





































































































































































































































































































































































































































































































































































































































































































































































































again washed and their dressings renewed. Initially there was only one night nurse
who came on duty at 9:30 and did not finish until 10:00 the next morning.”3 By 1900
the day nurses shift had been extended further so that work now commenced at 5:30 in
the morning."'* The increase in nursing staff in 1907 meant that extra night nurses
could be employed and also allowed for a few alterations in the daily routine of the
Home. The night nurses were responsible for waking the patients at 6:00am and
beginning the process of washing and dressing them. The day nurses did not come on
duty until 7:20 and assisted the night nurses until the latter went off duty at 8:30am.

They remained on duty until 8:00pm when they were once again replaced by the night

q
nurses. 1

The role of Matron at St Luke’s House was also very demanding because it
encompassed a wide range of duties. In 1899 Barrett wrote that the responsibilities of
the Sister were heavier than those in a fully organised hospital because she was not
only Nursing Sister, with a staff of nurses and several wards of patients under her
authority, but “housekeeper, representative of the Home, and personal friend of the
patients.”''® It was also her job to interview the families when a patient died and to
offer them consolation. The absence of a house-surgeon immediately at hand to advise
her was an added responsibility not experienced by her hospital counterpart.''” In
1925 her duties were further extended when she was required to act as an Almoner for
regulating patient'paymems.”8 In an attempt to relieve the Matron of some of her
responsibilities, an Honorary Assistant Matron, Miss Inglis, was appointed briefly in
March 1898.'"" However, after Miss Inglis left, in September of the same year, her

d.120

position was not refille A further attempt was made to relieve Matron of some of

her duties in 1905, when a part-time dispenser was engaged, but it was not until 1913

that the post of Assistant Matron was made a permanent appointment.121

"' 1st SLHAR, taken from 7th WLMAR, 1894, p.11.

" 7th SLHAR, 1900, p.23.

"5 15th SLHAR, 1908, pp.23-24.

"% 61th SLHAR, 1899, p.20.

"7 13th SLHAR, 1906, p.23.

''® 32nd SLHAR, 1925, p.13.

"% Minute Book of St Luke's House Committee of Management 15 November 1895 - 19 July 1905:
03/03/1898.

120 1hid: 28/09/1898.

2! Ihid: 19/07/1905 ; Minute Book of St Luke’s House Committee of Management 11 October 1905 -
21 May 1912: 18/11/1913, p.81.
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The role of the nursing staff was not always so clearly delineated as it was for the
medical staff. At the Hostel of God and St Joseph’s the Sisters combined their role as
nurses with spiritual ministration. Their religious calling would have meant that
tending to the patient’s spiritual condition (discussed more fully in the next section)
was the highest of the two objectives and that nursing care was looked upon as a
means to facilitate this. At St Luke’s House the Matron, although primarily
responsible for providing physical care for the patients, was also expected to
undertake simple spiritual tasks such as saying morning and evening prayers in the
wards. The requirement in the early years of the Home that she be a Christian,
together with the few accounts of patiéms written by the Matron in the early annual
reports, also suggest that when the occasion presented itself she was willing to provide
simple spiritual ministration, or at the very least encourage patients to seek it 1t is
uncertain whether this aspect of her work continued throughout the whole of the
period because neither the Committee minutes or the later annual reports contain any
mention of it, although it is probable that if it did continue it would, in light of the

overall decline in significance of the spiritual work, have assumed less importance.

It appears that the work entailed in the position of Matron at St Luke’s House was not
suited to all its occupants, particularly in the long-term. Between 1893 and 1938 the
post changed hands nine times. Miss Barclay resigned in 1901, after eighteen months
as Matron. The Annual Report for that year stated the reason for this decision as: “the
work was not quite satisfactory to her taste.”'”® However, the Committee minutes
suggest that her aversion was somewhat stronger. They recorded that she wanted to
leave because of the “arduous and depressing nature of the work.”'?* According to the
annual reports, the demanding and distressing nature of the work was also responsible
for two other resignations. In 1920 the Matron left to open a private nursing home for

125

children.” Edmund Barrett wrote that after so many years of association with

22 13th SLHAR, 1906, p.23 ; 15th SLHAR, 1908, pp.23-24.
' 9(h SLHAR, 1902, p.5.

' Minute Book of St Luke’s House Committee of Management 15 November 1895 - 19 July 1905:
04/07/1901.

12 Minute Book of St Luke's Hospital For Advanced Cases Committee of Management 23 June 1918 -
25 March 1925: 28/03/1919.
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sickness and death she needed a change of occupation. Her successor, although she
served as Matron for eighteen years, resigned in 1938 because she too was unable to

continue the “arduous and trying duties.”'?

.
It was also the case that the Matron herself might not be seen as adequately fulfilling
her duties and when this occurred little hesitation was shown in securing her
dismissal. Such an occasion occurred in 1904 when the Committee decided that, in the
interests of the Home, a change of Matron was advisable in order to introduce “greater
efficiency” and “a better tone throughout the household.” This decision caused
considerable consternation among the rest of the staff and immediately after she
handed in her resignation all the other nurses and servants gave notice of their
intention to leave on the same day. As a result of this move the new Matron had to

start as quickly as possible and engage a whole new set of nurses and servants.'?’

The care provided by the nursing staff was occasionally subject to criticism from
internal and outside sources but, because these were essentially isolated complaints by
one individual and lacking in corroborative evidence, they were not followed through.
The records for both the Hostel of God and St Luke’s House include evidence of
accusations of cruelty levelled against members of staff. In 1925 the nursing care of
patients at the Hostel of God was reproached by the Secretary of the local Charity
Organisation Society Committee for Wandsworth and Putney who sent a written
complaint to Edward Price, Secretary of the Central Committee. She expressed herself
dissatisfied with the treatment of one of the patients who had been placed there by
their committee. The patient was dying from consumption and it was anticipated that
the end was very near. Despite suffering from severe sweats, he was only allowed to
change his things once a fortnight and had not had a single bath since he had been
there. He was only given a very small amount of water to wash in which was brought
to his bedside in a basin and he was left to manage with it as best he could. After he
had finished wasl:ing himself he was then expected to wash his handkerchiefs. The

Central Committee, however, after consulting the Clapham and Battersea branch,

12627th SLHAR, 1920, p.8 ; 45th SLHAR, 1938, p.5.

27 Minute Book of St Luke’s House Committee of Management 15 November 1895 - 19 July 1905:
23/11/1904, 18/01/1905.
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could not find anything to substantiate the complaint and nothing further was done

about it.'?8

The only instance where allegations of cruelty did succeed in effecting a change was
at St Luke’s House, but even then the result was not quite that intended by the person
making the charges. The Committee minutes for June 1898 contain an account of
charges which were brought against the management of the House, the Matron and
some of the staff by Mrs Hume, one of the Lady Visitors. These were statements
which “she had caused” some of the discharged patients to draw up of alleged acts of
cruelty and neglect suffered or witnessed by themselves. The charges were dismissed
by the Committee as based on superficial evidence because, although most were
directed against Miss Breton, the majority of the patients had been inmates during the
time Miss Inglis had occupied the post of Matron. Miss Inglis herself denied the truth
of most of the statements. Other members of staff and visitors to the patients produced
evidence which also proved the allegations lacked adequate foundations and it was
therefore resolved not to take any action. As a result of the incident both Miss Breton
and Miss Inglis resigned voluntarily from their positions and Mrs Hume was

dismissed from the Home.'®

iv. Spiritual care
f

Chapter three examined how the religious underpinnings of each home shaped the
attitudes of the staff towards death and dying and their perceptions of patients’
experiences. This next section discusses the way in which spiritual care was provided;
in particular those who were responsible for its administration and their perceptions of
their particular role within the home. Like nursing care, the provision of spiritual care
in the three homes reflected the overall structure of their management. At St Luke’s
House it was divided between the two Chaplains and the Visiting Sisters from the
West London Mission whose services were based on a part-time visitation of the

patients. Under the Superintendance of Howard Barrett and his son Edmund this was

18 Letter to Mr E.C. Price from Secretary of Wandsworth and Putney COS Committee, February 1925,
[LMA].

' Minute Book of St Luke’s House Committee of Management 15 November 1895 - 19 July 1905:
15/06/1898 ; 29/09/1898.

!
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f
considered the most beneficial and fruitful aspect of the work of the Home. In 1899
Howard Barrett wrote that all that the doctors and nurses could do was to:

“alleviate their [the patients] pain and remove as far as may be from the
Valley of the Shadow of Death its worst physical terrors.......But those
who, as instruments of the Holy Spirit, may be the means of curing the
soul, even in the last days of its tenancy of its earthly house, are the real
physicians of the home.”'*

Barrett also believed that there was a close relationship between medical, nursing and

spiritual care: tending to patients’ bodily needs facilitated ministration to the soul.

Accordingly, the Visiting Sisters were attributed a more important role during the
early years of the Home, particularly when Barrett was Medical Superintendent.
Initially there were two Visiting Sisters, each coming to the Home one afternoon a
week. In 1901, at the request of the existing Sisters, two more Sisters were appointed
as Visitors because, with the increasing number of patients entering the home, they
did not feel that they could talk to all the patients individually."! However, in 1926, a
decision was made by the Governors to reduce the number of Sisters visiting the

Home, despite a further rise in the number of patients.'*?

Although the Sisters’ role was felt to be primarily spiritual, it also encompassed
another important element: social care. The latter, although not specifically defined as
such, was clearly implicit in the way in which both Barrett and the Sisters themselves
wrote about the nature of their work.

“It is theirs to make themselves the friends, the real friends (not the
preaching, lecturing friends) of patients, to enter cordially with them into
all the troubles and difficulties of their home life, which are many, and
also into their joys and aspirations; to find out what they can actually do to
help them, and so make their friendship visible; and lastly with the utmost
gentleness and delicacy to lead them to speak of their deeper thoughts,
their spiritual difficulties, their hopes and fears; to offer prayer with them
and for them, to show them as far as human creature can, the Christ of the
Gospels stretching forth His hands in love and mercy to each one of
them.”

(Barrett, 11th St Luke’s House Annual Report, 1904, p.13)

1% 6th SLHAR, 1899, pp.21-22.

! Minute Book of St Luke’s House Committee of Management 15 November 1895 - 19 July 1905:
15/03/1901.

'*2 Minute Book of the Annual General Meeting of the Governors of St Luke’s House 16 April 1912 -
20 Dec 1946: 20/04/1926, p.119.
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One of the Visiting Sisters to the Home in 1896 described her role in the following
way: '

“My relationship to them [the patients] is a purely friendly one, I am not

able to minister to their physical need, but simply sit and listen to the story

of their lives, with their struggles and difficulties and sorrows; glad if in

the hour of quiet loneliness and suffering, I can turn their thoughts to One

who was known as the ‘Man of Sorrows, and acquainted with grief’.”133
The Sisters also saw their task as to minister to the mental suffering experienced by
patients. Although offering spiritual comfort was the prime consideration when trying

to help the patients find peace of mind, the carrying out of simple social tasks, such as

visiting the family at home and placating upset relatives, was also felt to be

important.'*

During the early years the work of the Sisters featured prominently in the annual
reports but after 1914 they received virtually no mention. Their declining importance
in the Home was also apparent in the way in which the Constitution provided for their
visitation. In 1911 it stipulated that there was to be a minimum of three Visiting
Sisters. However, in response to the decision of the Governors in 1926 to reduce the
number of Sisters, the Constitution was amended so that only two were required to
visit."® The alteration in the status of the Visiting Sisters reflected the changing nature
of the Home over the years. The progressive medicalisation of the Home, together
with its separation from the West London Mission in 1911 and the advent of a less
spiritually minded Medical Superintendent in 1925, resulted in religious concerns
assuming a lower priority than they had done under the Barretts. Indeed, it was largely
Barrett, and to a lesser extent his son, who had revered and upheld the work of the

Sisters and the passing away of both men inevitably brought a change.

The ministerial provision at St Luke’s House reflected the non-sectarian basis of the
!

Home. The most important post was the office of Chaplain which was held by a

minister attached to the West London Mission. Unlike the Visiting Sisters he was

'3 3rd SLHAR, taken from 8th WLMAR, 1896, p.15.
134 7, .
Ibid., pp.16-17.
35 19th SLHAR, 1912, p.49 ; Minute Book of the Annual General Meeting of the Governors of St
Luke’s House 16 April 1912 - 20 Dec 1946, 20/04/1926, p.119.
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entitled, under the rules, to visit the patients at any time."*® Until 1901 this position
was occupied by Church of England ministers. However, in 1901 the Reverend C.
Ensor Walter was appointed Chaplain after his predecessor resigned. He was not an
Anglican Minister so arrangements had to be made for a Church of England
clergyman to visit those patients who wished to be attended by one.'*” In addition to
the Chaplain and Anglican minister, there were two honorary clerical visitors: a

Jewish Rabbi and a Roman Catholic priest.

Under the Constitution of 1911 these practices became enshrined in principle. The
Constitution stated that there were to be two honorary chaplains: the Superintendent
of the West London Mission or his nominee and a clergyman of the Church of
England. The latter was to be appointed by the Committee with the approval of the
other honorary chaplain and the incumbent of the parish was to have primary claim.
The Constitution also stipulated that the Home was to have two clerical visitors; a
priest of the Church of Rome and a Jewish Rabbi. Both the chaplains and clerical
visitors were to take charge of all the patients who declared themselves members of
their respective Church and those who were not members but were willing to receive
their ministrations."”® The Anglican Chaplain and the clerical visitors were usually
chosen by the committee but occasionally a minister would volunteer his services,
without first being approached. For example, in 1903 the Reverend Rosedale wrote
stating that since the Home was situated in his parish he would like to be appointed as

Clerical Visitor to'the Anglican palicnts.m

The Chaplain’s official role was two-fold: to conduct a service in the wards one
afternoon a week and to administer Holy Communion to those patients who desired
it.'*" However, these duties were only of secondary importance compared to what he
saw as his principal task: “to inspire the sufferers with a belief in the love of God.”'*!

Barrett wrote that in his services the Chaplain addressed alike Anglican, Catholic,

1% 3rd SLHAR, taken from 9th WLMAR, 1896, p.24.
"7 9th SLHAR, 1902, p.6.
'8 19th SLHAR, 1912, p.49.

' Minute Book of St Luke’s House Committee of Management 15 November 1895 - 19 July 1905:
11/11/1903.

19 2nd SLHAR, from 8th WLMAR, 1895, p.8.
' 11th SLHAR, 1904, p.23.
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Jewish and Nonconformist patients.'** The Anglican Chaplain, the Reverend
Rosedale, also came to the Home once a week. He alternated each visit between
administering Holy Communion and giving a short service, making sure that on both
occasions every ward was visited.'*® Like the Visiting Sisters, the role of both
chaplains in the Home assumed greater prominence during the early part of the period
when spiritual ministration was considered the most important part of the care
provided. In 1912 Barrett ‘reported to the Committee on a correspondence with the two
men concerning the spiritual ministration of the Home, in which it was agreed that, in
order to facilitate access by both the Chaplains and clerical visitors to patients under
their respective charge, care should be taken (as had already been the practice as far as
possible) to place a card above each patient’s bed with details of the Church to which
they had declared themselves to belong. The Committee also sanctioned a proposal
that screens should be placed around the bed when desirable to secure privacy in
conversation between the patient and the chaplain or clerical visitor."** After 1916,
however, the spiritual work of the Chaplains received little mention in the Committee

minutes and their reports were no longer included in the annual reports.

The division of spiritual care between the Visiting Sisters, the Chaplains and the
Clerical Visitors at St Luke’s was more egalitarian than in the other two homes
because of the emphasis upon faith in God rather than belonging to a particular
denomination or receiving certain Sacraments. The Constitution stated that all the
religious staff enjoyed “precisely equal rights and facilities of entrance to the
Home.”"*® The importance of having faith also meant that, unlike the other two
homes, the services of the Chaplain were not indispensable because salvation was not

dependent upon the intercession of a clergyman.

|
At the Hostel of God the importance of spiritual care was interpreted slightly
differently by the medical staff, the Sisters and the Chaplain. The Medical Officers

tended to view medical and spiritual care as two equal but separate parts of a whole.

"2 13th SLHAR, 1906, p.21.
"**12th SLHAR, 1905, p.33.

' Minute Book of St Luke’s House Committee of Management 11 October 1905 - 21 May 1912:
21/05/1912, p-333.

"5 19th SLHAR, 1912, p41.
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In contrast, the Sisters and the Chaplain not only felt that there was a closer
relationship between the two types of care but that spiritual ministration had greater
priority. However, there do not appear to have been any of the tensions between the
doctors and nursing Sisters in the Hostel of God (and St Joseph’s) which characterised
relations in some of the large voluntary hospitals in the mid- and late Victorian era
where nursing Sisterhoods were recruited and which were largely caused by
conflicting imperatives."*® There are two possible reasons which may help to explain
this. Firstly, the Sisters at the Hostel of God were responsible for both setting up the
Home and for carrying out its internal management, whereas the sisterhoods working
in voluntary hospitals were simply employees of these institutions. Secondly, in view
of the fact that the patients in the Hostel were dying, the doctors, most of whom were
probably Christians, would have recognised that their own role was limited and that

issues of a more spiritual nature were likely to be of concern to many patients.

Caring for the patient’s spiritual needs took a very different format to that at St
Luke’s. It was divided up between the Sisters who ran the Home and a single
Chaplain. The latter was an Anglican minister whose appointment, although officially
authorised by a special committee, was ultimately decided by the Reverend Mother
and the Sisters whose wishes “were to be met in every possible respect.” 47 He was
paid an annual stipend for his services. In 1894 he earned £129 but by 1925 his salary
had risen to £200."®

The Anglican basis of the Hostel of God and the fact that the Chaplain was the only
minister with an official appointment meant that he exerted considerable influence
within the Home. In 1904 he put forward a suggestion to the committee (which was
subsequently sanctioned) that, in light of the frequent opportunities afforded the
patients for receiving Holy Communion, he thought it well to refuse permission to
outsiders to celebrate thé Holy Eucharist for their particular friends or parishioners

except under very special circumstances. His justification was:

"6 Abel-Smith, A History of the Nursing Profession, p.19 ; Smith, E.B. (1979) The Peoples Health.
London: Croom Helm, p.261.
"7 Hostel of God Annual Council Minutes February 1918 - 1977: 09/02/1925 ; 03/03/1925.

* HOGAR, 1893 - 1894, p.9 ; Hostel of God Annual Council Minutes February 1918 - 1977:
03/03/1925.
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“In an institution where everything must be done to the moment, and

where the services of a Chaplain are provided, it seems quite unnecessary

to interfere with the ordinary routine of the day - a request which has been

of frequent occurrence. I feel sure that my brother clergy will understand

my reason for this.”'*
Furthermore, in 1933, it was the Chaplain himself who requested a £100 salary raise
because his work had increased so greatly since his appointment that he could no
longer augment his stipend with other work. Although he did not actually receive a
pay rise, he was given occupation of a neighbouring house free of rent and rates which

had the effect of decreasing his expenses by £106 per annum.'*

|
Unlike his counterpart at St Luke’s House, the Chaplain at the Hostel of God seemed
to retain a position of importance in the Home throughout thé period. He continued to
contribute to the Annual Report each year and regularly inform the Committee of the
number of patients and Communicants under his charge. In 1938 he reported that
ward services were still being held in the three main wards every Sunday."! Although
other ministers were permitted to attend to non-Anglican patients, they only had a

minimal presence in the home and were not in a position to influence either policy or

practice.

The Chaplain regarded spiritual preparation for death as the highest objective of the
Home; the nursing and medical work were felt to be second in importance to the task
of ministering to patients’ souls, but at the same time he acknowledged the role they
played in facilitati'ng his own work:

“good nursing, skilful treatment, and the quiet comfort of the home are not
merely good for the bodily needs of the patients; but they make a religious
preparation for death more possible.”152

His role, as described in the annual reports, was primarily based around the provision

of three main services: instruction, worship and the reception of Sacraments. Daily

services were held in the chapel for the workers and frequent ones in the wards for the

9 Minute Book. Free Home for the Dying. Council Meetings April 1897 - February 17th 1914:
22/02/1904,

"% Hostel of God Annual Council Minutes, February 1918 - 1977: 14/02/1933.
"' HOGAR, 1938, p.8.
> HOGAR, 1897, p.10.
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patients.'* Holy Communion was usually administered once a month in each ward,
but it could be givlen at other times and at any hour of the day when a patient was ‘in
extremis’ and desired to receive the Viaticum. It was also the Chaplain’s duty to give
individual instruction as and when it was required and to prepare the sick and dying

for the sacrament of Confirmation.!>*

The significance attached to these duties
reflected their importance in the Anglo-Catholic Church which placed great emphasis
upon receipt of the Sacraments. Unlike the Chaplain at St Luke’s, who only visited the
patients one afternoon a week, the Chaplain at the Hostel of God attended the Home
more frequently. A Charity Organisation Society representative, visiting the home in

1896, reported that the Chaplain “attends daily when necessary at the Home.”'>

Unfortunately, the records contain very little diréct information on the type of spiritual
care given to the patients by the Sisters. In contrast, the more formal delineation of the
Chaplains’ responlsibilities and the allocation of a section of the annual report each
year in which to write about his work, suggest that perhaps he was considered to be
primarily responsible for providing spiritual ministration. The fact that the Sisters
were not authorised to carry out many of the services provided by the Chaplain, such
as administering the Sacraments, necessarily limited their role. The way in which the
Chaplain wrote about the relationship between his own work and that of the Sisters
helps to provide some insight into what he perceived was their task. The Reverend
G.T. Evans, Chaplain at the Home from 1929, clearly differentiated between his
duties and those of the Sisters and nurses. He believed that their task was essentially
preparatory; by nursing the patients and saying prayers for them the Sisters and nurses
were able to “prepare the way” for his own work:

“The spirit with which most, if not all, of the nursing is done and the
prayer which goes with the labour all help to create just the support that
the souls of the sick need so much. Sisters and Nurses prepare the way,
and the Chaplain steps in aided by the power of Sacramental Grace.”'*®

One or two of the reports by the Sisters in the St Margaret’s Magazine and Half-

Yearly Chronicle provide additional glimpses into their role. Part of their work was to

' HOGAR, 1896, p.9.

" HOGAR, 1906, p.7 ; 1912, p.6 ; 1935, p.8 ; 1937, p.7.
1% COS Report, 6 June 1896, [LMA].

1% HOGAR, 1931, p.7.
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tell patients about God’s salvation and promise of eternal life; to share with them “the
Jjoy of the life beyond, and of the certainty of pardon through the Precious Blood.” As
death became imminent it changed to that of comforting patients as they passed into
the next life:

“Sister holds his hand as he enters the dark valley, holding it closer and
tighter as the darkness deepens, and only loosening its grasp when Another

hand - stron;';er and more tender and pierced with nail prints, takes it from
her.!57

At St Joseph’s Hospice spiritual care was also considered the most important part of
the work. The only information available on this is contained in the Annals but given
that these were not intended for a public audience they are, in fact, probably more
representative of how the Sisters perceived their role. The task of caring spiritually for
the patients was similar to that at the Hostel of God in that it was divided between the
Sisters and the minister, in this case a Catholic priest. However, the role of both was

different because of the Catholic basis of the Hospice.

The Sisters felt that they made the best type of nurses for the dying because they could
combine ministration to the “poor wasting body” with “care for the soul.”"*® However,
like their counterparts at the Hostel of God, this latter role was essentially preparatory
in nature because it was limited by certain boundaries. The Sisters were expected to
provide the patients with spiritual ministration and guidance and to prepare them
spiritually for death but they could not hear Confession, receive a person into the
Church or administer any of the Sacraments. The authority to perform these rites
belonged exclusively to the priest with whom ultimate spiritual power rested because
of the fundamental requirement that the patient become a member of the Catholic
Church. The Sisters were permitted to provide Instruction (explanation of the Catholic
faith) and could offer spiritual comfort through such acts as prayers, Bible reading and
the administration of holy water, but their role did not extend any further. Their
spiritual objective was therefore essentially two-fold: to identify potential or lapsed
converts and to prepare them for reception into the Catholic Church by the priest or to

minister to those already strong in the Faith. The Sisters also had to defer to the

": 7 St Margaret's Magazine and Half-Yearly Chronicle (1913), Vol. 111, Part 8, pp.277-278.
'8 Author unknown, ‘At least let them die in peace’, The Tablet July c1913.
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broader hierarchical authority of the Catholic Church in certain spiritual matters, such
as the occasion in 1923 when the Cardinal granted permission for a second Mass to be
said each Sunday for the patients. Subsequently, this authorisation had to be renewed

5
each year.'”®

The importance of the Chaplain’s position in the Hospice was also demonstrated by
the fact that he was the only salaried minister employed by the Sisters. One of the two
trust funds set up by Miss Gracé Goldsmid, the Congregation’s benefactor, was
specifically for the purposes of employing a Catholic chaplain.'®® Each year a
substantive sum was expended on the chaplain and chaplaincy. In 1905, the opening

!
year, it amounted to £93. By 1916 it had risen to £152 and in 1938 it totalled £256.'"

