof of this determination” than “the course almost invariably adopted by us 

individually, of sending any member of our family similarly conditioned with those we 

contemplate benefitting to the Sea side.” The several physicians they consulted 

concurred. One, Dr. Gull, noted that “although fully aware that Sea Air is not in every 

case beneficial, I am thoroughly convinced that in a great majority of cases dismissed 

from our general Hospitals, it is beneficial.” Not only would the air be healthy, but the 

“novelty of the sea” would produce “intense delight and never ending amusement,” 

which would aid in the restoration of health.58 The committee commenced its search for a 

seaside property with four criteria in mind. First and foremost was the “situation as to 

health”: they wanted a location with dry soil and good drainage. Given that the home 

would be in use year round, it was important that the air be “neither cold nor enervating,” 

and hence that “a dry and equable temperature” was desirable. Second, was the “situation 

as to access”; it was important that the home be within easy reach of London, partly to 

ensure a short journey for patients, but more importantly so that the guild would be able 

to supervise the operation of the home. Third, came the “situation of general 

convenience”; they sought a property that would afford access easy access to a church 

(for worship), a town (for necessaries and amusement), and the seaside (for exercise, sea 

                                                
58 Convalescent Hospital: Report of Special Committee, 29 April 1869, General court minutes for 1867-
1871, Worshipful Company of Merchant Taylors Records, CLC/L/MD/B/003A/MS34010/25, LMA. “Dr. 
Gull” was almost certainly noted surgeon Sir William Gull, a governor of Guy’s Hospital and President of 
the Clinical Society of London.  
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bathing, and the conveyance of sea water). Finally, they sought a house and grounds that 

could be immediately occupied without needing a large financial outlay; ideally, they 

would find a property with “light and airy” rooms capable of housing forty patients and 

the necessary staff, that could be easily extended in the future, with access to good spring 

water, drainage, and with grounds for recreation and exercise.59 

 Using these criteria, the committee examined ten properties in locations ranging 

along the south coast from Margate to Portsmouth. They settled on Fitzleet House in 

Bognor, a seaside town on the coast west of Brighton, which met all their criteria. Based 

on their inquiries, they determined that “the air of Bognor is healthy, … represented as 

being dry, but bracing, the temperature equable, and the soil so dry that within an hour of 

the heaviest rains, walking can be accomplished without inconvenience”; the medical 

report, in other words, was “perfectly satisfactory.” The “situation as to access” was just 

as favorable; the property was a three-minute walk from the railway terminus, making it 

easy to transfer invalids from the train to the house, and the ride from London was only 

two and a half hours. Moreover, two different rail lines served Bognor, with several 

possible routes each day. The area also had all the necessary conveniences: the parish 

church and the beach were both a mere few minutes’ walk away, the town was “well 

supplied,” and nearby farms produced “an abundance of good milk.” Finally, the house 

and grounds were deemed ideal. The mansion stood surrounded by seven acres of walled 

in grounds, facing south with an unobstructed view of the sea. The building was in a good 

state of repair: the rooms were “large light and well ventilated,” plumbing and drainage 

were up to date, and the kitchen was “fully equal to cook the requisite supply for fifty or 

                                                
59 Convalescent Hospital: Report of Special Committee, 29 April 1869, General court minutes for 1867-
1871, Worshipful Company of Merchant Taylors Records, CLC/L/MD/B/003A/MS34010/25, LMA. 
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sixty people.”60 In deciding to make Fitzleet House into a place suitable for 

convalescence, the representatives of the Merchant Taylors Company had to weigh a 

variety of geographic factors. But, in seeking to provide care for a large, working-class 

population, the committee did not worry about selecting the best climate for any 

individual patients in particular. Instead, they picked a location with sea air and an 

equable temperature, which they hoped would benefit the greatest number of patients for 

the greatest part of the year.  

 Other homes chose climates to serve populations of patients recovering from 

particular ailments. For instance, in the early 1890s, representatives of the printing and 

bookbinding trades sought to open a convalescent home for the benefit of their members. 

They were principally concerned with recovery from chest diseases, which were 

widespread among workers in the printing trades. These patients faced difficulties getting 

into existing convalescent homes, at least in part because many locations were seen as 

suitable for chest complaints only at certain times of the year. After attempting to secure 

a dedicated ward in an existing home (the terms of which were deemed too expensive), 

the committee examined a number of towns along the south coast. They settled on 

Swanage, in Dorset, based on the primary consideration that the site must be situated so 

as “to be beneficial to those suffering from chest diseases, and there is no place nearer 

London or easier of access to which we can with safety, all the year round, send patients 

thus affected.”61 Upon consultation, Dr. Vincent Harris of the London Chest Hospital, 

testified that this section of the Dorset coast was more suitable to chest complaints than 

                                                
60 Convalescent Hospital: Report of Special Committee, 29 April 1869, General court minutes for 1867-
1871, Worshipful Company of Merchant Taylors Records, CLC/L/MD/B/003A/MS34010/25, LMA. 
61 General Statement and Appeal by the Committee, August 1891, Caxton Convalescent Home Papers, 
1201E, St. Bride Library, 4, emphasis in original.  
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the coasts of Kent and Sussex. Dr. Forbes Winslow of the North London Hospital for 

Consumption likewise expressed enthusiasm for the climate of Swanage, citing detailed 

knowledge about local meteorological conditions. It had the warmest night temperature in 

England, the least difference in temperature between night and day, mild winters, no fogs 

or penetrating winds, bracing air, beautiful surroundings, and excellent water; it was, in 

short, “in every way suitable for those suffering from chest complaints.”62 After the 

committee identified three possible sites, the architect Henry Saxon Snell and noted 

physician and sanitary reformer Benjamin Ward Richardson were sent to assess the most 

eligible site for what would become the Caxton Convalescent Home. 

 Nevertheless, the decision to locate the home in a climate particularly suitable for 

patients with chest diseases was not impervious to more practical considerations. Before 

construction began, wealthy newspaperman John Passmore Edwards offered to pay a 

substantial portion of the building costs, provided the location of the home was moved 

closer to London. Once the home was built in Limpsfield, Surrey, an inland location 

about twenty miles south of the metropolis, promotional literature justified the decision to 

abandon Swanage by arguing that it was too far from London to allow for easy visits by 

friends or the management and that railway fares were prohibitively expensive.63 In any 

case, the change of location did not prevent the home from trading on the image of a 

salubrious locale. A 1913 brochure attested that the site had been unanimously 

pronounced as ideal by medical opinion; with its pure atmosphere, nearby pine forest, 

                                                
62 General Statement and Appeal by the Committee, August 1891, Caxton Convalescent Home Papers, 
1201E, St. Bride Library, 4. 
63 Caxton Convalescent Home brochure, 1913, Caxton Convalescent Home Papers, Box 402, St. Bride 
Library. 
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magnificent views, and protection from heavy winds, the home in Limpsfield was “in 

fact, the English Riviera for the Convalescent Workers.”64  

 Indeed the practicalities of place, as much as climate, often played a substantial 

role in the decision of where to locate. For example, in May 1893, the East London 

Hospital for Children established a committee to “consider the best position for the 

establishment of a Convalescent Home.” The ensuing process took more than three years, 

during which the committee considered and investigated the benefits and drawbacks of 

various sites and had mixed success with property transactions. After initially looking 

into a house at Sevenoaks, southeast of London, and inquiring with Eastern Railway and 

Great Eastern about the possibility of securing reduced fares,65 the committee decided 

that Clacton-on-Sea, on the Essex coast, would be more suitable.66 After lease 

negotiations on a property there stalled, the committee considered nearby coastal towns, 

including Southend and Frinton-on-Sea,67 before the chairman became aware of land for 

sale near Felixstowe, on the east coast of Kent.68 Dr. Dawson Williams, physician to the 

Hospital, deemed it suitable; after visiting the site, the committee concluded that it 

possessed “many advantages” including its “immediate proximity to both the Sea and the 

Railway Station.69 Nevertheless, by March, they learned that a sewage outfall was to be 

                                                
64 Caxton Convalescent Home brochure, 1913, Caxton Convalescent Home Papers, Box 402, St. Bride 
Library. 
65 Convalescent home committee minutes, 3 May 1983, Records of the East London Hospital For Children, 
EL/A/6/1, RLHA.  
66 Convalescent home committee minutes, June 1893, Records of the East London Hospital For Children, 
EL/A/6/1, RLHA. 
67 Convalescent home committee minutes, February 1894, Records of the East London Hospital For 
Children, EL/A/6/1, RLHA.  
68 Convalescent home committee minutes, January 1895, Records of the East London Hospital For 
Children, EL/A/6/1, RLHA. 
69 Convalescent home committee minutes, January 1895, Records of the East London Hospital For 
Children, EL/A/6/1, RLHA. 
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built 400 yards away, and the search for a site recommenced.70 The committee considered 

sites all along the south and southeast coasts, including Bognor, Broadstairs, 

Littlehampton, and Herne Bay.71 In June, they began to focus their attention on 

Broadstairs, at the eastern tip of Kent. They rejected the idea of using an existing 

property, since the cost of alterations would be too high. Instead, they sent the Lady 

Superintendent to Broadstairs to examine three sites on the East and West Cliffs, with 

regards to the requirements of a home and their accessibility to the shore.72 She reported 

that the sites on the East Cliff had shore access that was more accessible for “small or 

weakly children,” but that, if the road could be extended to bypass the dangerously 

unprotected cliff path to the shore, the site on the West Cliff would be preferable.73 In the 

following months, the committee considered sites in Broadstairs, Hythe (a bit further 

south on the coast of Kent), and Bognor (on the West Sussex coast). The available site in 

Broadstairs had many defects: it was too expensive, it was half a mile inland from the 

station and far from the shore, and had no frontage on a main road with a sewer. In 

Hythe, a suitable location was available near the sea, but there was not yet a sewer in the 

road. The committee finally settled on a site in Bognor, where several plots were 

available, free of restrictive covenants, which would provide enough space to build a 

home, garden, and playground. The road had gas, water, and sewer, and there was only 

                                                
70 Convalescent home committee minutes, March 1895, Records of the East London Hospital For Children, 
EL/A/6/1, RLHA. 
71 Convalescent home committee minutes, May 1895, Records of the East London Hospital For Children, 
EL/A/6/1, RLHA. 
72 Convalescent home committee minutes, April 1895, Records of the East London Hospital For Children, 
EL/A/6/1, RLHA. 
73 Report on Visit to Broadstairs, 29 June to 1 July 1895, Records of the East London Hospital For 
Children, EL/A/6/1, RLHA. 
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100 yards of meadow between the site and the sea.74 The hospital purchased the land in 

September 1896. After two years—less time than it had taken to secure the site—the 

Princess Mary Convalescent Home opened.75 

 Home committees also had to confront local objections in their attempts to 

transform remote, tranquil locales into places for institutionalized convalescence. Such 

complaints often reflected confusion or skepticism about what kind of patients would 

actually be cared for in convalescent homes. Likewise, they were no doubt influenced by 

widespread contemporaneous resistance by local communities to the placement of 

infectious disease hospitals.76 For instance, when the London Homoeopathic Hospital 

sought to open a convalescent home in 1888 in Eastbourne, on the East Sussex coast, the 

leaseholder on the adjoining property protested vociferously. Establishing a convalescent 

home across from his house, he claimed, would do him “incalculable damage” and 

violate the terms of the property’s restrictive covenant, which restricted offensive, 

annoying, disturbing, and dangerous businesses from using the property: 

Nothing can be more offending than seeing daily and hourly from the windows … 
persons in various stages of disease. Again the diseases from which the 
Convalescents have suffered may have been of an infectious nature and it is a well 
known fact that the period of Convalescence is also the most infectious. Hence the 
business, for such it is, will be dangerous …. To be constantly looking out upon 
persons in various stages of various diseases will … be an intolerable annoyance 
to the residents in the neighborhood and as to damage, well, this can already be 
proved to a very considerable extent and if the Hospital becomes a fact there will 
practically be no limit to it.77 

                                                
74 Convalescent home committee minutes, March 1896, Records of the East London Hospital For Children, 
EL/A/6/2, RLHA. 
75 Convalescent home committee minutes, 1898-1898, Records of the East London Hospital For Children, 
EL/A/6/2, RLHA. 
76 Matthew Newsom Kerr, “Sites of Complaint and Complaining: Fever and Smallpox Hospitals in Late-
Victorian London,” in Complaints, Controversies and Grievances in Medicine: Historical and Social 
Science Perspectives, ed. Jonathan Reinarz and Rebecca Wynter (London: Routledge, 2015), 205–22. 
77 Copy of letter of objection from neighbors regarding the using of 66 Enys Road as a convalescent home, 
28 March 1888, Archive Of The Davies-Gilbert Family Of Eastbourne, East Sussex, And Trelissick, 
Cornwall, GIL 3/76/1, ESRO.  
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The hospital was forced to consult its solicitors, who responded that the objections were 

based on a “misapprehension as to what is intended;” no convalescents from infectious or 

contagious diseases would be admitted, and there was “no possibility of any kind of 

annoyance being occasioned to the neighbors.”78 The board decided to proceed, 

expressing their confidence that “any apprehension [would] be found devoid of practical 

foundation” once the home was open, and their unwillingness to defer to “purely 

sentimental objections arising out of sentiments which they think are to be regretted.”79 

Not all local objections were so easily swept aside, however. In 1876, for instance, the 

Thomas Banting Memorial Home was forced to give up its first choice of property in 

Worthing, on the West Sussex coast. The home’s committee reported that “objections on 

the part of neighbors and landlords extensively prevailed in the town so that the Trustees 

had had great difficulty in obtaining any premises.” Eventually, they were able to acquire 

a lease on a house, but only because of a personal connection between its owner and the 

founder of the institution.80  

 As these examples suggest, the process of site selection was deeply dependent on 

both the investigation and production of knowledge about the salubrity, climate, 

conveniences, and drawbacks of particular healthy places. Philanthropists and charitable 

organizations drew on medical and meteorological expertise, local legal practitioners and 

                                                
78 Copy of letter from S. M. and J. B. Benson, solicitors for the Board of Management of the London 
Homoeopathic Hospital to Messrs Drake and Lee regarding the using of 66 Enys Road as a convalescent 
home, 11 April 1888, Archive Of The Davies-Gilbert Family Of Eastbourne, East Sussex, And Trelissick, 
Cornwall, GIL 3/76/1, ESRO.  
79 Copy of letter from S. M. and J. B. Benson, solicitors for the Board of Management of the London 
Homoeopathic Hospital to Messrs Drake and Lee regarding the using of 66 Enys Road as a convalescent 
home, 12 May 1888, Archive Of The Davies-Gilbert Family Of Eastbourne, East Sussex, And Trelissick, 
Cornwall, GIL 3/76/1, ESRO.  
80 Minutes for 26 October 1876, Thomas Banting Memorial Trust Records, AM 419/1/1, WSRO.   
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property owners, and their own investigations to assess the merits of various sites and to 

consider which would be most convenient, practicable, and provide benefit to the greatest 

number of patients. Likewise, it required work to turn potential sites in healthy locales 

into places suitable for institutional convalescence. Train routes and fares had to be 

negotiated; buildings purchased, remodeled, or built; sewers and water mains connected; 

roads and paths graded or extended; and local objections managed or overcome. 

Selecting sites for convalescent homes, therefore, required more than simply identifying 

existing healthy locales; it also required a variety of place-making practices to turn such 

locales into therapeutic sites.  

Once homes had established themselves, their locations became an important 

selling point in their promotional and fundraising efforts. Annual reports and media 

accounts constantly touted the benefits of the healthy places in which homes were 

situated. A pamphlet promoting the Beach Rocks Convalescent Home in Sandgate, Kent, 

lauded Sandgate as “a spot where nature may be relied on to assist the physician in 

checking the progress of disease and restoring the shattered frame.” Beyond the typical 

qualities of south coast towns—“pure and genial air, equable temperature, and charms of 

situation and of scenery”—Sandgate was protected from the north and east winds by high 

ground, it tended to be free from fog and receive lots of sun, and the soil was dry. The 

pamphlet noted that, in addition to being a “well fitted” locale for invalids, “the absence 

of cold winds and small range of the thermometer render Sandgate particularly 

favourable for phthisical patients, and those suffering from all diseases of the chest.”81 

Such rhetoric often cited local climatic expertise in distinguishing particular sites as 

                                                
81 Particulars of Beach Rocks Sea-Side Convalescent Home, Sandgate, Kent (London: London Samaritan 
Society and Homerton Mission, 1895). 
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particularly healthy. In an annual report, for instance, the Southern Convalescent Home 

in Lancing, just west of Brighton, boasted that, in terms of the salubrity of the 

neighborhood, there was no better place in England. They quoted an article by a 

“gentleman from Surrey” who had vacationed in Lancing for many years. He maintained 

that  

the great asset of Lancing is the quality of its atmosphere, and those who have 
habitually visited the place know full well how delicious and invigorating that is. 
Although so near to both Brighton and Worthing, its air is superior to that of 
either place, and, perhaps, may be said to combine the bracing virtue of 
Brighton’s sea-breezes with the balmy sweetness of the atmosphere of Worthing. 
But yet further and still more, its hill country affords an approach to mountain air 
not easily obtained anywhere else on the South Coast.82 

 
The home harnessed these boosterish claims to bolster its appeal for contributions and 

donations of goods and food. 

 

From the Hospital to the Seaside 

Faced with an array of convalescent institutions in a variety of locales and climates, 

hospitals, physicians, and charities had to decide where it was best to send particular 

patients. Geography was not always the first consideration in such decisions, which were 

shaped by factors such as ability to procure a letter for a particular home, existing 

relationships between hospitals, philanthropic organizations, and particular convalescent 

homes, and the availability of beds. Nevertheless, serious consideration about appropriate 

climate and locale played at least some role in deciding where individual patients should 

go to convalesce. This represented a concerted attempt to use convalescent homes as 

technologies of place—in other words, as therapeutic sites where the variety of England’s 
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health-giving climates were made available to patients. Indeed, hospitals’ efforts to 

secure country convalescent accommodation for their patients underscore the degree to 

which convalescent institutions used England’s climatic hinterlands as a form of hospital 

therapy. This suggests that, in addition to the myriad transformations taking place within 

the hospitals in the late nineteenth century—from new architectural forms, to the creation 

of pathological and bacteriological laboratories, to the use of new technologies such as 

the x-ray machine—it is necessary to also look beyond the hospital walls to understand 

the nature of hospital care during this period. Though hospitals were certainly adopting 

reductionist and technological therapeutic approaches, they were simultaneously 

increasing their reliance on holistic and environmental forms of therapy.83 In setting up 

convalescent homes, hospitals were not merely discharging patients, but completing their 

care—care which, in theory and at least sometimes in practice, was based on careful 

attention to the interaction between individual patients and particular environments. For 

hospitals, country and coastal convalescent care was a means by which therapeutic 

practices associated with an older tradition of Hippocratic and environmental medicine 

could be integrated with, and serve as a necessary adjunct to, the increasingly 

technological and specialized care offered within their walls.84  

 The desire to use convalescent homes to match individual patients to particular 

climates was evident in the work of a variety of groups involved in organizing 

                                                
83 On the persistence of anti-reductionist modes of thinking during this period, see Christopher Lawrence 
and George Weisz, “Medical Holism: The Context,” in Greater than the Parts: Holism in Biomedicine, 
1920-1950, ed. Christopher Lawrence and George Weisz (New York: Oxford University Press, 1998), 1–
24. 
84 This echoes the findings of Meghan Crnic, who, in examining children’s seaside hospitals in the US 
during this period, has shown that such hospitals were sites of the “rationalization of natural therapeutics” 
which “allowed physicians to dose the environment and situate marine medication within the domain of 
elite, allopathic medical practices”; see “Seeking the Salubrious Sea,” 17. 
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convalescent care, including the COS. As discussed in chapter 2, beginning in the 1880s, 

the COS’s Convalescent Committee helped to coordinate and subsidize the work of the 

COS’s district committees in sending poor patients for convalescence. On behalf of the 

COS, the Convalescent Committee secured beds at a range of convalescent homes, 

making them available to patients recommended by district committees. The form that 

district committees used to apply for Convalescent Committee beds asked for a range of 

information about the patient, including name, age, sex, occupation, the ailment from 

which they were convalescent, special treatment required, the length of stay desired, and 

“climate most advisable.”85 The committee preferred that, if possible, signers of 

certificates should leave open “the question [of] seaside versus country,” since while “in 

a large number of cases seaside change is imperative,” seaside accommodation was both 

limited and in high demand, and for many patients “the country would do as well.”86 The 

committee used such flexibility to its advantage. For instance, in the case of Alice 

Woodman, an eight-year-old convalescent child referred by the Bow Committee in 1889, 

it took the Convalescent Committee several attempts to find a suitable place to send her. 

After discovering that their first choice—a home at St. Leonard’s, on the coast of Kent—

was closed, the secretary of the committee recommended that the child be sent to a home 

in Brighton. Though there was no opening there either, the committee approved of the 

secretary’s attempt to send the child to Brighton, “there being no entry on the medical 

certificate to the effect that a warm South Coast locality was necessary.”87 Evidently, sea 

                                                
85 A Short Statement Concerning Convalescent Relief, 1884, Charity Organisation Society Records, 
A/FWA/C/H/6/56, LMA, 44.  
86 A Short Statement Concerning Convalescent Relief, 1884, Charity Organisation Society Records, 
A/FWA/C/H/6/56, LMA, 34.  
87 Minutes for 28 February 1889, COS Medical and Convalescent Subcommittee, Charity Organisation 
Society Records, A/FWA/C/A/26/6, LMA, emphasis in original.  
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air had been recommended for the child, but no specification had been made as to the 

necessity of a warm or cold climate, enabling the committee to consider a wider range of 

possible homes.  

Nevertheless, the COS took seriously the idea that appropriate climates should be 

selected based on the needs of individual patients. In 1886, for example, the St. George’s 

district committee complained that some applications for convalescent treatment were 

“accompanied by the very vague statement—‘The doctor says I shall be better for change 

of air.’” Such applications required them to ascertain “what climate the doctor 

recommends” before proceeding.88 The central Convalescent Committee encountered 

similar issues. In 1883, for instance, Major Fitzroy, a member of the COS’s 

Administrative Committee, asked about the “difficulty of ascertaining whether a 

Convalescent Home entered on a Medical Certificate was really suitable for the case.” He 

cited, incredulously, a certificate which recommended a patient be sent to either 

Bournemouth or Seaford, implying that insufficient consideration had been given to the 

differences between the two locations almost 90 miles apart, in Dorset and East Sussex 

respectively. He suggested that the Convalescent Committee ought to do more to inform 

the district committees on this subject. The committee agreed. The attorney M. W. 

Moggridge, a committee member who was active in the work of the COS, suggested that 

a paper be compiled “giving information as to the climate and surroundings of various 

Convalescent Homes.” The committee decided that, in cases such as the one noted by 

Fitzroy, “inquiry should have been made of the Doctor as to whether or not he had made 

a mistake in not recognizing the essential difference between the two places.” Such 
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difficulties, they concluded, also highlighted “the desirability of having a skilled 

convalescent practitioner within the reach of each [district] committee.”89 This, too, 

demonstrates how decisions about matching patients with destinations were dependent on 

the advice of practitioners with expertise about the therapeutic effects of particular local 

climates.  

In addition to making decisions about where to send individual patients, the COS 

and other groups published catalogues of convalescent homes that were meant, at least in 

part, to make the geography of convalescence legible to charities, donors, hospitals, and 

patients. Geography and climate played crucial roles in organizing the catalogue of 

convalescent homes serving the metropolis that the COS published annually starting in 

1884. As described above, the catalogue separated “seaside” and “inland homes” with 

further subcategories indicating which homes accepted men, women, children, or a 

combination. Seaside homes were arranged geographically, beginning in Cornwall and 

proceeding east and north, and then again from Somerset to the Lancashire Coast. Inland 

homes were arranged based on their distance from London.90 Later editions of the 

catalogue made this geographic arrangement more explicit. In 1900, for instance, the 

Digest noted that: 

The Seaside Homes are arranged according to the coast line, beginning with 
Cumberland, and proceeding southwards along the coast of Lancashire, Cheshire, 
Wales, Somersetshire, North Devon, Cornwall, and so on, under Northumberland 
is reached … The Inland Homes are arranged … by counties, according to their 
distance from London.91  
 

                                                
89 Minutes for 16 March 1883, COS Convalescent Committee Charity Organisation Society Records, 
A/FWA/C/A/29/2, LMA.  
90 The Charities Register and Digest, Convalescent Section, 1884, Charity Organisation Society Records, 
A/FWA/C/H/6/56, LMA, 1-72.  
91 The Annual Charities Register and Digest (London: Charity Organisation Society, 1900), 123. 
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This arrangement made the guide usable for a donor or charity worker who wished to 

send a patient to a particular region to gain the benefit of its particular climate. Indeed, a 

prefatory note to the listing of homes emphasized that “great care … must be taken to 

ascertain to what climate the patient should be sent.” The COS was particularly 

concerned about subscribers who gave out convalescent letters without regard for the 

climate or locale recommended by a physician: “letters for seaside homes are given to 

patients for whom the doctor has specially ordered an inland home; or a man is sent to 

Folkestone when he ought to have gone to Ventnor. The result is that he gains little or no 

benefit by the change; he has simply occupied a bed which might have been more 

beneficially tenanted by someone else.”92 Insufficient attention to climatic specificity 

threatened both the welfare of the patient and the efficiency of charitable relief.93 Of 

course, the use of catalogues in this manner was dependent upon the kinds of highly 

specific local knowledge about climate and health generated by local physicians and 

sanitary organizations around the country, published in guides for health travel and 

compendia of salubrious locales.94 

Hospitals, too, took advantage of these therapeutic benefits, sending their patients 

to convalescent homes in large numbers. As discussed in chapter 1, convalescent homes 

appealed to hospital practitioners and reformers who saw patients’ removal to healthy 

surroundings as a necessary adjunct to hospital treatment. Popular media often described 

                                                
92 Ibid., 124. 
93 Other catalogues of convalescent charities were less explicit in their emphasis on geography. The listing 
of Convalescent Homes in Burdett’s Hospitals and Charities Annual, for instance, listed homes by town, 
but organized towns alphabetically, rather than geographically. See Burdett’s Hospital and Charities 
Annual (London: The Scientific Press, 1895). The Englishwoman’s Yearbook, a compendium of social, 
cultural, and charitable organizations, organized “seaside and inland” homes together, listed alphabetically 
by town, within larger groupings based on gender and age. See Janes, The Englishwoman’s Year Book and 
Directory, 284–94. 
94 See the discussion of James Clark and other similar practitioners above.  
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the work of convalescent homes as the necessary extension of the care provided in 

hospitals themselves. “No work can adequately express the immense relief to suffering 

humanity which is afforded by our hospitals, infirmaries, and nursing institutions,” 

proclaimed an article in the Northern Echo in 1894:  

The convalescent home is a necessary adjunct to those benevolent agencies. There 
comes a time when the patient, having overcome the disease or injury which has 
afflicted him, is on the high road to health and needs, not medicine, but a change 
of air and scene, careful nursing, and suitable and nutritious diet in order to build 
up the debilitated system. For the richer classes these boons are easy of 
attainment. They can whenever they please travel to this or that health resort and 
reside there under conditions which give them every chance of speedy recovery. 
Not so … with the working man.95 
 

Burdett’s Hospitals and Charities Yearbook spoke with equal enthusiasm about the role 

of convalescent homes as an extension of hospital care:  

After the doctors have done their part, whether in the hospital of sick-room, there 
comes the stage of convalescence when nothing but a change of air and scene can 
give new live and vigour to body and mind …. Perhaps, from a good doctor’s 
point of view, [convalescent homes] are, next to hospitals, the most valuable of all 
charitable institutions. Certainly no others are spoken of with more enthusiasm by 
the medical profession.96 
 

Hospitals’ Samaritan Societies were often the agencies which raised funds to pay for 

patients’ convalescence and which made arrangements with independent homes for 

convalescent beds. In their fundraising materials and annual reports, hospitals 

emphasized that the ability to send patients for convalescent care was an essential adjunct 

to their therapeutic work. For instance, in the report of the Westminster Hospital 

Samaritan Fund for 1886, the fund’s committee reported sending 203 patients for 

convalescence during the year (102 to the sea, and 101 to inland homes), stressing the 

                                                
95 “A New Convalescent Home,” Northern Echo, no. 7517 (April 3, 1894). 
96 Henry Burdett, Burdett’s Hospitals and Charities: Being the Year Book of Philanthropy (London: The 
Scientific Press, 1899), 114–15. 
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necessity of such care in completing the work done by physicians in the hospital: “the 

skill of the physician must be complemented by good air, rest, and nourishment, if a 

successful result to their treatment is to be assured.”97  

Hospitals made convalescent treatment available to their patients both by opening 

their own convalescent branches and annexes and by coordinating carefully with 

independent homes to secure a steady supply of available beds. St. Bartholomew’s and 

St. George’s were among the first hospitals to have their own convalescent branches.98 

Philanthropists also began to open independent charitable homes specifically to serve the 

patients of metropolitan hospitals. For instance, in 1890, Peter Reid, a philanthropist and 

governor at St. Thomas’s and St. Bartholomew’s hospitals, donated £100,000 to found 

and maintain a convalescent home for hospital patients from London.99 When the 

resulting Hospital Convalescent Home opened at Parkwood, in Swanley, Kent, in 1893, 

its trustees allotted its beds to the hospitals of the metropolis: thirty to the London 

Hospital, twenty each to Guy’s, St. Thomas’s and Middlesex, and fifteen each to 

Westminster and St. Mary’s.100 By the early twentieth century, more than fifty 

convalescent institutions had been founded with some direct connection to hospitals and 

infirmaries in London and around the country.101 

The coordination between hospitals and convalescent homes sparked debates 

about whether it was more effective and efficient for hospitals to send patients to 

                                                
97 Report of the Westminster Hospital Samaritan Fund for 1886, Westminster Hospital Group Records, 
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98 “Convalescent Hospitals,” All the Year Round 24, no. 587 (February 28, 1880): 326. 
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100 “Opening of the Parkwood Convalescent Home at Swanley,” from the South Eastern Gazette (13 June 
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independent convalescent institutions or to open their own convalescent branches in the 

country. Some critics argued that it would be better for hospitals to avail themselves of 

existing convalescent homes, rather than incurring the “expense of dual maintenance and 

administration” that establishing their own convalescent branches would entail, while 

others argued that there was no reason why such branches should be any less economical 

than sending patients to independent homes.102 One benefit of hospitals relying on a 

range of independent homes as opposed to opening a single convalescent branch, 

however, was that it would be “far better to have a wide range of other climatic and other 

conditions to pick from, rather than to be limited in all cases to the peculiar advantages of 

one particular climate and situation.”103 This debate, in other words, reflects both how 

essential convalescent treatment had quickly become to the operation of hospitals, and 

also how specific geographies of convalescence were closely intertwined with hospital 

care.  

 

Conclusion 

As this chapter has shown, geographic and climatic concerns were central to the 

justification, distribution, and functioning of convalescent homes. Their popularity as a 

therapeutic tool reflected the deep-seated belief that health, especially in periods of 

recovery, was fundamentally connected to various aspects of place, particularly fresh 

country air and sea breezes. And yet taking advantage of these climatic benefits was 

never simple. Stable therapeutic landscapes for the care of convalescent patients were not 

simply found; they had to be, and were, made. In order to establish such sites, charities 

                                                
102 Ibid., 158–59. 
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and hospitals familiarized themselves with the knowledge of local medical practitioners, 

property markets, and the topographic and social geographies of remote towns. They also 

made decisions about what locales and climates would do the most good for the greatest 

number of their patients. Through these various place-making practices, convalescent 

homes enabled hospitals, physicians, and medical philanthropists to harness the wide 

variety of England’s climates as tools to be deployed for the benefits of its suffering 

urban patients. This revises, somewhat, our conception of the role of therapeutic 

innovation in the late nineteenth-century hospital. The growing influence of convalescent 

homes during this period suggests that, in addition to new therapeutic approaches based 

on increasing reductionism and quantification, hospitals found ways to maintain, and 

even expand the role of holistic and environmental therapies in the practice of scientific 

medicine.  

 Nevertheless, though convalescent homes were, in an important sense, extensions 

of hospitals, and were often described as such, the ideal home was not simply a hospital 

ward removed to the country. Indeed, convalescent home advocates thought that such 

institutions should not resemble hospitals at all. Instead, they argued, both the recovery of 

convalescent patients and their moral and social wellbeing depended on the design of 

convalescent institutions that resembled not hospitals, but homes. The next chapter 

therefore turns to ideas about the role of domesticity in the therapeutic spaces of 

convalescence. 
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Figure 3.1. Map of Great Britain showing health resorts, divided into 
climatic regions, from Spencer Thomson, Health Resorts of Britain, 1860. 
Image courtesy of the Wellcome Library.  
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Chapter 4 
“So delightful a temporary home”: Convalescence and the Material Culture of 

Domesticity 
 
 
Upon the opening of the Liverpool Convalescent Institution at Woolton in 1873 (Fig. 

4.1), a correspondent from the Liverpool Mercury reported on the “comforts” it held in 

store. In contrast to dreary hospital wards, “the cheerfulness and beauty of the scenery 

around Woolton” would help put patients on the path back to “life and vigour.” A tired 

convalescent would be “able to sit, in a capacious dayroom, in an old-fashioned but most 

comfortable armchair, and feast his eyes upon the lovely scenery,” or perhaps “stretch his 

yet tottering limbs upon a spring-seated sofa as luxurious as any gentleman could desire 

to use.” At night, in his quiet bedroom, he would “not be disturbed by the groans or sighs 

of a sleepless sufferer on an adjoining couch.” The author noted approvingly that 

“cheerfulness, comfort, ventilation, and many other things … will here be laid under 

tribute to aid the healing process, and the restoration of many to renewed health.” For 

enfeebled convalescents, the writer surmised, “the Convalescent Hospital at Woolton will 

be so joyfully welcomed, and form so delightful a temporary home.”1 

As previous chapters have shown, the philanthropists and medical reformers who 

supported convalescent institutions were concerned about conditions in urban hospitals 

and believed that effective convalescent care required a change of locale from city slums 

to healthy climates. In their minds, however, creating a satisfactory environment for 

convalescents was not as simple as taking a hospital and moving it to the countryside. 

Their imagined ideal of convalescent space was not the hospital, but the home. As this 

                                                
1 “The Convalescent Hospital at Woolton,” Liverpool Mercury, no. 7969 (August 5, 1873).  
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description of Woolton suggests, theirs was a very particular imaginary of “home,” one 

which blended tranquility, seclusion, and repose with beauty, luxury, and material 

comfort, and which stood in stark contrast to their impression of working-class 

households. Advocates drew on powerful Victorian ideas about domesticity and the 

material culture of domestic comfort in claiming that convalescent establishments should, 

at all cost, avoid the feeling and “cast-iron routine” of institutions.2 They attempted to 

create spaces that were as home-like as possible, mimicking the spatial designs, material 

comforts, and behavioral practices of middle-class and genteel domesticity.  

This chapter explores what it meant for convalescent institutions to be “home-

like.” Convalescent institutions were liminal spaces, situated between hospitals and 

homes, but advocates portrayed them as having much more in common with the latter. 

They believed that home-like comfort, cheerful surroundings, and the trappings of family 

life were essential to the wellbeing and recovery of convalescent patients. They cultivated 

an image of domesticity through a range of techniques: by emulating the architectural 

designs of country villas, by imitating the spatial arrangement and material culture of 

middle-class homes, and by encouraging patients and staff to engage in habits and 

practices that resembled those of everyday family life. The characterization of 

convalescent institutions as temporary homes reflected the view that patients required 

both aid in recovery and a shield against the defective domesticity that purportedly 

characterized the homes of the urban working poor.  

In the Victorian culture of domesticity, the home, in its idealized form, was a 

crucial site for the production and maintenance of family life, individual character, and 

                                                
2 Particulars of Beach Rocks Sea-Side Convalescent Home, Sandgate, Kent (London: London Samaritan 
Society and Homerton Mission, 1895), 19. 
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public virtue. A voluminous body of scholarship has examined how this ideology 

developed and was sustained. Leonore Davidoff and Catherine Hall’s pioneering work 

Family Fortunes showed how the industrial revolution brought about an increasing 

spatial separation between home and work while the growth of evangelical culture 

emphasized the virtues of home life. These shifts were accompanied by a sharper division 

between public and private and the growing subdivision of the middle-class home into 

single-use spaces, such as parlors, sitting rooms, dining rooms, and bedrooms.3 Material 

culture was a key part of Victorian domesticity; increasing middle-class affluence and the 

growing mass market for consumer goods helped put emphasis on the home—its rituals, 

decoration, and spatial arrangement—as a bearer of moral values and a site of emotional 

investment. As Deborah Cohen has argued, “house-pride came to define what it meant to 

be British”; the Victorians stuffed their homes full of objects in order to elevate their 

moral tone and to articulate their personalities through displays of individual taste.4 

Domestic decoration and arrangement were, in Judy Neiswander’s words, “part of a 

broader conversation about optimal ways of living, both within the family and within the 

culture as a whole.”5 The domestic spaces and material possessions of middle-class 

families played an essential role in shaping their identities, emotions, and relationships.6 

Historians of medicine have extended this analysis, demonstrating the important links 

                                                
3 Leonore Davidoff and Catherine Hall, Family Fortunes: Men and Women of the English Middle Class 
(Chicago: University Of Chicago Press, 1987), 357–96; see also John Tosh, A Man’s Place: Masculinity 
and the Middle-Class Home in Victorian England (New Haven: Yale University Press, 2008); Judith 
Flanders, Inside the Victorian Home: A Portrait of Domestic Life in Victorian England (New York: W.W. 
Norton, 2004). 
4 Deborah Cohen, Household Gods: The British and Their Possessions (New Haven: Yale University Press, 
2009). 
5 Judy A. Neiswander, The Cosmopolitan Interior: Liberalism and the British Home 1870-1914 (New 
Haven: Yale University Press, 2008), 9. 
6 Jane Hamlett, Material Relations: Domestic Interiors and Middle-Class Families in England, 1850-1910 
(Manchester: Manchester University Press, 2010). 
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between the materiality of domestic space and ideas about hygiene, healing, and identity 

at the end of the nineteenth century. Annmarie Adams has noted the profound ways in 

which medical and hygienic concerns shaped domestic architecture and interior design.7 

Similarly, Graham Mooney has detailed the material culture that sprung up around 

tuberculosis care at the turn of the twentieth century, showing how consumptives’ use of 

domestic goods emerged as a crucial area for moral regulation.8 

The culture of domesticity, however, rested on a number of assumptions and 

idealizations that obscured more complex and contested realities. In the Victorian 

imagination, the ideal home was characterized by privacy and a strict separation from the 

workplace. In many ways, however, home life—even among the middle classes—was 

both profoundly visible and deeply intertwined with the world of work. Many forms of 

work, from the professional to the philanthropic, blurred the boundaries separating the 

home from the outside world. The functioning of the middle-class home, moreover, was 

contingent both on women’s work—often unpaid and unrecognized—and on the 

extensive labor of domestic servants. Their constant presence and deep involvement with 

the daily ins and outs of household life belies the notion that home was an inviolable 

sanctum of privacy for the middle-class family.9 The very importance attached to 

domesticity as a marker of public virtue, and the continuing preoccupation among 

middle-class social reformers with the failure of working-class domesticity, ensured that 

                                                
7 Annmarie Adams, Architecture in the Family Way: Doctors, Houses, and Women, 1870-1900 (Montreal: 
McGill-Queen’s University Press, 1996). 
8 Graham Mooney, “The Material Consumptive: Domesticating the Tuberculosis Patient in Edwardian 
England,” Journal of Historical Geography 42 (October 2013): 152–166. 
9 Moira Donald, “Tranquil Havens? Critiquing the Idea of Home as the Middle-Class Sanctuary,” in 
Domestic Space: Reading the Nineteenth-Century Interior, ed. Inga Bryden and Janet Floyd (Manchester: 
Manchester University Press, 1999), 103–20; Leonore Davidoff et al., The Family Story: Blood, Contract, 
and Intimacy, 1830-1960 (London New York: Longman, 1999), 25–28. 



177 
 

the details and failings of domestic life were constantly being made visible for public 

investigation and display.10 At the same time, while limited resources and crowded 

surroundings prevented many poor families from maintaining homes that lived up to the 

ideals of privacy, spatial segregation, and tasteful decoration, such families were 

nevertheless adept at policing the boundaries of their homes. The working-class home 

was not necessarily “the undifferentiated segment of the wider ‘slum’” that middle-class 

crusaders often made it out to be.11 

Building on this picture of domestic ideology as constructed, contested, and often 

discontinuous with material reality, historians have begun to examine how ideas about 

domesticity and domestic space were deployed in institutions beyond the home. 

Domesticity played a crucial role in structuring certain types of care in the late nineteenth 

and early twentieth centuries, particularly in spaces such as mental asylums, orphanages, 

and sanatoria. Jane Hamlett, for instance, has examined how domesticity—what she calls 

“a shared set of cultural practices encompassing relationships, behaviours, and things”—

was deployed in asylums, lodging houses, and schools, which, with varying degrees of 

success, attempted to exercise power by using the trappings of domestic material culture 

to cure, control, and “civilize” their inmates.12 Lydia Murdoch has argued that 

orphanages used approximations of domestic space and artificial recreations of family 

life to rescue the children of the “undomestic” poor from uncontrollable slums and mold 

                                                
10 Karen Chase and Michael Levenson, The Spectacle of Intimacy: A Public Life for the Victorian Family 
(Princeton University Press, 2009); see also Adams, Architecture in the Family Way. 
11 Martin Hewitt, “District Visiting and the Constitution of Domestic Space in the Mid-Nineteenth 
Century,” in Domestic Space: Reading the Nineteenth-Century Interior, ed. Inga Bryden and Janet Floyd 
(Manchester: Manchester University Press, 1999), 137. 
12 Jane Hamlett, At Home in the Institution: Material Life in Asylums, Lodging Houses and Schools in 
Victorian and Edwardian England (Palgrave Macmillan, 2014), 7; see also Dell Upton, “Persuasion and 
Coercion: Therapeutic Landscapes of the Early National Period,” Change Over Time 6, no. 2 (November 
10, 2016): 116–37. 



178 
 

them into productive citizens.13 Mary Guyatt and Stephen Soanes have shown that mental 

asylums and psychiatric after-care facilities encouraged patients to draw cheer and 

comfort from interiors that imitated the spatial arrangements, material richness, and 

familial relationships of middle-class homes.14  

Late Victorian convalescent homes also deployed ideas about the value of 

domestic space and domestic material culture. By the 1860s, hospital reformers such as 

Florence Nightingale argued that caring for convalescents required not merely good food, 

fresh air, and salubrious locales, but also making patients feel as if they were at home. 

Convalescent homes subsequently drew on various influences in constructing their image 

of “home-like” interiority. Many emulated the grand designs and genteel environs of 

Gothic country villas, which held powerful cultural connotations. Gothic architecture and 

picturesque natural surroundings connected convalescent homes to idealized imaginaries 

of pre-industrial English life, putting them in stark contrast with the degrading stresses 

and disorienting transformations of contemporary urban existence. Convalescent 

institutions also emulated the sub-divided and possession-packed spaces of middle-class 

homes. Contrary to hospitals, where patients remained mostly on the wards, convalescent 

homes had bedrooms, day rooms, dining rooms, and libraries, mimicking the division of 

middle-class homes into spaces with varying functions, degrees of privacy, and gendered 

                                                
13 Lydia Murdoch, Imagined Orphans: Poor Families, Child Welfare, and Contested Citizenship in London 
(New Brunswick, N.J.: Rutgers University Press, 2006), 43–66. 
14 Mary Guyatt, “A Semblance of Home: Mental Asylum Interiors, 1880-1914,” in Interior Design and 
Identity, ed. Susie McKellar and Penny Sparke (Manchester: Manchester University Press, 2004), 48–71; 
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associations. Similarly, they drew on middle-class beliefs about the importance of 

decoration, furnishing, and comfort. Convalescent patients were surrounded by 

comfortable furniture, cheerful decorations, and domestic amusements to make them feel 

at ease and at home. 

These domestic touches were seen as essential to the recovery of convalescents, 

but they also represented attempts to control and improve working-class populations. 

Social and physical environments were believed to be closely connected to character and 

morality in nineteenth-century British culture; spatial and material arrangements were 

thought to play a crucial role in the formation of particular subjectivities.15 

Convalescence—a period during which individuals were especially susceptible to outside 

influences—thus represented a period of simultaneous vulnerability and potentiality. 

Unlike middle-class homemakers, for whom domestic material culture offered a means to 

express their own morality and refinement, operators of convalescent charities thought 

that domestic arrangements created opportunities for working-class patients to observe 

and emulate proper models of decoration and behavior. The degrading conditions of 

working-class housing put recovering patients at risk of social, moral, and spiritual ruin; 

convalescent homes, in contrast, offered time and space both for recovery and in which to 

learn habits and practices of respectable behavior. Situated between hospitals, where 

patients were dependent upon nurses and physicians, and the home, where they were 

expected to exercise independence, self-control, and self-reliance, convalescent homes 

provided spaces in which civilized sociability could be both modeled and practiced. In 

                                                
15 Felix Driver, “Moral Geographies: Social Science and the Urban Environment in Mid-Nineteenth 
Century England,” Transactions of the Institute of British Geographers, New Series, 13, no. 3 (January 1, 
1988): 275–87; Murdoch, Imagined Orphans; Miles Ogborn, Spaces of Modernity: London’s Geographies 
1680-1780 (New York: Guilford Press, 1998). 
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contrast to other domesticity-deploying institutions such as asylums, boarding schools, 

and lodging houses, which served as primary residences for particular populations over 

extended periods of time, convalescent homes were designed to serve as temporary 

exemplars of domestic arrangements and practices that working-class patients could carry 

back to their own homes and families. The material culture of domesticity adopted by 

convalescent homes—partially superintended private spaces, the rituals of communal 

dining and games, and the moral value of domestic decorations—was meant to help turn 

patients into what Patrick Joyce calls “liberal subjects”: restrained, self-regulating, and 

self-disciplining individuals, encouraged by their material environment to cultivate good 

and respectable modes of conduct.16  

To unpack the rhetorical and design strategies that convalescent homes used to 

cultivate an image of domesticity, I analyze evidence from homes’ administrative 

records, annual reports, fundraising appeals, and press accounts. Though certain 

institutions, such as the home at Woolton, feature prominently in the narrative, I present 

evidence from a broad array of convalescent homes, both to demonstrate the widespread 

belief in the connection between domesticity and convalescence and to illustrate the 

variety of designs through which this belief was made manifest. While the specifics 

varied from institution to institution, views of what it meant to foster a home-like 

environment were commonly expressed through architecture, interior design and 

decoration, and the behavioral expectations, rituals, and routines envisaged for patients.  

                                                
16 Patrick Joyce, The Rule of Freedom: Liberalism and the Modern City (London: Verso, 2003); see also 
Simon Gunn and James Vernon, “What Was Liberal Modernity and Why Was It Peculiar in Imperial 
Britain?,” in The Peculiarities of Liberal Modernity in Imperial Britain, ed. Simon Gunn and James Vernon 
(Berkeley: University of California Press, 2011), 1–18; James Vernon, “What Was Liberalism, and Who 
Was Its Subject?; Or, Will the Real Liberal Subject Please Stand Up?,” Victorian Studies 53, no. 2 (2011): 
303–310. 
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Just as in actual homes, however, the ideals of domesticity espoused by 

convalescent home advocates were deeply ideological, reflecting aspirations that 

underestimated the complexity of lived experiences and material realities. Differing 

opinions about how ornately to furnish convalescent homes, for example, reveal concerns 

about whether genteel designs and practices could actually be emulated in working-class 

households. Moreover, patients’ experiences of convalescence were produced through 

negotiation, not imposition. Homes’ inhabitants joined architects, philanthropists, and 

medical staff in giving these institutional spaces their meaning.17 Patient accounts 

demonstrate that inmates had their own expectations and opinions regarding their stays, 

which sometimes, but not always, aligned with the ideal image of “home” that authorities 

wished to create. Not surprisingly, patients’ experiences varied. Many felt a strong sense 

of comfort, care, and belonging, even developing close emotional relationships with staff 

or other inmates. Others were less at ease, missing their friends and families or feeling 

anxious about being unable to perform their responsibilities at home. And for some 

patients, the institutional realities of convalescent homes pierced any artificial veneer of 

domesticity; complaints about diet, discomfort, or poor treatment in some institutions 

reveal how easy it was for surroundings to feel anything but home-like when even a few 

things were amiss.  

 

Between the Hospital and the Home  

Because the Victorians associated comfort and sanctuary with the home, they also 

privileged the home as a site of convalescence. Over the course of the century, the home 

                                                
17 Hamlett, At Home in the Institution, 10; see also Soanes, “‘The Place Was a Home from Home,’” 119–
22. 
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took on almost sacred connotations as a source of identity, morality, and joy.18 Especially 

when it came to sickness and recovery, home was a place of respite and repose, an island 

of tranquility in the otherwise buffeting storm of industrial society. Ideally, when illness 

struck, the bedroom was transformed into the sickroom, which required careful 

management to protect the patient from the dangers of disease and outside influence.19 

Images of convalescents in popular print portrayed the home as a site of rest and 

recovery, depicting privileged convalescents resting in their own beds in peaceful, well 

decorated rooms, or otherwise relaxing in well appointed sitting rooms or sheltered 

gardens, protected from the tempests of the wider world.20 In light of these normative 

associations between illness, recovery, and domestic sanctuary, the situation of less 

fortunate convalescents was a source of widespread anxiety. In the popular imagination, 

working-class housing was plagued by filth, overcrowding, and slum conditions. Though 

conditions were sometimes better than imagined, illness was a reality of working life, and 

few members of the working poor had tranquil retreats within which to sequester 

themselves during convalescence. As the voluntary hospitals in London and other cities 

grew more and more crowded, hospital reformers feared that patients were being 

discharged long before they were healthy enough to return to the pressures of work or the 

stresses of home life, and that the abysmal living conditions in urban slums would put 

them at serious risk of relapse. 
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Florence Nightingale, who exerted a profound influence on hospital reformers in 

the 1860s, argued that caring for such individuals required dedicated spaces of recovery 

that resembled homes, rather than hospitals. As discussed in chapter 1, a major thrust of 

Nightingale’s critique of contemporary hospitals was that they were located in the 

crowded centers of industrial towns and cities, where overcrowding and a lack of fresh 

air, light, and drainage contributed to high levels of mortality. While she recognized that 

many patients were discharged from hospitals in a state wholly unfit to return to 

workaday life, she urged such patients not to spend a day longer in hospitals than was 

necessary. Instead, they should be sent to convalescent hospitals in the country or by the 

sea, far from unhealthy urban centers. 

Nightingale developed her ideas about convalescent hospital design through her 

work on military and civil hospital reform in the late 1850s and early 1860s. During this 

period, she was engaged in a campaign against the Royal Victoria Hospital, a military 

hospital in Netley, the design of which—with reference to situation, light, and 

ventilation—she believed compared unfavorably to the pavilion plan adopted by 

institutions such as the French Military Hospital at Vincennes.21 One defect of many 

military hospitals, she maintained, was that they housed convalescents on the same wards 

as the sick. She argued in The Builder in 1858 that convalescent establishments should, 

instead, be “more on the ordinary villa or separate house system, than either on the 

‘corridor and wing,’ or even on the ‘pavilion hospital plan.’” Indeed, rather than a 

convalescent hospital, she proposed a “convalescent village,” with residences containing 

                                                
21 On Nightingale’s campaign against Netley, see Lynn McDonald, ed., Florence Nightingale and Hospital 
Reform, The Collected Works of Florence Nightingale, vol. 16 (Waterloo, Ontario: Wilfrid Laurier 
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separate sleeping rooms, day rooms, dining rooms, reading rooms, and exercise 

grounds.22 Such designs would help avoid the dangers of poor ward construction, and 

offer maximum opportunities for patients to get adequate fresh air and sunlight.  

Nightingale refined her ideas as she consulted on the plans for several 

convalescent institutions in the early 1860s. She drew inspiration as well from a report on 

the military convalescent institution at Vincennes which she received from Colonel John 

Clark-Kennedy in 1861. Though the plan of the institution contained some “obvious 

defects,” she was impressed with its ingenuity, including its use of three-bedded rooms 

and the fact that it could easily be enlarged, concluding that “the French are far ahead of 

us” with respect to such designs.23 Beginning in 1862 she collaborated with Thomas 

Henry Wyatt, a renowned hospital architect, and James L. Thomas, a surveyor at the War 

Office, on the plans for the Herbert Memorial Convalescent Home, established at 

Bournemouth in 1865 by the friends and family of Sidney Herbert.24 The plan called for 

four detached cottages connected by covered walkways, with the intent of making the 

establishment “as like a home and as unlike a hospital as possible,” while also making it 

easy for the facility to be expanded in the future by adding additional cottages.25 

Nightingale codified these design principles in the 1863 edition of Notes on 

Hospitals.26 The foremost necessity of a convalescent hospital was that it “not be like a 

                                                
22 Florence Nightingale, “Hospital Construction -- Wards,” The Builder 16, no. 816 (September 25, 1858): 
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23 Florence Nightingale to John Clark-Kennedy, 23 April 1861, reproduced in McDonald, Florence 
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hospital at all.” Instead, Nightingale envisioned a string of amply ventilated cottages, as 

she had helped design for the Herbert Memorial Home. “Almost every hospital 

condition” would be “reversed.” Patients, though carefully supervised, should have much 

more freedom, privacy, and purpose than on hospital wards. Each dormitory should have 

between three and six beds, and the sanitary rules that forbid curtains, washing, and other 

activities on hospital wards could be relaxed so that patients could feel at home, with 

curtains separating them from other patients and individual wash-stands to maintain their 

own cleanliness. Unlike hospitals, convalescent homes should also contain day-rooms, 

dining rooms, reading rooms, and gardens or exercise grounds. Rules against putting 

patients to work—“indispensable” in hospitals—would also be overturned, with patients 

encouraged to partake in the domestic activities of running the home. Women might work 

in the kitchen or scullery, doing household chores or learning sick cookery, while men’s 

work in in the garden could provide both amusement and exercise. 27  

The purpose of such departures from the hospital norm was “to get rid of the idea 

of being in hospital altogether from the minds of the inmates, and to substitute for it that 

of home.” Such a change would have important psychological benefits: “As long as they 

are hospital inmates, they feel as hospital inmates, they think as hospital inmates, they act 

as hospital inmates, not as people recovering.” Cottage designs would make it easier to 

secure a “free and bracing atmosphere” than in larger institutions, and be less expensive 

to build. Finally, the use of multiple cottages would make it easier to preserve moral 

discipline by separating male and female patients, since mingling was of greater concern 

                                                
The third edition was, in her words, so greatly revised and expanded “that it is in reality a new book.” Ibid., 
iv. 
27 Ibid., 107–16. 
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with ambulant convalescents than with bedridden hospital inmates. The aim was “to 

make the establishment as like a home and as unlike a hospital as possible,” while 

providing “for strict discipline over the inmates.”28 

Nightingale was frequently cited as an authority on convalescent hospitals, and 

was sent many proposals for her comments or approval.29 While many hospital reformers 

joined her in touting the benefits of convalescent homes, not all agreed with her 

promotion of the cottage design. London dispensary physician Franz Oppert, for instance, 

argued that cottages would be more expensive than pavilion wards, since they could hold 

far fewer patients.30 Nevertheless, he, along with most other advocates for 

institutionalized convalescence, agreed with Nightingale that facilities should be as 

home-like as possible. In a monograph on hospital construction co-authored with leading 

hospital architect Henry Saxon Snell, Frederic Mouat, the former Deputy Inspector-

General of Military Hospitals in Bengal, described convalescent hospitals as “the 

‘missing link’ between the hospital and the home,” noting that, to serve poor patients, 

their design should be “a compromise between a home and a hospital, with as much of 

the former as can fit easily into the latter.”31  

The manner in which this compromise was achieved in practice, however, varied 

considerably. An 1880 editorial on the value of convalescent hospitals observed that 

while twenty-five years previously “the institution was almost unknown,” there were 

presently hundreds, varying tremendously in design and scale, from the “most simple and 
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rudimentary type” consisting of “a mere shell of a cottage in some healthy locality” to the 

more recent with “magnificent buildings, large gardens, cathedral-like chapels, [and] 

choice marine sites.”32 By the mid-1880s, according to a report of the Convalescent 

Committee of the COS, it was these large, well supported institutions that often 

represented the “beginning and end of convalescent work” in the public mind, despite the 

large number of smaller convalescent homes that the COS deemed equally worthy of 

praise and support.33 For these large institutions, the cottage plan was both impractical for 

housing a sufficient number of patients and unlikely to attract the interest of donors who 

wanted their names attached to more impressively grand buildings. Instead, many 

establishments drew on a different architectural repertoire in creating a feeling of home: 

that of the English country villa.  

 

The Gothic, the Picturesque, and the Ideal of Country Convalescence  

As philanthropic groups founded convalescent homes with increasing frequency from the 

1860s onward, they adopted the architectural grandeur, gothic design elements, and 

picturesque natural surroundings of elite country estates. In doing so, they drew on a 

powerful set of imaginaries about class, status, and history. By inhabiting buildings that 

resembled the manor houses of country gentry, convalescent homes sought to construct 

an image of tranquil and traditional English country life. Architecture allowed these 

institutions to hark back to a pre-industrial ideal of orderly social life grounded in 

hierarchies of status naturalized by a close connection to the land. These impulses were 
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rooted in concerns about the degrading effects of industrial society’s rapid 

transformations and the daily struggles of urban life. Convalescents required a calming 

retreat from the crowded bustle of England’s industrial cities and towns, and few designs 

were better positioned to evoke a feeling of distance from city life than the country 

homes of English gentry. 