It was, however, the nuns’ responsibility to attend to the death bed during the final
moments. Sometimes the priest would be present, if he happened to be in the Hospice,
or if he had been summoned by the Sisters or relatives to administer a particular rite.
Once the patient entered the final stages, every attention was given to the spiritual.
The bed was screened off and the Sisters began the Prayers for the Dying and the
Prayers Recommending the Departing Soul. Sometimes items such as a crucifix were

given to the patient to provide additional spiritual comfort.'s?

Even the Sisters of Charity, who had taken a vow of service to the poor, did not act
from purely altruistic motives. The Catholic Church placed significant emphasis upon
the importance of' good works and the benefits these conferred upon the individual’s
(as well as the recipient’s) own spiritual development and eternal status after death.
The author of an article on the Sisters’ work in north-east London highlighted this
added motive: “In the performance of their duties they regard the salvation of their

souls as the end to be kept in view,”!8?

''SJHA, 1923,
' SIHA, 1900-1905.
16! «St Joseph’s Hospice for the Dying Poor Report 1907, p.9 ; ‘Report of St Joseph’s Hospice for the
%ying 19167, p.14 ; ‘Report of St Joseph's Hospice for the Dying 1935°, p.15.
“SJHA, 1923,

'3 Author unknown, ‘The Sisters of Charity: their work in North-East London’, newspaper unknown,
¢1904, St Joseph's Hospice Archive.
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At St Joseph’s, despite a regular turnover of Sisters, the daily life and routine of the
Hospice continued uninterrupted. In 1924, for example, there were six changes in
Sisters and between 1929 and March 1935 eleven Sisters left the Convent, two from
the Hospice itself, and eleven new Sisters joined.'®* The continuity in the routine of
the Hospice was without doubt the result of the rule and order which underpinned the
life of the Congregation. However, there are also indications that from time to time
the nature of convent life could have adverse effects upon those expected to adhere to
its demands. Over the years the annals record several instances of Sisters who suffered
nervous breakdowns and had to leave Hackney. Although the nature and pressure of
their work - long hours spent ministering to the poor and destitute, the sick and the
dying, in the East End - would have contributed greatly to these breakdowns, the
strictly disciplined environment in which they lived would not have been conducive to
relieving the stress and strain which necessarily accompanied such work. Under the
Rules of the Congregation the Sisters were expected to “renounce the world” and
“devote themselves to Divine Service” and were not permitted to have “intercourse
with friends and family unless the Superior considered it expedient.”'® The
Sisterhood did, however, recognise that the Sisters needed occasional periods of rest
and a change of scene and provision was made for this in the form of a retreat home at

St Leonard’s-on-the-Sea.
v. Telling the truth to patients

Despite the advice of certain leading members of the medical profession that patients
should be told the truth about their prognosis, it appears that in the homes this was not
always translated into practice. At the Hostel of God many of the patients were
admitted in ignorance of their condition and of the nature of the Home. As chapter
four showed, it seems that many of the doctors who made referréls to the Hostel of
God did not inforth patients of their condition. The Medical Officer blamed deficiency
in apprising patients of the true nature of their illness upon hospital almoners who, he

wrote, encouraged patients to hope that, in leaving the hospital and going to the

'*' STHA, 1924, p.2 ; Hackney Annals, 1928-1935, p.11.
15 Rules and Constitution of the Congregation of the Sisters of Chariry. Roma Tippografia (1912).
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Hostel, they were entering a Convalescent home to be nursed back to health.'®® Such
behaviour appears to have been part of wider medical practice; in her study of
Victorian and Edwardian middle and upper class families Jalland also found that, after
the 1880s, doctors increasingly concealed the truth from patients and, to a lesser

extent, from their families.'®’

The medical staff at the Hostel of God could not tolerate this situation but did not take
upon themselves the responsibility for telling patients; instead the onus of informing
them was placed upon the Sisters. Unlike Munk, who believed it was primarily the
duty of relatives, or in their absence the doctor, to acquaint patients with the nature of
their illness and Browne who saw it as the doctor’s responsibility, the medical
personnel did not feel that it was part of the physician’s role. Dr Ryan wrote that in
. such instances it was the responsibility of the Sisters to convey the “fatal news” to the
patient.'®® Advising patients on the true nature of their condition was probably
considered important because it allowed them sufficient time to prepare spiritually for
death and letting the Sisters undertake this task meant that they would be immediately

on hand to offer spiritual comfort and support.

At St Luke’s House, it is not entirely clear whether patients actually knew the true
~ nature of their condition before admission, but once there every effort was made to
minimise the fact that they were in a home for the dying.

“We take the greatest care to suppress the actual purpose of the Home in

the wards, but the indiscretion of the patients’ friends, and once or twice,

I am sorry to say of a Visitor, neutralises our best efforts.”'®’
However, given that some inmates were under the impression that they had been sent
to a convalescent or nursing home and that after admission the staff tried to conceal
the true purpose of the home, it seems likely they too had not been informed of their
prognosis by doctors. Several inmates, on eventually discovering the object of the

Home, were greatly upset and asked to leave.

' Hostel Of God Annual Council Minutes February 1918 - 1977: 19/02/1925.
'7 Talland, Death in the Victorian Family, p.117.

'® HOGAR, 1923, p.1.

' 11th SLHAR, 1904, p.10.
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vi. Patients

Within the source material for each of the homes, the patients’ voice is very much a
silent one because, aside from one letter, there are no records written directly by the
inmates or through which they are allowed to speak. Although patient histories are
included in the annual reports and annals, they are reproduced both selectively and in
part and, unfortunately, there are no original case notes with which to compare them.
At St Luke’s House, under Howard Barrett’s superintendency, extracts from both
individual patient case histories and individual ‘reasons for discharge’ were recorded
in the annual reports. Obviously these are not true accounts of patients’ experiences
because they were written from the perspective of Barrett himself and for a very

specific set of purposes.

Many patients’ case histories were chosen to demonstrate to subscribers that the
Home was fulfilling its function as a refuge for dying members of the respectable poor
who, because of the nature of their disease and their domestic and financial situations,
were unable to care for themselves at home. The more painful and disagreeable
aspects of patients’ ailments were often described as a way to elicit the readers’
sympathy: one patient suffering from stomach cancer was described as “wasted to a
skeleton, with a waxen pallor.”'™ Occasionally Barrett would attempt to lighten the
tone a little by including case histories which were simply designed to provide
amusement for the reader, such as the man, “one of those in the most miserable
condition, intently reading Sir John Lubbock’s Pleasures of Life. Was he sanguine of

the future, or merely fond of vivid contrasts?’'7!

Many of the ‘reasons for discharge’ were purposefully selected to highlight patients
who were unsuitable, both pathologically and morally, for admission into, and
retention within, the Home. Patients suffering from mental disorders, incurable or
chronic conditions were not permitted to remain. Both the histories and reasons for
discharge reveal the highly moralistic and patronising elements of Barrett’s

disposition which served as the framework within which all patients were judged. One

"0 Ibid., p.15.
I 4th SLHAR, taken from the 10th WLMAR, 1897, p.9.
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male patient was sent away because of bad conduct. Barrett wrote that he had been a
gentleman’s servant and did “no great honour to his calling.”'”* Such moralising was

part of wider social attitudes and would have appealed to many of the subscribers.

Occasionally a reason for discharge was cited to draw the attention of the reader to,
what the Medical Superintendent perceived to be, a deficiency within the Home. As
chapter four showed, the medical staff were concerned about a particular “class of
patient who discharges himself” after being forced to witness the death of other
inmates in the ward. Edmund Barrett attributed this to a fault in the management of
the Home because there were no private rooms to which they could be removed.
Although this may appear to indicate sensitivity to patient needs on the part of Barrett,
the context in which he made this claim - the argument was used in conjunction with

an appeal to readers for a new home - qualifies the purity of his motives to some

extent, !”*

The accounts of patients related by the Visiting Sisters in the annual reports were
chosen even more selectively and were also designed for very specific purposes:
firstly to emphasise the importance of having faith in Jesus Christ and the difference it
made in the approach to death and, secondly, to provide evidence of, and justification
for, their own role in the Home. One of the Visiting Sisters introduced her report for
1904 with the following statement: “This report is to speak about the effect of the
Home upon patients’ spiritual life and to refer very reverently to the inner life of those

we have had the privilege to minister to.”'"*

In the same way, patient histories by the Sisters of Charity at St Joseph’s were also
chosen purposefully but in a different way and for a different set of reasons. They
were not written to satisfy the curiosity of subscribers and patrons and to provide
justification for their past, and hopefully future, financial investment, but to
demonstrate to the Mother House that they were fulfilling their spiritual duties as a

Catholic sisterhood working among the dying poor in the East End of London. Their

"2 7th SLHAR, 1900, pp.11-12.
'3 21st SLHAR, 1914, pp. 15, 17.
" 11th SLHAR, 1904, p.24.
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accounts were less preoccupied with moral concerns, concentrating instead upon the
spiritual history of patients and the Sisters’ own particular role within this. As such
only patients who were reconciled to, or became members of, the Catholic faith were
included. References to the severe pain experienced by patients were used to
emphasise how the Catholic faith fortified them for death and enabled them to accept
their suffering with resignation. No histories were provided in the official annals of
patients who chose to remain outside the Catholic Church.
|

Even the one letter composed by a patient must be treated with a degree of
circumspection. It was written by one of the male patients (RJ) at St Joseph’s Hospice
and was included in the annals for 1927. However, it was not the original letter - it
had been copied by one of nuns - and its very position within the annals was itself a
strategic manoeuvre. The letter, together with a copy of a letter from RI’s mother
thanking the Sisters for their care, followed on from an account of his conversion to
the Catholic faith. As such it epitomised the most important part of the Sisters’ work
in the Hospice and provided an unequivocal illustration of it for the Mother House. RJ
was a non-Catholic when admitted and had been a particularly difficult case to
convert, not least because of his influence over the other patients who had been afraid
to speak to the priest when he was near. Initially he resisted the efforts of the Sisters
and the priest to persuade him to change his faith, but eventually he relented. The
following is a transcription of the letter sent by RJ to his mother describing his
conversion:

“A wonderful thing has happened to me. I have received the Divine Truth
through the R. Catholic Church. A great light came to me when unable to
sleep on Easter morning, and since making my resolutions I have felt
spiritually happy. I cannot describe my feeling, but it is magnificent, and
perhaps all this illness has been sent in order that the final grace may be
given me. I was baptised on Monday and received Holy Communion this
morning. Certain relations will no doubt have queer things to say, but what
is that when the destiny of one’s soul is in the balance? Influence has had
nothing whatever to do with this step. I hope you will not be grieved
yourself, but pleased that a departing soul has found what it believes to be
the true way. Finally I can only hope for a similar grace to all persons in a
religion which appears to be of a deeper character, and more sincere than
any I have had experience with. Sneering persons should investigate, and
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they will find that things are not what they z}%)ear to be, and the kindness

of the R. Catholic heart surpasses all belief.”
RJ’s conversion experience not only contained and demonstrated all the main features
of a “holy and happy death” but also exonerated the Sisters from any possible
suspicion of coercion. His letter was also felt to be important because it influenced the
conversion of one of the other patients; the Annalist recorded that RJ’s letter was read
out in the ward where it “touched” another inmate greatly, who then in turn asked for

Instruction and to be received into the Church.'’®

Within the patient histories for St Joseph’s and St Luke’s the physical causes of
patients’ conditions were both recognised and acknowledged; however, they were
ultimately interpreted and given meaning in terms of the opportunity they afforded for
the sufferer to der'nonstrate grace. Unlike earlier centuries, disease was not attributed
solely to divine causes. Environmental and bacteriological causes were accepted but
they were still primarily viewed within the context of God’s work and as spiritually

beneficial to the patient.

The annual reports for the Hostel of God contain only a few accounts of patients.
Most of these were written by the Chaplain and were included for the same purposes
as some of the case histories at St Luke’s: to show the subscribers and patrons that the
Home was discharging its duties. The stories, by recounting the financial, domestic
and pathological background of the two patients, were designed primarily to illustrate
the type of inmate using the home and to demonstrate the need for such an institution:

“An old lady who had known better days; all her relations were dead, her
money was lost, her health failed, she became blind, and she had literally
no one to care for her; she came to the Home and had all done for her that
skill could to make the last weeks of her life easier, and when she died, her
funeral was made a little less lonely than it otherwise would have been.”'”’

Likewise, the few accounts of patients contained within the Sisters’ reports in St
Margaret’s Magazine and Half-Yearly Chronicle had a similar purpose to those in the

annals at St Joseph’s. They too were written for a private readership - the Mother

' STHA, 1926, pp.5-7.
78 Ihid.
""" HOGAR, 1897, p.10.
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House and other branches of the Sisterhood - and were intended to both illustrate the

primarily spiritual nature of their work with the dying poor and to justify its need.

There is no way of knowing how accurate the portrayals of patients were or how
representative they were of their experiences in general, but they do provide insight
into some aspects of the patients’ time in the homes, which are corroborated either by
evidence in other records, or by their occurrence in all three homes. At St Luke’s
House a few patients requested to be discharged because they were bored by the
monotony of life in the home and the “unchanging and rather dull surroundings.”'’®
Several of the early reports included a timetable of the daily routine of the Home and
it is easy to see how patients might tire from its tedium. Breakfast was regularly
administered at 7:30 and followed by general prayers. During the morning the patients
were washed and had their dressings renewed. Lunch was given at 11 am and then
dinner at 1:15pm. The afternoons, between 2:00 and 4:00pm, were taken up by
various visitors: the Visiting Sisters came two afternoons a week and the Chaplain
once a week. At 4:30 the patients had tea and then they were washed again and their

dressings changed. Prayers were said at 8 o’clock before the lights were turned down

for the night.'”

Patients’ families and friends were welcomed as visitors to the homes, although the
timing of their visits, unless the patient was actually dying, was regulated quite
strictly. At St Luke’s they were permitted to visit any afternoon between 3 and 5pm,
except Thursday and Sunday.'® In the early years of the Hostel of God patients were
allowed visitors everyday at 2:00 p.m. but, by 1908, their visits had been reduced to
two afternoons a week unless the patient was gravely il.'"®" The records for both St
Luke’s and St Joseph’s contain instances where members of the same family were
inmates of the home, either simultaneously or at different times.'®* At St Joseph’s the

nuns also made provisions for children who were orphaned by the death of a parent or

"% 7th SLHAR, 1900, p.11.

'" 1st SLHAR, taken from 7th WLMAR, 1894, p.11.

"% Minute Book of St Luke's House Commiittee of Management 15 Nov. 1895 - 19 July 1905:
15/03/1905.

'*! 30 March 1894 ‘Report on the Hostel of God’ by E. Farish ; 27 October 1908 ‘Report of a Visit to
the Hostel of God (Free home for the Dying) Clapham Common’ by H. Kelly, [LMA].

"2 STHA May 1915 - May 1921 ; 6th SLHAR, 1899, p.24.
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for those whose father did not feel capable of looking after them after his wife died.
The children were usually sent either to other Sister of Charity homes or to similar
institutions run by Catholic religious orders in order to ensure a continuation of
Catholic influences. Family members at St Joseph’s often continued to visit the

Hospice after a relative died.'®?

Although the accounts of patients focus primarily upon their spiritual well-being, it is
possible to gain some insight into their physical state. The records for each of the
Homes all draw attention to the extreme, and often protracted, pain experienced by
many patients, particularly those suffering from cancer. The annual reports at St
Luke’s contain frequent references to the “agonising mutilations” by disease or
surgery to which patients were subjected.'® Some of the entries in the Patient Register
suggest that such accounts were not an exaggeration. One female patient with
malignant disease of the larynx in 1910 was described as suffering a “terrible death.”
She was unable to breath through her tracheotomy tube and died almost in full
strength, quite conscious and unable to breathe.!% Similarly, the Sisters of Charity
annals describe a female patient with advanced cancer of the throat who was admitted
in a “deplorable state”: the cancer had burst and was most offensive and causing her
immense suffering. Another patientv with cancer of the front of the head and eye who
suffered severe headaches was recorded as saying his head felt as if “rats were

gnawing at it.”!86

Phthisis too was an extremely painful disease in the end stages: Howard Barrett wrote
in his report for 1898 that “consumption is not an easy form of death.”'®" Late
nineteenth century medical texts on the pathology and treatment of phthisis, including
its advanced stages, provide some clues as to what patients had to suffer. Symptoms
during the final stages included thromboses in the veins of the extremities, oedema
(swollen tissue) of feet and ankles, bed sores, ulceration of the mouth and pharynx.

Towards the end the patient experienced profuse sweats after the swallowing of all

'3 SJHA May 1905 - May 1909 ; May 1909 - May 1915.

'™ 11th SLHAR, 1904, p.15.

'3 St Luke’s House Patient Case Book 7 January 1909 - 16 October 1911, No. 311.
"% STHA, May 1909 - May 1915 ; STHA, 1927, p.5.

'*7 5th SLHAR, 1898, p.9.
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fluids; diarrhoea (which could often prove fatal); breathing became quicker; and
expectoration was increasingly difficult. Death itself could occur in several ways:
apnoea (cessation of breathing) from inability to expectorate the accumulating
secretion; thrombosis of the pulmonary artery; pneumothorax (the presence of air in
the pleural cavity); exhaustion resulting from gradual heart failure caused by the
wasting course of the disease or attendant diarrhoea; or haemoptysis, either by

collapse from blood loss or suffocation through blood rapidly filling the air cells.'®®

However, in some instances, the simple act of being removed from their own homes
to the peaceful atmosphere of the Home and the regular supply of good nourishment
enabled patients to recover temporarily. Many improved after admission into the
home, some long enough to allow them to be discharged. One of the entries in the
Patient Registers at St Luke’s noted that a patient suffering from tuberculosis
“responded to good food, rest and treatment” with “marked improvement each month

until sufficiently well to return home.”'®®

In certain cases of phthisis where the disease
progressed more slowly the patient often went into remission. It appears that at St
Luke’s some form of after-care was offered to patients discharged from the home. One
of the objectives of the St Luke’s Aid Society, set up in 1898, was to provide this

service, although no mention was made of what form it took."*

Whilst some patients were optimistic about the possibility of recovery, such as those
patients at St Joseph’s who went on a pilgrimage to Lourdes, others were unable to
cope with the fatality of their condition. Several patients each year left once they
found out their prognosis or discovered they were in a home for the dying. The most
extreme example was the case of a patient at St Luke’s who committed suicide by
throwing himself put of a window. At the following committee meeting the Matron
reported that he had been very conscious that he only had a short time left to live and

had given way to sudden impulse.'*!

'* Williams, C.J.B. (1887) Pulmonary Consumption: Its Etiology, Pathology and Treatment. London:
Longmans, Green and Co., pp.95-96

'*>'St Luke’s House Patient Case Book 7 January 1909 - 16 October 1911, No. 147.

'0'5th SLHAR, 1898, p.14.

"' SJHA, 1923 ; Minute Book of St Luke's Hospital For Advanced Cases Committee of Management,
25 March 1931 - 26 April 1939: 26/10/1938, p.297.
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vii. Conclusion

The homes for the dying were very much part of a wider interest in care of the dying
that developed among some members of the medical profession during the latter half
of the Victorian era. This interest slowly began to be recognised, by certain leading
individuals, as a separate and distinct area of practice in which patients required a
more caring and supportive environment. Although Jalland has shown how these ideas
were put into practice among the middle and upper classes, little interest has been
shown in their impact upon the poor working-classes. It was only through the
establishment of these homes in London, whose sole objective was the provision of
care for the dying poor, that certain members of the latter - the respectable poor - were

able to come under their influence.

By the late nineteenth century spiritual care of all types of patients was beginning to
be both separated out from, and subordinated to, medical and nursing care, both
privately and in many of the voluntary hospitals. As Jalland has demonstrated in the
case of middle and upper class private patients, even care of the dying was not
immune to these influences. The homes, like many of the other religious based
philanthropic institutions founded during this period, were set up to try and counter
these trends. They not only intended to re-establish the primacy of spiritual care but

also to reforge the relationship between care of the body and care of the soul.

At the same time as resisting certain trends within the broader medical profession,
there is also evidence that the doctors, in one of the homes at least (St Luke’s House),
were influenced by wider changes in medical opinion during this period; for example,
the increasing acceptance among doctors that it was morally permissible to curtail the
life of patients suffering from extreme pain. Like most of their medical brethren,
however, they came down very strongly against the arguments of the advocates of
Euthanasia. Although the doctors in the homes did everything within their power to
minimise patients’ sufferings, the religious underpinnings of the institutions meant
that the presence <')f pain was ultimately accepted because it had a role to play in the

patient’s spiritual life.
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St Luke’s was less able to dissociate itself from the wider changes that occurred.
Unlike the other two homes, which were run by religious orders, it was managed by a
Committee of lay personnel and each of the staff were given clearly designated roles.
The medical staff had a significant presence in the Home and were able to influence
policy and practice more than their counterparts at the Hostel of God and St Joseph’s.
Although spiritual care assumed precedence during the early years, the Home became
progressively medicalised and spiritual concerns gradually came to assume a lower
priority within its broader mandate (although this is not to say that it occurred at the
level of individu'al patients). The Medical Superintendent’s Report continued to
dominate the annual reports each year while those of the Visiting Sisters and the
Chaplains were no longer included after 1914. Unlike the reports of Howard Barrett
and his son, their successors made no reference to spiritual care. The Home was also
less able to resist the influence and pressure of what were perceived as wider public
attitudes, such as the popular tendency to conceal from patients the truth of their

prognosis and public aversion to the title ‘home for the dying’.

Both St Joseph’s and the Hostel of God demonstrated a stronger resistance to
prevailing trends: spiritual care continued to be the most important and strongly
emphasised part of the work. The fact that the Homes were run by religious orders
meant that spiritual matters predominated and that care of the soul was both a full
time and permanent feature of the programme. In contrast, spiritual ministration at St
Luke’s was only provided on a part-time visitation basis which may help to account
for its gradual demise, especially after formal ties with the West London Mission were
severed in 1912. Although the medical personnel and the chaplain in the Hostel of
God and St Joseph’s had discrete roles, the former caring for patients’ bodily needs
and the latter tending to their spiritual wants, the two were closely linked and worked
in tandem. The work of the religious orders was less rigidly defined and demonstrated
the relationship between bodily and spiritual care. The Sisters combined their nursing
skills with spiritual ministering and used the former as a means to expedite the latter.
As such the Sisters provided a bridge between the doctors and the chaplain by

facilitating the transition from physical to spiritual care.
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CHAPTER 6

Power, Control and the
Institutionalisation of Death



The creation of special institutions for the purpose of caring for the dying poor during
their remaining months, weeks or days raises a number of questions about the sort of
influences to which patients were exposed once inside, particularly in light of the
overtly religious nature of the homes. Earlier discussion in this thesis, especially in
chapter three, has suggested the poésibility that they were subjected to various forms
of control in which both their bodies and the manner of their deaths were carefully
managed in order to achieve the more important goal of conversion. Social control has
been used extensi’vely by social historians within the last twenty years as a tool for
analysing the activities of those in positions of power. It is primarily used to signify
the imposition of the attitudes and habits of one class upon another, the object of
which was to preserve social order and stability. For historians looking at social
control within the context of nineteenth century Britain it has become a means of

interpreting relations between the middle and working classes.'