Many institutions, in fact, simply repurposed country houses to serve the needs of 

convalescent patients. Renovating an existing home was often cheaper than new 

construction. If the goal was to create a home-like environment, moreover, what better 

structure to adapt than a home itself? Such houses were usually already equipped with 

kitchens and sleeping quarters for servants and were surrounded by undeveloped plots of 

lands. Smaller rooms could be repurposed as bedrooms or dormitories, while larger 

rooms could retain their functions as dining and sitting rooms. Country houses appealed 

to convalescent home founders who wanted to distinguish their facilities from the 

institutional architecture of hospitals, asylums, and workhouses. When the Birmingham 

Hospital Saturday Association opened a convalescent home near Llandudno, Wales, in 

1892, a report in the Birmingham Daily Post emphasized that Tyn-y-Coed, the home they 

had purchased for this purpose, was “built in Gothic style for a gentleman’s country 

house.” It had been converted to accommodate forty convalescents without “destroying 

its homelike character.” Aside from the fact that the bedrooms contained up to six beds 

each, there was nothing “suggestive of the usual features of a public ‘institution.’” The 

article described the home’s comfortable furniture, ample carpeting and upholstery, and 
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decorated walls, noting that “everything is carried out in a style which harmonises with 

the character of the building and its division into numerous apartments.”34  

Despite the appeal of adapting existing country houses, many convalescent homes 

had greater spatial needs. Some organizations constructed edifices designed to mimic the 

appearance of country manors. The Hospital Convalescent Home at Parkwood, in 

Swanley, Kent (henceforth Parkwood), for example, opened in 1893 to serve patients 

coming from London’s major voluntary hospitals (Fig. 4.2). A correspondent from The 

Quiver, a journal associated with the evangelical and temperance movements, visited in 

1895 and remarked that the building, with its “wings, blocks, gables, towers, turrets, 

spires, porches, bay-windows, [and] handsome and imposing frontage” bore more 

resemblance to “a gentleman’s private residence on an extensive scale than an 

institution.”35 Other large convalescent homes invited similar comparisons. A Liverpool 

Review correspondent visiting Woolton in 1884 remarked that one might easily suppose 

that the home catered to the rich rather than to the labouring classes, given its “home-like 

interior arrangements, in which elegance is as conspicuous as comfort, and its beautiful 

rural surroundings of park and woodland.” Instead of Liverpool’s “seething crowds” and 

“feverish activity,” the author encountered only “park-like slopes of emerald turf” 

resembling “an ancestral domain.”36  

The cultural significance of these imposing structures and tranquil surroundings 

was elevated in the context of the nineteenth-century Gothic revival. The Gothic had 

carried important semantic connotations—relating to historical continuity, nature, 
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Britishness, and landed privilege—since the seventeenth century. By the turn of the 

nineteenth century, as Chris Brooks has shown, a full-blown revival of Gothic principles 

in domestic architecture was underway. Manor houses in domestic Gothic style evoked a 

traditional and hierarchical order in which chivalry and personal connections ensured 

stable social relations, a vision of the past that was appealing to country gentry whose 

role as agrarian capitalists put them at the center of fractious class conflicts. Gothic styles 

began to be adopted, too, in middle-class houses; country villas became “the middle-class 

family’s stronghold and refuge, a bulwark against the harsh economic world of the city.” 

For many, by the 1830s, Gothic architecture represented organic, pre-capitalist 

community, in contrast with the anonymity, alienation, and social fragmentation of urban, 

industrial society; it stood as “a talisman to ward off a world many felt to be increasingly 

unreal.”37 Advocates of domestic Gothic also touted its flexibility; relative to neo-

classical architecture, in which formal requirements of symmetry and proportion reigned, 

Gothic subordinated form to internal function. Many architects saw Gothic architecture as 

more adaptable to a building’s surroundings, and more suited to “internal comfort and 

convenience.”38 It was better suited to the English climate, and more evocative of 

cheerfulness, peace, and repose.39 

Domestic Gothic helped construct a link with an idealized past, and convalescent 

institutions drew upon these aesthetic tropes in fashioning themselves as islands of 

tranquility and repose. Accounts of various homes emphasized their similarity to “cozy-
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looking old English houses”40 or the architectural style “prevalent in England some two 

hundred years ago.”41 Architectural evocations of the pre-industrial past encouraged 

donors and patients to view such homes as rural retreats that shielded convalescents from 

the degrading, debilitating, and demoralizing struggle of late nineteenth-century urban 

existence. The Caxton Convalescent Home, for instance, opened in Limpsfield, Surrey, in 

1895 to serve workers in the printing industry, who were often afflicted with respiratory 

diseases.42 The building was constructed of red brick in “plain domestic Gothic” style.43 

John Passmore Edwards, the wealthy newspaperman and philanthropist whose generosity 

had been pivotal in opening the home, praised its “home-like English red-brick … its 

marble paved hall, its well-lighted rooms, its charming little library, and … its nine acres 

of land,” qualities which rendered it “a veritable home to those who dwell within its 

walls.” Nowhere else in the country, he boasted, could there be found “a more ideal place 

for the sick man, jaded by the incessant and trying monotony of the printer’s craft, to refit 

himself for the bustle and turmoil of his life.”44 This opposition, between the tranquility 

of the home and the turmoil of working life, was commonly deployed in homes’ 

promotional literature and press accounts. At Parkwood, for example, The Quiver 

described convalescents as “Refitting for the Struggle,” implying that convalescent care 

in such comfortable surroundings represented a radical departure from the otherwise 

unceasing demands of labor and exertion in modern, urban existence. 

                                                
40 “Woodlands Convalescent Home, Rawdon,” The Leeds Mercury, no. 13138 (May 19, 1880). 
41 “New Semi-Convalescent Home at Cookridge,” The Leeds Mercury, no. 15257 (March 3, 1887). 
42 For discussion of the selection of the site at Limpsfield, see chapter 3.  
43 “Programme of Proceedings. Caxton Convalescent Home” October 6, 1894, Shelfmark 1201E, St. Bride 
Library, London. 
44 Caxton Convalescent Home, Report for 1895, Caxton Convalescent Home Papers, 1201E, St. Bride 
Library.  
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Likewise, placid, natural surrounding allowed homes to draw on the aesthetic 

experience of the picturesque. Their locations confronted patients and visitors alike with 

the play of contrasts between elegant architecture and the wild natural beauty of the 

countryside. An account of the Woodlands Convalescent Home, outside Leeds, for 

instance, reported the home to be in a “beautiful position,” with a “picturesque 

appearance”; its “lofty and cheerful” rooms offered convalescents a place to lounge with 

“beautiful prospects of the valley and of the … wooded country around.”45 Natural, 

picturesque aesthetics were widely believed to have therapeutic benefits for 

convalescents. The Quiver’s visitor to Parkwood, for instance, remarked that patients 

could take advantage of window views onto “quiet, peaceful, English scenery, no small 

gain where people are resting, drinking-in health and strength for a fresh struggle.”46  

This focus on rural beauty heightened the contrast between the seemingly 

steadfast qualities of the natural landscapes in which convalescent homes were situated 

and the rapid transformations of the urban environment. Lynda Nead has argued that by 

the mid-nineteenth century, the picturesque, once simply a comfortable aesthetic 

emphasizing contrast and romanticizing natural beauty, was increasingly used to 

highlight the urban transformations that were sweeping away the physical traces of an 

idealized past.47 Convalescent homes’ picturesque surroundings were always implicitly, 

and often explicitly, contrasted with the urban environments that patients ordinarily 

inhabited. In 1871, for instance, a new “Gothic style” building was proposed for the 

Birmingham Convalescent Hospital. Quoting the romantic poetry of Lord Byron, a report 
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noted that the building, overlooking a beautiful valley, would “form an object in ‘a most 

living landscape’”—a great boon to those “tired of brick-and-mortar landscapes.” 

“Unalloyed rusticity” supplanted urban filth and disarray: 

The smoke of towns, the clank of machinery and hammers, the fœtid breath of 
filthy alloys are all replaced by green fields and pure air. Instead of gaunt factories 
and the death’s-head gear of coal pits appear picturesque farm-houses. The roar of 
busy streets dies away into the calm of country life. … Surely no better site could 
have been chosen for such an institution, the main object of which is the removal of 
invalids far away from the baneful influences of smoke and grime, to a place where 
the sky can be seen occasionally, where the people are not always draped in a 
funeral pall, in mourning for the activity of their manufacturing life, and where ‘the 
cheek of parchment and the eye of stone’ may be fanned again into ruddy health.48 
 

The picturesque, here, not only evoked the comfortable surroundings of rural beauty, but 

also provoked a set of explicit comparisons with the degrading and disorienting aspects 

of nineteenth-century urban experience. Both the Gothic and the picturesque were 

aesthetic repertoires deployed in the construction of environments seen as essential for 

the care of patients whose bodies remained under threat, not just from recent illness, but 

also from the rapid and disturbing transformations that had overtaken English society.  

 

Designing Domestic Interiors 

Creating a home-like environment, of course, involved more than convalescent homes’ 

structure and exterior. While many homes drew on the model of the country villa in their 

architectural design and landscaping, the arrangement of their interior spaces and the 

selection of decorations more often reflected the visual and spatial rhetoric of middle-

class domesticity. This included the separation of rooms by distinct social function, 

setting up contrasts between public and private spaces, and the use of decoration and 
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domestic amusements to cultivate a cheerful, relaxing environment. The focus on the 

spatial and material trappings of domestic comfort was meant to create a relaxing 

environment in which patients could rest and regain strength. However, it was also a way 

in which philanthropists and medical authorities could exert control over patients, aiming 

to shape their behavior and identity by encouraging moral behavior and self-discipline. 

These aims represented a reaction to the perception of “defective” domesticity 

among the urban working classes. Late nineteenth-century depictions of the urban poor 

often reflected deep concern that the crowded, dirty, and undifferentiated spaces they 

inhabited constrained their ability to act in accordance with the respectable behaviors of 

domestic life. Middle-class culture increasingly associated notions of individuality, moral 

behavior, and citizenship with privacy and the practices of self-fashioning that could only 

exist in homes with spaces segregated by social function, separated from the workplace, 

and insulated from the environmental influences of urban street life.49 Convalescent home 

advocates sought justification in these concerns about the undomestic poor. A poetic 

“Plea for Convalescent Homes” by Helen Marion Burnside in The Girl’s Own Paper, for 

instance, captured the prevalent fear that such environments represented a dire hindrance 

to convalescence:  
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In unhomelike City houses,  
  With a hot and throbbing brow,  
Many a weary girl is struggling 
  Through a convalescence slow…. 
 
Days go by with leaden footsteps 
  In the narrow, noisy room,  
Where no ray of God’s sweet sunlight 
  Breaks the close, unlovely gloom…. 
 
Only jarring City noises 
  Fall upon the tired ear; 
There is not a leaf or blossom 
  Wistful eyes to bless and cheer.50 
 

Urban reformers feared that the “unhomelike” homes of the working poor, with their 

shared rooms, absence of light and ventilation, noise pollution, and lack of separation 

from the goings-on of the wider metropolis, rendered convalescence—already a 

vulnerable stage of illness—downright dangerous. Convalescent homes, by contrast, 

represented spaces where “persons recovering from sickness could find rest, and 

quietude, and comfort combined with fresh air and nourishing food—requisites 

unattainable in their own homes.”51 

 To foster the kind of environment in which idealized middle-class domesticity 

could flourish, convalescent homes modeled their interior arrangements on the spatial 

differentiation according to function and gender found in many middle-class homes. 

Unlike general hospitals, where patients usually spent all of their time grouped together 

in large wards, convalescent homes often had separate rooms where patients could sit or 
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smoke, rooms where they could read or write, dining rooms, game rooms, verandas for 

taking in the air, and bedrooms that were much smaller and shared with far fewer people 

than on a hospital ward. These rooms replicated the gradations of privacy and publicity 

found in many middle-class interiors, and created spaces in which particular practices 

associated with domestic life could be rehearsed and carried out.  

Different sorts of spaces encouraged or required the display of specific behaviors. 

Dining rooms, for instance, were quite public. They often doubled as performance halls 

for concerts, dancing, or other amusements—important both as entertainment and as 

“direct therapeutic agent[s] of great value.”52 They also served as spaces where patients 

could publicly socialize together or with visitors. Of the “imposing” dining room at 

Woolton, one visitor surmised that  

even the mere act of dining in company in such a noble room as this where there is 
nothing the eye rests on that does not suggest thoughts of beauty and pleasure, must 
have an inspiriting effect on the dullest witted invalid, and induce him, or her, to 
put forth whatever conversational powers they may possess in order to promote the 
general cheerfulness.53 
 

Unlike on a hospital ward, where patients ate individually at their beds, the ethos of 

collective dining was thought to teach patients a civilized model of sociability. Patients 

were expected to dine on time, comport themselves properly, and interact with fellow 

patients. At Parkwood, one man or woman at each table was selected to be a captain, a 

“monitor or responsible person” who would serve the others seated around them.54 The 

dining room offered opportunities for the artificial recreation of orderly family life and 

for patients to model acceptable forms of social interaction for each other (Fig. 4.3).  
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 Other rooms drew on more explicitly domestic models. Since activity and 

exercise were important to convalescence, patients were usually encouraged not to spend 

any more time in their bedrooms than necessary. Nevertheless, convalescent homes 

emphasized the appeal—contra the hospital ward—of semi-private sleeping quarters. 

Though only some homes had bedrooms for individual patients, most offered sleeping 

rooms or dormitories with substantially more privacy than hospital wards. At Woolton, 

for instance, the bedrooms were “the snuggest and brightest nests of repose it is possible 

to imagine.”55 Privacy and comfort were touted as essential to patients’ recovery and 

mental and physical wellbeing.  

Similarly, the designs and uses of sitting rooms, day rooms, and reading rooms 

were influenced by the semi-private spaces of middle-class parlors. Patients could sit and 

read quietly, converse with fellow patients, receive visitors, and practice polite social 

interaction. Describing the “pleasant, sunny, cheerful” drawing room and plans for a 

reading room at the Merchant Taylors Convalescent Home for Ladies in Bognor Regis, 

one visitor reported that all the inmates were “earnestly entreated to do what they can for 

the general happiness—to behave, in fact, with the courtesy and desire to please, which 

would be their duty if they were paying a visit to the house of a friend.”56 Day rooms 

were also conducive to practices of self-reflection and self-improvement. Homes often 

solicited donations of educational or religious literature, which, besides offering patients 

some distraction from their ailments, could be used to learn moral or spiritual lessons. 

Patients could also pursue activities—such as wood carving or brass repoussé work—
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from which they might learn useful skills or the rudiments of a trade.57 Manual 

employment could, moreover, lessen the expense of running a home, and serve as a 

healthy part of the patients’ regimen.58  

Even the pursuit of amusement offered opportunities for the cultivation of proper 

behavior. Patients could play billiards, bagatelle, chess, and even outdoor sports such as 

skittles or lawn bowling.59 Games like billiards or bagatelle served as a way to pass the 

time and as a form of exercise for those who were not up to more strenuous activities out 

of doors. As Hamlett has shown in her study of private asylums, such games also served 

other functions. Billiards required concentration, energy, and dexterity; it represented an 

opportunity to monitor the progress of patients’ convalescence. Moreover, it was a 

genteel game that offered patients an opportunity to demonstrate their mastery of 

masculine codes of honorable behavior and gamesmanship.60 

As this suggests, the spaces of convalescence were deeply gendered, with men 

and women occupying different day rooms and engaging in different sorts of 

amusements, even within the same institution. Furnishing and decorations reflected these 

gendered spatial divisions. For instance, Thomas Archer, a correspondent from The 

Quiver, was pleased to report in 1874 that the rooms for female patients at the Sea-Side 

Convalescent Hospital at Seaford showed “evidences of feminine taste and womanly 

belongings, even to the egg-cups holding little posies of wildflowers and common garden 

blooms that deck the broad mantleshelf”; the woman’s dining room was “more 
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ornamental than that of the men,” with walls “bright with gay paper, containing large and 

brilliantly coloured scenery.”61 Likewise, male and female convalescents engaged in 

different sorts of activities. While female patients might craft or help with domestic 

chores, male patients might garden, smoke, or play billiards. Indeed, rooms for smoking 

or billiards in convalescent homes drew less on models of middle-class domestic space 

than they did on the masculine spaces found in country houses and urban male clubs. 

John Tosh has described the late nineteenth-century “flight from domesticity,” in which 

middle-class men reacted to the increasingly feminized ambiance of the home by 

“carving out their own exclusive space.”62 Dens, studies, smoking rooms, and billiards 

rooms became places in elite homes and urban clubs where men could express their 

masculinity and engage in homosocial interaction.63 By the end of the century, such 

spaces appeared with increasing frequency in convalescent homes, especially as friendly 

societies and other workers’ associations began to establish homes for the benefit of their 

memberships.  

In addition to spatial segregation, convalescent homes sought to distinguish 

themselves from hospital wards and working-class homes through decoration. The sterile 

austerity of hospitals was rejected in favor of the crowded aesthetic that many middle-

class consumers adopted in order to express and display their taste, refinement, and 

personality.64 The Quiver’s visitor to Parkwood noted that the men’s comfortable 

smoking and day rooms “were clean and orderly, but not too preternaturally tidy, as alas! 

                                                
61 Thomas Archer, “About My Father’s Business,” The Quiver 9, no. 421 (January 1874): 598–99. 
62 Tosh, A Man’s Place, 182. 
63 John M. MacKenzie, “The Imperial Pioneer and Hunter and the British Masculine Stereotype in Late 
Victorian and Edwardian Times,” in Manliness and Morality: Middle-Class Masculinity in Britain and 
America 1800-1940, ed. J.A. Mangan and J. Walvin (Manchester: Manchester University Press, 1987), 
176–198. 
64 Cohen, Household Gods. 



200 
 

is too often the case with institution homes.”65 A visitor to St. Andrew’s Convalescent 

Hospital, run by an Anglican community near Windsor, remarked of its men’s ward in 

1886 that he “never saw comfort so well combined with really grand proportions”; down 

the middle of the room were a “billiard table, harmonium, sofas, lounging chairs, writing 

tables, flower-stands, and everything which can make the ward look really homely, and 

even cosy, in spite of its size; well-filled bookcases, and on each side of the wide 

fireplace a row of arm-chairs filled with patients reading, talking, or resting.”66 

Decoration and home-like furnishings served to create environments conducive to 

relaxation and recovery; comfortable apartments and cheerful decorations, it was hoped, 

would “beguile the sufferers from their aches and pains.”67 Such decoration could 

provide models for patients to adopt in improving the character and comfort of their own 

homes. For instance, patients at St. Andrews in the 1880s were issued a memento booklet 

containing photos of the institution.68 These photos drew attention to the decorations, 

furniture, comforts, and amusements which characterized the wards, encouraging patients 

to recall and reflect on them after they had left, perhaps even using them as exemplars in 

arranging and decorating their own homes. Even if patients could not procure the same 

items that surrounded them on the wards, these photos could help to instill in them a 

sense of what a properly decorated home should contain and how such objects could be 

tastefully arranged and displayed.  
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However, the dual goals of home-like decoration—comfort and instruction—were 

somewhat in tension with each other. The more luxurious and elaborate trappings of 

domestic comfort a convalescent home employed, the less adaptable exemplars they 

would be for its working-class inmates. Disagreements about how lavishly to decorate 

convalescent homes mirrored larger cultural disputes about how much wealth to display 

in the home. These debates pitted designers who thought that stylish displays of opulence 

signaled the assimilation of aristocratic good taste against aesthetic advocates who 

thought that the pretentious emulation of aristocratic ideals was a distraction from the 

moral obligation to make simple, beautifully designed domestic objects available to 

everyone.69 In practice, institutions resolved these tensions differently, positioning 

themselves at points along a spectrum from luxurious furnishings to plain interiors more 

redolent of working-class homes. Some homes adopted lavish decorative elements which 

would have been unattainable in the homes of their patients. These grand designs, 

Hamlett has shown in her study of elite mental asylums, helped to signal a form of 

domesticity rooted in social prestige and to cultivate “a distinctive kind of sociability and 

behavior.”70 Luxurious surroundings, it was hoped, would both aid in recovery and 

“elevate the patient morally, by making him feel for once in his life the charm of 

refinement and the satisfaction of unstinted creature comforts.”71 Such surroundings 

could also convey the importance of good hygiene. Liverpool MP William Rathbone, 

responding to fears that the beauty and comforts at Woolton, where he was a governor, 

would feel alien to working-class inmates, suggested to the contrary that the setting 
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would make them feel “wiser, better, and, in the end happier.” The surroundings would 

teach them “to value cleanliness, ventilation, and fresh air,” while their “awakened sense 

of natural beauty” would lead them to seek out England’s parks and seashores, rather 

than its public houses.72 For proponents of such luxurious and lavishly appointed homes, 

one aspect of their great appeal lay in their purported ability to simultaneously elevate the 

health, moral character, and habits of their inmates through a period of temporary 

residence in surroundings dramatically different from those of their daily lives.  

Other institutions, however, eschewed ornate decoration and aesthetic grandeur in 

favor of furnishings attainable by working-class people. Such homes modeled the types 

of decorations, furnishing, and hygienic arrangements that patients might be able to 

acquire for their own homes. The Quinton Cottage Convalescent Home outside 

Birmingham, for instance, was founded in 1872 to serve the employees of the Chance 

Brothers’ alkali works and their families. One visitor was struck by the “extreme 

simplicity and homeliness” of the “pretty Gothic cottage”; the furniture and interior 

fittings were comfortable, but all was “of the most homely and comparative inexpensive 

kind.” The aim was to foster comfort through familiarity: 

Workmen and their families … would scarcely feel at home were they to be located 
in ornately furnished rooms. Neither would they be likely after a short sojourn 
amongst elegant and luxuriously equipped apartments, to regard their simply 
furnished houses with any great degree of favour. The design, in short, in the fitting 
up of the Cottage Home was to provide merely such articles as any moderately 
careful working man might be able to obtain for himself.73 
 

Creating a home-like environment, in other words, required that the design feel similar to 

patients’ actual homes, with decorations and furnishing that they might themselves be 
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able to afford. This accessible didacticism extended to other aspects of life at Quinton. 

Regarding diet, the inmates were not “sumptuously regaled, as here again it was 

considered that they would not be able to do so when at their own homes”; instead, the 

food was of the “plainest and most wholesome and nourishing kind.” Moreover, the 

workers who subscribed were encouraged to treat the home as “a kind of country house” 

which they could visit, even when well, to stroll on the grounds, use the bowling alley, 

take tea, and cheer up the patients. It was “a thing most to be desired” that “workpeople 

are enabled to feel thoroughly at home.”74  

 Some institutions occupied a middle ground, offering additional amenities to 

attract paying patients. The Convalescent Institution in New Brighton, for instance, had 

“first class” accommodations where “ladies” could be comfortable, “entirely separate 

from the other inmates.”75 Even Woolton, already a fairly well apportioned home, sought 

paying patients in the 1880s in order to help close a deficit of patients and funds, catering 

to office and retail workers by offering private rooms “nicely furnished” with “every 

possible means of comfort.”76 These gradations between the spaces for paying and 

charity cases—with different classes of patients being sorted by the types of decoration 

and furnishing to which they were accustomed—replicated the classed hierarchies of 

private housing and mirrored hospitals’ nascent use of private rooms for paying patients 

during this period. 
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Families, Freedom, and Liberal Subjectivity  

By creating idealized, home-like interiors in which patients could act out domestic 

practices, convalescent homes sought to mold their inmates into self-disciplining liberal 

subjects. Patrick Joyce has argued that late nineteenth-century liberalism was a political 

technology that ceded rule to individuated subjects capable of policing their own conduct. 

Rather than a political ideology committed to ensuring “freedom,” liberalism was a 

strategy of social ordering in which rule was exercised through freedom, via the 

expectation that liberal subjects would become imbued with mentalities of self-

government. The bodies and habits of liberal subjects were shaped through their 

interactions with material environments and molded by practices like silent reading and 

purposeful urban walking.77 Such governance was predicated on the identification of 

populations in need of improvement due to their incapacity for self-government. The 

denizens of crowded urban environments were seen as one such population, based on the 

belief that their sensory apparatuses had been desensitized by alcohol, harsh working 

conditions, and unsanitary housing. The molding of such populations into liberal subjects 

required a reconstruction of the perceptual environment, bringing visibility, sensibility, 

and light to the opaque crannies of urban space.78 Convalescence represented, from this 

perspective, an opportunity to instill the habits and mentalities of self-governance that 

patients’ everyday environments precluded them from developing. 

 This final section explores how convalescent homes cultivated home-like 

interiors, artificial family relationships, and atmospheres of freedom, not only to aid 

recovery but also to mold patients into good liberal subjects. Nevertheless, I am at pains 
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to emphasize that the meanings of such quasi-domestic spaces were not determined solely 

by those who designed them, but also by those who inhabited and interacted with them. 

As Frank Trentmann has observed, historical accounts of liberal governmentality have 

often overlooked the ways individuals respond to, appropriate, and contest the imposition 

of discipline and order.79 Convalescent institutions that philanthropists and architects 

deemed home-like sometimes felt quite otherwise to the inmates who spent time in them. 

The experiences of inmates varied widely, and often departed from the norms which 

authorities hoped to inculcate.80 The historical task of describing such patient 

experiences—difficult even under the best of circumstances—is acutely problematic in 

the case of convalescent patients, from whom very little first-person documentary 

evidence remains in the archives. Patients who stayed for only a few weeks left few of 

their own traces in institutional records. It is difficult to assess the representativeness of 

the evidence that does remain, such as postcards and letters of thanks and complaint, 

particularly when many such letters only survive reproduced in homes’ reports and 

fundraising documents. Nevertheless, such sources convey the range of responses that 

convalescent patients had upon encountering attempts to foster environments of “home-

like” domesticity, allowing for a consideration of the ways in which convalescent patients 

themselves felt—or failed to feel—at home in convalescent institutions.  

In mimicking home-like domesticity, convalescent homes encouraged their 

patients to emulate decorous and character-building family relationships and the patterns 

                                                
79 Frank Trentmann, “Materiality in the Future of History: Things, Practices, and Politics,” Journal of 
British Studies 48, no. 2 (April 1, 2009): 302–5. Simon Gunn has offered a similar critique of accounts of 
liberal governmentality that emphasize “top down” tendencies at the expense of bodily agency; see “From 
Hegemony to Governmentality: Changing Conceptions of Power in Social History,” Journal of Social 
History 39, no. 3 (March 1, 2006): 705–20. 
80 Hamlett, At Home in the Institution, 7–13. 
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of orderly family life. Most homes were administered by a matron or lady superintendent. 

Rev. Frederick Arnold, who visited a number of south coast homes, noted how 

completely they depended on their matrons to function. Matrons were expected to act like 

mothers to their patients—learning their histories, assuring their comfort, reading to 

them, and sharing in their “joys and sorrows.” In turn, he observed, patients regarded 

matrons with the “absolute reverence and affection” usually reserved for their own 

mothers.81 Other staff members were also encouraged to treat inmates with the sympathy 

due to friends or family members. Arnold observed that it was essential that relations 

with the staff and managers be “affectionate and familiar, rather than official,” if a 

convalescent hospital were to be truly a convalescent “home.”82 Ideally, staff members 

provided the bonds of family support that were temporarily absent—or seen as 

permanently deficient—among convalescent patients.83  

Some homes also encouraged patients to treat each other as members of a 

temporary family. They hoped that patients’ investments in the semblance of family 

relationships would shape their experiences and behaviors, fostering a domestic 

sensibility and making inmates feel subject to mutual restraint rather than to strict 

discipline.84 A promotional pamphlet for the Beach Rocks Convalescent Home in 

Sandgate, Kent, explained that the aim of the “English Home” was “to constitute the 

inmates into families, in which mutual regard and mutual forbearance shall be the ruling 

                                                
81 Frederick Arnold, “Convalescent Homes and Hospitals,” Good Words, 1874, 663–64. 
82 Ibid., 663; see also “A Visit to St. Andrew’s Hospital Clewer,” and “Getting Better,” All the Year Round 
3, no. 61 (January 29, 1870): 204–8. 
83 Soanes has described a similar emphasis on familial sociability, moral support between staff and inmates, 
and the motherly role of the matron in MACA psychiatric convalescent homes; see “‘The Place Was a 
Home from Home,’” 115. 
84 On the family as a site of governmentality, see Jacques Donzelot, The Policing of Families (New York: 
Pantheon Books, 1979). 
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characteristics.” Order would be maintained through appeals to patients’ honor, rather 

than through strict rules, “so that the family character of the Home may be unimpaired.”85 

Such artificial families were sustained by rituals and practices which approximated the 

routines of day-to-day family life. Many homes expected patients to attend bible readings 

and prayers, conform to meal times, and help the lady assistants where possible.86 

Communal dining evoked the experience of family meals. At the New Brighton 

Convalescent Home, one visitor reported that the lady superintendent, who acted “like a 

mother in the midst of her grown-up family,” gave meal times a “home-like feeling.”87 

Similarly, regular worship services encouraged patients to reflect on the powerful shared 

experience of attending church with their families. At the Beach Rocks Home, for 

instance, such services were referred to as “Family Worship.”  

Homes’ promotional materials often emphasized the feeling of freedom cultivated 

within their walls and grounds. Homes were not short on rules; in addition to the 

expectations about mealtimes and prayers mentioned above, there were prohibitions on 

drinking and being out at night, and obligations to follow orders from the matron. 

However, homes stressed the fact that patients were given much more freedom than in 

hospitals or asylums, and that the rules were “as few and as simple as possible.”88 At the 

Metropolitan Gospel Mission Convalescent Home in Bognor, for example, patients could 

choose between sunning themselves on the beach, rambling in the countryside, reading 

books, or chatting in the common room. The “air of complete freedom” encouraged 

                                                
85 Particulars of Beach Rocks Sea-Side Convalescent Home, Sandgate, Kent, 19. 
86 Report of the St. Luke’s Invalid and Convalescent Home, Ramsgate, 1884. 
87 “The Convalescent Institution, New Brighton”; The matron/mother comparison was common. See 
“Convalescent Hospital for Children at Meanwood,” The Leeds Mercury, no. 12501 (May 4, 1878); 
“Hospital Stories,” Quiver 10, no. 473 (January 1875): 709–10; Report of the Southern Convalescent 
Homes at Lancing-on-Sea, Sussex, for 1935. 
88 Particulars of Beach Rocks Sea-Side Convalescent Home, Sandgate, Kent, 19. 
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patients to engage in practices—exercise, reading, walking—which would help them 

develop habits of introspection and self-control.89 

Freedom also promoted “mutual regard and mutual forbearance,” through which 

patients would learn to exercise a watchful eye over each other, rather than being 

subjected to more hierarchical forms of control.90 At the Solders’ Convalescent Home 

near Bath, the aim of establishing a home-like environment was to let inmates “feel that 

in it, they had the freedom and comforts of home.” As a result, the men “began to take 

pride in their home, a good tone was established, and the men themselves helped to check 

undue license on the part of any of their number.”91 The cultivation of a feeling of 

freedom during convalescence, then, was not just about creating the conditions conducive 

to rest and relaxation, but also a means of encouraging patients to take on the 

responsibilities and habits of self-governance in a context in which they could be closely 

supervised and their behaviors molded. Freedom from strict rules still meant being 

subject to mutual surveillance and moral pressure to conform to the norms of orderly 

domestic and family life.  