The social control concept has been a particularly popular theory among historians
looking at the development of religion, philanthropy and nursing in the nineteenth
century.” These areas of Victorian history lend themselves readily to this form of
interpretation, and as such provide a further reason why issues surrounding control are
such an important consideration for this thesis. Victorian churches had traditionally
played an important role in the preservation of social stability. The belief that social
order was intimate'ly connected to morality meant that the church was a crucial agency
of social control. Those in positions of power supported religious institutions, while
religious authority was used to legitimate existing power and class structures.” The
decline in middle class participation in churches from the 1880s onwards, however,

led to a corresponding demise in paternalism and church-led charitable work which

! See, for example, the collection of essays in A.P. Donajgrodski (1977) (ed) Social Control in
Nineteenth Century Britain. London: Croom Helm,

2 See Morris, R.J. (1983) Voluntary societies and British urban elites, 1780-1850: an analysis,
Historical Journal, Vol.26, No.1, pp.96-113 ; Summers, A. (1979) A home from home - women’s
philanthropic work in the nineteenth century, in S. Burman (ed) Fit Work for Women. London: Croom
Helm, pp. 33-63 ; Hart, J. (1977) Religion and social control in the mid-nineteenth century, in AP,
Donajgrodski (ed) Social Control in Nineteenth Century Britain. London: Croom Helm, pp.108-130 ;
Luddy, M. (1995) Women and Philanthropy in Nineteenth Century Ireland. Cambridge University
Press, pp.2, 216 ; Mitchell, D. and Bolton, G. (1980) The administration of poverty and the
development of nursing practice in nineteenth century England, in C. Davies (ed) Rewriting Nursing
History. London: Croom Helm, pp.76-101.

? McLeod, H. (1996) Religion and Society in England, 1850-1914. London: Macmillan, pp.110-11 ;
Hart, ‘Religion and social control’, pp.108-130,
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resulted in less contact with non-church goers.* Some historians have argued that the
fall in middle class church attendance reduced the effectiveness of churches as agents
of social control’ and there is scope to argue that the growing reliance on religious

orders may have been part of the churches’ efforts to counter these developments.

One of the principal arguments used to justify the establishment of religious orders
was the work they could achieve among the poor, together with the moral and spiritual
influence they could exert upon them. The social make-up of religious orders (nuns
and sisters came predominantly from middle and upper middle classes), like all
Victorian charitable endeavours, was based upon the conviction that moral influence
could only be exerted successfully if ‘respectable’ men and women were involved.
Class barriers wete also felt to be an important means of protecting women against
working class vice.® The social vision and philanthropic work of nuns and sisters
formed part of the wider role of the Church. They were motivated primarily by
religious considerations and felt that improvements in the moral condition of the

lower classes were contingent upon their spiritual reformation.’

Organised philanthropy played an important role in the regulation of relationships and
activities because it provided a means for controlling sections of the population
without recourse to more overtly coercive forms of state power. It also enabled
philanthropists to determine the moral conditions which could be attached to their
charity rather than applying the state’s definition.® Disease and illness were seen as
potentially disruptive forces in social relationships because the sick were unable to
perform those roles upon which others might depend. As well as caring for sick
bodies, nurses were thought to play an important role in the moral health of patients.

The involvement of so many religious orders in nursing, however, was primarily

* Obelkevich, J. (1990) Religion, in FM.L, Thompson (ed) Cambridge Social History of Britain 1750-
1950, Vol. 3. Cambridge University Press, p.224.

’ Ward, W.R. (1990) Faith and fallacy: English and German perspectives in the nineteenth century, in
R.]. Helmstadter and B. Lightman (eds) Victorian Faith in Crisis. London: Macmillan, p.40.

S Hill, M (1973) The Religious Order. London: Heinemann Educational Books, pp.280-3 ; Gill, S.
(1993) The power of Christian ladyhood: Priscilla Lydia Sellon and the creation of Anglican
sisterhoods, in S. Mews (ed) Modern Religious Rebels. London: Epworth Press, p.149 ; Norman, E.R.
(1976) Church and Society in England 1770-1970: a Historical Study. Oxford: Clarendon Press, p.166.
T Gill, “The power of Christian ladyhood’, p.149.

8 Dingwall, R., Rafferty, AM. and Webster, C. (1988) An Introduction to the Social History of
Nursing. London: Routledge, pp.24-26.
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motivated by the opportunity it provided for spiritual ministry. Given the relatively
minimal chances for cure in the Victorian era, the sickbed provided a crucial
opportunity for pastoral work because it could be the last chance to bring patients to
an awareness of bcl>th the need for, and the means of, salvation. The role of nurses was
particularly significant because they provided access to groups otherwise isolated
from the moral and Christian influence of the higher social classes and, unlike the
clergy, they could provide constant attendance in the sick room.” Anne Summers has
argued that nursing sisterhoods were key figures in a movement to reclaim both the
poor and medicine from advancing secularisation.'® The growing involvement of
religious orders in institutional forms of care for the poor also afforded a new
opportunity to bring these groups under the sisters’ influence and control. As C. Clear

states:

“The tendency to ‘gather’ in certain sections of the poor, to separate them
in groups according to need and to control and manage them in a
formalised setting took root in many congregations at this time.”"!

Michel Foucault’s' work offers an alternative approach to that adopted by traditional
historians of social control. As both historian and philosopher his primary interest is in
the development of discourses and the relationship between power and knowledge
which form them. He views history as a means for thinking about the way in which
different forms of knowledge and power are located in particular historical situations.
Thus, Foucault is concerned about the way in which power operates at the sites of its
action. He acknowledges the traditional view of power as a repressive and coercive
force exercised by sovereign bodies, but argues that it is accompanied by a more
subtle and pervasive system of disciplinary power in which power does not belong to
a dominant class or group but to ‘everybody’. The inquisition of truth, and therefore

knowledge, is as much a form of power as force.'?

? Thid,, p.29 ; Rafferty, AM. (1996) The Politics of Nursing Knowledge. London: Routledge, p.21 ;
Bullough, V.L. and Bullough, B. (1979) The Care of the Sick: The Emergence of Modern Nursing.
London: Croom Heln, p.84 ; Summers, A. (1988) Angels and Citizens. London: Routledge and Keegan
E)aul, pp.21-22 ; Summers, A. (1989) Ministering angels, History Today, Vol. 39, p.34.

Ibid., p.34.
"' Clear, C. (1987) Nuns in Nineteenth Century Ireland. Dublin: Gill and Macmillan, p.106.
2 Jones, C. and Porter, R. 91994) (eds) Reassessing Foucault: Power, Medicine and the Body. London:
Routledge, pp.2 ; Fox, N. (1993) Postmodernism, Sociology and Health. Buckingham: Open University
Press, p.31 ; Arney, W.R. and Bergen, B.J. (1983) The anomaly, the chronic patient and the play of
medical power, Sociology of Health and Hiness, Vol.5, No.1, p.2.
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The panopticon came to symbolise the new configuration of power. It was founded on
the principle of surveillance, the observation and classification of individuals, as a
corrective for deviant bodies. Within the panopticon self-surveillance characterised
the operation of power because the subjects were never sure when they were being
observed and thus had to behave as if the surveillance were perpetual. This state of
permanent and conscious visibility assured the automatic functioning of power." The
operation of disciplinary power in the panopticon was particularly applicable to
institutional settings, such as hospitals, schools and prisons. For Foucault the body
represented the site of power. Space was seen as central to any exercise of power
because it allowed for the control of bodies. When he wrote about spaces he often
focused on particular institutions because it was here that space could be manipulated
and arranged in such a way as to allow for the inscription of various forms of
knowledge and power on bodies. In hospitals, prisons etc. bodies were constantly
made visible through continuous observation and analysis. The aim was to create a
malleable and passive body which could then be reformed, but the process of
‘disciplination’ also allowed bodies to be established as individual and discrete.
Foucault argues that disciplinary power acts as a mechanism for creating and shaping
subjects and subjectivity rather than as a means for repression. It is within this context
that he formulates the idea of the ‘gaze’, a technology of power for rendering visible
the individual. Through surveillance and objectification it serves to construct the body
" in relation to géneral categories of knowledge about bodies. The disciplinary
techniques also harness the power of writing. Individual subjects are captured and
fixed in a mass of documents so that each becomes a ‘case’; an object for the

acquisition of both knowledge and power."*

* Foucault, M. (1977) Discipline and Punish: the birth of the prison. Middlesex: Penguin Books
(translated by Alan Sheridan), pp.172, 199-212.

' Jones and Porter, Reassessing Foucault, p.10 ; Foucault, Discipline and Punish, pp.141, 172, 187-
212 ; Fox, Postmodernism, p.24 ; Armstrong, D. (1994) Bodies of knowledge / knowledge of bodies, in
C. Jones and R. Porter (eds) Reassessing Foucault: Power, Medicine and the Body. London:
Routledge, p.20 ; Rose, N. (1994) Medicine, history and the present, in C. Jones and R. Porter (eds)
Reassessing Foucault: Power, Medicine and the Body. London: Routledge, p.60 ; Osborne, T. (1994)
On anti-medicine and clinical reason, in C. Jones and R. Porter (eds) Reassessing Foucault: Power,
Medicine and the Body. London: Routledge, pp. 34-35 ; May, C. (1992) Individual care? power and
subjectivity in therapeutic relationships, Sociology, Vol.26, No.4, p.591.

!
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Foucault’s ideas and methodology have been taken up in recent years by a number of
different historians and sociologists who wish to explore power relations and the
emergence and development of ‘discourses’. The relationship between health care
practitioners and their patients has been the focus of several sociological studies in
this vein. A number of these have adopted a broadly Foucauldian perspective for
looking at the issues of power and subjectivity in therapeutic relationships. Some of
them have examined these issues within the specific context of nursing care of the

terminally i1.">

As historians are beginning to acknowledge, social control is only one way of looking
at the interactions between different social groups. More recent research has sought to

get away from this “rather murky and reductionist”'®
!

concept, particularly historians
investigating nineteenth century philanthropy. Some have reacted by going to the
other extreme and endorsing the primarily altruistic motives of donors'” whilst others,
such as Alan Kidd, in an attempt to escape the whole social control vs altruism debate,

have adopted a very different way of looking at philanthropic relationships.

Kidd argues that motive is not the only starting point for discussing philanthropy and
feels that there are other important aspects to consider in the study of social processes
and interrelationships. He is concerned to emphasise the notion of reciprocity which,
he says, was crucial to giving because without it the gift had no meaning. There was
no such thing as a free gift and so reciprocity had to be represented in some way. The
charity relationship was fundamentally unequal which meant that the potential for
reciprocity was very small. The recipient was therefore dependent on the donor which
left the charitable jn control of the gift as a social mechanism and provided them with
the power to define its meaning. In an attempt to overcome its one way character, the

gift was made conditional on status rather than need. By limiting the gift to the

3 May, ‘Individual care?’, pp. 589-602 ; Lupton, D. (1995) Perspectives on power, communication and
the medical encounter: implications for nursing theory and practice, Nursing Inquiry, Vol.2, pp.157-163
; Armstrong, D. (1987) Silence and truth in death and dying, Social Science of Medicine, Vol. 24, No.
8, pp.651-657.

'8 Prochaska, F. (1990) Philanthropy, in F.M.L. Thompson (ed) Cambridge Social History of Britain
1750-1950, Vol.3. Cambridge University Press, pp.370-371.

'” Most notable is Frank Prochaska. See especially, Prochaska, F. (1990) Philanthropy, in FM.L.

Thompson (ed) Cambridge Social History of Britain 1750-1950, Vol.3. Cambridge University Press,
pp.357-393.
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‘deserving poor’, it was made dependent on the recipient who had to occupy the status
of being deserving.'® Kidd goes on to argue that the individual donor’s relationship
with the recipient was not the central element in the charitable gift but, rather, it was
more likely to have been the internal relétionship with the self (internalised norms,
self-image, fulfih;]ent of an obligation) and/or the external relationship with the

community (issues of legitimacy and reputability).19

Other historians of Victorian Britain have been concerned to look at social
relationships from the point of view of the recipient and have found that it often offers
a substantially different perspective to the social control argument.”® Historical
investigations which view past events only from a social control perspective tend to
produce a very one-sided view, namely by implying that the objects of control were
simply passive recipients, unable to exert their own influence or cultivate their own
values and opinions. These historians, in their concern to redress the balance, have
stressed that social control does not provide the only, or even the principal,
explanation for nineteenth century class relations. They emphasise that without
examining the responses of recipients it is impossible to gauge the exact role and

significance of social control agencies in the development of Victorian society.

In the Victorian era working class responses to middle class efforts to make them
conform to their expectations encompassed a variety of behaviours. Depending on the
balance of power relations, these could range from outright defiance and resistance
through to adaptation, modification, appropriation, absorption and acceptance. F.M.L.
Thompson has conducted a broad analysis of some of the traditional arguments used
by the advocates of social control in nineteenth century Britain and found that they are
somewhat lacking in their abilify to provide a full explanation for social

transformations during this period, mainly because they do not account adequately for

'® Kidd, A. (1996) Philanthropy and the ‘social history paradigm’, Social History of Medicine, Vol.21,
No.2, pp.184-187.

" Ibid., p.188.

2 Thompson, F.M.L. (1981) Social control in Victorian Britain, The Economic History Review, 2nd
series, Vol.34, No.2, pp.189-208 ; Prochaska, ‘Philanthropy’, pp.357-393 ; Cavallo, S. (1994) The
motivations of bencfactors: an overview of approaches to the study of charity, in J. Barry and C. Jones
(eds) Medicine and Charity Before the Welfare State. London: Routledge, pp.46-60 ; Cherry, S. (1996)
Accountability, entitlement, and control issues and voluntary hospital funding ¢1860-1939, Social
History of Medicine, Vol. 9, No. 2, pp.215-233.
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recipient responses. He argues that one of the dangers of the social control argument is
that it always places the working classes at the receiving end and does not allow them
to have any form of autonomy. Physical and material changes often had a direct
impact on behaviour regardless of any attempted mediation by social superiors. He
goes on to state that that the poor were not only successful in retaining and generating
their own customs and beliefs but were often able to impose them, albeit in a

somewhat modified form, on the middle classes.?!

Other historians have also argued that recipients were able to select what they wanted
from what was offered by their social superiors and reject any elements which they
disliked. In a study of seventeenth and eighteenth century Turin, Sandra Cavallo
found that although the poor played very little part in the formation of philanthropic
policies, which were primarily determined by the benefactors, an examination of the
actual practise of philanthropy suggests that they had much more scope; it was the
recipients who “utilised, reformulated and manipulated” the language and models of

relief defined by the middle classes.??

The homes for the dying offer an important context in which to analyse issues of
power and control. The relationship between the patients and providers of care was an
unequal one: power and control rested primarily with those who ran the homes.
However, an examination of the source material for the homes reveals that the
recipients of care 'were sometimes able to respond in ways different to those intended
by the donors. Social control arguments, whilst affording considerable scope for
helping to explain social developments in the late nineteenth century, particularly,
religious, philanthropic and institutional changes, by no means tell the whole story.
Likewise, Foucault’s theories largely ignore the role of the recipient. Although the
nature of the evidence for the homes is necessarily biased towards the donors and the
information it contains is entirely from their perspective, it is still possible to see
indications of patients responding in a variety of different manners, from defiance
through to appropriation, accommodation and acceptance. This thesis argues that a

more suitable model for understanding power relationships in the homes is to see

2! Thompson, ‘Sacial control’, pp. 189-193.
2 Cavallo, "The motivations of benefactors’, p.60.

!
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them as a form of negotiation and accommodation operating within a framework of

control and management.

The first section of this chapter analyses in more detail the extent to which the homes
tried to take control of each patient’s death, particularly their spiritual destiny, and the
specific forms that this took. It begins by examining the broader framework within
which the homes operated and looks at how their work related to the wider agenda of
the organisation or order to which they belonged. It then moves on to focus upon the
way in which power operated in the homes themselves, especially the importance of
the institution as a medium for control. An examination of the forms in which power |
and control were manifested is as insightful as an analysis of the motives which lay
behind them. In the second section the role of patients is considered and the various

ways in which they responded to the work of the homes.

As well as viewing the homes as individual repositories of power, it is also possible to
see them as representing a more collective form of power. Although this was never an
intended or acknowledged objective - relatively little collaboration took place between
them - they did share many of the same aims, even though these were tempered
considerably by the denominational frameworks within which they operated. The third
part of this chapter examines the grounds for viewing the homes as representing small,
but isolated, pockets of response to some of the wider changes that were going on
around them, particularly the ways in which the dying were cared for (or not cared for)
in Poor Law infirmaries, the voluntary hospitals and in their own homes. The fourth
and final section addresses a claim by one historian that the beginnings of the
institutionalisation of death began during the second half of the nineteenth century and

considers the question of whether or not the homes can be seen as part of this

process.”

2 Crowther, M.A. (1981) The Workhouse System 1834-1929. Batsford Academic and Educational Ltd,
pp.57-58.
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i. Spiritual control

As earlier discussion has shown, the way in which care was provided in the homes
needs to be set firmly within its broader context. All three homes considered here
were run as part of a larger order, or organisation, whose aims and objectives had a
profound influence upon how they perceived and conducted their individual work.
One of the most important of these wider organisational objectives was to provide
spiritual ministration to the poor of all ages and in all cgnditions through wide-ranging
programmes of social welfare. Although the ostensible aim of much of this work was
to administer material and physical assistance to the poor, it served essentially as a
vehicle for addressing their spiritual needs. The Sisters of Charity statement on the
‘Mission in London’ is particularly illuminating about the way in which they
perceived their ministry. It reveals a highly ambitious programme of outreach that was
all-encompassing in its nature, and its date of entry in the annals shows clearly that the
Sisters believed it to be as relevant in the late 1920s and early 1930s as it was when
they first came to London in 1900.

“The Mission in London....consists largely in seeking out lapsed or
careless Catholics, securing Catholic marriages, seeing that children have
Catholic Baptism, getting them to a Catholic day school and trying to
secure the practice of their religious duties after leaving school.”**
The Sisters also held Mothers Meetings, ran Sunday Schools, orphanages, clubs and
sodalities for children and young persons, visited the sick and elderly in their homes
and infirmaries and provided a lending library, specially intended for young people in
the hope that it would “provide an antidote to the flood of Literature so fatal to their
minds.”* The all embracing nature of the Sisters’ Mission was characteristic of the
techniques employed by the Catholic Church as a whole and gave considerable cause
for comment among contemporary observers. Charles Booth made the following

remark:

“In London the Roman Catholic Church meets us at many points, and in
very different shapes, and in watching its methods we become conscious
of the persistency and concentration displayed, and of the remarkable
powers of adaptation characteristic of this body. Their exercise extends
from high statecraft, through the whole range of appeal to intellect and

* Hoxton Mission, 1929 - 1935, p.2.
¥ ‘First Annual Report of St Joseph's Convent, 1901°, p.3.
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emotion which constitutes ‘the propaganda’ in England, down to every
form of guidance and control that can be exercised in the interest of
religion upon men and women of all conditions, the whole system being
carried to a degree of perfection and stamped with a thoroughness which
make all the Protestant methods seem pinchbeck in comparison.”?°

Both the West London Mission and the Sisters of East Grinstead provided as wide-
ranging a network of social welfare provisions as that run by the Sisters of Charity.
The extent and diversity of the services organised by all three religious groups
reflected their concern to convert the poor, whatever their stage in life. The creation of
homes for the dying was essentially a continuation of this but the fact that they
represented the final opportunity for its achievement lent a new sense of urgency to
the task. The management of patients’ deaths provided a means for contfolling the end
of their lives in a way that had either not been possible, or not been successful, during
their earlier years. The Sisters at the Hostel of God wrote that the Hostel afforded

“opportunities which have never been found outside.”*’

Although those running the homes did believe in the importance of addressing social
problems and providing material aid to the poor, their principal objective was the
salvation of souls. The daughter of Hugh Price Hughes, the Superintendent of the
West London Mission, wrote: “Methodism has always been primarily the conversion
of their fellow men.....when the power of reclaiming the lost dies out of the Church, it
ceases to be the Church.”*® Heywood Smith, Howard Barrett’s successor as Medical
Superintendent at'the West London Mission, described how this objective related to
the overall work of the Medical Department, a philosophy which, as one of its branch
institutions, was shared by St Luke’s House: “I consider a Medical department
attached to such a Mission as the West London Mission to be a factor of the highest
importance in obtaining access to and winning souls for God.”* The Sisters of
Charity and the Sisters of East Grinstead viewed the work of their respective homes in

the same way; the Hospice annalist for 1905 noted that it was “destined to bear a rich

% Booth, C. (1902) Life and Labour of the People in London. London: Macmillan and Co. Ltd, 3rd
series: Religious Influences - Summary, p.16.

27 St Margaret's Magazine and Half-Yearly Chronicle (1925), Vol. VI, Part 8, p.304.

28 The Life of Hugh Price Hughes (1904) by his Daughter. London: Hodder and Stroughton, p.70.

% 6th West London Mission Annual Report (hereafter WLMAR), 1893, p 4.
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harvest of fruit for the souls,””” while a Charity Organisation Society representative

who visited the Hostel of God in 1896 wrote that the Sisters” “sole anxiety” was “that

all may die trusting for pardon through the death of Christ.”"!

As well as a central preoccupation with patients’ spiritual needs, the staff in the homes
were even more anxious to impart a particular form of Christianity to the patients.
Barrett wrote that at St Luke’s House “Our [my italics] Christianity, imperfect though
it be, is the very raison d’étre of the Home, without which it would be comparatively
unmeaning.” He was far more concerned that patients possessed a belief in the
Christian faith than professed themselves members of a particular denomination.*®
However, conversely, the relative importance of faith over denominational affiliation
was in fact highly redolent of the thinking of a particular denomination of
Christianity; the form of Wesleyan Methodism preached by Hugh Price Hughes, the
leader of the West London Mission.*® Likewise, the Sisters and priest at St Joseph's
Hospice would only provide patients with Catholic ministrations, while their

counterparts at the Hostel of God focused their efforts on an Anglo-Catholic style of

ministry.

The Anglican basis of the Hostel of God was given formal expression from the outset
and it was made a condition that all the staff be members of the Anglican Church. A
‘Memorandum and Declaration’ stated that the Home had been founded “with the
express object and intention that it should be continued by Members of and in
accordance with the principles of the Church of England.”* This requirement was
made legally binding when the Statutes were drawn up in 1917. They stipulated that
all persons holding office, including the Council, had to be members of the Church of
England and that anybody who ceased to do so forfeited their right to hold office and
to be associated Wwith the institution.’> The fact that no alteration in the internal

management of the Home could be made without the Mother Superior’s approval and

0 st Joseph's Hospice Annals (hereafter STHA), May 1905 to May 1909.

! “The Free Home for the Dying’ 1896, Charity Organisation Society (hereafter COS) records, London
Metropolitan Archives (hereafter LMA).

': : ‘The Report of St Luke’s House' taken from 6th WLMAR, 1893, pp.19-20.

. 4 The Life of Hugh Price Hughes, p.205.

* ‘Hostel of God Memorandum and Declaration’, ¢1917.

% “The Hostel of God Statutes 1917", pp.4-5.
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that the appointment and removal of the chaplain required her sanction further
reinforced its denominational exclusivity.36 The advantage of maintaining such a
restrictive policy was that it ensured all the staff shared the same objectives and
collaborated towards the same end. The Chaplain felt that “without the co-operation

of the Staff the spiritual work of the Hostel could not go on.”

i
As well as staff exclusivity, there is evidence that the Home was also tending towards
ministerial exclusivity. The Council’s acceptance of the proposal by the Chaplain in
1904 that outsiders should be refused permission to celebrate the Holy Eucharist for
their particular friends or parishioners except under very special circumstances (see
chapter 5)*® was just one of a series of manoeuvres whereby the Chaplain was able to
enhance his position and influence within the Home and ensure that his services were
indispensable. The figures provided in the annual reports and Council minutes
detailing the number of patients who came under his charge suggests that this quickly

became established practice and that very few were attended by their own minister.

When publicising their work in non-religious circles or among audiences of a different
denomination the homes tended to play down some of the specifically religious
dimensions of their work. For example, at one of the first meetings of the Committee
of Management at St Luke’s House Howard Barrett submitted new three-fold cards to
be distributed among friends in order to make the work of the Home more widely
known. The cards were of two kinds: one mentioned the West London Mission on
whose promised aid they could rely in times of need and the other did not make any
reference to a religious community. Barrett argued that the reason for having the two
different kinds of card was that he wanted to circulate the work of the Home as widely
as possible and to ensure that its unsectarian nature was fully understood. He
instructed the Committee that effective distribution of the cards would depend on the

discrimination of the distributors.* ,

* “The Free Home for the Dying Bye-laws to the Deed’, ¢1896.

7 Hostel of God Annual Report (hereafter HOGAR), 1933, p.7.

* Minute Book of the Free Home for the Dying Council Mcetings April 1897 - 17 February 1914:
22/02/1904,

* Minute Book of St Luke’s House Committee of Management 15 November 1895 - 19 July 1905:
31/01/1896.
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In the same way, an article in The Philanthropist stated that religion in the Home was
not “obtrusive” or “thrust on a hopeless dying patient” but rather acted as an
“influence” which, “underlying everything, makes itself unconsciously felt and
realised.”*® The annual reports, however, reveal another side to the spiritual work
which suggest that the former aspect was as much in operation as the latter. Although
Barrett stated that the patients would not be “pestered with spirituai exhortations,” he
admitted that this did not preclude their being “encouraged to ask for the visits of any
minister of his own Church, if he has one whom he may desire, from whom he can
receive the Holy Communion and such religious teaching as he needs.”*' He also
wrote that “everyone strives alike to render all the influences of the place conducive to
spiritual collectedness and to bring a confident looking forward to the City of God.”*?
The agreement reached between the two Chaplains and Howard Barrett to place a card
above each patient’s bed detailing which church they had declared themselves to be a
member of so that each minister would be able to get in contact with those patients
under his respective charge (discussed in the previous chapter) was a particularly

telling example.*

The Visiting Sisters were even less discrete about their real intentions. As chapter 3
showed, Sister Lily felt that it was the “duty” of the Visiting Sisters to minister to the
“inner life” of the patients and to “try and reach that which makes the man himself,
and does not belong to another.”** To support this claim one of the Sisters recounted
the story of her ministry to a male patient who refused to believe that he had cancer.
“As he was becoming physically worse, I asked him how it was he never referred to
that other life, of which he could not be entirely ignorant. We had often discussed the
things which affected the body and mind, but surely in the inner recesses of his being

God had some place, or had he ignored that life?"*’

‘0 'St Luke's House’, The Philanthropist, November 1906, in ‘Presscuttings Concerning St Luke’s
House: a home for the Dying Poor, 1901 - 12 January 1929, p.8.

* 5th St Luke’s House Annual Report (hereafter SLHAR), 1898, p.7.

*2 6th SLHAR, 1899, pp.21-22.

“ Minute Book of St Luke’s House Committee of Management 11 October 1905 - 21 May 1912:
21/05/1912, p.333,

“ 11th SLHAR, 1904, p.24 ; 13th SLHAR, 1906, p.32.

* 11th SLHAR, 1904, p.25.
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Other accounts of patients give an insight into how spiritual pressure might have been
brought to bear upon the patients. Both the Visiting Sisters and Howard Barrett made

frequent references to the “influences of the Home”*

that were cast upon the patients.
Barrett attributed the conversion of one patient to the “various influences acting upon
him” which included the “conversation and teaching of Mr Pearse [the Chaplain] and
the Sisters.” He felt that the work of the Visiting Sisters was particularly important
because they “guided the conversation” towards spiritual subjects*® and their “gentle

influence and delicate directness” was hard for patients to resist.”’

The Sisters of Charity also exercised a certain level of discretion in the way in which
they publicised their work. An article written in The Daily Graphic about the Hospice
stated that no effort was “made by those in authority to convert the guests to their own
way of thinking” and that the initiative for conversion had to come from the sufferer;
“it will never come from the Sisters of Charity.””® However, the Sisters showed less
reticence about the way in which the nature of their work was advertised in Catholic
néwspapers where they knew they would find a sympathetic and more supportive
audience. The author of an article in The Catholic Fireside, after a visit to the
Hospice, wrote that “every expedient [is] employed to calm and strengthen the
traveller for his last journey, and with constant frequent reminders of the glorious

Kingdom beyond, the dread valley of Death is approached with courage and faith.”'

The stories in the annals were also far more open about the way in which the Sisters
conducted their spiritual ministry, but given that these accounts were only intended for
internal consumption this does not come as any great surprise. One account told the
story of a German patient, a professed unbeliever, who the Sisters visited at Bethnal
Green Infirmary before his admission into the Hospice. He was given a German Bible
by one of the lady visitors and “rejoiced to get a book written in his own language.”

!
The Sister took advantage of “this softened mood” and “prevailed on him to think of

‘S 6th SLHAR, 1899, p.26.

*7 4th SLHAR, taken from 10th WLMAR, 1897, p.14.

%% 8th SLHAR, 1901, p.29.

% 15t SLHAR, taken from 7th WLMAR, 1894, p7.

* Author and title unknown, The Daily Graphic, 4 October 1913, in St Joseph Hospice Archive.

*' Stenson, M.D. (c1913) ‘Waiting for the last summons. A work of God’s love’, The Catholic Fireside,
pp-344-345.
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going to Confession.”*? Another Sister, in ministering to a more recalcitrant patient,
adopted a slightly more forceful approach. The annalist wrote that she “insisted” that
conversation with the priest might be beneficial, despite the patient already having

said that the latter could not help him.>

The Sisters of Cha'rity were especially attentive in bringing patients to an awareness of
their sin. Any wickedness on earth was seen to be the work of the devil and thus
supreme importance was attached to ensuring that patients recognised the need for
confession and priestly absolution. The annalist recorded the story of one patient who
had not been long in the Hospice “when the religious atmosphere had its effect, the
thought of the past, his early graces and opportunities and his abuse of them and the
infinite goodness of God in rescuing him before it was too late overwhelmed him with

gratitude and also with contrition.”>*

The accounts of patients are important because they provide insight into the
expectations placed upon those coming into the homes. Both the annals at St Joseph’s
and the stories contained in the St Luke’s House annual reports show that the staff at
each home had very definite ideas about the ‘good death’ which it was hoped all
patients would aspire to and come as close as possible to achieving. Both the ‘holy
and happy death’ and the ‘respectable Christian death’ were dependent upon the
patient undergoing spiritual preparation and help to explain why this aspect of the
homes’ work was so fundamentally important. In the early annual reports for St
Luke’s no secret was made about the attempts that would be made to facilitate this: in
1898 Barrett wrote that no question was ever asked about an applicant’s religious
views but “when he is admitted careful and diligent pains are taken to prepare him for
the great and solemn change he has soon to pass through.”55 Catholics in particular
felt that preparation for death was essential. Father Gallwey, the founder of St
Joseph’s Hospice, wrote that it was “absolutely necessary to make ready for death”

and “that the more we prepare for a happy death, the more we shall taste of that true

52 SJHA May 1915 - May 1921.
S STHA 1926, pp.4-5!

* STHA, May 1909 to May 1915.
* 5th SLHAR, 1898, p.7.
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peace which Christ came to bring to this earth.’® The pressure on patients at St
Joseph’s would have been particularly great because, as Charles Booth remarked, “the

Catholic standard as to the performance of religious duty is hi gh’

One of the accounts in the annals that stands out as particularly illustrative of the
Sisters desire to take control of the patients’ death and manner of dying was the case
of a Freemason, nicknamed ‘Daddy’, who was admitted into the Hospice in the early
1930s. His conversion was extolled by the annalist as “a miracle of grace” and
contrasted strongly to his decision to become a Freemason, which was attributed to
“the lure of ambition for a high social position,” especially as he subsequently rose up
through the ranks'to become Master of a Lodge in Sudbury.”™ The Roman Catholic
Church did not look favourably upon the practice of Freemasonry, viewing it with a
sense of hostility and suspicion. A Papal Bull, issued in 1738, condemning
Freemasonry gave official sanction to this disapproval. It was followed by second Bull
in 1751 and a series of Encyclical letters which set out clearly the Church’s
objections. Broadly, these were two-fold: firstly, the secrecy surrounding the work of
the Freemasons interfered with proper submission to the Holy Church, and secondly,
its acceptance of naturalist principles produced a tendency towards anti-Christianity.>
The Sisters of Charity strict adherence to the principles of Roman Catholicism would
have meant that they shared in its disapprobation of Freemasonry, and would have

been most anxious to save Daddy from its sinful grasp.

An accident with a fire had burnt both of Daddy’s legs and they had to be amputated
after gangrene set'in. He then suffered a stroke which left him unable to speak, apart
from one word, “Penny.” Daddy refused to respond to any of the efforts by the Sisters
and the priest to make his peace with God. Instead he sat and smoked all day and his
hand which “flourished a ring with Masonic emblems on it” served as a constant

reminder to them that his loyalties lay elsewhere. However, the Sisters did not lose

56 Gallwey, P. Father, SJ (1877) ‘Funeral Discourse in Memory of Cecil Marchioness of Lothian’.

London: Burns, Lambert and Oates, pp.11, 31, in bound volume of Father Peter Gallwey Sermons,
Jesuit Archives, ref, CPJ 61.

%7 Booth, Life and Labour, p.245.

*® STHA 1929 - 1934, pp.11-12.

* Clarke, The Very Reverend H.G.M. (1967) Freemasonry and religion, in Grand Lodge 1717-1967.
Oxford University Press, pp.207-208.

276



hope and about a fbrtnight before Daddy’s death they noticed that his eyes were often
fixed on the crucifix. His gangrene returned “this time to herald his death.” The Sister
spoke to the old man and “gently insinuated that the Lord would soon call him. She
then asked him if he loved God. Daddy said nothing and Sister taking the crucifix
from her neck asked him to show his love by kissing the image. Daddy looked at the
outstretched arms of Jesus on His Cross and then slowly and reverently bowed his
head and kissed the figure. The sign was given.” The patient’s confession was then
heard by the priest with the aid of a slate and pencil after which he was anointed and
the ring removed from his finger. The annalist wrote that “The anointing which
followed had a dramatic turn when it came to the removing of the ring. A hard
scrutiny of the old man’s face showed he had no regrets....The appearance of Daddy’s
face was from that moment altered.v”»60 The removal of the ring and the kissing of the
crucifix had tremendous symbolic significance, partly because of the patient’s
inability to speak and partly because they epitomised the surrender of his old set of

beliefs and his willingness to accept the Catholic Faith.
[

In contrast to the fear and hostility which characterised dealings between the
Freemasons and the Catholic Church, St Luke’s House and the Hostel of God both
enjoyed an amicable and beneficial relationship with them. Official Masonry was
piously Christian and vaguely Protestant, and was therefore not perceived as a threat
to either the Established Church or the State.®’ The fact that it welcomed all Christians
regardless of denominational affiliation would particularly have appealed to the
Methodist-run St Luke’s. In 1909, Barrett’s son, Edmund, established the
Misericordia Lodge, a Freemason lodge, which became affiliated to St Luke’s.®* The
new honorary consulting surgeon appointed in 1923 was also the Master of this
Lodge.** At the Hostel of God the charitable generosity of the Freemasons helped to
provide a continuing and important source of income, with many different lodges,

both in England and overseas, donating gifts and money to the Home each year.

% STHA 1929 - 1934, pp.11-14.

61 Jacob, M.C. (1981) The Radical Enlightenment: Pantheists, Freemasons and Republicans. London:
George Allen and Unwin, p.113.

52 16th SLHAR, 1909, p.34.

6% 30th SLHAR, 1923, p.7.
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In their efforts to secure the salvation of patients who came under their care, the staff
in the homes were not motivated entirely by altruistic concerns. As Michael Hill
argues, one of the most important goals of religious orders was for members to seek
personal perfection, whether this was defined in terms of individual or social goals or
an active or contemplative life.** Catholics believed that works of mercy were as
beneficial to the dispenser as they were to the recipient. Father Gallwey wrote that the
fate of Catholics at the Judgement seat depended on works of mercy.”® The
Constitution and rules of the Sisters of Charity also postulated that, as well as
labouring for the souls of others, they should attend to the salvation of their own

souls.%

The Sisters of Charity, particularly in the early years, were active in going out to the
homes of the poor and into the local infirmaries to bring back dying individuals to the
Hospice. Many of these were cases whose salvation the Sisters felt was dependent
upon removal to the Hospice. At St Luke’s House the admission of patients was not
motivated by the same sense of urgency regarding their spiritual concerns as it was at
St Joseph’s; moral considerations appear to have been at least as important. Several
patients were discharged each year because they were morally unsuitable for the home
and the infirmary was felt to be a more appropriate place for them. The patient register
for 1900 recorded how one patient, a semi-unconscious blind man, was sent out
because Howard Barrett decided “it made no difference to him where he was. It was a

pity he should keep the bed from someone who could appreciate the comforts of the

House "%’

In contrast, the Sisters at St Joseph’s gave greater priority to patients’ spiritual needs
and were often prepared to overlook their moral shortcomings. One woman who had
been convicted for murder and sentenced to imprisonment in Aylesbury Gaol was

admitted because the Mother Rectress, although concerned about bringing in any

& Hill, The Religious Order, p.262.
6 Gallwey, Father P., SJ (1865) ‘A Discourse Preached at the Funeral of Sir C. Tempest’. London:

Burns, Lambert and Oates, p.16, in bound volume of Father Peter Gallwey Sermons, Jesuit Archives,
ref. CPJ 61.

% Rules and Constitutions of the Congregation of the Sisters of Charity. Roma Tippografia (1912),
p.lg. |

%7 St Luke’s House Case Book 25 September 1896 - 8 September 1904, No.187.
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“rough or wicked element” into the Hospice, “wished that the poor soul might die in
Catholic surroundings.” She resolved her moral dilemma by stipulating that no-one
but herself, the Sister-in-charge and the Chaplain should be informed about her past
history.®® A similar concern motivated the Sisters’ attempts to persuade a patient who
had spent much of her life in a “beer shop” exposed to the “infectious air of depravity

969

in Hoxton™” to come into the Hospice, while another was admitted twice “for the

purpose of making her Easter duty” because it “would be alas otherwise omitted.”™

It appears that members of the lay staff who threatened in any way to undermine the
Sisters” work were immediately told to leave. One of the stories in the annals recounts
how a nurse in the Private Home was dismissed because, although a convert, she still
retained some frée-thinking notions and was a member of the Suffragettes. Her
principal crime, however, was that she tried to persuade one of the female patients to
leave and go into a Protestant institution. The Sisters believed that the devil was
working through her and it was her attempt to subvert the religious work of the Home

that ultimately led to her dismissal.”

Unfortunately, there is very little direct information contained in the annual reports for
the Hostel of God on the more prescriptive qualities of the spiritual ministration,
althoﬁgh certain remarks by the Chaplain and other features of the Home do offer
some suggestions. The Statutes stated that the Sister Superior did not have the
authority to reject or remove patients on the grounds of, or default for, religious
belief.”? However, the tendency towards denominational and ministerial exclusivity
suggests that patie|nts were expected to respond to the ministrations of the Sisters and
the Chaplain and to conform to the beliefs of the Anglo-Catholic Church. Patients
who did not respond to this ministration, “who fail to answer to our efforts,” were

labelled as “disappointments.””

5% STHA May 1915 - May 1921.

® “Notes for the Annals of St Joseph’s Hospice’ 1904 - ¢1909, pp.13-15, Religious Sisters of Charity
Generalate (hereafter RSCG).

7 Ibid., pp.29-30.

"' STHA, May 1905 - May 1909.

2 “The Hostel of God Statutes 1917°, pp.10-11.

™ HOGAR, 1902, p.7.
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Charles Booth also commented upon the monopolistic tendency of the Anglo-Catholic
Church in his survey of religious influences in London: “Since its exponents believe
that theirs is the only road, this faith is by its nature very exclusive and upon those
who accept it all the temporal benefits the Church can offer are lavished.”’* He also
remarked, rather scathingly, that “as a general rule the Sisters’ action appears to be
lacking both in religious tolerance and in social insight” and “the temptation to win
souls by whatever means becomes great and the unscrupulous spirit which is evinced
obtains the more license from the fact that the Sisters feel themselves to be working

not for their own community but for the Church and God.””

The inclusion, by the Chaplain, of the annual figures for Communion, Baptism and
Confirmation in the annual reports provides a further indication of the extent and
prevalence of Anglo-Catholic influences to which patients in the Home would have
been subjected. There is a danger, however, of reading too much into these figures and
it is important to remember the purposes for which they were given. Although the
numbers in the reports do correspond to those provided by the Chaplain at the Council
meetings, they do not show how many patients actually responded to, or accepted, his
ministrations. In his reports the Chaplain also tried to give the reasons why not all of
the patients responded to his ministry. For example, in 1908, he wrote that out of the
hundred or so patients in the Home, 71 had been communicants. The rest, he said, had
been in the home for too short a time or were too ill to either prepare sufficiently or to
enter into any ministrations except the shortest possible prayers.”® There is a sense
here that he was almost abdicating responsibility for these patients by implying that
they were somehow beyond his control, otherwise they too would have welcomed his

ministrations.

The transferral of the dying poor into institutional care also offered enormous
potential for managing patient activity. As Anne Summers argues:

“The advantage of institutional care was that it removed patients from the
distraction and noise of the family and placed them in more solemn and
peaceful surroundings where they could receive continuous care and

™ Booth, Life and Labour, p.280.
™ Ibid., pp.352-353.
’® HOGAR, 1908, p.7.
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attention and which was felt to be more conducive to spiritual
reflection.””’
Within the homes for the dying, time and space were manipulated in such a way as to

maximise patient exposure to spiritual influences.

The staff in all three homes felt that the spiritual atmosphere they created was
invaluable to the patients. The Chaplain at the Hostel of God wrote that despite
intense bodily suffering, “with such surroundings as are found in this home, it is
marvellous how readily they turn their thoughts to God and seek their peace with
Him.”™ The stories of patients at St Joseph’s are peppered with remarks about the
effect of the “religious atmosphere” upon patients; the frequent prayers and ward
services and public sayings of the Rosary were believed to inspire spiritual thoughts in
many of them.”” At St Luke’s House Howard Barrett, the Chaplain and the Visiting

Sisters all spoke about the “influences”®

of the Home upon patients: “The refinement
of the Home, the stillness and peace of the wards, help so much to maintain that

quietness of soul which alone can prepare for the abiding of the ‘peace which passeth

understanding’.”*!

The physical layout of the homes too was instrumental in stimulating patient
awareness of spiritual factors. The male wards at St Joseph’s were arranged in such a
way that patients'were able to follow Mass and Benediction when the doors were
open.® Similarly, a connecting passage between the chapel and the Hospice enabled
patients to access the former as often as they wished.®> At both the Hostel of God and
St Joseph’s the presence of the chapel was felt to play a significant role in rousing
patients’ religious sensibilities. The Chaplain at the Hostel of God described it as the
“Power House” of all the work.3* The importance of the chapel reflected the wider

teaching of the Catholic and Anglo-Catholic Churches which placed great emphasis

m Summers, Angels and Citizens, pp.18-19.

" HOGAR, 1898, p.10.

7> STHA May 1915 - May 1921.

%0 6th SLHAR, 1899, p.26.

8 4th SLHAR, taken from 10th WLMAR, 1897, p.16.
82 Stenson, ‘Waiting for the last summons’, pp.344-345,
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% HOGAR, 1931, p.7;
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upon ceremony, worship and the sacraments. Pusey, a leading proponent of Anglo-
Catholicism, believed that one of its principle characteristics was a strong regard for

the visible part of devotion, such as the decoration of churches, which act insensibly

on the mind.*
'

Other visual stimuli in the two homes took the form of “sacred pictures and
appropriate texts” hung on the walls.®® St Joseph’s also made extensive use of other
religious objects, such as statues, holy water and Bibles, as a means of encouraging
patients to focus upon spiritual matters. A visitor to the Hospice commented on the
“many lovely pictures, all spiritual or sacred subjects, a boon for the sick, to lift their
thoughts above their present sufferings and gladden them with images of the beautiful
home to which they are journeying.”®” In addition, each of the Sisters wore a crucifix
around her neck which, it was noted, one patient was particularly “drawn” t0.*® The
daily prayers in the wards for all three homes and the regular administration of Holy

Communion helped to serve as a further catalyst for spiritual contemplation.*

The institutional aspects of the Hospice also impacted upon patients in more subtle
ways. The regular attendance of the priest to the Catholic patients was felt to be
particularly instrumental in helping to revive or inspire faith in some patients. The
annalist for the years 1929 - 1934 wrote: “Example is all powerful but the devotion of
Catholic priests to their flock has often been the means of fanning the flickering light
of faith in a wavering soul to a burning fire.”” The fact of being in a Catholic
institution had a particularly isolating effect on non-Catholic patients. A story
published in The Tablet in 1913 described how one of the female patients had asked

1991

“why the prayers were not said for her as for the other Catholic patients,””" while

another was recorded as saying she felt like the “only black sheep” as she watched all

8 Chadwick, O. (1960) (ed) The Mind of the Oxford Movement. London: Adam and Charles Black,
.200.

b HOGAR, 1896, pp.7-8.

%7 Stenson, ‘Waiting for the last summons’, pp.344-345.

% SJHA, 1935. |

% SIHA, 1929 - 1934 ; 1st SLHAR, taken from 7th WLMAR, 1894, p11 ; HOGAR, 1937, p.7.

® STHA, 1929 - 1934, p.2.

°! *Some cases we have helped to save at St Joseph’s Hospice for the Dying: III The Woman who

Returned to the Faith of her Baptism’, The Tablet, 8 November 1913.
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the other patients receive Holy Communion on Christmas Day.*? In the same way, the
presence of dying persons in the same ward and having to witness the death of other
patients could also have a spiritual impact upon some inmates. One young girl, on
seeing the death of a ward companion only the day after her admission, received “a

great shock” but, as the annalist noted, it succeeded in “filling her soul with grace.”93

At St Luke’s House religious influences were not present in the same ubiquitous way
in which they were at St Joseph’s and the Hostel of God. The patients in these two
homes encountered continual spiritual reminders in the form of the full time presence
of the Sisters and the Chaplain. In contrast, the spiritual staff at St Luke’s only visited
the Home on a part-time basis. It also appears that not all of the pictures were
confined to religious texts or illustrations. Sister Lily wrote that some depicted scenes
from the country and village life.>* Similarly, the library not only contained a selection
of “simple, suitable, and readable works of devotion and spiritual instruction” but also
poetry, biographies, travel, adventure and classical novels, “mostly of action and
incident, and not mere character analysis and unwholesome moral pathology.”®® This
is not to say that the staff did not maximise the time and opportunity for spiritual
ministration once they were there. The two Chaplains and the Visiting Sisters came to
the Home regularly each week. Services took place in the wards which meant that all
patients were exposed to them, whether they wanted to be or not, and every effort was
made to include all the inmates. Prayers were printed on a card for patients to hold and
were followed by the Lesson and a brief exposition. The Chaplain firmly believed that
“it is certainly a glreat gain to them all to be able to take place in the service.””® Ward
services were also thought to serve as an important way to reach non-Christian
patients. The Anglican Chaplain at St Luke’s House wrote:

“At first he is shy, he will only listen to service as if he were not even
interested; then he grows more eager, and at last comes request that he,
too, may receive the Holy Communion. That is the opportunity we wanted.
An earnest talk makes all the difference to his comfort and happiness. That

%2 Hospice Annals 1929-1934, p.15.

*! “Notes for the Annals of St Joseph's Hospice’ 1904 - c1909, pp.20-21, [RSCG].
* 7th SLHAR, 1900, p.7.

% 10th SLHAR, 1903, p.12.

% 2nd SLHAR, taken from 8th WLMAR, 1895, p.13.
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1
man can now meet his Maker and face his Saviour with the assurance of
pardon.””’