 Many patients clearly did find convalescent facilities to be exceedingly 

comfortable, welcoming, and home-like. Some patients were reluctant “to return to their 

own squalid quarters after tasting the unaccustomed sweets of … comfort,” and many 

sought to extend their stays.92 Annual reports and press accounts often printed letters 

from thankful patients whose experiences matched those the institution was hoping to 

                                                
89 “A Good Work for Convalescents,” The Charity Record and Philanthropic News XIX, no. 512 
(September 7, 1899): 399. 
90 Particulars of Beach Rocks Sea-Side Convalescent Home, Sandgate, Kent, 19. 
91 “Soldiers’ Convalescent Home,” The Bath Chronicle, no. 7520 (April 2, 1903): 8. 
92 “Among the Convalescents,” Aberdeen Weekly Journal, no. 11846 (January 19, 1893); Bremner, 
“Refitting for the Struggle,” 580. 
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foster. An 1884 COS report on convalescent care, for instance, reproduced several letters 

from patients that demonstrated convalescent institutions’ success in creating a feeling of 

home-like comfort. One patient, “J.G.,” wrote:  

I have been a Patient for 3 weeks at the Convalescent Home & a better home there 
could not be. Our beds & our bedrooms could not be exeded [sic], Our Diets or 
(Meals) could not be Surpassed, Our Matron could not be excelled for her affability 
and Kindness. I shall never forget the goodness I believe that my health & strength 
was improved.  
 

Similarly, “J.R.” reported that  
 
I have been improving wonderful in my health. … I am sure they could not have 
sent me to a better home, I am thankful to … the other Ladies & gentlemen of this 
home & not forgetting Mrs. J. the Matron for having treated me so kindly; I have 
never before had such food and comfortable bed before, I have to thank Mrs. O. for 
the flowers she kindly gave me.93  

 
Such letters emphasize patients’ experiences of material and emotional comfort, as well 

as the kind attitudes they encountered from staff and visitors. Other letters expressed 

patients’ regrets upon leaving the comforts of convalescent homes, and reflected upon the 

friendships and bonds they formed there. Children, especially, sometimes formed strong 

emotional attachments to matrons and fellow convalescents, whom they missed upon 

departure.94 A girl named Bessie wrote to a matron in Brighton to convey her nostalgia 

and fond memories:  

l thought I would write … to say how sorry I am to leave you, and to tell you how 
much I have enjoyed myself while at Brighton. I hope some day to see you again. 
Please give my kind love to all my little friends. … Please accept of my love and 
don’t forget me. I shall always think of you, and what a pleasant time I have had at 
Brighton.95 
 

                                                
93 A Short Statement Concerning Convalescent Relief, 1884, Charity Organisation Society Records, 
A/FWA/C/H/6/56, LMA, 25-26. 
94 See, e.g., 19th Annual Report (1907) for the Homoeopathic Convalescent Home, Eastbourne. 
95 A Short Statement Concerning Convalescent Relief, 1884, Charity Organisation Society Records, 
A/FWA/C/H/6/56, LMA, 19.  
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Frederick Arnold published a letter expressing similar sentiments from a girl to the 

matron of a convalescent institution at Weston-super-Mare:  

I think so much of your happy home. Oh, how much I should like to come again to 
see your home! I miss the sweet and happy smiles you used to cast upon me. I shall 
never forget you. I hope I may be spared to visit you once more on earth. It seems 
to me but a dream that I have left you entirely. I think of you the first thing in the 
morning and the last thing at night.96 
 

Homes left lasting impressions. Many patients expressed fond memories of their stays, 

regrets at having to leave, and positive comparisons between the comfort of homes 

relative to their own living situations. 

 Such letters—mediated through homes’ fundraising and promotional materials—

cannot, of course, be taken as representative of all patients’ experiences. Other 

documentary sources, however, corroborate the suggestion that many patients did, 

indeed, experience convalescent care as a period of comfort and kindness. Such 

sentiments can be seen, for instance, in a collection of convalescent home postcards 

dating from the late nineteenth century to the middle of the twentieth.97 The notes on 

some of these cards describe pleasant experiences at a number of homes. One patient at 

the Middlesex Convalescent Home in Clacton in 1933 wrote home to report that she was 

“having a very nice holiday” and that “it was coming to a close much too quickly. 

Clacton is a very nice place also the place where we are staying[.] I shall be sorry to leave 

it[,] they make you so much at home.” Other letters suggest that patients felt a sense of 

attachment to the spaces they temporarily inhabited. Patients sent postcards with images 

of convalescent homes to friends or relatives, specifically drawing attention to the spaces 

                                                
96 Arnold, “Convalescent Homes and Hospitals,” 664. 
97 Convalescent homes postcards, Hospitals, convalescent homes, people with diseases etc. Process prints, 
ca. 1900-1940, no. 579252i, Wellcome Library. 
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they occupied or the staff with whom they were on good terms. One patient at St. 

Andrew’s Convalescent Home in Folkestone, for instance, sent postcards with images of 

the decoratively furnished St. Mary’s Ward to more than one relative, noting that the 

home was “a lovely place” and that the image on the card depicted “the Ward & the nurse 

who is so nice” (Figs. 4.4-4.5). Similarly, Minnie, a patient at the Catherine Marsh 

Convalescent Home in Worthing, sent a postcard image of the home to her mother in 

Maidstone (Kent) in July 1916. She thought her mother might “like a card of the home,” 

noting that it was “very nice” there. Two days later she sent a second card with “the back 

view of the home,” noting that she “forgot to mark my bedroom on the other [card] but 

it’s the one right up over the gate.” Such notes illuminate the sense of attachment that 

patients sometimes felt to the spaces in which they were convalescing; they wanted to 

communicate with friends and family members that they felt comfortable, even 

temporarily “at home,” in particular wards, bedrooms, and dayrooms. 

Nevertheless, such feelings of attachment were not universal, and many patients 

longed to return to their own homes. Their reasons varied. Some convalescent parents 

missed their children. Others felt guilt about living in comfort with ample food, while 

their families, dependent on their earnings, struggled to get by. For patients with such 

responsibilities, prolonging the period of convalescence amplified, rather than alleviated, 

daily stresses and anxieties. The matron at Parkwood, for instance, recounted one man 

who told her that “it chokes me to eat the food here when I know the wife and kids are 

starving at home.”98 Other patients missed friends or family, who were often unable to 

muster the expense requited to visit patients in far-flung locales. Indeed, at Parkwood, as 
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at many homes, visiting was encouraged, since they found that otherwise patients would 

become “more restless, more anxious about their friends and families.”99 Letters from 

patients to family members show that sometimes they were required to remain for their 

full time at a home, even when they wished to depart early to be at home with their 

families.100 For such patients, the artificial family relations that many homes tried to 

foster were no substitute for the real thing.  

Institutional realities could easily remind patients that convalescent homes’ 

domesticity was artificially constructed. Complaints demonstrate that patients sometimes 

experienced what Hamlett has termed “failed domesticity”; annoyance with discomfort 

and discipline could easily replace feelings of home-like belonging.101 Patients who 

complained about insufficient food, inadequate heat, or having to share a bed surely did 

not feel that they were enjoying the epitome of domestic comfort.102 Similarly, the 

attitude, expectations, and behavior of the matron (or other staff members) played a large 

role in whether patients felt at home and well cared for or as if they were chafing under 

unnecessarily strict and capricious discipline. The Reckitt Convalescent Home in 

Clacton-on-Sea (affiliated with the Royal Northern Hospital in London) preserved several 

letters of complaint from around 1930, focusing largely on the matron’s role in making 

the patients feel unwelcome and unfairly treated. One patient, Victor Pengilly, wrote to 

his mother in 1929, reporting that the matron was such “an old Devil” that he would not 

be sorry to return home. He also asked his mother to send a few shillings, since it was 

                                                
99 Ibid. 
100 Postcard of Convalescent Home at Ikley addressed to Mrs. Furniss, Convalescent homes postcards, no. 
579252i, Wellcome Library.  
101 Hamlett, At Home in the Institution, 1. 
102 See, e.g., Medical and Convalescent Subcommitee Book, 1887-1888, Charity Orgnaisation Society 
Records, A/FWA/C/A/25/5, LMA. 
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“terrible down here without anything as we get very little to eat.”103 In a letter to the 

administration, he complained about insufficient food, uncomfortable beds, and harsh 

treatment from the matron, who, among other things, falsely (he claimed) accused him of 

being intoxicated.104 Similarly, F.H. Palmer, sent to Clacton to recover from an 

appendicitis operation, reported on a series of conflicts with the matron, during which he 

and a fellow patient were subjected to various indignities. As a result, he reported,  

the whole atmosphere of the place is miserable and no one appears to be happy 
while they are in. The matron seems to want to treat everyone like infants. … I 
think it very unfair that patients be subjected to this treatment … but I think it could 
be easily remedied and the place be very comfortable if a younger and more level 
headed woman was put in charge.105 
 

Whether or not these allegations were true (the matron’s contrasting account accused 

them of insubordination, rowdiness, and intemperance), such complaints show that the 

boundary between domestic comfort and the unpleasantness of institutional food, 

furniture, and discipline was quite narrow and easily breached. The popularity of 

convalescent homes suggests that many patients valued their experiences; nevertheless, 

there were clearly also patients who experienced convalescent care as far from home-like.  

 

Conclusion 

Beliefs about the importance of domesticity to convalescence and identity were deeply 

held by advocates and administrators. For many patients, likewise, the time spent in these 

homes was marked by feelings of comfort, belonging, sympathy, and repose. However, 

the domesticity fostered in convalescent homes was always to a certain extent artificial. 

                                                
103 Victor Pengilly to Mrs. E. Pengilly, 29 Nov. 1919, Reckitt Convalescent Home papers, Royal Northern 
Hospital Records, H33/RN/A/32/66, LMA. 
104 Letter from Victor Pengilly, 2 Dec. 1929, Royal Northern Hospital Records, H33/RN/A/32/66, LMA. 
105 T.H Palmer to the Secretary, 14 Jul. 1931, Royal Northern Hospital Records, H33/RN/A/32/66, LMA.  
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Patients were subject to institutional realities and disciplines, ranging from rules 

regarding admissions and behavior to food, furnishings, and authority figures that were 

sometimes less than comforting. Likewise, the models of domesticity adopted in many 

convalescent homes were based on assumptions about their sustainability that were 

problematic, to say the least. It is ironic, for instance, that many homes were modeled on 

the rural ideal of country villas at precisely the moment when the vast majority of the 

population had become urbanized, and when the economy of land that had sustained the 

grand houses of country elites was beginning to collapse.106 Similarly, the degree to 

which the aesthetic and decorative trappings of middle-class homes could make their way 

from convalescent institutions into working-class households is questionable. Tastefully 

decorated, carefully arranged, and spatially segregated interiors required both financial 

resources and the labor of domestic servants to manage and maintain. While convalescent 

homes had both resources and domestic staff, convalescents among the working poor did 

not, no matter how long they remained as temporary guests in such islands of repose.  

Nevertheless, attending to the architectural, spatial, and material formations of 

late Victorian convalescent homes is essential to understanding why philanthropists, 

medical reformers, and patients saw these spaces as so deeply powerful and essential. For 

patients to achieve a full and lasting recovery, not just any space would do. By emulating 

the isolated grandeur of country estates and the comfortable interiors of middle-class 

homes, convalescent institutions positioned themselves as spaces of shelter and 

tranquility, where patients could experience reprieve both from the alienation of the 

hospital ward and the degradation of the urban milieu. Simulated domesticity, moreover, 
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was meant to be as much instructive as therapeutic. Though convalescent homes were 

located in the country, advocates believed that their influence could reach all the way 

back into the “undomestic” homes of urban slum-dwellers. The designers of these 

institutions saw them as sites where the working poor could be taught how to maintain 

clean, well-ordered, and aesthetically pleasing homes. Moreover, by encouraging 

respectable sociability, self-discipline, mutual forbearance, and the creation of idealized 

familial relationships, convalescent homes sought not just to aid in their patients’ 

recovery, but to help cultivate them as reflexive, self-governing liberal subjects. 
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Figure 4.1. Postcard image of the Liverpool Convalescent Institution at Woolton. 
Image Courtesy of the Wellcome Library.107 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                
107 Convalescent homes postcards, Hospitals, convalescent homes, people with diseases etc. Process prints, 
ca. 1900-1940, no. 579252i, Wellcome Library. 
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Figure 4.2. The Hospital Convalescent Home at Parkwood, Swanley, Kent. Image 
courtesy of the London Metropolitan Archives.108 
 

                                                
108 Photograph Album, Parkwood Convalescent Home, Westminster Hospital Group Records, 
H02/PCH/Y/1/2, LMA. 
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Figure 4.3. Postcard image of dining room at the Convalescent Home in Hale, 
Surrey. Image courtesy of the Wellcome Library.109 
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Figure 4.4. Postcard image of St. Mary’s Ward, St. Andrew’s Home, Folkestone, c. 
1922. Image courtesy of the Wellcome Library.110 
 
 
 
 

                                                
110 Convalescent homes postcards, Hospitals, convalescent homes, people with diseases etc. Process prints, 
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Figure 4.5. Postcard image of St. Mary’s Ward, St. Andrew’s Home, Folkestone, c. 
1922. Image courtesy of the Wellcome Library.111 
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Chapter 5 
“Food is more than medicine”: The Science and Art of Feeding Convalescents 

 

In an 1890 article on the Seaside Convalescent Home in Seaford, Sussex, a reporter from 

the Charity Record and Philanthropic News described the institution’s many advantages 

and benefits. It was well situated, with a far-reaching view of the sea and the South 

Downs, in a climate with “bracing and health-giving” air. It was comfortable and 

homelike, providing its patients myriad opportunities for rest and relaxation. In addition 

to the home’s location and domestic comforts, the reporter praised the quality and 

abundance of food: “It is a maxim at the Seaside Convalescent Hospital that food is more 

than medicine, and so the very best that can be obtained is served to the patients, who … 

find their meals so tempting that they can hardly fail to do justice to them.” Despite the 

“capital” dispensary and array of surgical instruments at the disposal of the resident 

medical officer, there were reportedly few occasions for him to use either, “thanks to the 

abundance of good food and fresh invigorating air” at the home.1 

 From the earliest proposals for convalescent homes in the middle of the 

nineteenth century, diet, along with rest and fresh air, was seen as an essential aspect of 

the convalescent regimen. In his call for convalescent retreats in the 1830s, Manchester 

physician and hospital reformer John Roberton emphasized the contrast between the 

“meager” diet that many working-class patients suffered at home and the “wholesome 

food” and “plentiful diet” that convalescent homes could provide.2 For medical, nursing, 

                                                
1 “Seaside Convalescent Hospital, Seaford,” The Charity Record and Philanthropic News X, no. 247 
(September 4, 1890): 315. 
2 John Roberton, “Suggestions for Establishing Convalescents’ Retreats on the Sea Coast, as Subservient to 
the Hospitals and Other Medical Charities of Large Towns,” The Edinburgh Medical and Surgical Journal 
48, no. CXXXIII (1837): 326–36. 
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and dietary experts, caring for convalescents meant giving thoughtful attention to diet, 

since full recovery from illness was seen as contingent upon the restoration of strength 

that only healthy and nutritious food could provide. As cultural and institutional attention 

to convalescence grew over the course of the century, so too did interest in the role of diet 

in the management of convalescent patients. As Charles Senn, a consulting chef at the 

National Training School for Cookery (NTSC), and a founder of the Universal Cookery 

and Food Association, wrote at the turn of the twentieth century, diet was of supreme 

importance after the acute stage of illness, “for it is upon the food taken and digested that 

the restoring of strength depends.”3  

 This chapter examines the feeding of convalescents and the practices of 

convalescent cookery in the late nineteenth century, practices which existed against a 

backdrop of social and cultural anxiety about the interrelationship between diet, health, 

and citizenship. As James Vernon has shown, hunger and malnutrition acquired “an 

increasingly explosive political charge” in the final decades of the nineteenth century. 

Amidst fears of racial degeneration and declining standards of living in industrial society, 

concerns spread that poor nutrition was causing physical deterioration among the 

working-class population, contributing to infant mortality, undermining workforce 

productivity, and shrinking the pool of able-bodied military recruits.4 Nutrition science 

                                                
3 Charles Herman Senn, Cookery for Invalids and the Convalescent, 3rd ed. (London: The Food and 
Cookery Publishing Agency, 1903), 5. 
4 James Vernon, Hunger: A Modern History (Cambridge: Harvard University Press, 2007), 83–87; on 
degeneration debates during this period, see Richard A. Soloway, Demography and Degeneration: 
Eugenics and the Declining Birthrate in Twentieth-Century Britain (Chapel Hill: University of North 
Carolina Press, 1995). Malnutrition has also been discussed in the context of historical debates about the 
nutritional status of the working class and the sufficiency of working-class diets during this period; see, for 
instance, Derek J. Oddy, “A Nutritional Analysis of Historical Evidence: The Working-Class Diet, 1880-
1914,” in The Making of the Modern British Diet, ed. Derek J. Oddy and Derek Miller (London: Croom 
Helm, 1976), 214–31; Roderick Floud, Annabel Gregory, and Kenneth W. Wachter, Height, Health and 
History: Nutritional Status in the United Kingdom, 1750-1980 (Cambridge: Cambridge University Press, 
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reflected and amplified these fears. Chemists, physicians, physiologists, and social 

scientists turned to laboratory and population studies in order to identify the basic 

chemical constituents of food, quantify the energetic contents of particular foodstuffs, 

and determine the minimum requirements of an adequate diet for different segments of 

the population.5 Closely linked to this development was greater attention to cookery 

education, both for those who worked in institutions and among the wider public. Health 

reformers who saw dietary reform as part and parcel of larger efforts to improve the 

health of the population founded a number of schools to train cooks for the military, 

schools, and hospitals.6 The teaching of cookery and domestic science in schools more 

generally represented a means of promoting the virtues and practices of domesticity, 

motherhood, and citizenship.7 At the same time, the middle-class household became a 

site for the reproduction of nutrition science. As Caroline Lieffers has shown, late 

nineteenth-century cookbooks reflected not only women’s “moral prerogative in the 

home,” but also their “scientific prerogative,” expressed through “technical skills and 
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expert knowledge in their kitchens,” including practices of categorization, quantification, 

analysis, and the deployment of specialized vocabulary.8  

 The role of cookery for the sick in the late nineteenth century has been an 

understudied aspect of this story—the role of convalescent cookery, even more so.9 I 

demonstrate, however, that there was a distinct body of nutritional, dietetic, and cooking 

advice aimed at convalescent patients contained in convalescent and invalid cookery 

books, food treatises, and medical texts produced in late Victorian England. Designed to 

be used by those caring for sick and convalescent patients, these cookbooks contained 

recipes ranging from preparations for beef tea to jellies, soups, stews, roasts, puddings, 

and cakes. Yet, like all cookbooks, these texts reveal far more than the recipes they 

contain. As Steven Tobias has argued, cookbooks are “serious artifacts of cultural 

production”; they reflect and propagate ideas about the “proper, healthy, even normal 

way of cooking and eating.”10 Though the texts and recipes contained in such cookbooks 

cannot tell us how they were actually read or used, they do shed light on the ideas and 

values that authors and publishers wished to convey, and how they conceived of their 

                                                
8 Caroline Lieffers, “‘The Present Time Is Eminently Scientific’: The Science of Cookery in Nineteenth-
Century Britain,” Journal of Social History 45, no. 4 (2012): 937. 
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audiences.11 Convalescent cookbooks can help us understand late nineteenth-century 

ideas about the nutritional needs of convalescent bodies, the relationship between food 

and healing, and the cultural connotations of convalescence. 

Indeed, these convalescent cookery books have important implications for our 

understanding of the emergence, focus, and reception of nutrition science in the 

nineteenth century. In many historical accounts, the second half of the nineteenth century 

has taken on significance as a period of transition between humoral and nutritionist 

“dietetic discourses.”12 During this period, the humoral language of food “qualities” was 

replaced by the language of chemical constituents, such as proteins, carbohydrates, fats, 

and minerals.13 Much of this shift took place in the wake of Justus von Liebig’s work on 

animal chemistry in the 1840s, which pushed nutrition science to adopt practices of 

quantification and chemical analysis.14 These gave shape to an increasingly reductionist 

approach to understanding the building blocks of diet, as “the modern science of nutrition 

took to the laboratory to discover the precise thermodynamic laws governing the body 

and the exact chemical properties of food as fuel.”15 

Attending to convalescent diets calls into question the unchallenged dominance of 

“nutritionist” paradigms in the late nineteenth century. Ken Albala has shown that early 

                                                
11 Henry Notaker, “Printed Cookbooks: Food History, Book History, and Literature,” Food and History 10, 
no. 2 (July 2012): 131–59. 
12 Tripp Rebrovick, “The Politics of Diet: ‘Eco-Dietetics,’ Neoliberalism, and the History of Dietetic 
Discourses,” Political Research Quarterly 68, no. 4 (December 1, 2015): 678–89. 
13 Steven Shapin, “‘You Are What You Eat’: Historical Changes in Ideas about Food and Identity,” 
Historical Research 87, no. 237 (August 1, 2014): 377–92; Gyorgy Scrinis, Nutritionism: The Science and 
Politics of Dietary Advice (New York: Columbia University Press, 2013). 
14 On Liebig and his influence on the science and culture of nutrition, see Brock, Justus von Liebig; Mark 
Finlay, “Early Marketing of the Theory of Nutrition: The Science and Culture of Liebig’s Extract of Meat,” 
in The Science and Culture of Nutrition, 1840-1940, ed. Harmke Kamminga and Andrew Cunningham 
(Amsterdam: Rodopi, 1995), 48–74. 
15 Vernon, Hunger, 96; see also Scrinis, Nutritionism. 
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modern advice about convalescent diets was relatively constant, “largely impervious” to 

theoretical change in medical and physiological thought; instead, it was based on cultural 

intuitions about food that was both fortifying and easy to digest.16 Similarly, late 

nineteenth-century convalescent cookery cannot be fully explained through the lens of 

dietetic reductionism. Convalescent cookery books certainly contained a wealth of 

nutritional advice justified on chemical terms, following Liebig’s broad schema in 

emphasizing the need for patients to consume enough “nitrogenous” and “carboniferous” 

foods (for tissue repletion and for heat/energy, respectively). Yet in describing the best 

convalescent diets, nurses, physicians, and cookery experts argued that focusing on 

nutritional content alone was insufficient to ensure a return to health. Just as important as 

what patients ate was how their food was prepared and how they ate. The most nutritive 

foods would be useless, or even overtax convalescents’ weakened digestive systems, if 

they were not served in a manner that was appetizing, varied, and engaging. These 

authors dispensed advice about how to make food not only nutritious, but also palatable, 

tempting, surprising, and digestible. They made suggestions about how to display food on 

the plate and serving tray, how convalescents’ eating spaces should be arranged, and how 

to both accommodate and moderate patients’ cravings and desires. Attention to 

convalescent cookery, then, revises somewhat our picture of late nineteenth-century 

dietetics, from one in which nutritional components held uncontested sway, to one in 

which sensitivity to bodily affects, appetites, and dietetic individuality were also 

understood to be essential. In feeding convalescents, the art of cookery was an important 

part of the science of nutrition.  

                                                
16 Ken Albala, “Food for Healing: Convalescent Cookery in the Early Modern Era,” Studies in History and 
Philosophy of Biological and Biomedical Sciences 43, no. 2 (June 2012): 323–28. 
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I do not mean to suggest that the dominant narrative of the rise of nutrition 

science is incorrect. Nevertheless, in focusing mostly on the chemical-physiological 

laboratory, these histories have minimized the importance of other forms of nutritional 

advice and expertise which circulated in the late nineteenth century and which put as 

much emphasis on the conditions conducive to healthy digestion as on the abstract 

chemical and energetic constituents of food.17 Advocates of scientific cookery argued that 

understanding these conditions was necessary if the nutritional components consumed 

were also to be assimilated. Likewise, convalescent dietaries were not unique in 

dispensing such advice, which appeared also in medical literature and more general 

cookery tracts. Convalescents, however, were understood to be especially susceptible to 

external influences that could confound their recoveries, and to possess greatly weakened 

powers of digestion. Convalescent cookery tracts took special care to articulate the 

conditions under which healthy eating could occur, and thus represent useful sources to 

investigate ideas about nutrition and digestion during this period. In the first section of 

this chapter, then, I examine late nineteenth-century convalescent cookbooks, unpacking 

how they conveyed nutritional knowledge, their description of the sensitivities and 

sensibilities of convalescent bodies, and the emphasis they placed on serving food that 

was not simply nutritious, but tempting, varied, and stimulating to both mind and body.  

                                                
17 There are, of course, exceptions. Joyce Huff has called attention to dietary reformer’s attention to 
digestion, and not just to nutrients Joyce L. Huff, “Corporeal Economies: Work and Waste in Nineteenth-
Century Constructions of Alimentation,” in Cultures of the Abdomen: Diet, Digestion, and Fat in the 
Modern World, ed. Christopher E. Forth and Ana Carden-Coyne (New York: Palgrave Macmillan, 2005), 
34. Likewise, the literature on fad diets, such as the mastication-promoting Fletcherism, has demonstrated 
medical and public appreciation for promoting healthy digestion at the turn of the century. See L. Margaret 
Barnett, “Fletcherism: The Chew-Fad of the Edwardian Era,” in Nutrition in Britain: Science, Scientists, 
and Politics in the Twentieth Century, ed. David F. Smith (London New York: Routledge, 1997). 
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Cookbooks, however, are prescriptive literature; as historical sources, they tell us 

more about the aspirations and agendas of their authors, and what they attempted to 

communicate to their readers, than they can about what people in the past actually ate, 

how they ate, and how the performance of eating played out.18 Moreover, the audience 

for convalescent cookery books was varied and much broader than just the convalescent 

patient; many were aimed at middle-class women, and sometimes their domestic 

servants.19 The second section of the chapter, therefore, turns to the dietary regimes of 

convalescent homes, and considers to what extent such nutritional advice was adopted in 

institutional settings. The feeding of institutional inmates, particularly in workhouses and 

prisons, was the subject of extensive discussion and study in the nineteenth-century. 

Recurrent debates pitted those who were concerned about the welfare and wellbeing of 

such inmates against those who worried about undermining deterrents to pauperism and 

wasting state funds on criminals and layabouts.20 Physicians and nutrition scientists 

undertook studies to determine how to provide adequate nourishment for such 

populations at the lowest possible cost. Particularly after the rise of the New Poor Law 

regime in the 1830s, the prevailing ideology behind the design of workhouse dietaries 

was the provision of diets that were nutritionally sufficient, yet inexpensive and 

                                                
18 Ken Albala, “Cookbooks as Historical Documents,” in The Oxford Handbook of Food History, ed. 
Jeffrey M. Pilcher (Oxford: Oxford University Press, 2012), 229. 
19 On the audience for nineteenth-century scientific cookbooks, see Lieffers, “The Present Time Is 
Eminently Scientific.” 
20 Kenneth J. Carpenter, “Nutritional Studies in Victorian Prisons,” The Journal of Nutrition 136, no. 1 
(January 1, 2006): 1–8; Ian Miller, “Feeding in the Workhouse: The Institutional and Ideological Functions 
of Food in Britain, Ca. 1834–70,” Journal of British Studies 52, no. 4 (October 2013): 940–62; Lynn 
Hollen Lees, The Solidarities of Strangers: The English Poor Laws and the People, 1700-1948 
(Cambridge: Cambridge University Press, 1998); On restricting food as an aspect of discipline under the 
New Poor Law regime, see Christopher Hamlin, “Edwin Chadwick, ‘Mutton Medicine,’ and the Fever 
Question,” Bulletin of the History of Medicine 70, no. 2 (1996): 233–65. 
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unappealing enough not to reduce the deterrent effect of poor relief.21 Joyce Huff has 

argued that these twin imperatives—to treat inmates and poor-law recipients humanely 

while simultaneously reducing public expenditure—shaped a science of alimentation in 

which the worth of the laboring body was “gauged by measuring the amount of work and 

waste it produce[d] in relation to the amount of the resources it consume[d].”22 This 

“ideal of the efficient corporeal economy stigmatized corpulence as waste,” laying the 

groundwork for modern stigmas surrounding fat bodies.23 

Getting at the day-to-day dietary experiences in convalescent homes is difficult; 

records of actual meals served to convalescent patients do not survive in the archives. 