The provision of care through an institutional medium had important repercussions for
the patients’ ability to retain a sense of ‘individuality’ after admission into the home.
At one level they were treated as individuals, in the sense that they were approached
by the staff on an individua! basis and a rigorous attempt was made to get at their
individual histories, that “which makes each man himself.”*® However, at the same
time, those ministering to the inmates were motivated by a very specific set of
objectives: the identification of patients’ particular spiritual needs so that a decision
could be made on the best course of action to meet these. All patients were subjected
to the same scrutiny, held up against the same standards and expected to conform, as
closely as possible, to the same outcome, albeit differently in each home. The staff
had very clear ideas about death and the manner for which it should be prepared, to
which all patients were expected to submit. Conversely, the Visiting Sisters at St
Luke’s interpreted a patient’s failure to respond to the spiritual work of the home as
indicating an absence of “marked individuality” and an incapacity for “any perceptible
depth of feeling.”® The loss of individuality was particularly pronounced at St
Joseph’s where considerable pressure was brought to bear upon the patients to achieve
a ‘holy and happy death’. The Catholic Church was noted by contemporaries as being

run by a highly organised and powerful hierarchy which repressed individualism.'®

Howard Barrett, as both founder and Medical Superintendent of St Luke’s House,
occupied a unique position and as such stands out as a very strong individual male
voice which is absent from the other two homes. Not only was he the inspiration
behind the creation of the Home, but he was also primarily responsible for
constructing its ideology and defining the scope and nature of its work. After the
Committee was formed in 1897 he continued to remain the dominant influence until
~ his resignation as Medical Superintendent in 1913. He exercised supreme authority in

101

all questions regarding patient eligibility.” As this thesis has shown, little tolerance
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was shown to patients who did not conform to his expectations of their moral
character. Deference was clearly shown towards patients of a higher social standing,
such as a gentleman with a university education whose presence was described as
having “graced” the Home.'"? Unsuitable patients, whom Barrett felt belonged to the
infirmary class, were discharged. One of the fundamental objects of the Home was
that it was intended for those for whom the workhouse would be an “unbearable
degradation” and neither Barrett or his son were prepared to compromise on this.'® In
the same way, the Visiting Sisters looked disparagingly upon patients whose spiritual
performance did not meet their sténdards. “Inconsistent or disagreeable Christians”

were not viewed favourably; the Sisters wanted each patient to become a “real”

Christian,'**

Barrett also disliked patients who could not be managed easily. Badly behaved

patients, those who “would not keep our rules,” were sent out.'®

Others, who refused
to settle, were given frequent doses of drugs, such as morphia, to keep them docile. In
the latter case the administration of morphine would have had implications for their
state of consciousness and probably meant that in such instances spiritual ministration
assumed a lower priority because it would have been largely ineffectual. Patients with
particularly “disfiguring maladies” were usually kept in strict seclusion.'®® During the
early years Barrett was able to ensure that much went his way because several of his
family members occupied prominent positions within the Home. The declining
spiritual dimension of the work after his death suggests that attempts by the staff to
convert patients would not have been so rigorous or relentless, although conversion
would have remalined the primary objective of those directly re’sponsible for the
inmates’ spiritual welfare. The separation of St Luke’s from the West London Mission
in 1912 would also have freed it from its former obligation to conform to the wider

religious objectives of this organisation.

'92 | st SLHAR, taken from 7th WLMAR, 1894, p8.
9% 215t SLHAR, 1914, p.16.
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To avoid the danger of seeing the religious work of the homes as in any sense unique
or simply as an exercise in the spiritual control of inmates through the management of
their deathbeds, the historian needs to take a few steps back and examine the previous
arguments within the much broader context of late Victorian and Edwardian
philanthropy and attitudes towards death and religion. The impulse to religious
indoctrination was characteristic of most Victorian charitable work. F.K. Prochaska
has argued that Victorian philanthropists, particularly women, were preoccupied with
sin and the need to secure an inmate’s confession.

“As with their own children, they believed that severity was needed to

produce good effects, to pluck good from evil. Severity went hand in glove

with their conception of love. By instilling a sense of shame, or

criminality, in their charges, they prepared the ground for conversion and

reformation.....And as ‘physicians of the soul’, as interpreters of the sacred

mysteries, they added greatly to their own power over others and thereby

to their self-regard.”'"’
The homes were, to a large extent, typical of other charitable institutions set up during
the Victorian era, particularly those run by religious orders. Many of these had
religious underpinnings and, despite aiming ostensibly to provide physical and

]

material care, were primarily concerned with the moral and spiritual lives of inmates.
Religious sisterhoods in particular were influenced by their denominational basis and
allegiance to the wider objectives of their order. The methods and objectives of those
who ran the homes for the dying would not have shocked the majority of their middle
and upper class contemporaries, who shared a similar moral outlook and would have
expected the homes to have had some form of religious basis and at least one member
of staff entrusted with the provision of spiritual ministration. Even the lower middle
and working class patients who were inmates in the home would not have been wholly
averse to receiving some form of spiritual ministration. Historians who have looked at

working class attitudes towards death and religion have argued that, although many of

the poor evaluated and understood their daily lives in secular terms, religious feeling

7 Prochaska, F.K. (1980) Women and Philanthropy in Nineteenth-Century England. Oxford:
Clarendon Press, pp.156-157,
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was not completely absent, and when death approached many turned to religion for

explanation and solace.'®
ii. The patients’ response

In spite of the persistent and diligent efforts of the staff in each of the homes to subject
patients to their spiritual ministrations and to make them conform to their particular
ideas about death and the appropriate manner in which to die, there was scope for
patients to respond to these pressures in various ways. Ultimately patients were free to
leave the homes, although considerable attempts were often made to persuade them to
stay. The Patient Registers at St Luke’s contain a record of one patient who was able
to walk out unnoticed.'” Others left because they were under misapprehensions about
the purpose of the particular home they were in. As chapter 4 showed, several thought
it was a convalescent home and after discovering that this was not its function,
immediately requested to go home. Patients were also able to use the homes as a
temporary form of respite care while arrangements were made for them to be taken
elsewhere. On rare occasions patients who were known not to be dying were admitted,
such as the case, in 1938, at the Hostel of God of a soldier’s invalid daughter who had
about two years left to live. According to the Sisters, the military authorities thought it
was too much for a father to have to move from place to place with her. It was also
felt that her sister was suffering because too much of their mother’s time was taken up

by the invalid daughter and so the nuns agreed to care for her in the Hostel.'"®

Several patients at St Luke’s House discharged themselves because they were bored
with the tedium of life in the Home. Inmates were subjected to a fairly monotonous
daily routine; the only varying feature was the afternoon visitor, either the chaplain, a
Visiting Sister, the doctor, or the patient’s own family and friends.!"! As chapter 4

showed, Barrett wrote that the reason one patient discharged himself was that he was

198 Kent, J. (1973) Feclings and festivals: an interpretation of some working class religious attitudes, in
H.J. Dyos and M. Wolff (eds) The Victorian City: Images and Realities. London: Routledge and Kegan
Paul, p.867 ; Vincent, D. (1980) Love and death and the nineteenth century working class, Social
History, Vol. 5 (2): 223 - 247.
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“intensely bored alnd tired of his unchanging and rather dull surroundings.” Although
careful enquiry was made for alternative accommodation, he was unable to find any
other place suitable for a young man in his condition except the infirmary. The patient
was recorded as being sent there with his own full approbation, but with the promise
of readmission and Barrett reported that he had since heard that the patient was quite
happy there.!'? He also cited the case of another discharged patient who actually left
St Luke’s because he wanted to return to the Infirmary.”3 Although these accounts of
discharged patients are Barrett’s interpretation of events and their inclusion in the
annual reports is part of his efforts to reinforce the ideology of the Home, they do

suggest that some patients threatened to undermine the way in which it worked.

The role of family could also play an important and influential part in shaping
patients’ assumptions of charity, particularly in determining how and why they wanted
to use it. Barry and Jones have argued that a growing body of evidence shows that
shifting household circumstances meant that the poor often used charity in ways not
intended by the donors.!'* One patient at St Joseph’s, despite great attachment to his
family and the distance of their home from London, decided to go into the Hospice

because he realised that if he continued to remain at home he would be a health risk to

his family.!"> A number of patients left the homes because they missed their families

and wanted to be at home with them,’ 16 while others discharged themselves because

- of domestic problems at home.'!’

There is also considerable evidence among the records for St Luke’s and St Joseph’s
to suggest that not all patients responded to the spiritual work of the homes. The
‘Notes’ written for the compiling of the annals in the early years at St Joseph’s contain
two examples of patients who resisted all efforts to induce them to convert to

Catholicism. Oneinmate had been admitted to the Hospice three times but on each

"2 7th SLHAR, 1900, p.11.
"' 16th SLHAR, 1909, p.15.

14 Barry, J. and Jones, C. (1994) (eds) Medicine and Charity Before the Welfare State. London:
Routledge, p.11.
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occasion failed to show any sign of religious inclination.!'® Needless to say, neither of
these two stories were included in the formal copy of the annals sent to the Mother
House in Dublin. However, even the annals themselves contain evidence that patients
were able to defy the Sisters’ ministrations. One patient, it was very briefly noted, died
whilst still a member of the Church of England; however, the annalist quickly moved
on to the fact that her daughter, also a patient, was successfully converted.'"” There is
little way of knowling about the many patients who did not feature in the stories in the
annals but no doubt there were others who did not surrender to the Hospice’s
influences. In the cases of juvenile patients the Sisters had to defer to the wishes of the
parents. Several of the stories in the annals concerned children who wished to become
members of the Catholic Church but this was only permissible if the parents gave their

2
COHSCHI."O

The stories in the annual reports at St Luke’s also featured a number of patients who
failed to respond in the desired way to the spiritual ministrations of the Home. Barrett
wrote that many patients “keep silence” on spiritual matters.'*! Specific examples
included an account by the Matron of a man who proved “quite inaccessible to

religious influences”!'?

and the case of a male patient who Barrett said “refused to
resign himself to peath.”'” The Visiting Sisters also acknowledged that the lack of
response by some patients was due to their inability to think of anything but their
suffering,'* suggesting that attempts to use the body as a means to reach the soul were

not always effective. Again, nothing is known about the patients who did not feature

in the annual reports.
It was not only the Sisters at St Joseph’s who resorted to methods of subterfuge;'® it
was also possible for the patients to deceive the nuns. One of the stories in the annals

describes the case of EJ, a female patient who managed to get into the Hospice on two

"'% “Notes for the Annals of St Joseph’s Hospice’, 1904 - c1909, pp.29-30, 68-69, [RSCG).
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separate occasions by pretending to be a different person each time. After her second
admission some of the other patients identified her as an old patient, although she
“emphatically denied” it and, because the Sisters on the ward had been changed since
she was last there, they believed her. Although the Register did have a record of a
patient EJ, who had been a nursery maid, the occupations did not agree. The sisters
only discovered EJ's deception because on the night before her death she suddenly
decided to own up to the priest and the Sister in Charge that she had been in the
Hospice before as a patient and had obtained the money from the Nursing Mission

2
under false pretences."6

At St Luke’s House patients, or those applying on their behalf, were also, on occasion,
able to subvert the purposes of the Home. However, once the duplicity was
discovered, such cases were not allowed to remain. For example, in 1903 five patients
had to be discharged because they were noisy or suffering from uncontrollable
delirium. Barrett wrote that in four of the cases the patiént had been delirious before
admission and the fact had been suppressed.'?” He also described the case of a “merry
little fraud of an urchin of nine, with a back as arched as that of an angry cat” who was
sent to the Home and “how after a happy time of gross favouritism and petting, we
unwillingly discovered him to be perfectly wéll and able to jump downstairs, and so
had to send him out.”*?® The high number of discharges in the early years at St Luke’s,
so deplored by Barrett, suggests that a considerable number of patients, or those who
they were sent by, tried to use the Home for purposes other than which it was
intended. As shown in chapter 4, Barrett was particularly averse to relatives and
friends ‘dumping’ feeble or invalid persons on the Home'” and the discovery that the

!
patients’ condition did not correspond to that which was written on their certificate.'”

The Sisters at St Joseph’s were, on occasion, more willing to relax the rules
concerning the patient’s medical status. One patient was described as being sent by the

London County Council to the Hospice by mistake but was permitted to remain,

"2 STHA, 1921.
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129 12th SLHAR, 1905, p.8.
' 14th SLHAR, 1907, p.17.
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despite the fact that “he was really too well.”!! Cases of epilepsy and paralysis,
although ineligible for admission, sometimes found their way into the Hospice, either
because the Sisters were prepared to show further flexibility or because the patients
concealed the fact prior to their admission. It was also possible for patients to decide
not to accept any medical assistance. A female patient was recorded in the annals as
refusing to take any medicine for the last three days of her life because “she wanted no
relief from pain.”'** However, it should be noted that this was commended by the
Sisters because the patient had undergone full spiritual preparation and her abstinence

was looked upon as further confirmation of the strength of her religious conviction.

Patient needs at St Luke’s could also be heard through the comments and requests
written by Lady Visitors to the Home in the special ‘Report’ book. This book was
used by them to record their opinions as to the condition of the Home at the time of
their visit.'"”' Although most of the entries were complimentary in nature, they did
occasionally contain suggestions for improvement. The contents of this book were
obviously read by the Medical Superintendent and, on occasion, acted upon. A
proposal by Howard Barrett at a committee meeting in 1910 for the purchase of an ear
trumpet for deaf patients'*® was made in response to an entry in the Report Book
earlier that month by one of the Lady Visitors to the Home who, after speaking to a
deaf female patient in one of the wards, had suggested that such an instrument might

be provided for patients too poor to possess one.'*®

Although patients were able, in small ways, to make their needs known and responded
in various ways to the pressure that was brought to bear upon them, their admission
into the homes and the time spent in them ultimately had a disempowering effect
because the relationship between themselves and those providing the care was
fundamentally unequal. Each home admitted people who emotionally,

psychologically, spiritually, materially and physically were in a very vulnerable state,

B3I STHA, 1925. :
132 STHA, 1923.

'3 Minute Book of St Luke’s House Committee of Management 11 October 1905 - 21 May 1912:
16/11/1910, p.246.

'™ Minute Book of St Luke’s House Committee of Management 18 June 1912 - 27 May 1918:
22/04/1913, p.47.

1*% “Report of House Visitors’, 18 November 1910 to 27 March 1923.
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most of whom, for lack of better alternatives, were dependent upon these homes to
provide shelter for them during their remaining time on earth. This placed the staff in
a position of power and as such offered considerable potential for the control and
management of patients. Once inside patients were under constant supervision and at
the mercy of religious influences that assumed a variety of different forms, from the
very subtle to the very obvious, many of which would not have been easy to resist.
They were also subject to the authority of those who ran the homes and to the
knowledge that their ability to remain in the home was dependent upon the good will
of these same people. Attempts not to conform to the demands placed upon them by
those in authority would have incurred disapprobation, however muted or disguised a
form it took, and an ability to remain impervious to the influences that came at them
from all sides and in many different shapes would have been the preserve of the few
rather than the many. Spiritual opportunities and resources within the homes,
particularly at St Joseph’s and the Hostel of God, were maximised by those
responsible for this aspect of patients’ welfare. Although other philanthropic
institutions, particularly those managed by religious orders, were run in a similar
manner, the fact that all the patients were very close to death would have lent an

urgency and intensity to their efforts not seen to the same degree in other homes.
s g ,
iii. ‘Pockets’ of response

The end of the Victorian period has been described by Asa Briggs as a ‘late Victorian
revolt’, in which almost all of its principal values were challenged to some degree.
Contemporaries began to look at the failures as well as the successes of the earlier part
of the century."® It is arguable that the homes, by carving out a new niche for
themselves, were responding to some of the wider religious, medical and
philanthropic changes in the late Victorian era. Although, the homes claimed, in the
words of Howard Barrett, not to “trench upon the province of either the hospital, the

99137

parish infirmary or the home, this assertion in many ways denoted a wider

116 Briggs, A. (1988) Victorian values,' in EM. Sigworth (ed) In Search of Victorian Values.
Manchester University Press, p.24.
7 6th SLHAR, 1899, p.8.
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intention on their 'part to supply those elements which they felt were absent from or

inappropriately and inadequately provided for by these institutions.

As part of the campaign for publicising their work, the homes drew attention to the
differences which they believed existed between themselves and the workhouse. Both
St Luke’s and St Joseph’s had differing perceptions as to the relative importance of
these. The Sisters of Charity were more concerned to highlight the religious
shortcomings of the workhouses, especially in relation to Catholic inmates. One
advert contrasted the religious provision for Catholic patients in each institution. The
workhouse, “where at best the priest visits at intervals, between which religion is
invisible,” was felt to be considerably lacking when seen in relation to the Hospice
where patients were “tended by nuns who have devoted their whole lives to the
service of God’s poor, to be surrounded by the symbols of religion reminding them of
God’s love and 'pity for poor suffering humanity, and, as the last great hour
approaches, to be lovingly helped and encouraged as only a Catholic can possibly help
and encourage.”'”® The nursing provision at the Hospice was also compared with that
in the infirmaries. The author of an article in The Catholic Weekly referred to the
“difference between a paid nurse and a Religious” saying that “when love and hire are
put into the balance there is not the faintest doubt which scale will weigh the
heaviest.”'** M.A. Crowther has argued that a “secular intention” did underlie much
of the workhouse philosophy. Although a religious element was incorporated into the
discipline, the “purpose of the institution was social rather than spiritual”; souls of
inmates were intended to be saved but the proof of salvation was to be seen in the

reward to society.”o

At St Luke’s HOl'.lSE, by contrast, Howard Barrett was more preoccupied with the
moral aspects of workhouse provisions and their effect upon the treatment of inmates.
He described the infirmaries as having a “hard, unsympathetic atmosphere” and
intended for “promiscuous” and “degraded society.” He felt that the treatment there

tended “not altogether unnaturally, to become rather mechanical and unsympathetic”

"8 *At Least Let Them Die in Peace’, The Tablet, July c1913, St Joseph’s Hospice Archive.

1% Wilberforce, W. ‘St Joseph’s Hospice, Mare Street, Hackney’, The Catholic Weekly, date unknown,
p.2, St Joseph Hospice Archive.
140 Crowther, The Workhouse System, p.66.
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and contrasted it with St Luke’s House which was aimed at the ‘respectable’ poor who
“through no moral fault of their own” had come down in the world and to whom the
name of pauper was an “unbearable stigma.”'*" Although the staff at the Hostel of
God made far fewer references to workhouse provision, they too seem to have been
primarily concerned about its moral underpinnings.
.

The homes also stressed the advantages they felt they offered in relation to those
found in the homes of the poor, where the conditions of extreme hardship and
deprivation endured by the inhabitants were thought to be deleterious to spiritual
reflection and to their ability to achieve a ‘good death’. Victorian social observers,
such as the Congregationalist minister Andrew Mearns and Charles Booth, had helped
to expose the horrific conditions which prevailed in the homes of the poor and the
sisters’ own visits to the local neighbourhoods served to further reinforce this. The
Chaplain at the Hostel of God believed that:

“a death of protracted suffering or of lingering weakness, terrible as it
always must be, is, in the homes of the poor, greatly aggravated by the
limited room, the absence of quiet, the difficulty of surrounding the patient
with those little comforts and alleviations which richer folk can obtain to
ease the last sufferings.”"*?

|
His counterpart at St Luke’s was of the same opinion. He wrote that very often in the

homes of the poor “death is robbed of all its beauty, and is terrible to witness.”"**

An advertisement produced by the Sisters at St Joseph’s challenged its readers to think
about the appalling conditions in which the patients would have to die if they did not

have recourse to the Hospice:

“Have you any idea of the sordid privations and the extreme misery which
results from the dire poverty, overcrowding, lack of sympathy and honour,
lack of honesty and morals?...They die in conditions worse than the most
savage of savages have ever yet had to face.”'**

Many of the inmates at St Joseph’s had been actively removed from their homes by

the Sisters and taken to the Hospice. The annals recorded one story of an old lady who

! 4th WLMAR, 1891, p.12 ; Sth SLHAR, 1898, p.6.

"2 HOGAR, 1896, p.9.

"> 9th SLHAR, 1902, p.10.

144 St Joseph’s Hospice for the Dying Christmas - First and Last’, ¢1913, St Joseph's Hospice Archive.
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was admitted into the Hospice because “she lived in dire poverty and dirt. Her
children numbered about 21 but were all typical of the locality. They slept on a heap
of rags which covered a filthy old wooden bedstead. The place was literally alive with
insects. Some of her children and grandchildren slept in the room, and alcohol was no
stranger there.” The Sisters felt these “surroundings were not conducive to the peace

145 Another

of a prayerful, happy death” and persuaded her to come to the Hospice.
patient living in a “filthy house in Bermondsey” was admitted in “such a state of

neglect” that it took a whole day to get her clean and comfortable.'*®

As this thesis has shown, the medical staff at St Luke’s were also concerned about the
health risk posed to other family members by allowing consumptive and cancer
patients to die at home. The infectious nature of consumption, especially in the last
stages, was felt to be a danger to others, while cancer was thought to be both a
physical offence and a cause of ill-health to others because it could become unsanitary

unless properly nursed.'*’

At the same time as removing patients from their own dwellings, the homes sought to
recreate a ‘home-like’ atmosphere within their respective institutions. This was typical
of many of the small charitable institutions set up during this period. The home was a
central feature of Victorian life and the efforts of those who ran the homes to
transpose certain elements of it were hardly surprising. Inevitably, their perceptions of
what form these should take was shaped by their own ideas of what constituted a
‘home’ and their desire to render everything conducive to spiritual reflection. The
Sisters of Charity' felt that that the home-like atmosphere of the Hospice was more
effective because it was wedded to Catholic surroundings and thus, as well as reviving
patients’ religious sensibilities, was also able to influence their moral attributes. One
story in particular illustrates the two-fold effect which these influences could have:

“The homelike atmosphere united with the religious surroundings had a
softening effect on him reminded him of his early days and his nice refined
home in Germany....By degrees the faith that was dormant revived, he

"5 “Notes for the Annals of St Joseph’s Hospice’, 1904 - c1909, pp.8-9, [RSCG].

8 Ibid., pp.21-22.
"7 61th SLHAR, 1899, p.8 ; 20th SLHAR, 1912, p.11.
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went to Confession and Holy Communion and began to say his prayers
. 55148
again.

Howard Barrett wtote that their aim at St Luke’s was to be as “home-like as possible.”
The rationale which underlay this had a medical, as well as a spiritual, dimension.
Barrett felt that, unlike the hospitals, they did not have to concern themselves with the
need to secure as microbe-free an environment as possible because the patients had no
hope of recovery. He did not think that “a few stray bacilli” from stair carpets,
wallpapers and curtains would affect their comfort or well-being.'*” The annual
reports for 1893 and 1900 gave a description of some of the more home-like aspects
of St Luke’s. Each room had basket chairs, “soft muslin window hangings,” window
boxes and plants, while each bedside had a small table with a linen cover, a vase of
flowers and a dish of fruit resting on it. Sister Lily felt that such surroundings “help to
soothe the spirit....to uplift those who have been toiling in the heat of the day.”'so
Barrett also spoke about the “cosy-corners with palms and ferns and easy chairs” and
. bedrooms that had the “soigné look which speaks of home.”'™! Each room also

. . . . . .
contained a piano and music featured large in the entertainments provided for the

patients.'>

Pictures of the wards in the early annual reports for the Hostel of God were also very
home-like in appearance, each one possessing a fireplace, tables, armchairs, pictures
on the wall and lots of flowers and plants.'” These photographs, like those at St
Luke’s, were characteristic of the images used by many other small, specialised
hospitals and institutions in the four decades before the First World War. The large
voluntary hospitals also sought to recreate a domestic environment, but one that was
reflective of the domesticity of a great upper class Victorian house. The domestic
images used by smaller homes and hospitals resembled more of a ‘cottage’
appearance. D.M. Fox and Chris Lawrence argue that such pictures were an attempt to

portray the hospital as a benevolent, caring and pious institution where medical
I

'8 STHA, May 1915 - May 1921.

49 5th SLHAR, 1898, p.7.

%0 “The Report of St Luke’s House’, taken from 6th WLMAR, 1893, p. 23 ; 7th SLHAR, 1900, p.22.

' “The Report OF St Luke’s House', taken from 6th WLMAR, 1893, p.22.

12 H.K. ‘St Luke’, Methodist Recorder, June 1904, in ‘Presscuttings Concerning St Luke’s House: a
home for the Dying Poor, 1901 - 12 Jan 1929, p.4.