Nevertheless, homes’ published dietary tables, annual reports, and descriptions in 

promotional literature suggest that convalescent patients were fed on very different terms 

than other, more stigmatized institutional inmates. In contrast to the workhouse 

imperatives of economy and deterrence, convalescent homes saw providing liberal 

amounts of nourishing food as a key aspect of their therapeutic mission. Such diets also 

played a key role in instantiating the domesticity of convalescent homes; making sure 

that patients felt well fed and that they performed the social rituals of dining were 

important elements in cultivating a home-like atmosphere. There was, of course, a 

considerable gap between the kinds of advice offered in domestic cookery manuals aimed 

at middle-class readers and the makeup of institutional dietaries—a gap which makes 

examining both sorts of sources essential to understanding convalescence as a cultural 

                                                
21 Valerie J. Johnston, Diet in Workhouses and Prisons, 1835-1895 (New York: Garland, 1985), 96–104; 
Peter Brears, “Bastille Soup and Skilly: Workhouse Food in Yorkshire,” in Food for the Community: 
Special Diets for Special Groups, ed. C. Anne Wilson (Edinburgh: Edinburgh University Press, 1993), 
116–50. 
22 Huff, “Corporeal Economies,” 32. 
23 Ibid., 47. 
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and therapeutic practice. Due to the practical demands of bulk purchasing and feeding 

many patients at a time, for instance, convalescent home cooks and matrons certainly 

were not able to attend to the particular appetites and tastes of individual patients as 

fastidiously as domestic manuals recommended. Nevertheless, they did make efforts to 

tailor diets to individual patients and to vary menus to avoid monotony. Above all, they 

emphasized the benefit that would come from better nutrition than patients often received 

at home. As Matthew Newsom Kerr has shown in his study of late-Victorian smallpox 

hospitals, the taste of food and the liberality of dietaries were important markers of 

whether inmates were “penal subjects of poor-law discipline or medical subjects 

deserving of courteous treatment and clean civil status.”24 The provision of liberal, 

varied, and tasty diets by convalescent homes thus reflected the belief that the 

convalescent body required a different regimen than the laboring body or the body of the 

workhouse or prison inmate. Convalescence represented a necessary respite from the 

economy of work and waste, a temporary period in which careful management and 

attention to the patient’s affect and desires, and not just their corporeal productivity, was 

essential.  

 

Convalescent cookbooks  

The cookbooks and medical texts I examine in this chapter span the period from the 

1860s to the first years of the twentieth century, during which the reach of convalescent 

homes and the popular audience for nutrition science both expanded dramatically.25 Their 

                                                
24 Matthew Newsom Kerr, “‘French Beef Was Better than Hampstead Beef’: Taste, Treatment and 
Pauperism in a London Isolation Hospital, 1871,” in Residential Institutions in Britain: 1725-1950: Inmates 
and Experiences, ed. Jane Hamlett, Lesley Hopkins, and Rebecca Preston (Pickering and Chatto, 2013), 50. 
25 Akiyama, Feeding the Nation: Nutrition and Health in Britain before World War One. 
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authors came from a variety of backgrounds: some were physicians;26 some had written 

other cookbooks or hygiene manuals and were venturing into the realm of invalid and 

convalescent cookery;27 others were nurses;28 yet more were instructors or graduates of 

the various schools that were founded in the late nineteenth century to train cooks for 

schools, hospitals, and the armed services, such as the NTSC in South Kensington.29 

These texts tracked a growing interest in the promotion of scientific cookery, the idea that 

the health of the population could be improved by more widespread understanding of the 

principles of nutrition and practical skills in the kitchen.30 Though these cookbooks were 

written for a variety of audiences, including hospital sisters, institutional matrons, and 

private nurses, many emphasized that they hoped to encourage a greater uptake of 

knowledge and skill among women more generally, as almost every woman at some 

point took on the responsibility of caring—and cooking—for a sick relative or friend. 

Since many of these women, wrote Catherine Ryan, author of Convalescent Cookery: A 

Family Handbook (1881), had “no thought of the need of such knowledge as ‘how to 

cook for convalescents,’ until it [was] too late to make its learning useful,” she—and 

others like her—sought to “give some plain hints, brought into a cheap and compact 

form” of “how to cook for sick and feeble people.”31 Such texts, then, were part of larger 

                                                
26 Isaac Burney Yeo, Food in Health and Disease (London: Cassell, 1896); J. Milner Fothergill and Horatio 
C. Wood, Food for the Invalid: The Convalescent, the Dyseptic, and the Gouty (New York: Macmillan & 
Co, 1880). 
27 Lucy Helen Yates, The Convalescent’s Diet: How to Provide and Prepare It, Etc. (London, 1901); Senn, 
Cookery for Invalids and the Convalescent. 
28 Maude Earle, Sickroom Cookery and Hospital Diet: With Special Recipes for Convalescent and Diabetic 
Patients (London: Spottiswoode & Co., 1897); H.M. Edmonds, Diet In Convalescence (London: The 
Scientific Press, 1915). 
29 Mary Feachem, Food for the Sick & Convalescent (Bristol: Rose & Harris, 1895); E. M. Worsnop, The 
Nurse’s Handbook of Cookery: A Help in Sickness and Convalescence (London: Adam & Charles Black, 
1897); Florence A. George, King Edward’s Cookery Book (London: Edward Arnold, 1901); Earle, 
Sickroom Cookery and Hospital Diet: With Special Recipes for Convalescent and Diabetic Patients. 
30 Akiyama, Feeding the Nation: Nutrition and Health in Britain before World War One. 
31 Catherine Ryan, Convalescent Cookery: A Family Handbook (London: Chatto & Windus, 1881), v–viii. 
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efforts to instill the skills necessary for domesticity and citizenship through the practices 

of domestic economy and domestic science.32 

 Despite the heterogeneity of the authors’ backgrounds, the advice these various 

texts communicated was remarkably similar. Above all, they stressed the importance of 

diet to good health in general and to convalescence in particular. Once a patient was past 

the acute stage of illness, medicines and other therapeutic tools receded in importance, 

and proper feeding became paramount. Physicians were urged not to neglect the 

importance of diet just because the critical stage of illness had passed; food, unlike drugs, 

was a necessary component of every patient’s recovery, which, if interrupted, could result 

in relapse. Moreover, if the doctor did not carefully monitor and prescribe the patient’s 

diet, the patient—or worse, the patient’s friends—was likely to make potentially harmful 

dietetic choices on their own behalf. Nurses were advised that they, too, played a critical 

role in supervising patients’ intake. As practitioners in the best position to monitor what 

patients actually ate, what satisfied them, and what they were unable to digest, nurses 

were seen as responsible for executing prescribed regimens and adapting them, as 

necessary, to the appetites and needs of convalescents.  

These writers also emphasized the importance of basing convalescent dietaries on 

scientific principles. Late nineteenth-century nutrition science was deeply influenced by 

the work of Liebig and other chemists who emphasized the chemical composition of 

food. The two most important alimentary categories in this framework were 

“nitrogenous” and “non-nitrogenous” (or “carbonaceous”) foods. Nitrogenous foods 

                                                
32 Heathorn, For Home, Country, and Race, 169–176; on similar patterns in the US, see Rima D. Apple, 
“Science Gendered: Nutrition in the United States, 1840-1940,” in The Science and Culture of Nutrition, 
1840-1940, ed. Harmke Kamminga and Andrew Cunningham (Amsterdam: Rodopi, 1995), 129–54. 
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(made up of albuminates or proteids—later called proteins) nourished tissue, ensuring 

growth and repairing natural wear and tear. Carbonaceous foods (containing 

hydrocarbons) powered combustion; they provided the fuel the body needed to produce 

heat and energy. Though nutrition science recognized other necessary dietary 

constituents, such as starches, mineral salts, and water, it was the basic division between 

nitrogen and carbon that undergirded the knowledge of dietary practice.33 

The roles of these chemical components operated within a mechanical metaphor 

of the body.34 J. Milner Fothergill, physician to the City of London Hospital for Diseases 

of the Chest and a prominent expert on digestion and diet, noted in 1880 that, “just as 

there is in a steam-engine the metal framework and the coals which heat the water into 

steam which sets the metal machine into motion; so there are in the body the tissues and 

the fuel.”35 Like the steam engine, the body required fuel for combustion (hydrocarbons), 

and material to replenish wear on the tissues, muscles, and bones of the bodily machine 

(nitrogen). Convalescence depended on both forms of aliment. “The whole object of 

feeding in convalescence,” according to H.M. Edmonds, a sister at Guy’s Hospital in 

London in 1915, “is to rebuild as quickly as possible those tissues of the body that have 

become weakened or disorganized by disease, and also to restore that reserve force which 

is necessary to the increased activity of returning health.”36 

Nevertheless, few of these cookbooks contained much guidance on how to 

translate this general knowledge into the production of specific convalescent dietaries. 

                                                
33 Fothergill and Wood, Food for the Invalid, 5. 
34 On the “human motor” metaphor, see Rabinbach, The Human Motor. 
35 Fothergill and Wood, Food for the Invalid, 3–5; on Liebig’s use of this steam engine metaphor, see 
Brock, Justus von Liebig, 190–91. 
36 Edmonds, Diet In Convalescence, 16. 
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While authors often designated recipes as useful in the recovery from particular ailments 

or in particular stages of convalescence, these recipes rarely contained quantified 

nutritional information about chemical nutritional constituents. At the same time, such 

cookbooks did not always contain the most up-to-date nutritional knowledge. By the 

1880s, Liebig’s division of foodstuffs into nitrogenous and non-nitrogenous groups came 

under increasing attack from physiologists and dietitians, as did his emphasis on the 

importance of meat juices and extracts.37 The continued appeals to these categories in 

convalescent cookbooks suggests that the rhetorical appeal of nutrition science was just 

as important to cookery experts as its actual application.38 

Moreover, these texts emphasized that knowing the nutritional content of 

ingredients was insufficient unless one also knew how to cook them. Skillful preparation 

was essential. Depending on the method of preparation, “a large proportion of the 

nutritious elements may be wasted and lost, or they may all be preserved.”39 Different 

ways of cooking meat, for instance, had consequences for the quality of nutriment. 

Roasting sealed in the meat’s nutritious juices, while boiling extracted them. Unless one 

were making beef tea, therefore, the former was preferable. A skillful cook would also 

know which ingredients were most digestible by weakened convalescents, and which 

methods of preparation most conducive to digestibility. Fish and poultry were more 

digestible sources of nitrogen than beef or pork, for instance, and roasting, braising, and 

                                                
37 Finlay, “Early Marketing of the Theory of Nutrition: The Science and Culture of Liebig’s Extract of 
Meat,” 60; Brock, Justus von Liebig, 213; Drummond and Wilbraham, The Englishman’s Food, 343–362. 
38 “Introduction: The Science and Culture of Nutrition, 1840-1940,” in The Science and Culture of 
Nutrition, 1840-1940, ed. Harmke Kamminga and Andrew Cunningham (Amsterdam: Rodopi, 1995), 11–
12. 
39 Edmund S. Delamere and Ellen J. Delamere, Wholesome Fare; Or, the Doctor and the Cook (London: 
Levey and Co., 1868), 3. 
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stewing rendered meats much easier to assimilate than frying or vigorous boiling, which 

hardened their albumen, making them indigestible.40 

Indeed, authors of convalescent and invalid cookery books emphasized that the 

nutritional value of food represented only half of the equation. No matter how nutritious 

the actual meals provided, the food had to be prepared and served in a manner that an 

individual patient would find appetizing and digestible. Thus, convalescent meals should 

be light, varied, pleasing to the eye, tempting to the appetite, and adapted to the 

individual, so as to create the conditions most conducive to the patients’ consumption, 

digestion, and recovery. Florence Nightingale was a strong proponent of the view that 

excessive focus on the nutritional contents of food, to the exclusion of factors such as 

appetite and appearance, was wrongheaded. In assembling rules for the perfect diet based 

on the amounts of carboniferous and nitrogenous materials, it was too easy to lose sight 

of the patient himself and what he was capable of eating. The human body, she 

maintained, was not like a prescription; the stomach was guided by nature, not by 

chemistry. Nature’s rules could only be ascertained “by the most careful observation at 

the bed-side,” for “living chemistry, the chemistry of reparation, is something different 

from the chemistry of the laboratory.” More important than the precise constituents of 

food was  

what the patient’s stomach can assimilate or derive nourishment from, and of this 
the patient’s stomach is the sole judge. Chemistry cannot tell this. The patient’s 
stomach must be its own chemist.41 
 

Chemical analysis, in other words, could only determine the abstract components of 

various foodstuffs; it could not tell you how they were assimilated by actual bodies, let 

                                                
40 Worsnop, The Nurse’s Handbook of Cookery: A Help in Sickness and Convalescence. 
41 Florence Nightingale, Notes on Nursing: What It Is, and What It Is Not (London: Harrison, 1860), 101–4. 
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alone sick or convalescent ones. Coming up with effective patient dietaries, then, meant 

paying careful attention to the hints that nature provided as to what food the patient 

desired, required, and was capable of digesting in a weakened state.  

Some cookery experts cited Nightingale on the limits of nutritional analysis in the 

formulation of sickroom diets well into the twentieth century.42 Even those authors who 

were more accepting of chemical analysis, however, agreed with the premise that 

knowledge of proteins and carbohydrates alone was not enough. Maude Earle, a staff 

teacher at the NTSC and a lecturer on sickroom cookery at the London and Brompton 

Hospitals, emphasized in 1897 that a “perfect diet” required not only the “proper amount 

and proportion” of proteid, carbohydrates, fat, water, and salts, but also adaptation to 

“climate, age, sex of individual, and to the amount of work to be done,” and that “the 

essentials of diet … be present in a digestible form.”43 Like therapeutics based on 

climate, scientific dietetics emphasized attention to the needs and ailments of patients as 

specific individuals with particular dietary requirements.44 

Attention to the individuality of patients and their specific dietary requirements 

operated at several levels in these texts. On one level, the amount of nutriment required 

had to be tailored to the age and sex of patients, as well as their climatic surroundings, the 

nature of the work they usually engaged in, and the amount of exertion it required.45 On 

another level, diet had to be carefully matched to the stage of illness. Convalescence was 

                                                
42 Ryan, Convalescent Cookery: A Family Handbook; Jessie J. Williams, The Art of Feeding the Invalid & 
Convalescent (London: Scientific Press, 1923); Carrie Davenport, Toothsome Dishes (London: John Hogg, 
1885), 144. 
43 Earle, Sickroom Cookery and Hospital Diet: With Special Recipes for Convalescent and Diabetic 
Patients, 3, emphasis added. 
44 On individuality in climatotherapy, see chapter 3.  
45 Earle, Sickroom Cookery and Hospital Diet: With Special Recipes for Convalescent and Diabetic 
Patients, 14; Edmonds, Diet In Convalescence; H.W. Seager, Light Diet: A Handbook of Diet and Cookery 
for All Classes of Invalids (London: Simpkin, Marshall and Co., 1887), 1. 
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particularly difficult in this respect. In many cases, patients’ digestive systems were still 

weakened from disease; solid, hard to digest food in excessive quantities risked 

overtaxing digestion, risking relapse, or worse. Feeding convalescents required following 

a “gradually ascending scale” of dishes in order of digestibility, beginning with “very 

light and easily digested foods”; as convalescence progressed, “an increase as to quantity 

may be made, but, as the digestion is weak and little exercise is taken, in no case should a 

meal approaching that taken in ordinary health be given.”46  

Nurses and other experts on sickroom cookery maintained that it was essential to 

attend to the idiosyncrasies, desires, and “fancies” of patients, for these provided 

guidance as to what nutriment the patient really required. Senn echoed a common 

sentiment when he maintained that patients’ instincts were often “promptings of nature, 

and should be carefully regarded, as it is often not only judicious but essential to his or 

her progress towards convalescence to gratify the cravings in this direction.”47 Satisfying 

such cravings required careful observation and exquisite judgment on the part of nurses 

and other caretakers. A good nurse, wrote Lucy Helen Yates, author of several books on 

cookery and household management, “will watch for the slightest indication of any 

particular desire, and if it cannot hurt will procure it without letting her intention be 

known.”48 At the same time, it was important not to overindulge the cravings of 

convalescents, whose desires, prompted by feelings of recovery, sometimes outstripped 

the capacity of their stomachs to digest large quantities of heavy food. Nightingale, for 

instance, argued that while the sick “patient’s fancies about diet are often valuable 

                                                
46 Earle, Sickroom Cookery and Hospital Diet: With Special Recipes for Convalescent and Diabetic 
Patients, 15. 
47 Senn, Cookery for Invalids and the Convalescent, 4; see also Yates, The Convalescent’s Diet, 3. 
48 Yates, The Convalescent’s Diet, 2. 
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indications to follow—the convalescent’s [are] often the reverse”; nurses had to be 

careful not to allow their patients, with their growing appetites, to overtax their digestive 

capacity. For convalescents, it was safer not to fully satisfy a patient’s appetite, since a 

patient’s cravings often exceeded the stomach’s weakened powers of digestion.49 Fever 

convalescents were a particular concern, since recovery, especially from typhoid, was 

marked by the dangerous combination of a “voracious” appetite and greatly weakened 

digestive powers. According to Isaac Burney Yeo, professor of clinical therapeutics at 

King’s College, London, it thus required “great firmness” on the part of the practitioner 

or caregiver to resist “the patient’s urgent entreaties for a more liberal and more varied 

diet.”50 

In general, however, variety was seen as an indispensable quality of the 

convalescent’s diet. This reflected the conviction that a change from the depressing and 

monotonous conditions of sickness was essential to coaxing convalescent bodies back to 

health. In sickness, wrote Nightingale, “the nerves … suffer from seeing the same walls, 

the same ceiling, and same surroundings.”51 As soon as possible, therefore, change in 

environment, decoration, light, and air was essential to restoring patients, both in mind 

and in body. Variety in diet was just as important. Edmonds argued that for 

convalescents, the more change the better: “Even the same ingredients cooked in a 

different way attract by their variety of taste and appearance.”52 Variety in diet could help 

                                                
49 Nightingale, Notes on Nursing, 206–7, emphasis in original. 
50 Yeo, Food in Health and Disease, 319; see also Edmonds, Diet In Convalescence; Williams, The Art of 
Feeding the Invalid & Convalescent. 
51 Nightingale, Notes on Nursing, 83. 
52 Edmonds, Diet In Convalescence, 27; for similar sentiments, see Williams, The Art of Feeding the 
Invalid & Convalescent; Alys Lowth, The Invalid and Convalescent Cookery Book (London: Longmans, 
Green, and Co., 1914); Mary Hooper, Cookery for Invalids, Persons of Delicate Digestion, and for 
Children, 3rd ed. (London: Kegan Paul, Trench & Co., 1883), ix. 
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to combat the monotony of recovery and encourage the appetites of convalescent 

patients.53 Mary Feachem, a graduate of the NTSC, argued in 1895 that variety could 

encourage faster convalescence, since “sick people are apt to be fanciful, and their 

appetites need encouraging.”54 Yates, likewise, maintained that varied flavor was 

essential, “for no matter how good any soup may be, or how much strength it may 

contain, if it ‘seems always to taste alike’ it will meet with no favour.”55 Cookery experts 

appealed to physiological knowledge to justify these claims. Jessie Williams, a “lady 

professor of cookery” in London, noted that physiologists believed variety was essential 

to good nutrition, since monotony diminished the appetite, while variety encouraged 

greater consumption.56 

It was just as important to ensure that convalescents’ food was tempting, 

appetizing, and served under conditions most likely to encourage healthy digestion. This 

rhetoric echoed developments in middle- and upper-class culinary fashions during this 

period. Over the course of the century, the practice of serving meals à la française—that 

is, with all the food put on the table simultaneously and in large portions—gave way to 

the practice of serving à la russe, with dishes served sequentially and in smaller 

quantities, along with an increasing emphasis on arranging the food attractively. Such 

                                                
53 Worsnop, The Nurse’s Handbook of Cookery: A Help in Sickness and Convalescence; George, King 
Edward’s Cookery Book, 264; Seager, Light Diet, 2. 
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55 Yates, The Convalescent’s Diet, 40. 
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attention to the appearance and display of food was thought to make it more digestible, 

and represented a means of displaying taste, prosperity, and status.57 If attention to 

appearance and display was important in health, it was essential in convalescence. The 

convalescent’s appetite, wrote Mary Hooper, a professor of domestic economy at the 

Crystal Palace School of Art, is “capricious and requires tempting.”58 Edmonds noted that 

not just the nutritional contents, but also “the actual serving” of convalescents’ food, 

required careful attention, since “the patient’s appetite is likely to be stimulated by the 

sight of a well-served meal.”59 It was incumbent upon caretakers to attend to the minutest 

details. This began with the dishes themselves, which should be as fresh and tempting as 

possible.60 Yates argued that dishes should be delicately small and pretty, rather than 

served in large quantities; like many fellow cookery experts, she warned that large, 

unwieldy portions would “either tempt to imprudence” or cause a “revulsion of feeling” 

that would interfere with taking the meal; “little and good, dainty and fresh, should be the 

axioms of all those who have the care of the sick and convalescent.”61 The manner in 

which the food was prepared, delivered, and discussed was seen as equally important. 

Caretakers were advised to make sure that the smells and sights of cooking did not 

disturb their patients. Likewise, they were not to leave food out by the bedside in the 

hopes that patients would eventually eat it, which might spoil the patient’s appetite and 

thus prevent them from getting the food they needed.62 Nurses ought not to ask their 

                                                
57 Judith Flanders, Inside the Victorian Home: A Portrait of Domestic Life in Victorian England (New 
York: W.W. Norton, 2004), 253–91; Leonore Davidoff and Catherine Hall, Family Fortunes: Men and 
Women of the English Middle Class (Chicago: University Of Chicago Press, 1987), 385. 
58 Hooper, Cookery for Invalids, 59. 
59 Edmonds, Diet In Convalescence, 26. 
60 Barbara Thomson, Cookery for the Sick and Convalescent, with Directions for the Preparation of 
Poultices, Fomentations, &c. (Edinburgh: Blackwood, 1886). 
61 Yates, The Convalescent’s Diet, 3. 
62 Nightingale, Notes on Nursing; Ryan, Convalescent Cookery: A Family Handbook. 



241 
 

patients what or when they wanted to eat; excessive anticipation risked ruining the 

appetite, whereas the pleasant surprise of a well-timed and well-suited meal was the 

perfect fillip to healthy digestion.63 

Attending to the aesthetics of the plate was also vital, as only food presented in a 

clean, appetizing, and delightful manner could fully engage the convalescent’s digestive 

capacity. According to Yates,  

the senses of smell and sight and the impression, that they may make upon a 
patient’s mind with regard to the dish set before him, will have much to do with 
the effect its consumption will produce, and a good nurse is alive to this fact.… 
She can prepare a patient for a meal by judiciously arousing his curiosity 
respecting it, and so literally cause his ‘mouth to water,’ or, in other words, cause 
the saliva to flow.64  
 

Ryan urged caretakers to give “the same care and thought to the manner in which the 

food is served as has been given to the food itself.” Everything should be “scrupulously 

clean” and “faultlessly neat.” The dining tray should be covered with a white cloth, and 

should never appear crowded or overloaded, as “anything which suggests weight to the 

patient fatigues.” Plates, cups and saucers should be light, both in color and heft. At best, 

these contrivances would encourage the patient’s appetite; at worst, they would forestall 

patients’ disgust at encountering a dirty or disorderly dinner tray.65 The context in which 

the meal was served could have a similar effect. Edmund and Ellen Delamere, authors of 

a lengthy volume on food and health, noted that easily digested, strengthening food for 

convalescents could be enhanced by the “moral sauce” of “agreeable little surprises,” 
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pleasant news, amusing letters, flowers, or the sight of an interesting book (which of 

course must not be read until the patient was well enough!).66 Such considerations were 

not frivolous; they were just as important as the food itself, for restoring the patient’s 

appetite was a critical factor in convalescence. “It is sometimes as important,” wrote 

Yates, “to cultivate relish as to present the right kind of food.”67 

 Late nineteenth-century advice for feeding convalescent patients, then, reveals a 

profound concern for the conditions under which such patients ate, including their 

physical surroundings, their emotional state, the palatability of their food, and the 

aesthetics of its presentation. The range of this advice suggests a complex relationship 

between the knowledge produced by the emerging laboratory sciences of nutrition and 

the practical art of cookery and dietetics. While some practitioners, like Florence 

Nightingale, were deeply skeptical of the role that chemistry could play in dictating 

healthy diets, many dietary experts appealed to chemistry and physiology as sources of 

justification for careful attention to the role of food in recovery. They emphasized, 

however, that good dietary advice relied not just on knowing the contents of the food, but 

on establishing the conditions under which the convalescent’s body could actually digest 

it. For these authors, knowledge of nutritional science was pointless without knowledge 

of the practical art of cookery.  

 

Feeding convalescent home patients  

These culinary tracts give us some sense of the prescriptive advice that was directed at 

convalescent patients and caregivers in the late nineteenth century. It is much more 
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difficult to determine what convalescent patients actually ate on a day-to-day basis, and 

whether institutional cooks actually followed this avalanche of dietary advice. 

Convalescent homes for poor and working-class patients, moreover, faced institutional 

and logistical constraints quite different from wealthy or middle-class homes. Much of 

the advice emphasizing individuality, variety, and careful attention to the aesthetics of the 

convalescent’s plate would have been nearly impossible to implement in an institutional 

kitchen and dining room serving dozens, if not hundreds of convalescent patients.  

 Nevertheless, convalescent homes’ reports and promotional materials do convey 

some sense of their institutional dietaries. In her study of Scottish convalescent homes, 

Jenny Cronin has found that patients were fed abundant amounts of foods containing 

protein, fats, and carbohydrates, reflecting a diet “rather more robust than general 

recommendations of delicate offerings to convalescent patients.”68 As the two diet tables 

from St. Andrew’s Convalescent Hospital in Clewer (Fig 5.1) and the Beach Rocks 

Convalescent Home in Sandgate, Kent (Fig. 5.2) at the end of this chapter show, typical 

meals at English convalescent homes included bread and butter; bacon and eggs; boiled, 

roasted, and stewed meats; assorted vegetables (sometimes grown in homes’ own 

gardens); puddings and cakes; tea, coffee, and milk; and beer and porter. Though their 

dietaries were unmistakably institutional, they did make at least nominal efforts to tailor 

portions according to gender and age. In particular, men were often afforded larger 

portions, particularly of meat, reflecting a deep association between meat and manliness 

in Victorian culture.69 Such dietaries also served publicity and legitimating purposes for 
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convalescent homes; published in annual reports, they demonstrated the concrete succor 

offered to patients and justified the expenditures of subscribers’ donations. 

In contrast to the public cost-consciousness of workhouses, convalescent homes 

emphasized the abundance of food offered to their patients and the liberality of their 

dietaries, marking their inmates as subject to generous care rather than strict discipline. A 

visitor to the New Brighton Convalescent Institution in 1885, for example, testified to the 

“bountiful repasts” served by the home: 

I was invited with much friendliness by the skilful [sic] genius presiding over this 
domain to inspect the well-filled larder and store closets—here I found myself in 
the abode of plenty. For whether the patients pay much or little, plentiful food of 
the best quality has to be provided. I saw fine joints of prime meat ready for the 
next day’s spits and boilers, great masses of good appetising butter, gigantic pans 
of rich milk covered with thick cream … a small baker’s shop of pure wheaten 
bread, and many other things that made one at once feel hungry. Then in the 
storeroom was an abundance of good things—spices, dried fruits, biscuits of 
endless variety, preserves, and the hundred and one things that every careful 
housekeeper provides for those depending upon her for the creature comforts of 
this life.70 

 
In spite of the fact that expenditures on food represented one of the largest contributors to 

ongoing operating costs, homes stressed that generous diets were essential to restoring 

convalescents to full health. The 1885 annual report of St. Andrew’s Convalescent Home 

in Folkestone, Kent, for instance, remarked that, despite the large sums of money spent 

on food, “a full and generous diet is essential to the perfect restoration of vital powers, 

exhausted by severe illness and consequent loss of muscular tissue.”71 The Beach Rocks 

home, likewise, discouraged “waste and extravagance,” but set no limits on patients’ 

consumption of meat, cheese and jam (Fig. 5.2). The relative abundance of these dietaries 
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was meant to mark a meaningful departure from the nutritional scarcity of the working-

class table. As a form of “creature comfort,” food that was plentiful, appetizing, and 

varied also served as an essential sign of refined domesticity, amplifying the decorative 

and architectural efforts of convalescent institutions to cultivate “civilizing” and “home-

like” milieus.  

In addition, some convalescent homes saw themselves as sites for the 

dissemination of knowledge about the science and practice of cookery. In 1882, the 

Liverpool Convalescent Institution at Woolton engaged Isabella Thwaites, principal of 

the International School of Cookery and Domestic Economy in Liverpool, to deliver a 

series of lectures on sick cookery.72 In demonstrations in and around Liverpool, Thwaites 

typically lectured on “superior household cookery” as well as “plain household and 

artizan [sic] cookery,” seeking to improve the cooking skills of both middle-class women 

and those amongst the working classes who would benefit from greater knowledge of 

how to prepare wholesome food on a limited budget.73 Interestingly, the governors at 

Woolton determined that visitors should be given priority over patients in attending her 

lectures at the institution, suggesting that the lectures were meant to appeal to subscribers 

and community members as well as patients. Through such educational activities, the 

convalescent institution became a site for instilling domestic skills and economy in 

members of the local community and promoting the health of the population more 

broadly. 
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 The importance of diet to convalescent regimens was reflected in the practice, 

common to a number of homes, of weighing patients to measure their progress. By the 

late nineteenth century, quantification of weight had become “an increasingly visible 

aspect of professional/expert responses to excessive weight or leanness” and helped to 

promote the abstraction of the “normal” healthy body.74 In convalescent homes, however, 

weight measurements were used, not to regulate normalcy, but to measure progress and 

to demonstrate therapeutic efficacy.75 At St. Andrew’s in Folkestone, the annual report’s 

discussion of diet was followed by a table illustrating the weight gained by patients, who 

had been measured upon arriving and departing. On average, male patients had gained 4 

pounds and 4 ounces, women had gained 3 pounds, and children 3 pounds and 4 ounces. 