' HOGAR, 1898 ; 1911.
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intervention was subordinated to domestic order.’® In spite of efforts by the staff in
the homes for the dying to recreate a home-like atmosphere and surroundings, many
patients obviously felt the difference keenly; as chapter 4 showed, a number of them

each year opted to leave because they were homesick and wanted to die at home.

It is also possible to see the homes for the dying as a response to some of the major
developments that occurred in the voluntary hospitals in the nineteenth century.
Scientific and me(‘iical advancements during this period had resulted in the deliberate
exclusion of the dying by a medicine which was becoming progressively more
secularised in character and was concerned to focus primarily on the body and the
restoration of health. The voluntary hospitals had originally been conceived within a
framework of Anglican charity. Each one appointed a chaplain and patients were
expected to submit to moral and spiritual improvement in return for their admission.
Bibles and other improving literature were regularly donated for these purposes.155
However, as Roy Porter has argued, the hospitals were rarely connected to any
specific religious denomination because their funding was dependent upon their
ability to transcend religious and political barriers and to be as ecumenical in character
as possible. One of their most important functions was to try and heal religious and

political divisions among the elite.'>®

During the ninetegnth century, however, hospitals were gradually medicalised through
their establishment as centres of training and clinical research and as the workplace of
the elite of the medical profession.'”’ The emphasis within hospitals on acute patients
helped to ensure a larger turnover of patients for treatment and enabled a higher

158

success rate. By the late nineteenth century, in response to growing numbers of

'™ Fox, D.M. and Lawrence, C. (1988) Photographing Medicine: Images and Power in Britain and
America Since 1840. London: Greenwood Press, pp.41-42.

%5 Pickstone, J.V. (1982) Establishment and dissent in nineteenth century medicine: an exploration of
some correspondence and connections between religious and medical belief systems in early industrial
England, in W.J. Sheils (ed) The Church and Healing. Oxford: Basil Blackwell, p.187 ; Porter, R.
(1989) The gift relation: philanthropy and provincial hospitals in eighteenth century England, in L.
Granshaw and R. Porter (eds) The Hospital in History. London: Routledge, pp.149-178.

'*6 Porter, ‘The gift relation’, p.153. .

'3 Granshaw, L. (1989) ‘Fame and fortune by means of brick and mortar’: the medical profession and
s?ecialist hospitals in Britain 1800-1948, in The Hospital in History. London: Routledge, p.201.

¥ Lawrence, C. (1994) Medicine in the Making of Modern Britain 1700-1920. London: Routledge,

pp.55-82 ; Abel-Smith, B (1964) The Hospitals 1800 - 1948. Cambridge, Massachusetts: Harvard
University Press, p.39.
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patients and an increase in teaching functions, pastoral care had declined in

importance.'”

In the second half of the nineteenth century, particularly post-Nightingale reforms,
nursing, especially hospital-based nursing, also became increasingly secularised.
Florence Nightingale was responsible for introducing the first secular-based training
programme; her experiences of working with religious orders in the Crimea and their
interdenominational rivalries had left her wary as to their priorities, especially those
who were evangelically inclined. She was afraid that their religious loyalties would
conflict with the responsibility of the nurse to the medical and lay authorities.'®® As
nursing interests focused increasingly on issues of training and professionalisation,

their former religious responsibilities gradually assumed less importance.

The homes for thé dying not only sought to re-establish the primacy of spiritual care
but to reforge the relationship between care of the body and care of the soul which, as
the nineteenth century progressed, had been increasingly neglected by hospital-based
medicine. At St Joseph’s the Sisters believed that the opening of the new Hospice
would be of immense importance to Catholic patients who were unable to obtain the
religious ministrations they required in the public hospitals governed by non-
Catholics: |

“Everyone who has had the experience of public hospitals controlled by
Non-Catholics knows how difficult it is, even with the very best and
kindest intentions on the part of the staff of nurses and officials, for
Catholic patients to obtain those religious ministrations at the hands of

their own clergy which are such a consolation to them in the time of
sickness.”!®!

Although St Lukc?’s House was founded in response to certain deficiencies within

existing hospital provision, the staff there found themselves unable to run against the

'* Summers, A. (1994) The costs and benefits of caring, nursing charities, c1830 - ¢1860, in J. Barry
and C. Jones (eds) Medicine and Charity Before the Welfare State. London: Routledge, p.138.

' Rafferty, The Politics of Nursing Knowledge, p.36 ; Summers, Angels and Citizens, p.23 ; Abel-
Smith, B. (1960) A History of the Nursing Profession. London: Heinemann, p.19 ; Summers,
‘Ministering Angels®, pp.31-37 ; Maggs, C. (1993) A general history of nursing: 1800-1900, in W.F.
Bynum and R. Porter (eds) Companion Encyclopaedia of the History of Medicine. London: Routledge,
RS.II319.

Author unknown, ‘New Hospice for the Dying in Hackney’, newspaper unknown, 1904, St Joseph's
Hospice Archive.
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tide of modernity. By the second decade of the twentieth century tensions had begun
to develop between their desire to keep it as home-like as possible for the benefit of
the patients and their need to upgrade its status to that of a hospital in order to
generate desperately needed public and financial support. After a suggestion by
Edmund Barrett in 1914 that a name modification might be necessary in the near
future, the Committee was increasingly of the persuasion that the term home was
looked upon unfavourably by the general public. It was felt that the word hospital
commanded a far higher degree of respect and would stimulate greater public
benevolence. Barrett believed that patients preferred the idea of going into a hospital
because they associated it with the idea of treatment, nursing and possible recovery. In
contrast the word ‘home’ only engendered feelings of reluctance and suspicion and

such institutions were, on the whole, thought to be less efficient.'®?

After the adoption of the title ‘St Luke’s Hospital for Advanced Cases’ in 1917, St
Luke’s began to find itself prey to some of the developments which affected the
voluntary hospitals during this peridd. Over the next two decades the Hospital became
progressively medicalised: not only were the services of a growing number and
diversity of doctors utilised, but, as the previous chapter showed, their power was
further enhanced a'nd given formal acknowledgement in 1936 through the creation of a
medical committee authorised to deal with all medical matters.'®® By 1925 St Luke’s
was described in the annual report as a “modern and fully equipped hospital.”|64 A
picture of one of the wards in the Hospital in the 1924 annual report bore a much
closer resemblance to a voluntary hospital ward than those depicted in earlier reports,
with iron beds down two of the walls, no curtains, bare walls and wooden floors.'®>
This imagery formed part of the changing focus of hospital photography during the
interwar period. According to Lawrence and Fox, hospital wards after 1918 were no

longer depicted as domestic but as long, empty, clean, spacious, symmetrical and

functional. Medicine became the central focus of the hospital and was portrayed as

'2 Minute Book of St Luke’s House Committee of Management 18 June 1912 - 27 May 1918:
26/06/1917, pp.278-283.

'* Minute Book of'St Luke's Hospital for Advanced Cases 25 March 1931 - 26 April 1939:
04/05/1936, p.196.

'™ 32nd SLHAR, 1925, p.12.

'%* 31st SLHAR, 1924
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vigorous, scientific and a powerful agent of progress. The origins of this changing

imagery are complex, but they included the supplanting of lay control of hospitals by

medical men.'®

By contrast, many smaller homes and institutions continued to
emphasise domesticity. Both the Hostel of God and St Joseph’s Hospice adhered to
the use of this traditional imagery; pictures of wards at the Hostel of God in 1930 still
contained mantelpieces, pictures, plants and flowers, while the accounts in the annals

for St Joseph’s continued to stress the importance of the Hospice’s home-like

atmosphere.' 67

Like the voluntary hospitals, St Luke’s found itself subject to deepening financial
insecurities and became increasingly reliant upon patient payments as a source of
income. As well as pecuniary difficulties, the very status of general and special
hospitals as voluntary institutions was under threat from state encroachment. During
the 1930s St Luke’s, because of its status as a ‘non-localised special hospital’, became
involved in efforts to try and counter this trend. It sent representatives to the London
Voluntary Hospitals Committee, set up to safeguard the interests of the voluntary
hospitals after the passing of the Local Government Act in 1929, which aimed at

closer association of the state with the voluntary hospitals.'%®

The staff at St Luke’s also began to perceive their work as part of the wider hospital
system. Even Howard Barrett was not immune to these influences. His reflections in
the 1916 annual report on ‘What Does St Luke’s House Stand For?’ were indicative of
the direction in which the thinking of those who ran the Home was moving. He wrote
that St Luke’s was a “natural successor” to the hospitals and took on much of their
“least successful work.” He also said that the dying poor were a class whom the
hospitals “must not care for” [his italics].'® The extent to which this attitude had

come to dominate thinking at St Luke’s was revealed in the 1922 report which

'% Fox and Lawrence, Photographing Medicine, pp.42, 181.

' HOGAR, 1930 ; STHA, 1929-1935.

' Minute Book of St Luke’s Hospital for Advanced Cases Committee of Management 25 March 1931
to 26 April 1939: 23/02/1938, p.86.

'% 23rd SLHAR, 1916, pp.9, 11.
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referred to the Hospital as a “sort of ‘Clearing House’ for the general hospitals by

releasing their beds for patients who can recover.”!”

:
At the same time as ensuring that St Luke’s was recognised as a hospital, the staff
were anxious to reassure the public that, although they insisted upon the efficiency of
a hospital, they maintained, as far as possible, the “appearance and atmosphere and
elastic administration of a Nursing Home.”"”! The annual report for 1930 included an
exert from a letter written by the Secretary after a visit to the Home:

“It is so different to the big London Hospitals where everything, although
naturally, beautifully, organised, is, one feels, rather mechanically done,
coming under the ‘regular’ routine work of a big Institution. But at St
Luke’s House, where everything is so much smaller and intimate, one gets
that personal touch.”!”2
However, this was evidently a matter of personal interpretation, and therefore open to
question. A remark made by one of the representatives of the Charity Organisation
Society after a visit to the Home in 1916 on the “unhome-like and institutional

atmosphere” suggests that the image portrayed in the reports was somewhat different

in reality.'”

As well as seeing the homes as representing a form of response to methods of care
within domiciliary, workhouse and hospital settings, it is also possible to interpret
their emphasis upon spiritual care as a reaction to broader secularising trends,
particularly the impact of the latter upon attitudes towards death. Pat Jalland has
argued that from the 1870s concern for spiritual welfare was gradually superseded by
a concern to minimise physical suffering, while attitudes towards death were

characterised by a growing sense of uneasiness and uncertainty.'™*

A. Gilbert has also identified a new form of dying emerging in the late nineteenth

century: ‘the secular way of death’. Although religion was still important for

'7029th SLHAR, 1922, p.5.

'7' 29th SLHAR, 1921, p.16 ; 35th SLHAR, 1927, p.16.
'7237(th SLHAR, 1930, p.6.

'™ Minute Book of the St Luke’s House Committee of Management 18 June 1912 - 27 May 1918:
11/04/1916, p.216.

' Jalland, P. (1996) Death in the Victorian Family. Oxford University Press, pp.52-54.
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comprehending the future world, understanding of the present world became
increasingly secularised.'” In pre-industrial society death was a normal occurrence
and disease and pain were little understood and virtﬁa]ly uncontrollable. Christian
belief and ritual had played a major role in pre-modern coping mechanisms. However,
by the late nineteenth century advances in medicine and improvements in sanitation
and diet had resulted in increasing longevity and more effective controls over illness

and pain and consequently death became a more peripheral concern.'”

The degree to w'hich each of the homes was able to control their response to
secularisation and other modernising trends differed significantly. St Joseph’s Hospice
and the Hostel of God were more successful in their efforts to oppose the forces of
secularisation, and this continued to be a primary motivating factor in their work. One
particularly telling example was a decision by the Sisters of Charity in 1937 to
purchase, for £3,000, the Congregational Church which adjoined their property to
prevent it being used for “secular purposc:s.”l77 Within both homes spiritual care
continued to be the most important and influential aspect of their work. In other
respects, however, the two homes followed more contemporary developments.
Institutional care of the dying reflected one of the prominent features of nineteenth
century medical history: the growing trend towards institutionalisation. The homes
also emphasised the importance of retaining the services of fully trained doctors and
nurses and utilising the latest technological developments such as lifts, oil heating,
refrigerators, incinerators and wirelesses to ease their own work and to enhance the
comfort of the patients. It can thus be argued that the development of St Joseph’s
Hospice and the Hostel of God embodied a fundamental paradox: the persistence of

tradition within modernity.

By contrast, St Luke’s House was less successful in countering the influences of
secularisation and modernisation and increasingly found itself in the position of
having to accommodate to them in order to survive. Not only did the Home become

progressively medicalised but, in response to perceptions concerning medical, nursing
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and popular attitudes towards homes for the dying, the Committee was compelled to
change its status to that of a hospital. Although the annual reports continued to
impress upon supporters that it still retained a home-like atmosphere, all the signs
point to it becoming increasingly institutionalised over the years and adopting many of
the characteristics of the voluntary hospitals. One possible reason for this was that
spiritual care was only ever provided on a part-time basis and was not so deeply
entrenched in the life of the Home as it was in the other two institutions. The priority
given to spiritual care in the early years had depended largely upon the commitment
and drive of Howard Barrett and his son, and after their deaths it could no longer be
sustained. The precarious nature of its funding over the years also meant that the
Committee needed to be extra sensitive to wider medical and public opinion.
!

The work of the Sisters of Charity at St Joseph’s Hospice represented another more
peculiar and individual response which stemmed from their status as a religious and
ethnic minority. Throughout the nineteenth century Catholicism remained a separatist,
minority religion, ostracised from the mainstream of English life.'”® Faced with
widespread hostility, an atmosphere of intense religious competition and the perceived
threat of widespread indifference, the Catholic Church was forced to renew its efforts
to preserve its own identity and retain the allegiance of its members, particularly those
who had lapsed from the faith. After 1850 a new zeal characterised the work of the
Church as it sought to emphasise and reinforce its distinctiveness. Much of its time
and a large proportion of its resources were channelled into trying to protect its flock
from unedifying external influences.'”® The Church aimed to shield Catholics from all
Protestant and secular influences by keeping them in self-enclosed communities where
the church served as the focus of social and religious identity.'®*® The services of
religious sisters in schools and other institutions was seen, from the outset, as vital in

this process.'®!
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The position of Irish Catholics in London was doubly precarious because of rampant
anti-Irish sentiment, greatly exacerbated by Anglo-Irish relations during this period.
The Church was particularly active in its mission to Irish Catholics, partly because of
their presence in such large numbers in London and partly because of their greater
vulnerability to racial prejudice. Sheridan Gilley has argued that the ethnocentric
element in Irish religion in London was very strong and was reinforced by their
tendency to congregate in ghettos and the celebration of major Irish religious festivals,
such as the St Patrick’s Day service in St Patrick’s, Soho. As a result, Catholics were
able to use the whole body of inherited Irish loyalties in bringing to bear upon the
Irish.'®* The decision by Father Gallwey to invite a group of Irish sisters to start a
ministry to Irish Catholics in the East End of London would have been particularly
instrumental in this:

“An appeal from the Irish Sisters of Charity is always sure to reach the

hearts of the exiled Irish in London. When it is an appeal from a band of

the good Sisters in exile with them it comes with double force.”'%}
Many of the stories in the annals concerning Irish patients suggest that the Sisters
were of a similar mindset: there are frequent references to the “Irish heart”'** and the
“strong Irish faith”'®> which the Sisters believed would soon revive with the right

means of encouragement,

The Sisters’ mission work was intended primarily for Catholics, many of whom were
Irish. During the early years of their work in London they encountered considerable
racial and religious prejudice from non-Catholics in the locality.'® Irish names
predominated in the patient registers for the early years and Catholics were given
priority of admission. Most of the lay nurses who worked in the Hospice were also
Irish, as were some of the doctors, and they would have helped to further reinforce a

sense of Catholic Irish identity.'®?

182 Gilley, S. (1969) The Roman Catholic mission to the Irish in London, 1840-1860, Recusant History,
Vol.10, p.141 ; Gilley, S. (1972) Papists, Protestants and the Irish in London, 1835-70, in G.J. Cuming
and D. Baker (eds) Popular Belief and Practice. Cambridge University Press, p.261.
183 Author unknown, titte unknown, newspaper unknown, 1905, St Joseph’s Hospice Archive.
::1‘N0lcs for the Annals of St Joseph's Hospice’, 1904 - ¢1909, p.9, [RSCG].
“ Ibid., p.13.
186 STHA, 1900-1905.
187 <A London Gate to Heaven’, reprinted ¢1919 from the Ave Maria, p.8, [RSCG].-
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The Sisters of Charity were particularly vigilant in their efforts to protect their flock
from non-Catholic influences. The stories in the annals contain several examples of
the Sisters trying to ward off Christian Science and Protestant missionaries. One
account of a visit to a dying patient at her home recorded how “annoyed” the Sister
had been at finding that a Protestant lady had also called round. The latter individual
almost succeeded in persuading the patient not to go to the Hospice and the annalist
described the effect of this upon the Sister as “feeling the devil had got in.”'88 The
Sisters’ work in the Hospice can therefore be seen to have played a very important
role in helping to maintain the identity of the Catholic Church as a whole and in
preserving the religious and ethnic integrity of its Irish members. By appealing to their
shared ethnic roots the Sisters not only succeeded in using death to celebrate patients’

Catholicity but also their ‘Irishness’.
iv. The institutionalisation of death

M.A. Crowther has argued that the growing number of deaths which occurred in
institutions in the late nineteenth century signified the beginning of a process whereby
death became instituti‘onalised.189 This section will consider to what extent this
process was taking place in the homes for the dying and the implications it had for
more traditional deathbed rituals. The homes signified both a displacement of the site
of death and a fundamental change in the role and position of the family. The family
was a much venerated pillar of Victorian society and virtually all of life’s activities,
including death, occurred within its sphere. The traditional Victorian deathbed scene
took place in the'home with family and friends present throughout and playing an
active role in caring for the patient. While this continued to remain the norm for
middle and upper class families, growing numbers of working class deaths were
occurring outside of the home and away from the family, in poor law institutions,
hospitals, sanatoria, asylums and the multitude of other homes and hospitals set up to
care for the sick poor who were ineligible for the voluntary hospitals. Institutions had

a divisive effect upon families. They were supposed to offer a substitute for family

' SJHA, May 1905 - May 1909.
' Crowther, The Workhouse System, pp.57-58.
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care but they also separated its members who were forced into the position of having

to defer to the institution’s staff.!*°

The shift in attitu'des regarding the role of the family was also reflected among late
nineteenth century medical opinion. Both William Munk and Oswald Browne, the two
Victorian doctors most responsible for heightening awareness of care of the dying
among the medical and nursing professions, envisaged a fairly limited role for
relatives; only the immediate family were to be present at the deathbed. Although it
was permissible for doctors to make suggestions about little things that they could do
to ease the patients comfort, it was ultimately felt that “the occasion mainly calls for

self-effacement.”'”!

The gradual shift in the place of death from the home to the institution has been linked
by historians to another phenomenon whose roots have been traced back to the late
Victorian era: the concealment and denial of death. This process, according to the
historian Philippe Arigs, originated in the desire of relatives and friends to spare the
dying and to hide from them the gravity of their condition. This motivation, however,
soon became subsumed within the desire to protect those close to the dying person
from having to confront the reality of their loved one’s death. The dying were
removed to institutions where families and friends no longer had to deal with their

immediate presence.'”?

As chapter three showed, this view of death has been challenged by David Cannadine
and Jay Winter who argue that people wanted to remember as much as they wanted to
forget. Ari¢s’ views have also been questioned by the sociologist David Armstrong
who has contended that Aries’ interpretation of events is a fallacy. He disputes Ari¢s’
thesis that death in the late nineteenth and early twentieth century became a silent
discourse, maintaining that there was more thought, spoken, written and discussed on

the subject of death than ever before, Instead, he offers an alternative explanation for

190 4.
Ibid., p.64.
"' Munk, W. (1887) Euthanasia: or Medical Treatment In Aid of an Easy Death. London: Longmans,

Green, and Co., p.90 ; Browne, O. (1894) On the Care of the Dying: a Lecture to Nurses. London:
George Allen, p.32.

92 Atids, P. (1981) The Hour of Our Death. London: Allen Lane, pp.561-577.
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what was happening by claiming a more subtle distinction in social responses to death
during this period; rather than death being silenced there was a fundamental shift in
the way in which it was spoken about. Until the mid-Victorian period the central
preoccupation had been with the dying in the context of the private domestic setting in
which great significance was attached to the words of the dying and their attendants.
However, from the 1850s onwards the focus was increasingly upon the dead person as
manifested in the new rituals of certification and registration and the great medical,
legislative and public interest shown in the proper management of the corpse.'”” In the
context of Armstrlong’s argument it is possible to argue that the late nineteenth and
early twentieth century saw the beginnings of the concealment of the dying as opposed

to death per se.

The creation of homes specifically for the dying not only represented part of a process
whereby death became institutionalised but also signified a new phenomenon;
institutionalisation of the dying stage. Although Crowther argues that growing
numbers of deaths were occurring inside institutions, by and large this was not an
intentional process. The deliberate removal of the dying respectable poor into
institutions specially designed for this purpose, however, denoted the beginnings of
the intentional institutionalisation of death and dying for members of this group. It can
also be argued that the gradual displacement of these patients from their homes into
institutions and the growing number of deaths that occurred in them, in which death
was managed by 'others, formed part of the process whereby the former importance

attached to the dying person and their family was increasingly undermined.

Evidence from St Joseph’s Hospice and the Hostel of God also adds a new dimension
to Aries’ argument that by the late nineteenth century there was a growing tendency to
conceal from patients the true nature of their prognosis. The staff in both homes
believed that patients should be informed of their condition. The Catholic Church, in

particular, felt that people should “be under no illusion when death is near” and that

193 Armstrong, D. (1987) Silence and truth in death and dying, Social Science of Medicine, Vol. 24, No.

8, pp.651-657.
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friends and relatives should not try to deceive them.'®* Inevitably, this thinking, like
every other aspect of their work, was motivated primarily by spiritual considerations.
Knowledge of impending death, that “the moment when they stand face to face with

5195

their Lord and Creator is fast approaching, was particularly important if patients

were to “be prepared for that inevitable summons.”'*®

However, in adopting this practice, both homes did think that they were going against
a recently developed but growing penchant among both the medical profession and the
public in general not to inform patients of their true condition. As chapter 5 has
shown, the Medical Officer at the Hostel of God spoke to the Council in 1925 about
the increasing tendency for hospital almoners to encourage cancer patients to believe
they were entering a convalescent home to be nursed back to health and it was only
after their arrival at the Hostel that the truth was revealed to them.'”” The Sisters of
Charity also felt that “in this twentieth century.....so many, acting from philanthropic
motives in their great desire to alleviate the sufferings of their fellow creatures, shrink

from the frue kindness of making known to the sufferers that their end is nearing.” '*®

In contrast, concerted efforts were made by the staff at St Luke’s not to inform
patients that they were in a home for dying persons. There is, however, some
ambivalence here because several of the accounts of patients, particularly those
written by the Visiting Sisters, talk about patients who refused to accept their
prognosis. One possible explanation for this ambiguity is that it was left up to the
staff, particularly the Chaplains and Visiting Sisters, to only discuss the matter with
patients when they felt the time was right. The overall willingness of the homes to
confront death and dying, even though it was used as part of their ‘higher’ mission to
reach the spiritually impoverished masses, could be seen as an attempt to resist the

|
growing tendency to avoid death which characterised wider social attitudes among the

' Gallwey, Father P., SJ (1889) ‘A Funeral Discourse by Father Gallwey, SJ, Over the Remains of
Eliza Mary Katharine Devas'. London: Burns, Lambert and Oates, p.14, in bound volume of Father
Peter Gallwey Sermons, Jesuit Archives, ref. CPJ 61 ; Hostel of God Annual Council Minutes February
1918 - 1977: 14/02/1922.

195 (gt Joseph’s Hospice for the Dying Report 1907, p.5.

1% Author unknown, ‘Hackney bazaar in aid of the Hospice for the Dying Father Bernard Vaughan on
life and death’, newspaper unknown, c1913, St Joseph's Hospice Archive.

"7 Hostel of God Annual Council Minutes February 1918 - 1977: 09/02/1925.