The report also remarked on the “highest weight gained” during the year (17.5 lbs. for a 

man, 15 lbs. for a woman, and 16 lbs. for a child).76 Similarly, at the Caxton 

Convalescent Home in Limpsfield, Surrey, annual reports related the average weight gain 

of patients (4.5 lbs. in 1897; 5.25 lbs. in 1899) along with other statistics like average age 

and average length of stay.77 Weight gain provided evidence that convalescent treatment 

was working—that rest and nourishing diet were countering the effects of illness and 

malnutrition by replenishing bodily tissues and fuel. Excessive weight gain did not seem 

to be a concern, reflecting the fear that the working poor were generally undernourished, 

that convalescents in particular needed to replenish their bodily tissues, and the fact that 
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obesity was only beginning to become a medicalized concern at the end of the nineteenth 

century.78 

 Convalescent homes did pay at least some attention to meeting patients’ singular 

needs. The Seaside Convalescent Hospital in Seaford, for instance, maintained that its 

dietary served as a general outline, but that patients were also individually studied to 

determine their dietetic requirements.79 Likewise, in a report on the Morley House 

Convalescent Home near Dover, the manager suggested that the dietary was not “hard 

and fast.” The diet scale provided “general guidance … but practically we pay little 

attention to it.” When patients arrived at the home, he remarked, they have “rather 

delicate appetites, and we try and give them what they want. We soon see whether a man 

needs a little more than the regulation allowance, or whether it is too much for him, and 

we serve accordingly.”80 And as figures 5.1 and 5.2 suggest, diets were always subject to 

variation, at least in theory, with the approval of the matron or medical officer.  

 Likewise, in spite of their institutional nature, convalescent homes did make 

efforts to promote variety and avoid monotony. The dietary in Figure 5.2, for instance, 

clearly reveals a desire to avoid repeating the same main courses for breakfast or dinner 

on consecutive days, and even to vary the accoutrements served with afternoon tea. The 

Beach Rocks Convalescent Home was not alone in this regard. At the Liverpool 

Convalescent Institution, complaints in 1884 prompted the governors to make inquiries 

about the menu. They found everything to their satisfaction, but committed to upholding 
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their existing efforts to provide more “varied” accompaniments at breakfast, including 

fish, and “a greater change of diet for dinner,” instructing the matron to provide for a 

weekly meal of rabbit when it was in season.81 Even homes that provided a relatively 

simple diet sought to avoid the dangers of monotony. The Quinton Cottage Convalescent 

Home near Birmingham, for instance, avoided “sumptuously” regaling its working-class 

patients, as they would not be able to match such diets in their own homes. As a result, 

the diet was “of the plainest and most wholesome and nourishing kind”; nevertheless, “by 

a wise and judicious management the bill of fare, though so simple, never becomes 

wearisome.”82 Indeed, while the food at convalescent homes sometimes provoked 

complaints, many expressed their enjoyment with the amount and variety, while others 

experienced angst over eating well while their families struggled at home.83 

 Moreover, as discussed in chapter 4, convalescent homes put great effort into 

designing and decorating dining rooms which would be comfortable, appealing, and 

conducive to their patients’ appetites. At the Liverpool Convalescent Institution, for 

instance, the tables were “laid out not only with taste and neatness but with such 

luxurious adjuncts as masses of bright flowers which gives them a quite festive 

appearance.”84 St. Andrew’s, in Clewer, had a “bright cheerful” dining room “with 

nothing stiff or like an ‘institution’ about it”; separate tables for patients in different parts 

of the room helped to diminish the feeling of institutional dining.85 Images of 
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convalescent home dining rooms from the period demonstrate a number of common 

decorative touches, including tablecloths, flowers and plants, and pictures on the walls.86 

Such comfort and appealing decoration, it was thought, would spur convalescent’s 

appetites while creating conditions conducive to good digestion. At the Seaside 

Convalescent Hospital, one visitor noted that while the dining room was not luxurious, 

“the sauce of hunger” was not wanting; the hospital’s “wholesome but expensive 

medicine of pure food and drink in ample quantities, prescribed under conditions which 

build up strength, and restore life to the enfeebled frames” of convalescents was a 

testament to its charity and effectiveness.87 

 

Conclusion 

As this chapter has shown, attending to the dietary advice and regimens prescribed for 

convalescent patients sheds light on conceptions of the convalescent body and 

convalescence as a cultural practice in the nineteenth century. Like other aspects of 

convalescence, convalescent appetites were understood to be both powerful and 

malleable, requiring careful attention and management. Wholesome and nutritious food 

in good quantities was important to restoring strength and rebuilding the tissues that had 

often wasted away in the course of illness, or which had been lacking in the first place 

due to undernourishment. But just as important, according to the advice found in 

convalescent cookbooks, was that convalescent bodies had to be carefully coaxed back to 
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health. Presenting convalescent patients with all the nutritious food in the world would do 

them little good on its own; such food had to be prepared, delivered, presented, and 

consumed in such a way that appetites would return, and without overtaxing weakened 

digestive systems. Such advice puts into perspective historical narratives focused on the 

increasing reductionism of nutrition science during the late nineteenth century; 

convalescent cookery books demonstrate the existence of a large popular literature on 

diet and nutrition that was just as, if not more focused on the way food was cooked and 

the way people ate than the precise chemical constituents of their meals.  

While convalescent homes themselves were unable to put such advice into 

practice with the same attention to taste, appearance, and individuality that many 

domestic manuals recommended, they did make an effort to attend to the comfort and 

sensation of their patients while eating. Comfortable and well decorated dining rooms 

encouraged both sociable interaction and healthful digestion. Moreover, the emphasis that 

convalescent homes placed both on comfort and on the generosity of their dietaries 

demonstrates that convalescents were subject to a dramatically different nutritional 

regime than other institutional inmates, such as those in workhouses. As with their 

worthiness as recipients of charity, convalescents were seen as especially deserving of 

nutriment, since it was vital to restoring their strength and ability to work. The role of diet 

in convalescence, then, reinforces the findings of earlier chapters about the convalescent 

role as closely intertwined with conceptions of progress and citizenship. The progression 

of diet from light to heavy fare and the corresponding restoration of tissue and weight 

were physical markers of the convalescent’s restoration from the liminal space of 

convalescence back to the fullness of health. And the generosity of diet afforded to 
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convalescent patients, as compared to the recipients of poor relief, both marked them as 

worthy and deserving citizens and prepared their bodies for the laborious duties of 

citizenship.  
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Ordinary Diet Table, S. Andrew’s Hospital 
BREAKFAST 

8 a.m. 
LUNCHEON 

10:30 a.m. 
DINNER 

12:30 p.m. 
TEA 

4 p.m. 
SUPPER 
8 [p.m.] 

MEN 
Bread unlimited. 
Bacon, 2 oz. 
Butter, 1½ oz. 
Coffee and Tea 
with Milk and 
Sugar  

 Cooked Meat, 1 lb. 
Potatoes and green 
Vegetables. Beer or 
Porter, ¾ pint.  
Sundays – Cold meat 
and Vegetables with 
puddings or fruit pies 

Bread 
unlimited. 
Butter, 1 ¼ 
oz. Tea 
with Milk 
and Sugar.  

Meat, Fish, or 
Soup. Bread 
and Cheese. 
Beer, Porter, or 
Milk. 

WOMEN 
Bread unlimited. 
Bacon 1½ oz. 
Butter, 1 oz. Tea 
with Milk and 
Sugar  

Cocoa, or Beef 
Tea, Bread 

Cooked meat, ¾ lb. 
Potatoes and green 
Vegetables. Beer or 
Porter, ½ pint.  
Sundays as above.  

Bread, ad 
lib. Butter, 
1 oz. Tea 
with Milk 
and Sugar.  

Milk or light 
Puddings, 
Cocoa, Coffee, 
or Beef Tea.  

CHILDREN 
From 4 to 14. 

Bread and Butter, 
Coffee. 

Cocoa, or Beef 
Tea, Bread 

Cooked meat, 1½ oz. 
Potatoes and green 
Vegetables. 
Sundays as above.  

Bread with 
Butter, ad 
lib. Tea 
with Milk 
and Sugar.  

Milk Puddings. 
Cocoa or Milk 
and Water.  

UNDER 4 
Bread and Milk Milk, Bread. 1/3 less of Meat, with 

Gravy and potatoes. 
Rice or Sago 
Puddings. Children too 
young for Meat have 
Broth or Beef Tea.  

Bread and 
Butter. 
Milk and 
Water 

 

Girls from 14 to 18 years, have the same diet as the Women, with the exception of Beer, unless 
this is ordered by the Medical officer.  
Extras, as Fish, Eggs, Beef-tea, Milk, Arrowroot, Porridge, etc., may be ordered at any time, as 
may Wine, Spirits, or an increase in the ordinary allowance of Beer or Porter for any Patient 
for whom the Medical Office thinks fit to prescribe them.  
Night Drinks, such as Toast, or Barley-water, Milk, Lemonade, etc. are provided for any 
Patient needing them.  

Figure 5.1. Diet Table, St. Andrew's Convalescent Hospital, Clewer, 188388 
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BREAKFAST 
Sunday.—Cold Ham, Bread, 
Bread and Butter, and Tea or 
Cocoa.  
Monday.—Fish, Bread, 
Bread and Butter, and Tea or 
Cocoa.  
Tuesday.—Corned Beef and 
German Sausage, Bread and 
Butter, and Tea or Cocoa.   
Wednesday.—Eggs for 
Women, Bacon for Men, 
Bread and Butter, and Tea or 
Cocoa. 
Thursday.—Eggs for Men, 
Bacon for Women, Bread and 
Butter, and Tea or Cocoa. 
Friday.—Ham or Brawn, 
Bread and Butter, and Tea or 
Cocoa. 
Saturday.—Sausages, Bread, 
Bread and Butter, and Tea or 
Cocoa. 
 
 
 
 
 
 
 
 
Variations in all Meals can 
be made at the discretion of 
the Matron.  

DINNER 
Sunday.—Cold Beef and 
Mutton, Baked Potatoes, 
Salad and Bread, Plum 
Pudding, and Macaroni, 
Sago, Rice, or Tapioca 
pudding.  
Monday.—Hot Roast Beef 
and Fish, or Mutton, Potatoes, 
Greens or other Vegetable, 
and Bread, Treacle Pudding, 
and Macaroni, Sago, Rice, or 
Tapioca Pudding.  
Tuesday.—Boiled Legs of 
Mutton, Caper Sauce, 
Potatoes and Bread, Apple or 
other fruit Pudding, Tarts or 
Pies, and Macaroni, Sago, 
Rice, or Tapioca Pudding. 
Wednesday.—Hot Roast 
Beed and Fish, or Mutton, 
Potatoes and Bread, Jam 
Pudding and Macaroni, Sago, 
Rice, or Tapioca Pudding. 
Thursday.—Hot Boiled Beef 
and Mutton, Potatoes and 
Carrots, and Bread Currant 
Pudding and Macaroni, Sago, 
Rice, or Tapioca Pudding. 
Friday.—Stew, Potatoes, 
Greens or other Vegetable, 
and Bread, Apple, and other 
Fruit Pudding, Tarts or Pies, 
and Macaroni, Sago, Rice, or 
Tapioca Pudding. 
Saturday.—Roast Legs of 
Mutton, Potatoes, Haricot 
Beans, and Macaroni, Sago, 
Rice, or Tapioca Pudding. 

TEA 
Sunday.—Tea, Cocoa, Bread 
and Butter, and Cake. 
Monday.— Tea, Cocoa, 
Bread and Jam, Bread and 
Butter. 
Tuesday.—Tea, Cocoa, 
Bread and Marmalade, Bread 
and Butter. 
Wednesday.—Tea, Cocoa, 
Bread and Butter, and 
Watercress. 
Thursday.—Tea, Cocoa, 
Bread and Butter, and Cake. 
Friday.—Tea, Cocoa, Bread 
and Treacle, Bread and 
Butter, and Lettuce. 
Saturday.—Tea, Cocoa, 
Bread and Jam, Bread and 
Butter. 
 

SUPPERS 
Soup, Cocoa, Bread and 
Milk, Bread and Butter, or 
Cheese. 

☞Patients are not permitted to use Butter with Ham, Bacon, Corned Beed, Brawn, German 
Sausage, Sausages, Fish, Cheese, Marmalade, Jam, or Treacle; but they can have as much food 
as they require. Every reasonable comfort is provided, but waste and extravagance is avoided 
as much as possible.  

Figure 5.2. Dietary Table for the Beach Rocks Convalescent Home at Sandgate, 
Kent, 189589 
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Chapter 6 
 “A medical and nursing backwater”: Convalescence in the Twentieth Century 

 

As discussed in chapter 2, the boundaries around convalescence began to shift by the turn 

of the twentieth century, as the growing population of surgical patients created demands 

for new forms of convalescent care. This chapter picks up where that one left off; it 

considers the medical, social, economic, and political forces that pushed and pulled at the 

boundaries of convalescence in the twentieth century. Between the 1890s and the 

interwar period, at least three major developments reshaped the organization and practice 

of convalescent care. First was the development of hospital social service departments led 

by professional hospital almoners. From the late 1890s, almoners began to take over 

responsibility for arranging convalescent treatment, at least for hospital patients, and 

developed close relationships with convalescent home administrators and staff. By 

situating convalescent treatment in a broader spectrum of medical social work, however, 

almoners diminished the perception that convalescence was essentially an extension of 

therapeutic care. Second, between the late nineteenth century and the interwar years, 

mutual assurance schemes, friendly societies, and trade associations came to play an 

increasingly pivotal role in the provision of convalescent care for their members. The 

field of institutional convalescence, which had largely been dominated by voluntary 

charities and hospitals in the nineteenth century, was shaped by these organizations, 

which provided convalescent care as an earned benefit, not as charity. This form of 

mutual assistance shaded into other forms of employee benefits, such as insurance and 
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holidays.1 Third, the development of more active and medicalized forms of recovery, 

such as rehabilitation, physical therapy, and occupational therapy, shaped both the 

practice and perception of convalescent homes. While some homes adopted aspects of 

these new techniques, others remained committed to traditional convalescent regimens, 

courting the perception that convalescence could no longer be properly considered a form 

of medical care.  

 These changes contributed to the expansion and popularity of convalescent care 

during the interwar period. However, they also shifted the boundaries and understandings 

of convalescence and introduced new questions about who should be responsible for 

organizing and paying for institutionalized convalescence. Convalescence, rehabilitation, 

and recuperative holidays became salient vocabularies for describing different aspects of 

recovery, which bled into each other and were difficult to disentangle. At the same time, 

this period was marked by dramatic shifts in the provision and popular imagination of 

working-class housing. During the interwar years, large-scale slum clearance, 

reconditioning projects, and suburbanization all began improve the condition of urban 

housing.2 Rapid expansion of home-building, better physical standards, and the 

expansion of council housing led to greater optimism about housing shortages and began 

to combat the stigmas that had attached to urban centers in the late nineteenth century.3 

Such developments were slow and uneven, and were dramatically disrupted by the 

Second World War. However, by the 1950s, there was a growing public perception that a 

                                                
1 On the history of working-class holidays, see J. A. R. Pimlott, The Englishman’s Holiday: A Social 
History (Hassocks: Harvester Press, 1976); John K. Walton, “The Demand for Working-Class Seaside 
Holidays in Victorian England,” The Economic History Review 34, no. 2 (1981): 249–65. 
2 Alison Ravetz, The Place of Home: English Domestic Environments, 1914-2000 (London: E & FN Spon, 
1995); J. A. Yelling, Slums and Redevelopment: Policy and Practice in England, 1918-45, with Particular 
Reference to London (London: UCL Press, 1992). 
3 John Burnett, A Social History of Housing, 1815-1985, 2nd ed. (London: Methuen, 1986), 249. 
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“privatized domestic lifestyle,” characterized by a warm, pleasant, and comfortable 

home, was increasingly available to all, including members of the working class.4 Even 

though this view masked more unequal realities, changing perceptions of working-class 

domesticity undercut the urgency that had underwritten the late nineteenth-century belief 

in removing convalescents from working-class homes at all costs.  

These shifts left convalescent homes vulnerable to the impact of two shocks in the 

1940s. First, the aftermath of World War II left many homes shuttered, damaged, or 

depleted of financial and administrative resources. Second, the creation of the National 

Health Service in 1948 transformed the provision of convalescent care. The NHS 

established a nationalized and regionalized health system under the aegis of the Ministry 

of Health. It created fourteen hospital regions in England and Wales, including four 

metropolitan regions for London and the home counties, overseen by Regional Hospital 

Boards (RHBs) responsible for their management. The RHBs set budgets and policy, and 

oversaw the Hospital Management Committees that ran individual institutions. At 

hospitals controlled by the RHBs, health care was free to patients at the point of care. 

Meanwhile Local Health Authorities (LHAs), administered by local governments, were 

responsible for a variety of local and public health functions, including vaccination, 

community health centers, maternity and child welfare, home nursing, and health 

visiting.5  

F. K. Prochaska has claimed that the NHS had a larger impact on convalescent 

homes than on hospitals because, for the first time, convalescence was defined as a 

                                                
4 Claire Langhamer, “The Meanings of Home in Postwar Britain,” Journal of Contemporary History 40, 
no. 2 (2005): 341–362. 
5 Charles Webster, The National Health Service: A Political History (Oxford: Oxford University Press, 
2002), 18–21. 
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medical right and necessity.6 However, this overlooks the confusion that arose regarding 

the role of convalescent treatment under the new health service. The NHS Act dictated 

that the RHBs should take over all hospitals, including “any institution for the reception 

and treatment of persons during convalescence or persons requiring medical 

rehabilitation.”7 While many homes were integrated into the NHS, the Act’s failure to 

define the nature of convalescent “treatment” led to more than a decade of contention and 

debate among representatives of the Ministry, the RHBs, outside professional 

organizations, and convalescent homes themselves about how convalescence was to be 

distinguished from adjacent categories such as recuperative holidays and rehabilitation, 

and about which institutions would be responsible for paying for convalescent care under 

the new system. While stakeholders agreed on the importance of providing convalescent 

care under the NHS, these debates highlighted the difficulties of accommodating 

convalescence—which had long been associated with a relatively passive, and only 

quasi-medicalized therapeutic regime—into a rapidly evolving and cost-conscious 

national healthcare system. Ironically, while convalescent care was clearly envisaged as a 

part of the NHS from the outset, the Act and the Ministry’s insistence that only 

convalescent “treatment” would be paid for on a guaranteed basis meant that 

convalescence never found a firm footing under the new system, since, to mid-twentieth-

century eyes, the therapeutic regimes found in many convalescent homes did not look 

very much like medical treatment at all. 

                                                
6 F. K. Prochaska, Philanthropy and the Hospitals of London: The King’s Fund, 1897-1990 (Oxford: 
Clarendon Press, 1992), 177. 
7 National Health Service Act, 1946, 9 & 10 Geo. 6, ch. 81, sec. 79.  
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 Convalescent care has been largely overlooked in histories of the National Health 

Service. In their narratives of the creation and early years of the NHS, historians tend to 

focus on debates around nationalization and regionalism, the power and influence of 

various interest groups, resource constraints, and political contexts.8 Some of these 

narratives have focused on the challenges produced by the NHS’s division of power 

between the RHBs and local health authorities, which retained responsibility for nursing 

in the community, preventive care and social services.9 Charles Webster, for instance, has 

argued that the vision for unifying primary and community services under local health 

centers foundered under the control of resource-challenged local authorities.10 The 

history of convalescence during this period, however, demonstrates that divisions 

between regional and local control threatened not only the potential for new health-

delivery institutions, but also institutions, like convalescent homes, whose health-delivery 

function was ambiguous. Martin Gorsky’s judgment that the “Acts of 1946 and 1947 

established the NHS as universal, comprehensive and free at the point of use” elides the 

question, extensively discussed at the time, of what it meant for a health service to be 

comprehensive, and whether it would include the forms of convalescent care upon which 

hospitals and patients had come to rely.  

 This chapter builds more directly on the work of Jenny Cronin and Sally Sheard, 

whose recent studies provide the most detailed existing accounts of the history of 

                                                
8 Martin Gorsky, “The British National Health Service 1948–2008: A Review of the Historiography,” 
Social History of Medicine 21, no. 3 (2008): 437–60; Webster, The National Health Service; John Mohan, 
Planning, Markets, and Hospitals (London: Routledge, 2002); Geoffrey Rivett, From Cradle to Grave: 
Fifty Years of the NHS (London: King’s Fund, 1998); Frank Honigsbaum, Health, Happiness, and Security: 
The Creation of the National Health Service (London: Routledge, 1989); Brian Watkin, The National 
Health Service: The First Phase, 1948-1974, and after (London Boston: Allen & Unwin, 1978); Charles 
Webster, The Health Services since the War, vol. I (London: Her Majesty’s Stationary Office, 2988). 
9 Rivett, From Cradle to Grave, 76–77; Mohan, Planning, Markets, and Hospitals, 84–85. 
10 Webster, The National Health Service, 49–51. 
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convalescence in the early twentieth century. In her study of Scottish convalescent 

homes, Cronin finds similar influences on the shifting boundaries of convalescence in the 

early twentieth century, particularly the role of mutual assurance groups in redefining 

convalescence as a benefit rather than a charitable activity, the blurring of the boundary 

between convalescent homes and holidays, and the introduction of new rehabilitation 

techniques like physical and occupational therapy following World War I.11 Yet Cronin’s 

narrative ends before World War II, and does not explore the impact of these of these 

changes on the position of convalescence in the post-war health service. Sheard has 

documented the trend in British and American thought and practice towards earlier 

ambulation after surgery over the course of the twentieth century. She argues that the 

creation of the NHS renewed resource pressures on hospitals to discharge patients 

quickly and that, at the same time, the NHS was reluctant to pay for passive convalescent 

care that was perceived as essentially beyond the scope of medical treatment. For 

hospitals, she argues, “the management of convalescent patients came to be seen as a 

problem rather than a natural part of their activities.”12  

This chapter adds depth and complexity to this story, suggesting that a closer look 

at early years of the NHS is necessary to understand how these developments came to 

pass. Policy decisions about convalescence in the 1940s and 1950s were haphazard and 

poorly coordinated, reflecting ambiguity over whether convalescence actually was a form 

of “treatment” as well as disagreement over the boundaries between rest, convalescence, 

                                                
11 Jenny Cronin, “The Origins and Development of Scottish Convalescent Homes, 1860-1939” (PhD diss., 
University of Glasgow, 2003). 
12 Sally Sheard, “Getting Better, Faster: Convalescence and Length of Stay in British and US Hospitals,” in 
Hospital Life: Theory and Practice from the Medieval to the Modern, ed. Sally Sheard and Laurinda Abreu 
(Bern: Peter Lang, 2013), 328. 
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rehabilitation, and other forms of after care. As the preceding chapters have shown, such 

ambiguities had been present since the beginnings of organized convalescent care in the 

nineteenth century. In a sense, then, the NHS’s mandate to finance only “treatment” 

forced a resolution of the longstanding question about the boundaries and liminality of 

convalescence in relation to hospital medicine. While hospital social work, convalescent 

workers’ benefits, and changing medical practices both broadened and blurred the 

boundaries of convalescence, the NHS’ strict division between medically supervised 

treatment and recuperative holidays shrunk the boundaries around the kinds convalescent 

care subject to support within the evolving political economy of medicine. What 

remained was an emphasis on forms of recuperation and recovery connected to medical 

care and active rehabilitation. Convalescent homes, conceived of as sites of “mere” rest, 

relaxation, and environmental therapy, lost much of their salience and raison d’etre.  

 To tell this story, this chapter uses the records of philanthropic organizations like 

the King Edward’s Hospital Fund for London and professional bodies such as workers’ 

associations and the Institute of Almoners. It also relies on Ministry of Health records 

concerning the policy and administrative decisions about the provision of convalescent 

care under the new NHS. As a result, the story it tells mostly reflects the perspectives of 

various highly placed actors within professional and administrative hierarchies, though I 

have supplemented these in places with the records of individual homes and hospitals. I 

begin by examining the influences that began to pull apart the category of convalescence 

as it existed at the turn of the century, including the creation of hospital social service 

departments, the role of mutual assurance schemes, and the development of new forms of 

medicalized rehabilitation. It then considers the role of convalescence in the early years 
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of the NHS, interrogating the debates about how to organize and finance convalescence 

between 1946 and the end of the 1950s. It concludes by reflecting on the influence of 

these debates on the declining salience of convalescent care in the post-war period.  

 

Shifting Boundaries  

The rise of hospital social service departments was one change that impacted conceptions 

of convalescence and the function of convalescent care within the English healthcare 

system. Hospitals began to establish social service departments in the 1890s in response 

to concerns about the “abuse” of outpatient services. Such debates had smoldered for 

decades, centered on patients who could afford to pay for medical treatment but took 

advantage of free care in outpatient departments.13 One solution to this problem, 

promoted by the Charity Organisation Society, was the creation of inquiry schemes to 

determine whether potential hospital patients were in fact deserving of charitable relief.14 

By the early 1890s, the COS began to posit the necessity of a new form of professional 

responsible for assessing the social, economic, and moral needs of hospital patients. 

Asserting that “medical charity must act in alliance with general charity” Charles Loch, 

the general secretary of the COS, called on hospitals to establish the position of almoner 

to replace inquiry officers and expand on their duties. He believed that almoners should 

be responsible for selecting suitable outpatient cases, referring those who could afford 

them to provident dispensaries, and connecting patients with the resources offered by the 

COS and other charities.15 With the urging and support of the COS, the first such position 

                                                
13 Keir Waddington, “Unsuitable Cases: The Debate over Outpatient Admissions, the Medical Profession 
and Late-Victorian London Hospitals,” Medical History 42, no. 1 (January 1998): 26–46. 
14 Ibid., 41–45. 
15 C. S. Loch, “The Confusion in Medical Charities,” Nineteenth Century 32, no. 186 (August 1892): 304. 
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was created in 1895; Mary Stewart was appointed almoner at the Royal Free Hospital in 

London, tasked with preventing the “abuse” of the hospital by those who could afford to 

pay for treatment, referring eligible patients to poor law authorities, and recommending 

suitable patients to join provident dispensaries.16 Other hospitals followed suit. Anne 

Cummins was appointed the first lady almoner at St. Thomas’s in 1905 and became a 

leader in the field.17 In the first decade of the twentieth century, she helped to establish 

several bodies to provide for the training and appointment of professional almoners, 

including the COS’s Hospital Almoners Council as well as the Hospital Almoners 

Association.18 

While at first the almoner’s primary task was to weed out instances of hospital 

abuse, the role quickly grew to encompass a range of social work on behalf of patients.19 

A report on the first conference of the Hospital Almoners’ Association in the 1920s 

remarked upon “the importance which this department is now recognized to play in 

hospital life.” While in the past almoners’ chief role had been to “check the abuse of the 

out-patient department,” they had since become “mainly dispensers, not collectors, of 

assistance.”20 The British Medical Journal described Cummins’ efforts in “linking the 

hospital with the patients’ homes” by fostering cooperation between physicians, nurses, 

                                                
16 Lynsey T. Cullen, “The First Lady Almoner: The Appointment, Position, and Findings of Miss Mary 
Stewart at the Royal Free Hospital, 1895–99,” Journal of the History of Medicine and Allied Sciences 68, 
no. 4 (October 2013): 551–82; The Hospital Almoners’ Association, The Hospital Almoner: A Brief Study 
of Hospital Social Service in Great Britain (London: George Allen & Unwin Ltd., 1935), 38–39; see also 
E. Moberly Bell, The Story of Hospital Almoners: The Birth of a Profession (London: Faber and Faber, 
1961). 
17 Obituary of Anne Cummins, Almoner, by Cherry Morris, c. 1936, St. Thomas’s Hospital Group Records, 
H01/ST/J/2/1, LMA 
18 The Hospital Almoners’ Association, The Hospital Almoner, 41–42. 
19 George Campbell Gosling, Payment and Philanthropy in British Healthcare, 1918-48 (Manchester: 
Manchester University Press, 2017). 
20 “The Almoners’ Conference,” c. 1924, St. Thomas’s Hospital Group Records, H01/ST/J/2, LMA.  
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and community and charitable resources, including the COS, the Invalid Children’s Aid 

Association, and other philanthropic groups. Hospital almoners coordinated home 

visiting work to ensure that patients’ home conditions were adequate for recovery and 

disease prevention.21  

By the 1930s, Cherry Morris, Cummins’ successor as almoner at St. Thomas’s, 

argued that Cummins had overseen the development of a “complete system of medical 

social work … which should be part and parcel of the hospital, functioning as an ancillary 

service to the medical, nursing and administrative services, and also closely linked with 

the work of voluntary agencies in the outside world.”22 Morris oversaw the continued 

expansion of the work of the Almoner’s department at St. Thomas’s and at other 

hospitals. Under her leadership, the department not only guarded against hospital abuse 

by ensuring that patients contributed funds, but also administered the Samaritan Fund and 

undertook extensive social work on behalf of patients and their families. This work was 

premised on the assumption that the advice and treatment of the medical staff would be 

squandered on patients whose social and economic conditions—including poverty, 

ignorance, and emotional disturbance—were likely to frustrate their recovery.23 

Almoners sought to understand, and if necessary, change, these conditions, making 

“recommendations for change of work, removal to better conditions, rest, convalescence, 

sanatorium treatment, the provision of surgical appliances, extra nourishment, etc.” in 

order to help the patient and “keep him as an independent and reliable member of 

                                                
21 “The Work of An Almoner’s Department,” British Medical Journal clipping, c. 1924, St. Thomas’s 
Hospital Group Records, H01/ST/J/2, LMA  
22 Cherry Morris, “Anne Cummins,” 1925, St. Thomas’s Hospital Group Records, H01/ST/J/2/4, LMA. 
23 Cherry Morris, “Lady Almoners’ Department, St. Thomas’s Hospital,” 22 July 1943, St. Thomas’s 
Hospital Group Records, H01/ST/J/2, LMA, 2.  
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society.”24 This involved coordinating with charitable and state organizations to bring 

appropriate resources to bear. Social services appealed particularly to those who were 

wary of increasing specialization and reductionism in medical practice. Physicians and 

social workers alike argued that almoners’ work was crucial to treating patients as 

socially embedded individuals whose health was dependent upon their economic and 

familial relationships.25  

Securing accommodations for convalescent care, therefore, was an essential 

element of almoners’ work. By the turn of the century, almoners began to take over the 

work of finding convalescent places for hospital patients—administering Samaritan 

funds, building relationships with convalescent home matrons, and securing outside 

funding for care.26 By integrating convalescent relief into their larger social work agenda, 

however, hospital almoners helped to exert a subtle shift in the framing of convalescence 

itself. Situating convalescent care within a spectrum of social services implied that it was 

not merely a completion of the hospital’s medical work, but also a form of social relief. 