198 St Joseph’s Hospice for the Dying Report 1907, p.5.

308



middle and upper classes. At the same time, there is scope to argue that the numerous
applications made on the behalf of patients by family and friends was evidence of a
more widespread desire not to have to take on the responsibility of the dying person

themselves.

Institutionalisation also had important implications for the role which the family could
play in the patient’s death. Whereas previously relatives had played a central part in
caring for the patient, they suddenly found themselves having to surrender control to a
whole host of strangers in the form of nuns, doctors, nurses and chaplains. As a
consequence, the family was forced into what was essentially a passive role. This
reduced influence may have been the reason why some families requested to have

patients discharged and return home.

At St Joseph’s Hospice the Sisters envisaged a largely spiritual role for the family.
Some of the features of the “holy and happy death,” particularly its more didactic
elements, were akin to the Evangelical death of the early and mid-Victorian era.'”?
Although general visiting hours were restricted, the Sisters appear to have been fairly
flexible about allowing the immediate family to visit outside of these times. It was
fervently hoped that patients’ relatives, particularly those who had lapsed from the
faith, would gain inspiration from the manner in which their loved one approached
death and find consolation and comfort in the Catholic faith. The annals describe the

effect of one patient’s death upon his wife:

“His wife who was a badly instructed convert always remained in the room
and she too profited and it all made a great impression on her whenever
the children were present. She began to send them to Mass and Catechism
and had them all Baptised Catholics.......His death made a very great
impression on his wife. She had never made her first Communion and had
been badly instructed and seemed to have very little religion in her. But
from her husband’s death she got great grace and about a fortnight after
came of her own accord and asked to be prepared for her first
Communion,”*%

For those relatives who failed to find religious consolation while their loved one was
still in the Hospice, it was hoped that the decorations in the mortuary would provide a

199

Cecil, R. (1982) Holy dying: Evangelical attitudes to death, History Today, Vol. 32, pp.30-34.
X STHA, May 1905 - May 1909.
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final means of inspiration. The annual report for 1907 stated that it was “furnished
with marble slabs, altar, candles and holy pictures, calculated to revive the Faith of
friends and relatives, to inspire the Catholic spirit of reverence for the dead so salutary

to the Living.”*"!

Visitors whose moral integrity was open to question were subjected to much closer
scrutinisation by the Sisters. Although they were prepared to be more flexible about
the moral character of potential inmates, they were less tolerant about patients being
exposed to corruptive influences from visitors once in the Hospice. One story
recounted how the visit of a “painted powdered lady” to one of the male patients had
“greatly distressed” the Sister in Charge. Her fears were compounded by the
knowledge that the patient had “lost his faith” after he left the Hospice the first time
through “drinking and bad company.” The Mother Rectress therefore told him that he
ought not to have any visitors for a while and the annalist noted that the lady visitor

did not come to the Hospice again.*

At St Luke’s House the ability of the family to participate in the death of  patient
was deliberately kept to a minimum and the opportunity for relatives and friends to
play a role was limited by the creation of a set of ‘rules’ which visitors were expected
to abide by. Barrett clearly felt that priority should be given to medical, nursing and
spiritual care of the patients. Ministers were permitted to visit the patients at any hour
but family visiting time was strictly regulated.”®

“We accordingly welcome all visitors but, on account of feebleness of
most of our patients and the large amount of each day that is taken up by
special nursing attendance on them and visits by doctors, the chaplain, the
clergy and the Sisters, it is necessary to confine ordinary visiting hours to
following days and hours.”

Every afternoon, except Thursday and Sunday from 3-5, except by special
appointment with Matron. (signed) Howard Barrett, Honorary Medical
Superintendent.?**

200 g Joseph’s Hospice for the Dying Report 1907, p.6.
22 SJHA, May 1927 - Jan 1929, p.240.
293 3rd SLHAR, taken from 9th WLMAR, 1896, p.24.

 Minute Book of St Luke’s House Committee of Management 15 Nov. 1895 - 19 July 1905:
15/03/1905.

310



At one level it is possible to see the homes as part of the process identified by
Crowther whereby death gradually became institutionalised. However, for the first
time the process of dying was also being deliberately institutionalised; the last few
days, weeks and months of patients’ lives were played out in an institutional setting,
the place of death occurred away from the home and the role played by the family in
attending to the dying patient assumed less importance and was less deterministic. At
the same time, there is scope to view the homes as a response, in part at least, to the
shift in attitudes identified by Armstrong and to claim that they represented an attempt
to reassert the importance of the dying process. The argument also needs to be
qualified in one other respect. The homes were only intended for a specific section of
the population - the ‘respectable poor’ and the impoverished middle classes - and thus
it was only for these groups that dying away from home in an institution became a
more accepted practice in the late nineteenth and early twentieth century. It can be
argued that for paupers, the ‘undeserving’ poor, this process had begun over a century
earlier, namely with the creation of the workhouse and later the Poor Law infirmaries.
However, these institutions differed fundamentally from the homes in that they were

! .
not specifically set up with the single objective of caring for the dying.

v. Conclusion

The above discussion has shown that the foundation of homes for the dying with a
solid religious basis and a primarily spiritual purpose represented an attempt by small,
disparate groups of people to hold on to a tradition of pastoral care, which they felt
was being progressively undermined by wider social, medical and religious changes.
Underpinning the foundation of the homes was the belief that death was an important
and pivotal event in a person’s life because it was the final step before encountering
God and undergoing divine judgement. The significance of this was two-fold: firstly,
it meant that careful spiritual preparation was essential if the dead were to stand
confidently before God and, secondly, it represented the last chance for those who had
not yet accepted the gift of salvation. Neither the hospitals, the infirmaries nor the
homes of the poor could provide the type of care or opportunities that the staff of the

homes envisaged for their patients. Although their individual aims and methods varied
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according to their particular denominational affiliation, they each showed a
considerable capacity for resourcefulness in the range of techniques they enlisted to
help them achieve these. Space and time were carefully controlled and the atmosphere
and influences of the homes made as conducive as possible to inspiring a particular

form of spiritual reflection in the patients.

However, as this thesis has shown it was possible, in small ways, for patients to resist
the pressures that were brought to bear upon them. Their responses ranged from
outright defiance, as in the case of those who chose to leave, to an acceptance of some
of the things on offer (food, medical care etc.) and a rejection of others, such as
spiritual ministrations. It was also possible for patients to use the homes in ways not
intended by those who ran them, for example as a temporary means of care before
transferral to another institution. Patients too had their own particular reasons for
using the homes which were often far removed from the more spiritually-driven
reasons of those who ran them. One such example was the patient at St Joseph’s who
wanted to protect his family from risk of infection. Although patients were subjected
to various forms of management within the homes, the latter cannot be viewed simply
as an exercise in social control, because to do so would be to ignore the impact which
the patients themselves could sometimes have and the various ways in which they

could respond to the attempts at control by those who ran them.

It is important to remember that the emphasis upon tending to patients’ spiritual needs
characterised many other philanthropic endeavours during the late Victorian and
Edwardian eras. Institutions with a specific denominational allegiance were
particularly vigilant in converting patients to their particular branch of Christianity.
The fundamental factor which made the homes for the dying different was that for the
first time dying patients, through their transferral to an institutional setting, were being
singled out as the special objects of conversion. The fact that these patients were so

close to death gave an added sense of urgency to the work of those who ran them.

The preoccupation with ensuring all aspects of the work were rendered conducive to

spiritual reflection was only a feature of the early years of the history of St Luke’s
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House. Unlike the other two homes it found itself powerless to resist wider
secularising influences, particularly once it achieved hospital status in 1917, and it
became more vulnerable to those factors which were influencing the development of
the voluntary hospitals during the 1920s and 1930s. In contrast, St Joseph’s and the
Hostel of God, despite modernising the facilities they could offer to patients, did not
compromise on their overall objective of saving souls and were successfully able to

retain this as their primary focus.

Finally, the homes constituted part of a wider process that occurred during the late
nineteenth and early twentieth centuries: institutionalisation. More specifically they
were part of a growing trend towards the institutionalisation of death. By deliberately
singling out the dying, those who ran the homes sought to re-establish the importance
of the dying process, particularly within a spiritual context, and to ensure that death
would act as the gateway to eternal life. At St Joseph’s and the Hostel of God the
dying process continued to be looked upon primarily from a spiritual perspective, but

at St Luke’s it gradually lost this emphasis and became more medical in focus.
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CONCLUSION

The Impact of the Homes for the
| Dying



The creation of homes for the dying in the late nineteenth century signified both a new
approach to, and a change in attitudes towards, care of the dying respectable poor. For
the first time this group was looked upon as requiring special medical, nursing and,
most importantly of all, spiritual care within an institutional setting. The homes also
represented the beginnings of a recognition of dying as a process for the respectable
poor, from the time of diagnosis as ‘dying’ until the moment of death. This study has
demonstrated that' while the establishment of these three homes in the late Victorian
and early Edwardian era represented a new awareness of, and a new way of looking at,
care of the dying poor, their creation at this particular time was very much a product
of broader social, medical, philanthropic and religious developments. It has also
shown that, despite having similar founding philosophies, their development up until
1938 differed in significant ways and was characterised by marked continuities and

changes.

All three homes targeted a very specific section of the population: the dying
respectable poor who were medically ineligible for retention in the voluntary hospitals
and ‘morally’ unsuitable for admission to the poor law infirmaries. Many of these, it
was felt, had been spiritually neglected and lived in squalid, overcrowded houses in
which it was very difficult to provide adequate care, either medical or religious. Those
who ran the homés aimed to provide the patients with bodily and spiritual care, the
emphasis upon the latter, within a home-like atmosphere. The same moral and
religious thinking underpinned many other philanthropic enterprises during the late
Victorian period and thus the homes can be viewed as part of a much broader network
of charities. Their novelty lay in the fact that for the first time certain individuals and
groups were beginning to single out the dying respectable poor as persons requiring
special institutional care from trained medical, nursing and religious staff. At the same
time the homes, particularly St Joseph’s and the Hostel of God, challenged some of
the wider religious and medical changes that were occurring during this period. The
different denominational basis of each institution meant that tf\e way in which care,
particularly spiritual care, was administered varied significantly, while their individual

management structures had implications for the way in which they developed later.
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Like all charitable endeavours during this period, the foundation of the homes was
both influenced by, and helped to shape, prevailing social attitudes. They were only
intended for specific section of the poor - the ‘respectable poor’ - and, as such,
suggested a desire, on the part of those running them, to both care for and manage this
group right up to the end of life. Moral preoccupations were particularly apparent at St
Luke’s House during the years when Howard Barrett was Medical Superintendent.
Barrett was emphatic that only members of the deserving poor could be admitted to
the Home and showed no compunction in discharging dying patients whom he felt
were morally suited for the Poor Law infirmaries. By contrast, in keeping with
Catholic notions of ‘holy poverty’, the moral character of patients at St Joseph’s was
looked upon as less important than their spiritual condition. Patients from the lower
end of the social s'cale, such as thieves and prostitutes, were accepted if it was felt that
they would benefit spiritually from being in the Hospice. By the 1930s, social attitudes
towards the poor had begun to change; the term ‘pauper’ no longer existed as a legal
social category and poorer social groups were subject to less moral discrimination and
segregation. As a result, the moral status of patients in the homes no longer held the
same importance, although they were still intended primarily for the reception of the

dying poor.

Patient populations within the homes also changed markedly during this period. The
epidemiological basis of each institution altered from a high intake of phthisis patients
to a predominance of cancer sufferers. Although this transition was a characteristic of
all three homes, it occurred at a different time in each. At St Luke’s House and the
Hostel of God it took place much earlier, between the years 1905 and 1910, but at St
Joseph’s it did nc;t happen until around 1925 and proportionately was not as big a
change as that in the other two homes. The larger number of cancer patients at the
Hostel of God and St Luke’s was due to the high percentage of hospital referrals
which they received. The religious affiliation of patients in these two homes remained
relatively stable over the years, both showing a majority of Church of England
patients; but at St Joseph’s the almost predominantly Catholic population during the
early years gave way, after 1925, to a significantly higher number of Church of

England inmates. The epidemiological and religious changes at the Hospice coincided
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with its expansion in 1925 to a 75-bed institution and the increased admission of

patients recommended by the public authorities.

All three homes experienced difficulties in the early years in maintaining their status
as institutions for the ‘dying’. The number of discharges and chronic, long-term
patients was generally higher than it was in the 1920s and 1930s. At St Luke’s the
average length of stay of patients shortened gradually over the years suggesting that
they were more successful in overcoming this problem. Certain biases in the data for
the Hostel of God, as noted in chapter 4, meant it was difficult to tell if the staff there
were able to overturn the problem of chronic patients, although the purchase of an
adjacent property for more long-term patients in 1931 may have gone some way to
achieving this. By contrast, the average length of stay of patients at St Joseph’s
remained significantly longer and suggests that the Hospice was not as fastidious

about only accepting patients with short prognoses.

Between their foundation and 1938 all three places evolved from small, independent,
community based' homes into institutions that were both recognised as providing a
special form of care and were part of much wider medical networks in London. St
Luke’s and the Hostel of God both became integrated into the London hospital
system. St Joseph’s, which during the early years had centred its work upon the local,
predominantly Irish Catholic population in the East End, had, by the 1920s and 1930s,
expanded its patient catchment area and been brought into a closer alliance with the
state through its incorporation into local government networks of medical and nursing
provision. During the interwar years both St Joseph’s and St Luke’s accepted local
authority funding, but the Hostel of God appears to have continued to rely primarily
on voluntary contributions. Although St Joseph’s Hospice and the Hostel of God
continued to be looked upon and portray themselves as homes, St Luke’s House, after

1917, assumed both the status and appearance of a small, special voluntary hospital.
The history of the homes during the period 1878 to 1938 illuminates some of the

tensions that arise between the introduction of modern developments and the

persistence of more traditional attitudes and beliefs. Institutional care represented an
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innovative approach to caring for the dying and reflected modern developments such
as the growing trend towards institutionalisation and the importance of providing
medical care from trained physicians and nurses. At the same time, the founding
philosophies of the homes were deeply entrenched in some of the more traditional
aspects of care of the dying, particularly the pre-eminence given to the soul. As such it
can be argued that they embodied a fundamental paradox: the persistence of tradition

within modernity.

The stronger religious basis of the Hostel of God and St Joseph’s Hospice and their
management by a sisterhood provided a bulwark against the influences of
secularisation and meant that they were able to avoid many of the tensions which this
inevitably created and also to retain most of their traditional beliefs. In contrast, the
staff at St Luke’s were unable to resolve these tensions. The absence of any formal
religious links after 1912 and the resignation of its spiritually-driven founder in 1914
meant that religion occupied an increasingly tenuous position within the Home and, as
aresult, it gradually lost many of its more traditional elements. The modernisation and
medicalisation of St Luke’s - symbolised by its change to hospital status after 1917 -
gathered momentum from then on and its outlook came gradually to reflect that of the
voluntary hospitals as issues of finance and state encroachment took up more and

more of its time.

The principal traditional feature of care of the dying to which the homes paid homage
was the “soul cure.” One of the principal reasons they were founded was to provide
salvation for those whose souls were in danger of being condemned to an eternity in
hell. During the early years every other aspect of their work was subordinated to this
objective. The deathbed was carefully managed so that spiritual care received
precedence. Patients’ status as both the dying and the destitute and their dependence
upon the refuge offered by the homes were also subtly integrated into this work.
Attending to patients’ bodily and mental needs was believed to facilitate the transition
to the “soul-cure.” As chapter 3 has shown, such thinking formed part of a broader
change in attitudes; Victorian philanthropists increasingly felt that spiritual responses

would only be evoked if they were preceded by, or accompanied with, material aid. At
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St Joseph’s Hospice and the Hostel of God “soul cures” remained the primary
objective suggesti;g that, unlike care of the living, spiritual issues in care of the dying
were still important to certain groups. The continued religious emphasis of these two
homes has implications for Jalland’s argument that during the late Victorian and
Edwardian period middle and upper class concerns about spiritual issues in care of the
dying gave way to heightened anxieties about the patient’s physical suffering. The
work of the two homes suggests that not all members of these social groups followed
wider trends; by adhering to more traditional beliefs and practices the staff were able

to both resist and challenge the changing attitudes of some of their contemporaries.l

By contrast, the personnel at St Luke’s House were, after 1914, more vulnerable to
wider religious, medical and social changes, so that over the years spiritual
preparation for death became less of a priority. In chapter 3 it was shown that the
changing emphasis of the annual reports was particularly indicative of this shift. The
absence of any full time religious staff was, in part, responsible for this alteration in
thinking, while the often precarious financial position of the Home meant that the staff
were far more sensitive to public opinion or, more precisely, to their particular
interpretations of it, and many of the changes implemented during this period were a

direct response to this.

The denominational basis of each home had a significant impact on the way in which
spiritual care was administered to the patients. Attitudes towards dying patients and
the management of the deathbed were deeply entrenched in the theology of their
respective churches. Vigilant efforts by the staff to convert patients to their particular
branch of Christianity was a characteristic of many other late Victorian and Edwardian
philanthropic endeavours which had a specific denominational allegiance. However,
the fundamental factor which differentiated the homes for the dying was that, for the
first time, dying patients, through their transfer to an institutional setting, were being

singled out as the special objects of conversion.

" It should also be noted that the Friedenheim, the Home of the Compassion of Jesus and Our Lady’s
Hospice in Dublin retained a primarily religious focus thereby giving added strength to this argument.
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At St Joseph’s and the Hostel of God religious thinking and denominational affiliation
continued to exert a powerful influence on the way in which each home was run.
“Holy and happy deaths” remained the principal objective of the Sisters of Charity,
while the work at the Hostel of God continued to centre upon the provision of an
Anglo-Catholic ministry. After the First World War, however, the “respectable
Christian death” at St Luke’s assumed less importance as the Home began to move in

1
a more secular direction.

The homes for the dying also constituted part of a wider interest in care of the dying
that developed among some members of the medical profession during the latter half
of the Victorian era. In chapter 5 it was shown that certain leading physicians were
beginning to look upon it as a separate and distinct area of practice in which patients
required a more caring and supportive environment. Although by the late nineteenth
century spiritual care of all types of patients was beginning to be both separated out
from, and subordinated to, medical and nursing care, the homes represented an
attempt to try and counter these trends. They not only intended to re-establish the
primacy of spiritual care but also to reforge the relationship between care of the body
and care of the soul. The role of the Sisters at St Joseph’s and the Hostel of God,
which combined nursing skills with spiritual ministration, was particularly
instrumental in tt;is because it helped to facilitate the transition from physical to

spiritual care.

The willingness of the homes to confront death and to encourage their patients to do
so, even though it was primarily motivated from spiritual concerns, has repercussions
for the wider historiography of death and dying, particularly the arguments of
historians, such as Arigs, that by the late nineteenth century there was a growing
tendency to conceal from patients the true nature of their prognosis. Although the
homes identified this tendency not to inform patients of their condition as a growing
practice among the medical profession and the public in general, their acceptance of
patients as ‘dying’ can be seen as an attempt by certain groups and individuals to resist

wider changes in social attitudes among the middle and upper classes.
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The homes were also part of a process in the late nineteenth and early twentieth
century whereby death gradually became institutionalised. The place of death was
removed from a domestic to an institutional setting in which the role played by the
family in attending to the patient was less important and therefore less deterministic.
At the same time, the work of the homes represented an attempt by certain members
of the upper middle classes to reassert the importance of the dying process,
particularly its spiritual aspects, within the specific context of the dying ‘respectable
poor’. As part of this process the former importance attached to the dying person was
increasingly undermined as their care was taken over by institutional management.
Although the individual responses of patients to the work of the homes was important
- essentially shown through a personal declaration of faith - they were expected to

conform to certain sets of expectations and intended outcomes.

The fundamentally unequal relationship between the patients and those who ran the
homes meant that very few of the former would have been impervious to the
influences to which they were exposed once inside. However, on occasion inmates
were able to respond in ways not envisaged by those who provided their care. While
some found themselves having to accommodate to, or accept, the values and beliefs
imposed upon them, others were able to demonstrate a stronger degree of resistance,
either by refusing to yield to spiri.tual ministrations or by exerting their own influence
on the homes and using them for purposes other than those for which they were

officially intended.

The Impact of the Homes
'

An analysis of the work of the homes for the dying would be incomplete without
examining the extent of their impact upon society, collectively as well as individually,
by exploring some of the possible reasons why they failed to spread either locally,
throughout London, or at a national level. The first part of this section assesses briefly
the individual success of each home by evaluating its position at the end of 1938. The
second part looks more closely at the broader impact of the homes and considers some

of the possible reasons why it was so limited.
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In 1938 St Joseph’s was by far the largest of the three institutions, accommodating up
to 75 patients. The Hostel of God had 55 beds in constant occupation, while St Luke’s
House, with only 48 beds, was the smallest of the three homes but seemed to
experience the most difficulty in filling them all. The location of St Luke’s and its
stipulation that patients have less than four months to live may have been partly
responsible for its inability to maximise its accommodation. The reports and minute
books contain numerous references to the low number of admissions. In 1914
Edmund Barrett wrote that the reason they did not receive more applications was
because they were situated in the wrong place: “the patients come from the East End
and all the poorer suburbs while we are lodgers in a West End residential square,
cramped for room and totally unable to suitably advertise us.” He went on to make
this the basis of an appeal to the public for money to buy a new home more suitably
located.” However, the new premises which was finally built ten years later, was
situated only a few doors away from their old address and thus did little to remedy

their problems.

As Table 10 shows, St Joseph’s Hospice was also the wealthiest of the homes; in 1935
its total income amounted to £18,346, over double that taken by the Hostel of God in
1938 and over three times as much as the sum received by St Luke’s.> Unlike the
other two homes, St Luke’s found itself facing the threat of war with a very precarious
financial situation; in 1938 it had a negative balance of £1,090.* The reasons given in
the annual report for this state of insolvency reflected the Home’s reliance upon
money received from patients and the public authorities, both of which declined
considerably during this yc:ar.5 Despite being the smallest of the homes, St Luke’s also
had the highest annual expenditure on salaries.® This was probably due to the fact that
all its nursing staff were employed from outside the institution, compared to the
Hostel of God and St Joseph’s where part of the nursing was supplied by the resident

sisterhood; for example, in 1938 £1,090 was spent on nursing salaries, compared to

2215t St Luke's House Annual Report (hereafter SLHAR), 1914, p.13.
! ‘Report for St Joseph's Hospice for the Dying, 1935, pp.14-15 ; Hostel of God Annual Report
(hereafter HOGAR), 1938, pp.14-17 ; 46th SLHAR, 1939, pp.24-25.

46th SLHAR, 1939, pp.12-14,

3 Ibid.

S Ibid., p.25.
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Table 10: Income and Expenditure 1938

St Luke’s Hostel of St Joseph’s
House God Hospice*

Income £5,166 £7,306 £18,346
Subscriptions and £1,800 £2,446 £2,436
Donations
Patient Contributions £765
(St Luke’s)
Patients in Annexe (Hostel £791
of God)
Private Nursing Home (St £2,552
Joseph’s)
Congregational £5 £133
Collections
King Edward Hospital £50
Fund
Hospital Sunday Fund £70
Hospital Saturday Fund £200 £60
Hospital Savings £839 £240
Association
Public Authorities £297 £649
Flag Day Appeal £1,212
Invested Property £792 £3,290
Bequests £570 £3,076
Expenditure £6,257 £6,278 c£6,500
Surgery and dispensary £288 £144 £267
Domestic £1,466 £1,252 £1,788
Provisions £1,408 £1,306 £2,976
Salaries and Wages £1,825 £1,179 £1,213
Balance -£1090 £57

* Figures for St Joseph's apply to 1935 because no information was available for 1938,

£507 at the Hostel of God.” As well as deepening financial insecurities, the very status
of St Luke’s as a voluntary hospital was under threat from state encroachment. After
the Local Government Act of 1929 gave responsibility of the former Poor Law

infirmaries to local county councils, St Luke’s, which, as chapter 6 has shown, had

7 1bid., p.24 ; HOGAR, 1938, p.14.
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been designated a ‘non-localised special hospital’, became involved in efforts in the

1930s to safeguarc'i the status of the voluntary hospitals.®

The more secure financial basis of the Hostel of God was due to a substantially higher
income from donations and subscriptions, a large proportion of which came from the
Freemasons, money provided by patients in the Annexe, generous legacies, invested
property and a wealthy Endowment Fund.? The relative affluence of St Joseph’s was
also the result of the generous sums given by donors and subscribers and the money
received from patients in the Private Nursing Home. The main source of income,
however, came from the substantial bequests left to the Hospice.!® The fact that St
Joseph’s and the Hostel of God both modified the purposes of their institution over
the years, in order to admit patients with other types of condition and to enhance their

. . . 1
income, may have contributed towards their long-term success. !