Of course, such ideas were not new; the justification used by the COS and other 

philanthropic organizations going back to the 1860s was that convalescent relief was 

essential to the economic and social wellbeing of poor patients. But the changes in 

hospital social work in the early decades of the twentieth century reframed convalescence 

within a growing apparatus of public and private social services. Morris argued that 

                                                
24 Cherry Morris, “Lady Almoners’ Department., St. Thomas’s Hospital,” 3.  
25 See, for instance, John S. Fairbairn, “Hospital Social Service (Almoners) in Modern Medicine,” reprinted 
from St. Thomas’s Hospital Gazette, July 1933 St. Thomas’s Hospital Group Records, H01/ST/J/2/12, 
LMA; “Social Implications of Disease” (Lecture by Head Social Worker, Harefield Chest Hospital), c. 
1943, St. Thomas’s Hospital Group Records, H01/ST/J/2/16, LMA; Cherry Morris, “Hospital Almoners 
and the British Red Cross,” 1945, St. Thomas’s Hospital Group Records, H01/ST/J/2/20, LMA. 
26 “Talk by Miss Cummins,” 1925, re-typed 1941, St. Thomas’s Hospital Group Records, H01/ST/J/2, 
LMA. 
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social welfare service was “concerned with the industrial and economic life of the 

people.” While this work was allied with the work of hospital nurses and physicians, she 

emphasized that “the sojourn in the Ward is only one incident in a long chain of events in 

the patient’s life.” While it was necessary on the ward to focus on the patient as an 

individual, including his or her symptoms, character, and attitude, it was the almoner’s 

job to remember that “no human can be considered as a unit.” Instead, the almoner’s 

work involved understanding the patient in relationship to her family and the 

community.27 Convalescent care was part of this more holistic project. Morris praised 

convalescent home superintendents for their co-operation in receiving reports of patients’ 

“failings, life history or home troubles,” noting that, by familiarizing themselves with the 

“homes of the working classes,” such superintendents made a great impact on patients’ 

lives.”28 Such efforts attempted to “render convalescence of constructive value from the 

social as well as the medical point of view.”29 Hospital almoners’ work, therefore, began 

to reframe convalescent relief as social work as much as it was medical care.30 

  A second influence on changing conceptual framings of convalescence around 

the beginning of the twentieth century was the growing role of mutualism in health and 

welfare provision. By the 1890s, working people began to play a greater role in securing 

convalescent care through mutual benefit schemes, friendly societies, and trade unions. 

One method was through hospital contributory schemes, such as the Hospital Sunday and 

                                                
27 Cherry Morris. “The Nursing Profession in Its Co-operation with Social Welfare Activities,” c. 
1935/1936, St. Thomas’s Hospital Group Records, H01/ST/J/2/5, LMA, 2.  
28 Morris, “The Nursing Profession in Its Co-operation with Social Welfare Activities,” 5.  
29 Treasurer’s Report of the Work of the Hospital and the Samaritan Fund for 1924, St. Thomas’s Hospital 
Group Records, H01/ST/A/59/C/1, LMA.  
30 On social work more generally, see Jane Lewis, The Voluntary Sector, the State, and Social Work in 
Britain: The Charity Organisation Society/Family Welfare Association since 1869 (Aldershot, England: E. 
Elgar, 1995). 
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Hospital Saturday Funds.31 The Metropolitan Hospital Sunday Fund had emerged as a 

way of broadening the fundraising base of the metropolitan hospitals beyond the circle of 

well-off subscribers by soliciting an annual donation on a particular Sunday. Starting in 

the 1870s, local Hospital Saturday Funds made similar appeals specifically to working-

class individuals, who, in exchange for regular contributions, would be entitled to 

medical care in hospitals without being subject to means testing by almoners.32 As their 

finances grew, Hospital Saturday Funds began to subscribe to convalescent homes, or, in 

some cases, to establish their own. For instance, noting that it would be of great benefit to 

the class of contributing “breadwinners,” the London Hospital Saturday Fund voted to 

establish a convalescent home for working men in 1882.33 Other funds followed suit. In 

1891, the Birmingham Saturday Fund decided to establish a convalescent home for its 

contributors in Llandudno, Wales. Tyn-y-Coed, the house the fund purchased for this 

purpose, was deemed suitable due to its location, home-like character, and internal 

arrangements, but also due to features that would appeal to workers, such as a smoke 

room and billiard room.34 Friendly societies, which provided mutual insurance among 

working people, also began to provide convalescent benefits for their members around 

1890.35 The Friendly Societies’ Convalescent Home opened in Dover in 1888; a second, 

                                                
31 On such funds, see Keir Waddington, Charity and the London Hospitals, 1850-1898 (Rochester: Royal 
Historical Society, 2000); on contributory schemes in the twentieth century, see Gosling, Payment and 
Philanthropy in British Healthcare, 1918-48; Martin Gorsky and John Mohan, Mutualism and Health 
Care: Hospital Contributory Schemes in Twentieth-Century Britain (Manchester: Manchester University 
Press, 2006). 
32 Gorsky and Mohan, Mutualism and Health Care, 1, 18–25. 
33 “Hospital Saturday and Convalescent Homes,” The Charity Record and Philanthropic News II, no. 29 
(February 2, 1882): 37–39.  
34 “The Proposed Hospital Saturday Convalescent Home,” Birmingham Daily Post, no. 10367 (September 
14, 1891). On the domestic design of convalescent homes, and Tyn-y-Coed in particular, see chapter 4. 
35 H. V. Toynbee, “The Present Position of the Friendly Societies,” Nineteenth Century 45, no. 268 (June 
1899): 891–905; On the cultural and social functions of friendly societies, see Simon Cordery, British 
Friendly Societies, 1750-1914 (Houndmills, Basingstoke, Hampshire: Palgrave Macmillan, 2003); on the 
growth of friendly society provision of medical care, see Martin Gorsky, “Friendly Society Health 
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more spacious location opened in Herne Bay, Kent, in 1897. Friendly Societies and their 

members who subscribed to the home received letters of recommendation for admission, 

and friendly society members without letters were also eligible for paid admission at 

reduced rates.36  

 The growth of convalescent provision through such institutional forms 

contributed to a gradual reframing of convalescence away from a form of charitable relief 

for the deserving poor. Instead, convalescent care increasingly came to be seen as a 

benefit earned by independent and self-reliant workers. Upon the opening of the home at 

Tyn-y-Coed, for instance, Rev. Cresswell Strange congratulated the workers of 

Birmingham, noting that it was an illustration, “not simply of the spirit of self-help, and 

not simply of mutual help, but both of them combined.”37 Hospital Saturday subscriptions 

also provided members access to other existing convalescent homes, such as the 

Liverpool Convalescent Institution at Woolton. At the institution’s annual meeting in 

1900, the Lord Mayor of Liverpool (in his capacity as president of the institution), 

remarked on the fact that Hospital Saturday subscribers who visited the home “must have 

the satisfaction, and perhaps more independent feeling of knowing that even to a slight 

extent they had … given their mite.”38 Convalescent care, in other words, came to be seen 

not merely as an extension of medical care or charitable relief, but as a realization of 

working-class self-help.39  

                                                
Insurance in Nineteenth-Century England,” in Financing Medicine: The British Experience since 1750, ed. 
Martin Gorsky and Sally Sheard, 2006, 147–164. 
36 The Friendly Societies' Convalescent Homes, 23rd Annual Report, 1911; Friendly Societies’ 
Convalescent Home, Herne Bay, brochure, 1950s, Convalescence papers, Iron and Steel Trades 
Confederation Collection, MSS.36/C106, Modern Records Centre (MRC). 
37 “The Hospital Saturday Home,” Birmingham Daily Post, no. 10583 (May 23, 1892). 
38 Liverpool Convalescent Institution, Woolton, Report for 1900, 362.16 CON, LRO, 35.  
39 On working-class self help more broadly, see Eric Hopkins, Working-Class Self-Help in Nineteenth 
Century England: Responses to Industrialization (London: UCL Press, 1995). 
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 This connection between convalescence, self-help, and mutual assistance grew 

with the popularity of hospital contributory schemes in the interwar years. Martin Gorsky 

and John Mohan have shown that convalescent home benefits offered by contributory 

schemes were extremely popular; convalescent benefits absorbed, on average, about 11 

percent of the total benefits of the Birmingham Hospitals Contributory Association 

between 1928 and 1946, for instance.40 Gorsky and Mohan have used convalescent 

benefits as an example of an area in which scheme contributors were able to assert 

increased control over the functions of medical institutions. They cite debates in 

Birmingham and Liverpool in the 1930s about how to spend fund contributions, which 

pitted voluntary hospital administrators, who wanted to maintain and expand central 

hospital facilities and who doubted the therapeutic necessity of convalescent homes, 

against contributors and their representatives, who wished to spend more money on new 

convalescent homes and benefits. Gorsky and Mohan cite contributors’ victories in these 

instances as evidence for their influence over policy, arguing that “convalescence benefit 

was integral to the consensus upon which the whole edifice of hospital contribution 

rested.”41 But these examples also demonstrate that, by the interwar years, convalescence 

was increasingly seen by workers as an essential benefit that they had earned and paid for 

through mutual efforts.  

 This trend is especially clear in the case of convalescent benefits operated by 

unions and trade organizations. By the early twentieth century, groups representing 

printers, iron and steel workers, and vehicle workers all began establishing convalescent 

                                                
40 Gorsky and Mohan, Mutualism and Health Care, 56. 
41 Ibid., 135–36. 
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homes for their members.42 Representatives of railway workers, perhaps not surprisingly, 

established one of the most extensive of such networks. The first Railway Convalescent 

Home opened in Herne Bay in 1901, with the financial backing of J. Passmore Edwards, 

the wealthy newspaperman who had also had a hand in supporting the Caxton 

Convalescent Home (for workers from the printing and bookbinding trades) and the 

Friendly Societies’ Convalescent Home, also located in Herne Bay. Over the next several 

decades, the number of Railway Convalescent Homes grew to eight, including homes at 

Leasowe on the Cheshire coast (1911); Lavenham, Suffolk (1921); Ilkley, Yorkshire 

(1915); Dawlish on the South Devon coast (1918); Ascog, Scotland (1924); Par, 

Cornwall (1925); Margate, Kent (1927); Buxton, Derbyshire (1946); and Llandudno, 

North Wales (1950).43 Through donations from railway companies and officers as well as 

subscriptions collected from railway workers, these homes were able to provide free 

convalescent treatment to railwaymen from around the country. Even by the 1930s, only 

a nominal annual fee qualified a railwayman and his wife for convalescent benefits.44 

Convalescent care, therefore, came to be seen as an important benefit of railway work 

and a “wise investment” on the part of railway workers.45  

Such homes also helped to promote solidarity and a sense of shared identity 

among workers and trade organization members. The Transport and General Workers’ 

Union, for instance, ran a self-supporting convalescent home for its members, 75,000 of 

                                                
42 Convalescence papers, 1937-1962, Iron and Steel Trades Confederation Collection, MSS.36/C106, 
MRC; Pamphlets re: Railway Convalescent Homes, 1950-1986, MSS.21/3124/1-3, MRC; Caxton 
Convalescent Home Annual Reports, 1888-1902, 1201E, St. Bride Library. 
43 On the Railway Convalescent Homes, see John L Salmon, A Proud Heritage: The Story of the Railway 
Convalescent Homes (London: Railway Convalescent Homes, 1954); William Tyrrell, Early History of the 
Railway Convalescent Homes (London: Railway Convalescent Homes, 1950). 
44 Florence M. Lean, “The Railway Convalescent Homes,” 1931, British Transport Historical Records 
Office library: Pamphlets, ZLIB 15/50/42, TNA. 
45 Lean, “The Railway Convalescent Homes,” 7. 
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which were members of the home in 1937. The union found that the home “had a good 

influence from the Union point of view. The social activities bring members together and 

help to keep the members interested.”46 Similarly, promotional literature in the journal of 

the Electrical Trades Union for Rustington House, the union’s convalescent home, 

emphasized that the home’s treatment, amenities, and good food were at the service of 

the union’s members. “The Home Belongs to You,” it emphasized; “Use it to restore your 

Good Health.”47 These unions, in other words, promoted the idea of convalescent 

treatment as a benefit for their workers, as necessary for their members’ health, and as a 

basis of mutual solidarity. 

A third development in the early decades of the twentieth century was the growth 

of new, more active and more medicalized approaches to rehabilitation and recovery, 

particularly various forms of physical and occupational therapy. Although forms of 

physical therapy, therapeutic massage, electrical treatment, and occupational therapy 

existed at the turn of the century, the need to rehabilitate wounded soldiers as rapidly as 

possible during World War I accelerated their development and use.48 In convalescent 

camps and depots, both on the continent and in Britain, Royal Army Medical Corps 

                                                
46 Iron and Steel Trades Confederation, Executive Council Meeting re: Convalescent Home—Transport and 
General Workers’ Union, February 1937, Convalescence papers, Iron and Steel Trades Confederation 
Collection, MSS36-C105, MRC.  
47 “Rustington House,” Electron: The Journal of the Electrical Trades Union, vol. 39, No. 11, November 
1950, Convalescence papers, Iron and Steel Trades Confederation Collection, MSS36-C105, MRC, 
emphasis is bold in original.  
48 Sheard, “Getting Better, Faster: Convalescence and Length of Stay in British and US Hospitals,” 304–5; 
Cronin, “The Origins and Development of Scottish Convalescent Homes, 1860-1939,” 125–30; Geoffrey 
O. Storey, A History of Physical Medicine: The Story of the British Association of Rheumatology and 
Rehabilitation (London: Royal Society of Medicine Services Ltd, 1992); Julie Anderson and Heather R. 
Perry, “Rehabilitation and Restoration: Orthopaedics and Disabled Soldiers in Germany and Britain in the 
First World War,” Medicine, Conflict and Survival 30, no. 4 (October 2, 2014): 227–51; for a cultural 
history of rehabilitation during WWI, including its impact on gender and identity, see Jeffrey S. Reznick, 
Healing the Nation: Soldiers and the Culture of Caregiving in Britain during the Great War (Manchester; 
New York: Manchester University Press, 2004). 
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physicians emphasized the use of therapeutic techniques such as “‘physical therapy,’ 

electricity, hydrotherapy, massage, mechanotherapy, corrective exercises, physical 

training, and marching” to hasten the rehabilitation of disabled soldiers.49 One medical 

officer wrote after the war that, in contrast to the “usual conception of convalescence,” 

rooted in “a period of rest and quiet,” the therapeutic techniques developed to treat 

convalescent soldiers were based on “active treatment under strict medical supervision,” 

including physical training aimed at returning soldiers to the battlefield as quickly and 

economically as possible.50 As the war came to an end, rehabilitation was also meant to 

help restore disabled soldiers to society and civilian life.51 

 Following the war, these approaches to recovery and rehabilitation did not 

replace, but rather coexisted with convalescent care. While many voluntary convalescent 

homes were partially or fully taken over by the armed services during World War I, or 

were opened primarily to convalescent soldiers during this period, these were usually 

returned to private control following the cessation of the conflict, whereupon they 

resumed their normal operations.52 Some convalescent homes did adopt new therapeutic 

techniques during the interwar period, supplementing their existing regimens with 

techniques from occupational therapy, heliotherapy, and massage. Adopting these 

                                                
49 R. Tait McKenzie, “The Treatment Of Convalescent Soldiers By Physical Means,” British Medical 
Journal 2, no. 2902 (August 12, 1916): 215–18; see also Florence Barrie Lambert, “Massage and 
Mechanical Electricity in the After-Treatment of Convalescent Soldiers,” The Lancet 188, no. 4862 
(November 4, 1916): 788–90; Edwin L. Ash, “Massage and Medical Electricity in the After-Treatment of 
Convalescent Soldiers,” The Lancet 189, no. 4874 (January 27, 1917): 165–66. 
50 T. E. Sandall, “Treatment of the Convalescent Soldier,” The Lancet 195, no. 5052 (June 26, 1920): 1352–
56; On exercises and other rehabilitative techniques developed during the war, see also James K. 
McConnel, Shorter Convalescence (London: Heinemann, 1930). 
51 Reznick, Healing the Nation; On rehabilitation in post-WWI America, see Beth Linker, War’s Waste: 
Rehabilitation in World War I America (Chicago: University of Chicago Press, 2011). 
52 See, for example, Liverpool Convalescent Institution Annual Report for 1919, Charity Commission 
Accounts, M364 CHC/110, LRO.  
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techniques, however, required money and trained staff which were not always obtainable. 

Moreover, many homes remained committed to an understanding of convalescent care 

based on rest and relaxation, worrying that more active forms of physical and 

occupational therapy would overtax the strength of their convalescent patients.53 This gap 

only widened during the Second World War, during which rehabilitation took on even 

greater salience as a medicalized approach to rapidly repairing injured soldiers and 

returning them to battle.54 Rehabilitative therapy was also deployed on the home front as 

part of the Emergency Medical Service, which promoted the use of physical therapy, 

exercise, and occupational therapy in hospitals during the war.55 As Cronin has 

suggested, the development of these more active and medicalized approaches of recovery 

contributed to a sense among some in the medical profession that traditional convalescent 

homes were not, strictly speaking, medical institutions at all.56  

Collectively, these trends reshaped the way that convalescent care was organized 

and understood. On the one hand, convalescent care continued to be seen as an important 

stage in recovery throughout the interwar period, with growing institutional support. A 

contemporary study of convalescent institutions carried out by Elizabeth Gardiner, a 

professor of social work at the University of Minnesota, found that there were at least 431 

convalescent institutions in Great Britain in 1931, fifty of which were run by mutual 
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assistance groups. In total, she estimated that these institutions maintained at least 24,000 

beds, and admitted roughly 252,000 patients.57 (In comparison, there were roughly 

263,000 beds in voluntary hospitals in England and Wales in 1938.)58 On the other hand, 

these developments also contributed to cracks in the consensus that had developed by the 

end of the nineteenth century about the role of convalescence in the healthcare system as 

a whole, the means by which its institutional provision should be secured, and how it 

should be funded. While convalescent care remained popular, these changes left it 

vulnerable to challenge in the period following World War II, when the reorganization of 

the British healthcare system confronted the role of convalescent institutions head on.  

 

Convalescence and the National Health Service  

Following World War II, many convalescent homes were in various states of disrepair 

and financial instability. Two organizations took the lead in responding to these 

conditions: the Institute of Almoners (the successor organization to the Hospital 

Almoners’ Association and the Hospital Almoners’ Council), and the King Edward’s 

Hospital Fund for London, which had provided capital grants to homes serving London 

patients since 1897.59 After the passage of the National Health Service Act in 1946, these 

groups also collaborated with the Ministry of Health and the Regional Hospital Boards of 

                                                
57 Elizabeth Greene Gardiner, Convalescent Care in Great Britain (Chicago: The University of Chicago 
Press, 1935), 13–18. 
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the new NHS to assess the provision of convalescent care and make recommendations 

about its role under the new hospital service. Over the next decade, committees and 

working parties under the aegis of these organizations carried out a series of studies and 

published a number of reports on the state of convalescent care and its future under the 

NHS. These reports reflected the overlapping concerns and interests of the various 

stakeholders in the organization of convalescent care. Collectively, however, the 

repetitive nature of their findings demonstrates the persistent difficulties in clarifying the 

boundaries of convalescence and in agreeing on the role of non-medicalized recuperation 

in the context of the new system of state-financed medicine.  

Shortly following the end of the war, the Almoners’ Convalescent Homes Sub-

Committee was formed to examine “the problems of convalescence” and to encourage 

the re-opening of convalescent homes on the south coast.60 The committee sought to call 

the Ministry’s attention to what it saw as an “extreme shortage” of convalescent homes, 

as well as to the need for improved standards and more homes for patients requiring 

specialized care.61 They quickly resolved to gather information for a central registry of 

homes and to inquire into which homes should be reopened. Cherry Morris emphasized 

that, in addition to re-opening quickly, homes had to be “re-vivified and modernised.”62 

One difficulty the committee noted was defining convalescence itself. Despite general 

agreement that the purpose of convalescent homes was to treat patients past “the acute 

stage of illness” but still in need of “some medical or nursing supervision,” the committee 

                                                
60 Meeting on Convalescent Homes, Hospital Almoners Association, 6 July 1945, Institute of Medical 
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61 Minutes of the Convalescent Sub-Committee, Hospital Almoners Association, 25 September, 1945, 
Institute of Medical Social Workers, MSS.378/IMSW/A/15/7/5, MRC.  
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found that homes’ self-designations were unreliable; some homes offered practically no 

nursing or medical treatment, while others, more properly termed “pre-convalescent 

hospitals,” accommodated “bed-fast” post-surgical patients. They thus examined a 

variety of homes, ranging from ones that provided medical and nursing treatment to “the 

holiday type of home,” which mostly provided opportunities for rest, with only minimal 

medical attention.63 The Institute of Almoners published their survey results in 1947.64 

The committee found that the number of convalescent homes had declined since before 

the war, with many having disappeared or having been repurposed as nurseries, maternity 

homes, hospital annexes, and other entities. Nevertheless, the demand and the need for 

convalescent treatment remained high; the committee cited a recent study by the 

Liverpool Hospitals Joint Advisory Committee that estimated the need for convalescent 

home treatment in 50% of surgical cases, 45% of gynecological cases, and 30% of 

medical cases. Existing homes, the almoners found, failed to meet demand in a number of 

ways. Their geographic distribution was uneven; the continued concentration of facilities 

in the southeast left Wales and the northeast underserved. During the high-demand 

summer months, waiting times for homes could exceed six weeks. There was an 

inadequate number of homes for mothers and babies, for adolescent boys, and for the 

elderly. Likewise, there was a great need for accommodation for serious cases including 

gastric ailments requiring a special diet, heart diseases, patients with fits, asthma, skin 

diseases, cancer, pulmonary tuberculosis, and colostomies.65  

                                                
63 “Report of a Survey of Convalescent Facilities in England and Wales” (London: Institute of Almoners, 
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65 Ibid., 2–6. 
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The almoners also found that standards of care and upkeep were inadequate. 

Beyond medical supervision, “very little treatment of any kind” was offered in most 

homes; that which existed was usually the work of a part-time visiting medical officer. 

Nurses were often underutilized or distracted with domestic tasks. Few homes were 

equipped to deal with patients in post-operative dressings and casts, and physiotherapy 

and occupational therapy were rare. In short, the committee found, homes were still 

largely characterized by “the traditional attitude of passive care.”66 Meanwhile, they 

noted that convalescent homes often occupied buildings that were old, lacking amenities, 

and falling “far short of modern standards.” Wards and dining rooms often appeared 

excessively institutional, and wards lacked sufficient privacy, cheer, decoration, and 

color.67 Many homes, they concluded, were in need of essential reforms with regards to 

reception of patients, daily regimens of diet and rest, permitted duration of stay, 

occupation for patients, and general atmosphere.68 Greater co-ordination between homes 

and hospital almoners was also essential, to ensure efficient use of beds and 

discrimination in choosing a home best suited to the “individuality of the patient.”69  

Like the Institute of Almoners, the King’s Fund also established a Convalescent 

Homes Committee in 1946 to inquire into the state of convalescent homes, make 

recommendations, and provide grants to support improvements.70 An initial report 

prepared by R.E. Peers, the secretary of the committee, highlighted difficulties similar to 
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67 Ibid., 7–8. 
68 Ibid., 8–10. 
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those found by the almoners. He noted serious discrepancies between institutions: “a 

degree of variety that needed to be seen to be believed.” While he found that many 

institutions were doing very good work, many had defects, stemming not from bad 

management, but rather from “adherence to antiquated ideas which have survived owing 

to the complete lack of interchange of ideas between institutions.” Meals were often 

inadequate, the result of defective procurement practices and insufficient staff. Many 

homes were uncomfortable, with inadequate furniture, decorations, and books. Homes’ 

rules were “unnecessarily rigid” and sometimes mostly unchanged since the nineteenth 

century. While some matrons were attentive and competent, others, especially in larger 

homes, were “elderly nurses who had failed to achieve eminence in their profession” and 

whose work was “highly unimaginative.” Nevertheless, Peers cautioned against a 

“gloomy reading” of these facts, maintaining that such homes represented the “natural 

wealth of variety of individualism” among voluntary institutions. Many homes remained 

“really excellent,” while the remainder could be brought up to standard through the work 

and finance of the King’s Fund.71 

 The King’s Fund Convalescent Homes Committee therefore set out to gather 

information on existing homes, in order to publish a directory and to ascertain the need 

for funding and capital improvements. Collaborating with the Institute of Almoners, the 

British Pediatric Association, and the Invalid Children’s Aid Association, the Fund sent 

visitors to homes in the vicinity of London in order to gather information on ownership, 

criteria for admission, availability, charges, accommodations, nursing and staff, catering, 

travel arrangements, treatments, recreation, and domestic arrangements.72 The resulting 
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directory was published in loose-leaf form to allow additional pages to be added as the 

Fund carried out inquiries into additional homes; it categorized homes according to the 

types of patients they admitted, for ease of use by those wishing to refer patients.73 

 Looming over these inquiries was the impending implementation of the National 

Health Service Act. A 1947 King’s Fund memo on “The Future of Convalescent Homes” 

articulated some of the fund leadership’s concerns about the position of convalescent 

homes under the new system. Noting that the “best and most popular homes” were the 

smaller ones, where patients were happier and received more personal attention, the 

memo speculated that such homes would almost surely be handed over to the nearest 

hospital management committee under the NHS. Not only would this ensure that “they 

would continue in the Cinderella-like position” in which they currently existed, it would 

also undermine the “spark of enthusiasm” which animated the best and most caring 

institutions.74 The King’s Fund also expressed concern about what, precisely, would 

count as a convalescent home under the NHS. The Act defined hospitals to include 

institutions “for the reception and treatment of persons during convalescence”; the 

Ministry of Health had decided, accordingly, that it would take over all convalescent 

homes giving “full nursing care and medical treatment,” but how this was to be defined 

was unclear. Most convalescent homes, the King’s Fund pointed out, did not offer such 

care precisely because, if they were considered convalescent, patients no longer needed 

active medical attention. A strict interpretation of this provision would exclude many, if 
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not a majority of homes from inclusion in the NHS.75 The structure of the NHS would 

also disturb the operation of convalescent homes in other ways. Many homes, especially 

those run by friendly societies and trade organizations, attracted patients from all over the 

country, and would therefore fit uneasily into the structure of the Regional Hospital 

Boards. Nationalization and secularization would likewise disrupt the religious work of 

homes run by Anglican and Catholic sisterhoods. To avoid these difficulties and to 

preserve the freedom of such institutions, the King’s Fund proposed that under the NHS, 

the regional boards should hold general responsibility for supervising the homes within 

their districts and pay maintenance rates for their patients, while immediate control could 

be vested in regional Convalescent Homes Committees with the power to oversee and 

advise individual homes. At the same time, given homes’ range of functions, sizes, and 

local arrangements, the Ministry was cautioned to “exercise discretion” when deciding 

which to subsume.76  

 As promised, in early 1947 the Ministry of Health declared its intention to take 

over convalescent homes on the “appointed day” in 1948, defining convalescent homes 

as places “where full nursing care and medical treatment was given.” The Ministry would 

seek to include as many homes in the NHS as possible, as it would be easier to dispose of 

redundant facilities than it would be to bring additional homes into the service at a later 

date.77 In preparation for the appointed day, the Ministry classified convalescent homes 

into three groups. The first was composed of homes providing treatment, which would be 

taken over; under the NHS, the metropolitan RHBs would be responsible for these 
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homes, and, as at other hospitals, treatment would be free. The second group comprised 

homes which gave treatment but were disclaimed by the ministry for various reasons; 

RHBs would be allowed to reach contractual arrangements with such homes for the 

treatment of their patients if needed. The third group—homes which did not offer 

treatment—were not liable to transfer under the NHS; local councils and health 

authorities could elect to pay for patients needing recuperative holidays to be send to such 

homes, subject to individual means testing.78 Homes serving patients of restricted classes, 

such as those run by religious groups, trade unions, or industrial societies, would continue 

to operate outside the NHS.79 

 These distinctions immediately produced confusion and consternation on the part 

of hospitals, convalescent homes, and patients. Due to the speed of the transfer and the 

lack of clarity about how to categorize individual institutions, less than forty percent of 

convalescent homes were claimed by the Ministry of Health.80 As chair of the Institute of 

Almoners Convalescent Homes Committee, Cherry Morris wrote to the Ministry in 

September 1948, conveying that many almoners had been “feeling profoundly 

disquieted” about the administration of convalescent care since the takeover.81 The 

Institute of Almoners blamed the confusion and difficulties on “a misunderstanding of 

what the term ‘convalescence’ … really means.” Prior to the NHS, convalescent 

treatment was recommended for patients who were not fit to go home upon discharge, 

either due to physical condition or because of social difficulties at home; convalescence 
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was thus “part of a general plan of treatment for the restoration of the patient to full 

health.” The almoners maintained the longstanding belief that, because homes varied in 

location, climate, and atmosphere, detailed knowledge of individual patients and facilities 

was necessary for placing patients successfully. Since the advent of the NHS, such 

arrangements had been thrust into chaos. It was “difficult to understand the basis on 

which homes have been selected for inclusion,” since many homes offering treatment 

were excluded, and some included homes were sub-standard. Moreover, they maintained, 

a majority of homes disclaimed as mere holiday homes were in fact suitable for 

convalescent patients.82 Due to these and other problems of administration and finance, 

Morris later wrote in The Almoner, it seemed clear that the Ministry regarded 

“convalescence as a matter of low priority, if indeed of priority at all.”83 

 The Ministry did not fail to notice these concerns. Under-secretary John Pater 

acknowledged the barriers complicating convalescent admissions. He attributed the 

confusion to “the necessity to distinguish between homes at which ‘treatment’—whatever 

that means—is provided and recuperative or holiday homes,” his revealing aside 

demonstrating that even within the Ministry, there was little consensus about how to 

define treatment. Nonetheless, he defended the distinction between homes controlled by 

RHBs, homes under contractual arrangement, and recuperative holidays paid for by local 

authorities or patients, though he recognized that these distinctions had, in some cases, 

“produced the wrong effects.” The Ministry had perhaps “interpreted ‘treatment’ a good 

deal too tightly,” thus excluding a number of homes that might have been nationalized 
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(though Pater speculated that some homes had supplied misleading information about the 

care they offered in order to preserve their independence from the Ministry). And the 

divided responsibilities of the RHBs and Local Health Authorities made “the machinery 

for getting patients admitted very awkward.” He concluded that a review was necessary 

to clear up confusion about which homes were eligible for contractual arrangements with 

RHBs and which would deal with LHAs only, and suggested enlisting the expertise of the 

King’s Fund and the Institute of Almoners. He also observed the need for a more precise 

definition of “treatment,” since “phrases like ‘regular medical and nursing care’” had 

proven inadequate.84   

Further surveys by the King’s Fund85 and the Institute of Almoners86 in the early 

1950s confirmed the persistence of these difficulties. Due to demands on hospital beds, 

patients were being discharged in ever-earlier stages of convalescence. New drugs and 

treatments had produced more rapid recoveries, but at the same time meant that quickly 

discharged patients had medical needs that exceeded the care offered in convalescent 

homes:  

the very patients who are most likely, from their physical condition, to find the 
return home difficult, e.g. patients who have had a colostomy operation, heart 
cases or those with a tiresome skin condition, non infectious T.B … or post 
operative cases, mothers with babies, diabetic patients, to name the most obvious, 
these are the very patients whom many Convalescent Homes refuse to admit.87 
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Demand for convalescence remained highest in dense, industrialized areas, where 

“normal life moves faster, is less neighbourly, and is more exacting in physical effort 

than it is in the country,” and where higher rents decreased the likelihood of a family 

member being able to stay home to care for a convalescent.88 Meanwhile, as standards of 

hospital accommodation had risen, so had patient expectations for food, beds, and 

accommodations in convalescent homes.89 

Both surveys found that boundaries around convalescence remained blurry; not all 

patients with the same diagnosis required convalescence, and the need for convalescence 

could result from social as well as medical conditions.90 Variation in admissions practices 

among homes was eating up the time and resources of almoners, RHB officers, and 

homes’ staff.91 Moreover, because of the “arbitrary division” between convalescent 

homes and homes for recuperative holidays, it was often unclear whether patients were 

the responsibility of RHBs or local health authorities.92 The need to arrange beds through 

the offices of the RHBs had weakened lines of communication between hospitals and 

convalescent homes, creating additional waiting time and frustration among almoners.93 

Meanwhile, the fact that recuperative holidays were a permissive provision that some 

LHAs had chosen not to implement placed even more patients in the “queue for 

convalescence.”94  

Hospitals shared these frustrations. A memorandum sent to the Ministry by 

Charing Cross Hospital in 1954 complained that it was difficult for physicians and 
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almoners to know where to send their patients, since “no two local authorities and no two 

regional boards interpret their responsibilities in the same way.” Patients discharged 

before being able to obtain a convalescent bed were arbitrarily restricted from RHB 

convalescent treatment; instead they had to seek means-tested recuperative holidays 

through their local authorities.95 Some regions, such as Liverpool, began to explore the 

idea of introducing “Recovery Homes,” intermediate between hospitals and convalescent 

homes, in order to reduce pressure on hospital resources.96 Such proposals raised the 

specter of an infinite number of bifurcations between institutions offering different 

degrees of care. 