After the establish'ment of St Joseph’s Hospice in 1905 no other homes for the dying,
either religious or secular, were founded in Britain until the 1950s when two hospices
were set up in Scotland.'? The question of why their impact was so limited in the early
decades of the twentieth century must be examined at two levels; firstly, closer
scrutiny of the records of the Homes themselves to see if they offer any insight, and
secondly, an investigation of the broader social, medical, religious and philanthropic

changes that were occurring during this period.

All three homes were the subject of criticism at some point during the first forty years
of their history. The role of critical voices - from whom they came, why and the form
taken - is particularly important in assessing the impact of an institution because it
may help to reveal possible weaknesses within it and also provide some clues as to

how it wa : ar obini
OW 1t was received by popular opinion.

® Minute Book of St Luke's Hospital for Advanced Cases Committee of Management 25 March 1931 to
26 April 1939: 23/02/1938, p.86.

HOGAR 1938, pp.14-17.

‘Report for St Joseph's Hospice for the Dying, 1935°, pp.14-15.

' St Luke's Hospital for Advanced Cases (renamed Hereford Lodge 1974) closed in 1985. St Joseph’s
Hmplce and the Hostel of God (now Trinity Hospice) still exist today.
2 St Margaret's Hospice, in Clydebank, in 1950 and St Andrew's Hmplce' in Airdrie, in 1957. Both
were established and run by the Irish Sisters of Charity.
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Both St Luke’s and St Joseph’s were looked upon with disapproval by some of the
local residents because of their choice of title, suggesting that certain members of the
public at least did not relish the presence of a home for the dying ip their
neighbourhood. The decision temporarily to close St Luke’s in 1901 was largely the
result of a complaint lodged by a local builder that much could be seen in the front
wards and on odcasion men had been seen sitting at the window smoking and
expectorating. He also expressed disapproval at a hearse having been seen at the door
of the home at 9:15 in the evening. In an attempt to appease the builder and avert the
closure of the Home, the windows were covered with muslin blinds and instructions
issued that the patients should never sit in the windows at the front of the house.
Arrangements were also made for the removal of the deceased between five and six in

the morning before anyone else was about.'?

Despite all the efforts at discretion, St Luke’s was once again the subject of criticism
in 1927 when one of the local residents complained about the coughing and vomiting
noises of the patients at night. She demanded that something be done and threatened
to bring the matter before Princess Margaret, one of the vice-presidents, claiming the
Home as a ‘public nuisance’. The Committee responded by letter saying that

everything would be done that was compatible with the patients’ health to mitigate the

trouble.'*

The Sisters at St Joseph’s were also criticised over their choice of title. Only four
months after opening, an article appeared in The Mercury denouncing the Sisters’ use
of the word ‘dying’ (written on a large board in the garden of Cambridge Lodge), and
claiming that this “gloomy and disheartening announcement is very depressing to
people who reside in the neighbourhood, especially those who are stricken down by
illness.” The author suggested that the term ‘incurables’ would be more suitable and

“would still convey the exact meaning the Sisters desire, without the unpleasant

" Minute Book of St Luke’s House Committee of Management 15 Nov. 1895 - 19 July 1905:
04/07/1901.

"* Minute Book of St Luke's Hospital for Advanced Cases Committee of Management 30 April 1925 to
26 February 1931: 12/07/1927, pp.149-150.

324



reminder that all those who enter the Hospice are without hope.”'> However, with
such popular misrepresentations of the Home’s purpose, retention of the original title
remained imperative for the Sisters and, unlike St Luke’s, it was never forced to the

point of having to change its name.

Not only did the staff at St Luke’s feel that the sub-title of the Home was received
unfavourably by the public, but it was even, on one occasion, the subject of royal
reproach. In 1908 the Queen visited the Home and expressed her dislike of the name
‘Home for the Dying Poor’. She asked for the title to be changed to ‘Home of Rest for
the Weary’ because the former was “inexpressibly sad and depressing.” Barrett
objected to this particular suggestion because it would be far too misleading to the
public. A proposal was put forward to consider the name ‘Home of Peace’ but the
Friedenheim would not consent to this because it was the same title as their own. The
matter was explained to the Queen who, on hearing that as a rule the patients were

kept in ignorance of the title of the Home, agreed to the retention of the original

name.'6

At the Hostel of God it was not the name of the Home that came up for criticism but
the size of the Chaplain’s annual stipend, a substantially higher sum than that paid to
the Medical Officer. An article from Modern Society, written around 1898, drew
attention to the £135 salary received by the chaplain and contrasted it with the
combined wages of the medical and nursing staff and the servants, which amounted to
only £122. Although the author asserted that he in no way intended to demean the
work of the Chaplain or cast aspersions upon the integrity of his motives, he obviously
found this financihl injustice difficult to accept; “Economic principles can hardly be

exposed to a ruder shock.”!”

The ward arrangements at St Luke’s also gave considerable cause for concern. At a

meeting of the Committce in 1916 the observations made by a representative of the

I3 Aulhor unknown, ‘Hospice for the dying', The Mercury, 8 April 1905.

¢ Minute Book of St Luke's House Committee of Management 11 QOctober 1905 to 21 May 1912:
1'3/06/19()8 pp.120-123 ; 14/10/1908, pp.134-135.

7 Article in Modern Society, ¢1898, no title, author unknown, in Charity Organisation Society Archive,
London Metropolitan Archives, ref. A/JFWA/C/D211/1.
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Charity Organisation Society after a visit to the Home were discussed and then
minuted. The visitor commented on the undesirability of having cancer and
tuberculosis cases in the same wards, suggesting instead that the Home should have
fewer admissions and confine itself to cancer patients. Nothing was done at the time
about separating cancer and tuberculosis patients because Howard Barrett did not feel
that these arrangements were desirable or practicable in the present premises.18 Two
months later the Matron reported that the Chief Almoner at St Thomas’ Hospital had
said that the practice of not segregating phthisical and cancer patients was viewed
with disfavour by the medical staff and patients’ friends. This time the Committee
agreed, upon the advice of Barrett, to separate the two types of case as far as
possible.”” However, it does not seem that much effort was put into implementing
this. Three years later, in 1919, Edmund Barrett informed the Committee that both St
Thomass’ Hospital and the Brompton Hospital had ceased sending patients to St
Luke’s, the latter because patients had complained of being uncomfortable there.
Barrett said that he had written to both hospitals and the almoner at the Brompton had
replied giving specific reasons for patient discontent; firstly, that the bodies of patients
who died in the night were left in the ward until morning and secondly, the presence
of cancer and tuberculosis patients in the same wards. He went on to say that definite
steps would be taken to redress these which would then be communicated to the
Brompton: the scheme for isolating beds with curtains, which at that time was only in
operation in one of the wards, would be extended to the other wards as he saw fit and
the Matron would be given the task of devising a means for separating cancer and

. . . c oo 20
tuberculosis patients, even if at the cost of fewer admissions.

Individually these criticisms may not appear very significant but collectively they
demonstrate that the homes, particularly St Luke’s, were not always viewed
satisfactorily by either the public or the medical authorities. As chapter 4 has shown,
the local government was beginning to make provisions for dying patients and it may

be that these institutions were looked upon more favourably than the independent and

8 Minute Book of the St Luke's House Committee of Management, 18 June 1912 - 27 May
1918:11/04/1916, pp.217-218.
* Ibid: 20/06/1916, p.222.

% Minute Book of the St Lukc's Hospital for Advanced Cases Committee of Management 23 June 1918
- 25 March 1925: 28/11/1919, rp-72-74.



somewhat idiosyncratic initiatives which the homes represented. Their tendency to be
inwdrd looking may also have influenced their ability, or inclination, to diffuse their
ideas among a wider audience. St Joseph’s Hospice and the Hostel of God in
particular were focused on a specific style of care which was not easily transferable to

non-Anglican or non-Catholic led institutions.

The inability of the homes to make any widespread impact may also relate to broader
developments during the late nineteenth and early twentieth century. The homes were
founded in what was essentially a transitional period - religion was increasingly
challenged by secularism, voluntarism was under threat from collectivism, attitudes
towards death and dying were fundamentally altering and assumptions about the poor
were changing - suggesting that by the 1920s and 1930s their former relevance had

somewhat declined.

The early twentieth century has been characterised by several historians as a period in
which social attitudes towards death underwent significant change. The First World
War forced a confrontation with death on a scale and in a manner never previously
experienced. As chapter 3 has shown, the War had largely undermined the ability of
Christianity to provide meaning and solace because it was unable to provide an
adequate explanation for the unprecedented grief and mortality that had ensued. David
Cannadine has also argued that, while the War led to a mass preoccupation with all
forms of death gssociated with the War, “at the level of particular, domestic,
individual experience death from narural causes [my italics], as an integral and
accepted part of family life, scems to have been less significant than in the period
before the first war."?' The inadequacy of traditional religion, taken together with
Cannadine’s argument, might suggest that homes for the dying, particularly ones with
a strong religious emphasis, would not have appealed to a generation who had just
come through the experience of World War One. It is hardly surprising that after 1918
people could no longer contend with death in their daily lives in the same way that

they had a decade earlier. Within this context institutions caring for the dying would

A Cannadine, D. (1981) War, death, grief and mourning in modern Britain, in J. Whaley (ed) Mirrors of
Mortality: Studies in the Social History of Death. London: Europa Publications Limited, p.232.
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perhaps have seemed largely irrelevant when held up against the recent memory of the

sudden and horrific deaths of a nation of young, healthy men in the prime of life.

In the early decades of the twentieth century deliberately choosing to die away from
home was still a relatively new experience for the respectable poor. Although
increasing numbers of deaths were occurring in institutions and hospitals, it was by no
means a recognised or common procedure - many people continued to look upon the
home as the traditional site of death. As chapter 4 has shown, it was not uncommon
for patients to leave because they preferred to die at home. However, as chapter 6
suggested, it was also possible that some people may have looked upon the homes as a

way of avoiding direct confrontation with the death of another, especially if that death

was premature.

Religious and philanthropic deve]opments_during the first decades of the twentieth
century also had' implications for homes founded upon a strictly religious and
voluntary basis. By the early 1920s many of the areas which had formerly come under
the umbrella of philanthropy were being taken over by initiatives from local
governments and private, professional societies. More importantly, it was seen as their
duty to provide these services. Churches were willing to cede responsibility because
they realised that other bodies could do it better and they no longer had the financial
resources.”? At St Luke’s House there is evidence of this declining interest in
charitable enterprises. By the late 1920s the Home was having considerable problems
generating sufficient support, especially financial income. Unlike the other two
homes, it was especially sensitive to wider economic conditions and the depression of
the early 1930s gave considerable cause for concern. Throughout this period the
Treasurer tried continuously to impress upon the Committee the urgent need to try and
interest the younger generation in their work and entreated the governors to think
about new ways 0;“ increasing subscriptions. At one of the meetings the Treasurer also
touched upon anoth;:r factor which may have contributed to St Luke’s ongoing

financial problems and to its long-term demise: the loss of earlier charismatic

2 Cox, J. (1982) The English Churches in a Secular Society: Lambeth, 1870-1930. Oxford University

Press, p.273 ; McLeod, H. (1996) Religion and Societv in England 1850-1914. London: Macmillan,
p.221.



leadership. He contrasted the apathy of the present governors to the gifts of inspiration
provided by the Barretts and Miss Don, the late Secretary, particularly when it came to

methods of fund-raising.23

After the War local government authorities even began to assume responsibility for
the provision of dying patients. The Medical Superintendent at St Luke’s House, in his
report for 1921, remarked that, where possible, the various local authorities were
finding room for advanced tuberculosis cases in their own institutions.?* As chapter 4
has shown, the post-war period, in response to increased mortality rates from the
disease during the war, saw renewed efforts by local authorities to provide for
tuberculosis sufferers in an advanced stage of illness. The acquisition of the former
Poor Law infirmaries by local authorities in 1929 also meant that there was increased
institutional provision for persons suffering from other forms of advanced disease. As
the London County Council Medical Officer pointed out in his report for 1925 (see
chapter 4), these institutions could be run more efficiently and economically than
smaller, voluntary ones because they provided a much higher number of beds and

were financed by the local authorities.

By the early twentieth century religious influences no longer carried the same force or
operated in the sae pervasive manner that they had fifty years earlier. The authority
of the Bible had been questioned thoroughly and changing views on hell, judgement
and the immortality of the soul greatly undermined many of the former claims held by
religion.”® The growing irrelevance of religion in a secularising society meant that,
while existing institutions with a primarily religious emphasis were able to survive,
often only by accommodating themselves to wider changes, it was increasingly

difficult to justify the establishment of new ones run along the same lines.

By the 1920s and 1930s attitudes towards the poor had also begun to change. After the
War middle class anxiety about the condition of the poor in London was subsumed

within the more urgent problems caused by world depression, a million unemployed

2 Minute Book of the Annual General Meceting of the Governors of St Luke’s House, 16 April 1912 -
20 December 1946: 24/04/1912, pp.143, 151 ; 26/04/1934, p.181.
2 28th SLHAR. 1921( p.7.

* Rowell, G. (1974) Hell and the Victorians. Oxford: Clarendon Press, pp.4, 212.
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and the decay of Britain’s staple provincial industries.’® As discussed earlier, the
middle classes, by the 1920s and 1930s, were also less disposed to cast judgement on
the poor by discriminating between ‘paupers’ and ‘respectable poor’. The improved
status of, and standards of care in, the former Poor Law infirmaries, some of which
were being used to care for advanced cases, meant that both the working classes and

the lower middle classes were more willing to use them.

There is no single factor which explains why the homes were so limited in their
impact. By the second decade of the twentieth century conditions had gradually begun
to stabilise so that many of the circumstances which had given rise to the need for
homes devoted to caring for the dying ‘respectable’ poor had largely disappeared or
were no longer underpinned by the same sense of urgency. Geoffrey Rivett has
suggested that one possible reason why reforms do not always succeed is that
problems which were pressing at the start can become insignificant by the end and are
replaced by new ones. He uses the example of infectious diseases as an illustration,
arguing that at one point they were responsible for an entire hospital system but
quickly waned in importance with the introduction of public health matters.”” The
inability of the homes to make an impact beyond London also owed much to the
highly individualistic, inward-looking approach adopted by each institution,
particularly the way in which spiritual care was provided. The focus of each home on
a particular branch of Christianity, especially St Joseph’s and the Hostel of God,
would not have sat very comfortably with the more secular-oriented society of 1930s
England. In light of this the homes for the dying can be seen as little more than small,
isolated pockets of reaction but their very survival and the subsequent role they would
come to play in the founding of the modern hospice movement in the 1950s and 1960s

stands as a testimony to both the strength of that resistance and to their overall

- SUCcess,.

% Stedman Jones, G. (1984) Outcast London: a Study in the Relationship Between Classes in Victorian
Society. London: Penguin Books, pp-340-348.

7 Rivett, G. (1986) The Development of the London Hospital System 1823-1982. Oxford University
Press, p.347.
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APPENDIX 1: Methodological Note

This thesis is part of a wider study - the Hospice History Project - which is being
directed by Professor David Clark within the Department of Palliative Medicine at the
University of Sheffield. The project commenced in 1994 and, until now, has mainly
preoccupied itself with the emergence and development of the modern hospice
movement in Britain which began in the 1960s. The various misconceptions about the
origins of the first ‘hospices’ in Britain and the very limited understanding of their

beginnings were, in part, responsible for the study described here.

As a researcher based in a specialist department of palliative medicine, I had the
advantage of working in a multi-disciplinary environment. One the principal benefits
of this was being exposed to range of different research methods and techniques,
particularly those employed by social scientists and clinicians, which in turn enabled
me to reflect on my own methodology and to consider where it fitted in with the
approaches used by other researchers. One unforeseen, but very fortuitous,
consequence of this was finding myself in a situation, regarding a set of patient
registers (see the discussion in the following section on St Luke’s House), in which I
had to rely on a procedure which is far more common to these groups of researchers

than it is to historians, and for which I was able to obtain much helpful advice.

Sources

The selection of primary material was principally determined by its availability.
During the first twelve months of my PhD a detailed survey was conducted of the
sources available for each of the five homes in England and the Hospice in Dublin. At
one point the possibility of comparing the development of Our Lady’s Hospice in
Dublin and St Joseph’s Hospice in London was considered. Both institutions were run
by the Irish Sisters of Charity and offered potential for contrasting developments in
England and Ireland. However, the greater number and variety of sources available for
the Hostel of God, St Luke’s House and St Joseph’s Hospice, together with the fact

that each had a different denominational basis, a factor which seemed to have
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impacted significantly on their development, provided more scope for a comparative

study of three institutions founded in the same city.

The records for St Luke’s House and the Hostel of God have both been deposited in a
public archive - $t Mary’s Hospital, Paddington and The Minet Library, Lambeth
respectively - and have been well catalogued by the archivists. In contrast, the material
for St Joseph’s was divided between two sites; the Hospice itself and CARITAS, the
central archive for the Irish Sisters of Charity in Dublin. The latter have been
catalogued by the archivist but the records retained by the Hospice have not been
preserved in any systematic manner. Finding them involved rooting around in a
variety of rooms from the filing cabinet in Matron’s office to a dusty room in the

depths of the basement!

The records kept by each institution vary considerably. At St Luke’s the three main
collections of primary material are the annual reports, which exist for every year since
the Home’s foundation; the patient registers, available from 1896 onwards; and the
minute books for the various committees. Financial ledgers and cash books have also
been deposited in the archive at St Mary’s Hospital, along with a scrap book of
newspaper cuttings for the years 1901-1929. Unfortunately, gaining access to the
patient registers created a few problems; they have been closed to the public for one
hundred years because they contain ‘sensitive’ data on the patients. However, because
we only wanted to examine the data in aggregate in order to establish certain trends
and patterns, we felt we had a legitimate case for looking at the registers. In order to
obtain permission to access them, we had to follow a route that many of the clinicians
and social scientists in our department have to take when dealing with sensitive data:
application to the Local Research Ethics Committee, an often difficult and lengthy
procedure. In due course, however, formal approval of our application to the St

Mary’s Local Research Ethics Committee was granted in October 1998.
The material retained at St Joseph’s Hospice consists of three main types: the convent

annals, dating from 1900 onwards; the patient registers, available from 1905 onwards;

and newspaper articles, dating from the early 1900s. CARITAS in Dublin also
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contains copies of the annals. In addition to these, there is a small notebook entitled
‘Notes for Annals of St Joseph’s Hospice’ which covers the years 1904 to 1909 and
differs considerably in content from the annals themselves. Unfortunately, only three
of the early annual reports for St Joseph’s are still in existence - 1907, 1916 and 1935
- but they do at least cover three out of the four decades of its pre-1938 history. These
are also kept at CARITAS together with a few other miscellaneous items such as

letters and newspaper cuttings.

The records relating to the Hostel of God are less comprehensive. The two principal
deposits are the apnual reports and the minute books for the Council and the House
Committee. The reports for the very early years are incomplete, but the
correspondence records of the Charity Organisation Society concerning the Hostel
which have been deposited at the London Metropolitan Archives contain some of the
missing reports. This does, however, still leave the following years unaccounted for:
1899-1901, 1903-1905, 1907, 1909-1910, 1913, 1915-1916 and 1918-1919. Patient
registers are available, but only from 1927 onwards. Other records include

subscription and donation journals and miscellaneous documents relating to the

constitution and property valuations,

Aside from conducting a survey of the primary material, the remainder of my first year
was spent reading through the relevant secondary literature in order to generate a
series of questions which I could use when analysing my own sources. I also wanted

to see what methods and approaches have been used by historians researching into

similar subjects.

The large part of my second year was taken up looking in detail at all the sources for
each home and making comprehensive notes. As I read through the material certain
issues and questions were necessarily raised which I then went on to explore using

other primary material and secondary sources.



Implications of the nature of the sources for the thesis

The primary material available for each of the three homes was of a fairly limited
nature and had certain implications for the way in which this study could be conducted
and the questions that could be asked. Social historians of medicine are increasingly
aware that to date much of their work provides an elitist view of medical
developments and are beginning to advocate the need for a more patient-oriented
perspective. However, ideal as it would have been to conduct the latter sort of study,
the fact that all of the material available for the homes was complied by those who ran
them necessarily prevented this type of approach. Unfortunately, there were no
documents written by the patients themselves or their families so that any glimpses we
do have of these two groups are based solely upon the perceptions of those providing
the care. Nevertheless, this still offers an extremely interesting insighf into the homes

during this period and it is not entirely impossible to gain some understanding of the

patients’ experience.
.

As mentioned above, the relatively greater variety of primary material available for the
three homes was an important factor in determining their selection. Although all the
sources were written by those who ran the homes and meant that it would only ever be
possible to understand events from their perspective, the fact that they were compiled
within a number of different contexts and for a variety of purposes helped to provide a
range of viewpoints from which the homes could be examined. The very different
purposes and authorship of the sources was instrumental in determining the way in
which they were written and had important implications for the way in which their

contents could be interpreted historically.

The annual reports were essentially written for the benefit of subscribers and patrons -
both current and Potential - to justify the existence of the home and to appeal for
support, particularly financial aid. The reports for the Hostel of God and St Joseph’s
Hospice were primarily a record of their administrative work but those for St Luke’s
for the years 1893 to 1913 were considerably different. The latter were far more

substantial compilations which included a lengthy report by the Medical
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Superintendent and contributions by other key members of personnel. The reports for
the Hostel of God, and in particularly those for St Luke’s, played an important role in
helping to construct their ideology. In contrast, the Committee minute books, which
provide insight into the management and practical workings of the homes, offer a
means for comparing ideology with what happened in practice. Unfortunately, the
absence of any minute books and most of the annual reports for St Joseph’s meant that
we had little information on the more practical working of the Hospice and issues

relating to its management.

Information on the Hostel of God was also found in some of the copies of St
Margaret’s Magazine and Half-Yearly Chronicle which are still kept at St Margaret’s
Convent in East Grinstead. The purpose of the Magazine was to recount the broader
work of the Sisterhood for each half-year. Each edition included reports from some of
the branch houses. Although the Magazine was published, it was intended primarily
for internal readership, particularly the Mother House, although it was probably read
by members of other Anglo-Catholic religious organisations. Every few years the
Sisters at the Hostel would write a report which focused mainly on the Home’s
spiritual work and would have been intended to illustrate that it was carrying out the

principal objectives for which it had been set up.

The annals for St joseph’s Hospice were written by a member of the Sisters of Charity
to be sent to the General Assembly, held at the Sisters of Charity Mother House in
Dublin every six years. As such they were only intended for a limited and private
audience and would not have been read outside of the sisterhood. Their principal
objective was to describe the main events and happenings concerning the Convent and
the Hospice during that period and to demonstrate to the Mother House that they were

fulfilling their spiritual duties as a Catholic sisterhood working among the dying poor
in the East End of London.

The data in the patient registers contains information on each individual patient and
can be used to build up an understanding of the various patterns of admission,

epidemiology, mortality, length of stay and discharge in each home. Unfortunately, the
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registers did not include individual case histories for the patients which meant that
most of the information was of a quantitative rather than qualitative nature. Although
we could not gain direct insight into the patients’ experience, we were able to look at
them as a group and to explore changing trends over the years. Likewise, an analysis
of the statistical data provided the basis for a more qualitative analysis by allowing us
to examine the social, medical, administrative, epidemiological and economic factors
which determined admission and discharge policies. It also allowed us to pursue
questions as to why and by whom particular facts were recorded and what they reveal

about life in the homes.

The archives for both St Joseph’s Hospice and St Luke’s House also included a
collection of most of the newspaper reports that were published about each institution
during the period covered by this study. The majority of these were written by
personnel who worked in the home which meant that they too served as a means for

portraying their respective institutions in a particular way.
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