 In response to these myriad concerns, the Ministry established a working party to 

examine the demands on convalescent homes within the NHS and to review and make 

recommendations about admissions policies, especially in the London area. The 

committee’s mandate remarked on the need to evaluate convalescent care “in the light of 

recent advances in medicine and modern conceptions of treatment and nursing care,” 

reflecting the growing confidence of medicine at mid-century, due to factors such as the 

discovery of antibiotics, the control of infectious diseases, and the technological 

modernization of hospitals.97 The working party included representatives from the 

Ministry, the Teaching Hospitals Association, the King’s Fund, the Institute of Almoners, 

                                                
95 Charing Cross Hospital, Convalescent Homes – An Appreciation of the Present Position, 24 December 
1954, Central Information Office: convalescence bed vacancies pool, 1951-1955, MH123/324, TNA. 
96 “The Recovery Home in the Hospital Service: An Inquiry” (Liverpool: Joint Committee of the Liverpool 
Regional Hospital Board and the Board of Governors of the United Liverpool Hospitals, 1953). 
97 L.B. Jacques to The Secretary, The Institute of Almoners, 29 May 1956, Working Party on Convalescent 
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twentieth-century “golden age of medicine,” see Allan M. Brandt and Martha Gardner, “The Golden Age 
of Medicine?,” in Medicine in the Twentieth Century, ed. John V. Pickstone and Roger Cooter 
(Amsterdam: Harwood Academic Publishers, 2000), 21–38. 



285 
 

and the Metropolitan Regional Health Boards.98 It sought to address a situation where, 

despite the Ministry’s best efforts at distinguishing between convalescent and holiday 

homes, many homes were now accommodating a mix of patients receiving convalescent 

treatment, those enjoying recuperative holidays, and private patients.99 In addition to 

calling attention to the difficulty of distinguishing between convalescent treatment and 

recuperative holidays, the working party identified a number of pressing issues: 

difficulties in accommodating various groups of patients, lack of standardized admissions 

procedures, increasing demand for pre-convalescent treatment, and the continued need to 

match individual patients to the climates most suitable for their recovery.100  

The working party established a visiting team—a Ministry medical officer, a 

nursing officer, and a hospital almoner—to investigate convalescent provision, in many 

ways replicating the model of the earlier surveys carried out by the King’s Fund and the 

Institute of Almoners.101 Their visits to homes were not encouraging, turning up a 

familiar variety of problems, including insufficient medical supervision, inadequate 

encouragement of exercise, un-homelike and uncomfortable atmospheres, improperly 

filled out medical certificates, confusion about responsibility for rail fares, and 

unsatisfactory reporting of vacancies.102 More attention was given to treating minor 

                                                
98 Working Party on Convalescent Homes and Treatment: appointments, 1955-1957, MH123/325, TNA.  
99 Working Party on Convalescent Treatment, Memorandum by the Ministry of Health [WPCT(56)1], 
October 1956, Working Party on Convalescent Homes and Treatment: minutes, 1956-1957, MH123/326, 
TNA. 
100 Minutes for 25 October 1956, Working Party on Convalescent Homes and Treatment: minutes, 1956-
1957, MH123/326, TNA, 1-3.  
101 Minutes for 25 October 1956, Working Party on Convalescent Homes and Treatment: minutes, 1956-
1957, MH123/326, TNA, 3. 
102 Notes of meeting held at Savile Row, W.1. on 10th January, 1957, Working Party on Convalescent 
Homes and Treatment: minutes, 1956-1957, MH123/326, TNA. 



286 
 

ailments than to “actively rehabilitating the patient for a return to normal life.”103 

Convalescent treatment, they argued; properly meant “active” treatment, necessary when 

“passive” recovery would result in lost time and lingering disability; yet this was absent 

at a majority of homes. In contrast, the concept of rehabilitation demonstrated the utility 

of active physical treatment and might serve as “the backbone of convalescence” going 

forward.104 Here, the visiting team echoed a distinction drawn by physicians like 

Alexander Miles and John Cunningham, who, in a report for the Edinburgh Convalescent 

Hospitals Group, argued for a clear boundary between convalescence and rehabilitation. 

While convalescence was passive, rehabilitation invoked the active restoration of bodily 

tissues, particularly physiotherapy (including massage, electro-therapy, and exercise) and 

occupational therapy (involving tasks to strengthen and train weakened body parts).105 

 After visiting 48 convalescent homes, both within and outside the NHS, the 

working party published its report in 1959.106 It divided convalescence into two stages: 

“convalescent treatment” (entailing medical and nursing supervision) and “recuperative 

holiday” (involving no more than rest and food). It further subdivided convalescent 

treatment into pre-convalescence/recovery (when the patient still required active care), 

active convalescent treatment/rehabilitation (when the patient was no longer bed-bound, 

but required “remedial and re-educative treatment” to regain full function) and “passive 

convalescence” (when the patient no longer required active supervision besides simple 

                                                
103 Convalescent Homes Working Party: Visiting Team Summary report No. 1, 12 January 1957, Working 
Party on Convalescent Homes and Treatment: minutes, 1956-1957, MH123/326, TNA.  
104 Convalescent Homes Visiting Team—Summary Report of Visits at 7th February 1957, Working Party 
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nursing procedures). This endless proliferation and refinement of categories reflected a 

bureaucratic desire to clarify and differentiate the functions of various institutions within 

the health service, but was difficult to apply in practice, since actual convalescent homes 

might deal with patients at any of these stages.107  

According to the working party report, a number of social and medical changes 

had impacted the availability and standard of convalescent care in recent years. Chief 

among these was the dramatic improvement in public health, including decreased 

mortality, increased life expectancy, and advances in nutrition, which had reduced the 

necessity and utility of convalescent treatment based on rest, good food, and fresh air. 

While such treatment would have been “a medical and social need” for nineteenth-

century patients, improved health and nutrition had reduced the necessity of such 

treatment, while anesthesia and antibiotics had minimized the shock and side-effects of 

surgery. Indeed, there was increasing evidence that, following surgery or illness, 

movement might produce better results than remaining in bed.108 The report suggested 

that the need for “‘passive’ or ‘classical’ convalescence” had waned, while “the 

recognition of the value of active rehabilitation in the restoration of the disabled has 

increasingly suggested that a more active approach to all forms of convalescence might 

be profitable.”109 At the same time, the emphasis on “environmental factors such as ‘a 

change of air’, ‘a bracing climate’, ‘sea air’ etc.” had declined.110 In short, the report’s 

authors implied that, while the limits of medicine and the poor state of public health had 

                                                
107 Ibid., 2–3, 10. 
108 Ibid., 9; on the medical rationale for early ambulation, see Sheard, “Getting Better, Faster: 
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109 “Convalescent Treatment: Report of a Working Party,” 9. 
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justified the need for convalescent care in the nineteenth century, progress in both 

domains had since undermined its importance. What was now needed instead was the 

careful bureaucratic management of active forms of medicalized rehabilitation.111 

The report reflected the belief that convalescent care had to be brought into line 

with the new hospital system’s values of management and planning. It cited a number of 

problems with the existing convalescent service, echoing the conclusions of the King’s 

Fund and Institute of Almoners reports. Homes were concentrated on the south coast, 

often necessitating lengthy and uncomfortable journeys.112 Though many were in 

attractive locations with pleasant grounds and high quality buildings, accommodations 

were often inadequate with regards to both the tools of scientific medicine and the 

demands of comfort and homeliness; few homes, for instance, had facilities for gymnastic 

or hydro-therapy, and dining rooms and bedrooms were too frequently dark and drab, 

with “the hospital and institutional atmosphere” rather than “the homely touch.”113 

Admission forms were often incompletely filled out, and patients were frequently 

transferred with unlabeled drugs.114 The report lamented that convalescence too often was 

treated as an afterthought: for hospitals, “convalescent treatment is not generally used as 

part of the planned treatment of patients, but rather as accommodation to which a patient 

may go when full hospital facilities are no longer required.” This stemmed partly from a 

“tendency to regard convalescence as a holiday after illness,” and partly from the lack of 

facilities for active convalescence.115 Hospitals frequently chose homes for patients based 

                                                
111 On managerialism and science in the restructuring of mid-twentieth-century medicine in Britain, see 
Steve Sturdy and Roger Cooter, “Science, Scientific Management, and the Transformation of Medicine in 
Britain C. 1870-1950,” History of Science 36, no. 4 (1998): 421–66. 
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113 Ibid., 13. 
114 Ibid., 14. 
115 Ibid., 24. 
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on available vacancies rather than patient needs.116 Patients tended to either view a move 

to a strange, faraway institution “with anxiety and suspicion” or “as a kind of holiday.”117 

There was vastly insufficient accommodation for a variety of important cases, including 

adolescents, the elderly, mothers with babies, skin and heart diseases, asthma, epilepsy, 

those with special diets, colostomy cases, and so forth.118 And almoners had great 

difficulty in learning about vacancies or finding accommodations and money for patients 

outside the NHS convalescent service.119 The report concluded by lamenting the “relative 

lack of interest” in convalescence by the medical profession, “perhaps only natural” 

given physicians’ scant involvement in convalescent treatment.120 In order for 

convalescence to emerge from “a medical and nursing backwater,” convalescent 

treatment required “a ‘new look’ in accordance with modern concepts,” becoming “more 

active, more planned and more integrated with other aspects and disciplines of 

medicine.”121 The working party’s recommendations thus included further distinguishing 

between convalescent treatment and recuperative holidays by upgrading homes and 

providing more active treatment for the “difficult” categories of cases that were currently 

underserved.122 

The working party’s report was generally well received, but action was slow. The 

Ministry established a Standing Joint Advisory Committee (SJAC) on Convalescence in 

March 1961, composed of representatives of the four metropolitan RHBs, the London 

Teaching Hospitals, the King’s Fund, and the Ministry. Its agenda was to consider reports 
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from the RHBs on their convalescent services, to consider establishing a convalescent 

information bureau, and to advise the RHBs on demand, admissions, organization, and 

administration of convalescent homes.123 After conducting initial surveys of their 

jurisdictions, the regional boards reached varying conclusions. Both the North West and 

North East Metropolitan RHBs reported relatively little convalescent provision in their 

regions. The South West Board noted its desire, in principle, to provide for upgraded 

facilities in some of its homes, but after visiting found that, in most cases, building and 

staffing would make this difficult. The South-East Board was in a unique position, as it 

had the largest number of homes, yet the patients they served were drawn largely from 

other regions.124 In discussing these reports, the SJAC reiterated many of the concerns of 

the working party report: concern over the concentration of facilities in the south east; 

homes’ isolation, both from each other and from hospitals; the difficulty of caring for a 

variety of special groups; and the need for more active forms of convalescent 

treatment.125 

In assessing how to proceed, the SJAC once again revisited the question of 

definitional boundaries. Convalescence, it noted, “comprises the whole period of 

recovery following the acute stage” of illness, though it may be spontaneous or facilitated 

by rehabilitation. Nevertheless, finding this “omnibus term apt to be confusing,” the 

SJAC decided to refer to the medical aspect of convalescence as “‘reablement (i.e. the 

measures used to promote the maximum possible restoration of physical and mental 

                                                
123 Agenda for meeting to be held on 28 March, 1961, Standing Joint Advisory Committee on Convalescent 
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124 Reports on Convalescent Provision in the Four Metropolitan Hospital Boards, 17 March 1961, Standing 
Joint Advisory Committee on Convalescent Treatment, MH123/331, TNA. 
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function)” and to the “social and industrial aspects” of convalescence as “resettlement.” 

They further divided convalescence into three stages: first, pre-convalescence, when the 

patient was still in need of active medical and nursing care, ideally provided in a hospital; 

second, active convalescence, when the patient no longer required full medical care, but 

did require “progressive remedial and re-educative treatment” in a residential or day unit; 

and third, recuperation, for patients who required a recuperative holiday or, for social 

reasons, were unable to recover at home. The SJAC recommended three types of 

treatment units, corresponding to these three stages: the pre-convalescent unit, the active 

convalescent treatment unit, and the recuperative holiday home.126 These 

recommendations—re-hashing much of the ground already covered by the working party 

and inattentive to the difficulties of re-structuring homes under contractual arrangements 

with the RHBs—produced some eye-rolling within the Ministry of Health.127 

Nevertheless, one of the Ministry’s observers on the SJAC did express some optimism. 

Though it seemed “tiresome” that nine months of study had produced merely these 

general principles, the report demonstrated a growing consensus around the idea that 

“convalescence within the Hospital Service should be active and not merely the provision 

of the sort of surroundings in which patients can complete their recovery in their own 

home if this is suitable.”128  

Not everyone joined this consensus. Almoners, who remained responsible for 

placing convalescents, were particularly resistant. C.E. Hill, a gynecological almoner 
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with the Institute of Almoners, argued that passive convalescence remained necessary 

and beneficial, especially given the continued difficulty in getting recuperative holidays 

to line up efficiently with hospital discharge dates.129 A. B. Read, the Head Almoner of 

St. Thomas’s, who had been a member of the Ministry working party and a some-time 

representative to the SJAC, expressed concerns that the SJAC’s approach of minutely 

subdividing the facilities for convalescent treatment would disorient patients:  

The chief disadvantage of a wider variety of convalescent facilities would seem to 
be that the patient might experience too many changes of environment and 
personnel during treatment and convalescence if moved rapidly from one service 
to another. Medical care might become too depersonalised and the relationships 
between staff and patients, which often mean so much to the patient struggling 
through the various stages of recovery, might be undermined.130 
 

She feared that the SJAC overemphasized “the need for an active rehabilitation regime,” 

noting that many patients would still benefit most from a “less active programme.”131 

Other almoners shared these concerns. U.B. Webb, the head almoner at University 

College Hospital, noted that existing convalescent homes would be geographically 

unsuitable to provide the SJAC’s recommendation for pre-convalescent treatment, and 

maintained that the persistent confusion between these two categories, even after sixteen 

years of the NHS, was an argument for “unifying the procedure for providing 

convalescence … under one authority.” She argued that the report overlooked many 

patients who “require medically supervised convalescence … but do not need active 
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treatment, and want a period of peace and quiet in which to re-orientate themselves and 

recover, away from their own homes.”132 Even with the activities of the SJAC, 

difficulties in placing convalescent patients persisted. Especially for elderly patients and 

difficult cases, Read wrote, “it would seem that little progress has been made during the 

last ten years in finding a satisfactory answer to the problem.”133  

 

Conclusion 

As these debates demonstrate, convalescent homes failed to find a firm footing under the 

new NHS. To be sure, convalescent care did not disappear entirely; many homes 

continued to operate as part of the health service, or in contractual arrangement with 

regional health boards, as did centers for rehabilitation and physical therapy. But, facing 

financial difficulties and declining patient numbers, many independent homes closed or 

became nursing or elder-care facilities in the 1960s and 1970s.134 Far-flung convalescent 

homes seemed particularly out of step with the ethos of the NHS in the 1960s, when 

long-term planning began to focus on the greater centralization of hospital services into 

district general hospitals.135 By the 1980s, there were very few NHS convalescent homes 

remaining; to the extent that patients still wished to visit convalescent facilities, they had 

to pay out of pocket or seek assistance from a limited number of charitable trusts. Tens of 

thousands of patients were still discharged from hospitals on a daily basis; according to a 
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nurse involved with social work at St. Thomas’s, however, convalescence had become, “a 

neglected need” under the NHS.136 

 By the middle of the twentieth century, convalescence had, in a sense, become a 

victim of its own liminality. Additional work needs to be done to understand the history 

of convalescence during this period from the perspective of individual homes, 

practitioners, and patients. Nevertheless, the sources examined here demonstrate that a 

number of factors contributed to the faltering position of convalescent care during the 

creation of the NHS. Some of these factors had been at work since the early years of the 

century: the rise of medical social work and the role of mutual assurance societies, for 

instance, both expanded the provision of convalescent care during the interwar years, but 

weakened the perception that convalescence was a strictly medical activity, making it 

harder to accommodate into the NHS. Changes in society, such as improved nutrition, 

public health, and housing, lessened the need for long recovery times after illness and 

increased the feasibility of recovery within the home. Changes in medicine, such as 

declining recovery times from surgery and the availability of antibiotics, helped to shift 

attention away from traditional, passive forms of convalescence and towards active 

practices of rehabilitation and physical therapy.  

 But, as this chapter has shown, these trends were only accelerated by the 

haphazard way in which convalescent homes were incorporated into the NHS in the 

1940s and 1950s. While the NHS did establish convalescence as universally available for 

British citizens who needed it, the Ministry of Health’s insistence that only convalescent 

treatment would be covered forced a reckoning with questions about the boundaries of 
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convalescence that, as earlier chapters have shown, dated all the way back to the 

nineteenth century. Furthermore, this reckoning occurred at precisely the moment when, 

given the factors discussed above, the consensus around traditional regimes of 

convalescence was at its most fragile. The redefinition of convalescence to require active 

medical and nursing supervision undermined the philosophical rationale for 

convalescence as a stage of illness requiring a form of institutional provision distinct 

from hospital care. Though the NHS was theoretically committed to convalescent care, 

its insistence on the distinction between treatment and recuperative holidays flew in the 

face of the practice of many traditional convalescent homes which, almost by definition, 

excluded patients who required active treatment and nursing. Along with a range of 

administrative difficulties, this mismatch ensured that few homes fit easily into the 

emerging hospital system. 
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Conclusion 
 
 

When John Roberton issued his call for convalescent retreats in the 1830s, it is doubtful 

he could have foreseen the central role that they would come to play in the provision of 

medical care over the course of the following century. This dissertation makes an 

important contribution to our understanding of convalescence—a category that was 

essential to late nineteenth- and early twentieth-century patients and practitioners but 

which has been marginalized in most historical accounts to date. The meanings and 

experiences of convalescence during this period were influenced by a combination of 

medical beliefs, philanthropic ideologies, therapeutic spaces, material cultures, and 

geographic imaginaries. The category of convalescence—occupying the liminal space 

between illness and health—rose to prominence as a response to a range of anxieties 

about the influence of urban industrial society on the body, the inadequacy of nineteenth-

century medicine and welfare, and the unequal impacts of economic growth and social 

dislocation. The figure of the convalescent represented the possibility that, through 

careful management and care, such tensions could be resolved. In contrast to the stasis 

and withdrawal of illness or invalidism, convalescence implied progress, movement, 

renewal, and resolution. A temporary sojourn in a healthy and carefully designed 

environment was widely believed to help hasten patients’ transitions between hospital 

and home.  

Over the course of the late nineteenth century, a mere handful of convalescent 

hospitals, private homes, and bathing charities gave way to a collection of hundreds of 

convalescent homes where working-class convalescents could briefly exchange crowded 

hospital wards and dense urban centers for comfortable quarters in healthful 
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surroundings. As discussed in chapter 1, convalescent homes grew in utility and 

popularity in part because they appealed to participants on both sides of a number of 

pressing debates in late Victorian society, philanthropy, and medicine. Critics and 

defenders of industrializing society both agreed that the weakened bodies of sick workers 

were endangered by an overly rapid return to work. Physicians and medical skeptics alike 

saw natural surroundings as an opportunity to complete patients’ cures. Hospital 

administrators who wanted to free up scarce beds and critics of urban hospitals both 

agreed that sending recuperating patients to the countryside was in everyone’s best 

interest. Above all, there was a firm consensus among medical reformers and 

philanthropists that the defective domesticity of working-class homes rendered the 

precarious period of convalescence downright dangerous; the carefully managed comfort 

of convalescent homes was essential.  

 This consensus held throughout much of the early twentieth century, enabling the 

continued expansion of facilities for convalescent care. This expansion was bolstered by 

developments such as the rise of hospital social service departments and the growing 

influence of mutual assurance and contribution schemes in worker-financed 

convalescence. Nevertheless, as chapter 2 demonstrated, the history of convalescent care 

was marked by the persistent difficulty of defining the nature of convalescence and 

articulating its contours and boundaries against the backdrop of changing medical 

practices, social conditions, and institutional arrangements. When the National Health 

Service began to re-evaluate the role of convalescent care after 1946, the consensus 

around convalescence had frayed. Steady improvements in urban housing conditions and 

the general health of the population undermined the rationale for convalescent institutions 
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as distinct from the care offered in hospitals or the home. The growth of medicalized 

specialties such as rehabilitation and occupational therapy challenged the perceived 

therapeutic value of rest, while the greater involvement of workers’ groups in providing 

convalescent benefits contributed to an impression that convalescence was more akin to a 

recuperative holiday than to a form of scientific medicine that belonged in a modern 

hospital system. When it came time to define the nature of convalescent treatment offered 

under the NHS, a form of care that had been seen as indispensable in the late Victorian 

period no longer seemed to promise the same return.  

 This history also makes an important contribution to historians’ understanding of 

spatial and therapeutic transformations in late nineteenth-century hospitals. By putting 

convalescent homes back into the history of hospital reform, I have demonstrated that 

these transformations were enabled, or at least aided, by the creation of this new class of 

institution. By freeing up space for acute and complex cases, convalescent homes served 

a crucial function in hospitals’ transition from houses of the sick and dying to highly 

medicalized spaces characterized by advanced surgical practice and medical 

technologies. But convalescent homes represented an approach to the management of 

therapeutic space that went well beyond the dispersal of existing hospital functions. For 

one, as chapter 3 discussed, convalescent homes constituted a new effort to deploy the 

therapeutic powers of climate for the benefit of hospital patients. In doing so, they not 

only contributed to the expansion of working-class health travel, they also succeeded in 

adapting an old and powerful way of thinking about the relationship between health and 

the environment to an era of scientific hospital medicine. The use of climate as a 

convalescent therapy thus reveals the inadequacy of historical narratives that focus 



299 
 

exclusively on tendencies towards reductionism and quantification in hospital care during 

this period.  

Moreover, convalescent homes took on an increasingly important role in the 

moral and social economy of hospital work. Chapter 4 illustrated that by adopting the 

architectural rhetoric, spatial arrangements, and decorative practices of middle-class and 

genteel homes, convalescent institutions both reflected and perpetuated Victorian 

obsessions with domesticity and sought to inculcate in their patients the values and habits 

of liberal citizenship. Likewise, chapter 5 showed that, through their dietary practices, 

convalescent homes paid close attention to the appetites and affects of convalescent 

bodies, marking their patients as medical subjects quite unlike the inmates of other 

institutions subject to deterrence and discipline. This history sheds light on the diverse 

spatial arrangements and moral practices governing the care and management of patients 

as hospitals made the transition from primarily charitable to primarily medical 

institutions.  

There is more work to be done on the history of convalescence and convalescent 

care during the late nineteenth and early twentieth centuries. This project capitalized on 

the sources generated by philanthropists and hospital reformers, charitable organizations, 

government bodies, and convalescent homes themselves to explore the striking rise of the 

practice of institutional convalescence during this period, a phenomenon largely 

overlooked in existing historical scholarship. This dissertation has opened up new 

avenues for historical research on how the care of convalescents in working- and middle-

class homes evolved over the course of the late nineteenth and early twentieth centuries, 

and how, if at all, it was influenced by the spatial, behavioral, and therapeutic regimes of 
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convalescent institutions. While institutional archives produced relatively little evidence 

of the perspectives of convalescent patients themselves, further work on sources such as 

working-class diaries and trade union records may illuminate how patients experienced 

convalescent homes and the meanings they made of their experiences. Similarly, literary 

and artistic portrayals of convalescence from the nineteenth century may deepen our 

understanding of the role played by the figure of the convalescent in Victorian culture 

more broadly.1 Finally, though this dissertation has adopted a panoramic view in order to 

survey the landscape of institutionalized convalescence, further studies of individual 

institutions have the potential to produce important insights about their therapeutic 

practices, the social backgrounds and medical complains of their patients, and the 

granular variations between institutions catering to different populations of 

convalescents, such as children.  

 A better understanding of convalescent institutions sheds light on the ways that 

practitioners, policymakers, philanthropists, and patients understood the relationship 

between health, illness, home, and work in industrializing society. It suggests, moreover, 

that historians of modern medicine may benefit from paying more attention to the various 

spaces of healing—or lack thereof—situated between hospitals and homes, as well as 

how hospitals and homes are themselves reproduced and reimagined through these other 

spaces. Indeed, such reimagining continues apace. Within the highly medicalized spaces 

of contemporary hospitals, practitioners and patients have sometimes lamented the 
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absence of spaces for convalescence. Periodic re-evaluations in medical journals and 

policy literature have asked whether patients, especially the elderly, are well served by 

early hospital discharges, and if it would be preferable to bring back, if not the “great 

rambling convalescent homes of the past,” then at least some kind of institutional setting 

for rest and recovery.2 While other European countries have retained forms of 

convalescent care, particularly those linked to spa treatments, the UK seems to have “lost 

the tradition of convalescence.”3 Meanwhile, concerns about antibiotic resistance, 

hospital “superbugs,” and rising rates of readmission after discharge have once again 

raised the specter of hospitals as spaces in which diseases are produced rather than 

cured.4 In light of such concerns, it is worth renewing our attention to the dynamics and 

practices that link spaces of risk, healing, and recovery. 

 
 
 
 
 
  

                                                
2 Tony Smith, “Convalescence,” British Medical Journal 312, no. 7027 (1996): 383–383. 
3 Stefan Cembrowicz, “On Convalescence,” The Lancet 344, no. 8927 (October 1, 1994): 966. 
4 Graham A. J. Ayliffe and Mary P. English, Hospital Infection: From Miasmas to MRSA (Cambridge: 
Cambridge University Press, 2003), 224–25. 
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