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Abstract

This thesis examines the Hospital of St James at Thornton Abbey, Lincolnshire,

looking at funerary practice and the hospital’s population. This is the first exam-

ination of the hospital since excavations at the site closed in 2016. The primary

objective of the thesis is to characterise the Hospital of St James. This is achieved

through a multidisciplinary approach, incorporating osteology, population demog-

raphy and archaeological research methods which provide a broad and reaching

approach to the archaeological assemblage enabling a comprehensive study to take

place.

The thesis begins with an introduction to the role of a hospital in later me-

dieval society, commenting on the principals upon which they were founded, their

contribution to charity and their position on the edge of monastic and lay com-

munities. Having established the background to the role hospitals fulfilled in later

medieval England, the aim of characterising the Hospital of St James is first ad-

dressed through an exploration of the burial practices carried out at the hospital.

The thesis goes on to address this objective through the establishment and ex-

ploration of the population’s demographic profile which reveals a dominantly male

population with a large proportion of non-adults. This demographic profile is com-

pared to nine contemporary hospital sites to integrate the Hospital of St James into

current literature concerning medieval hospitals of England, as well as monastic and

lay populations as a means to explore the extent to which the hospital represented

the monastic communities from which they were established. Following this an ex-

ploration of the palaeopathologies present in the cemetery is undertaken and also

compared to the nine contemporary hospitals. Through this, the type of care be-

ing offered at the Hospital of St James can be measured against that being offered

at other hospitals. The penultimate chapter presents a discussion surrounding the

large number of non-adults present within the hospital’s assemblage, calling for a
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discussion of the position of children in medieval society and their relationship with

the religious communities of later medieval England. This draws upon the involve-

ment of religious communities in caring for sick and abandoned children, their role

as a primary educator and their training children for a life of monasticism. The

discussion also examines the location of the Hospital of St James within the outer

precinct of Thornton Abbey, and how this position may have had an influence upon

the large presence of non-adults and the role the hospital fulfilled. The final chapter

discusses the characterisation of the Hospital of St James established from the thesis

research findings. These finding conclude that the Hospital of St James may not

have followed the convention of the four hospital types referenced throughout aca-

demic literature, instead it displays a complex blend of children, the sick poor and

corrodians. Following these, suggestions for future research is presented regarding

the further study of late medieval hospital demographic profiles and the research

potential of the skeletal assemblage from the Hospital of St James.
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Introduction

\The study of medieval English hospitals is now recognised as an impor-

tant interdisciplinary activity of interest to historians working in many

�elds. Much of the credit of our greater understanding of these institu-

tions goes to archaeologists, whose �ndings help to compensate for the

loss of building and archives at the Dissolution, and who can also teach

us to interpret what has survived in very di�erent ways."

(Rawcli�e 1999)

This thesis o�ers the �rst examination of the later medieval Hospital of St James

through an osteoarchaeological approach. The Hospital of St James is located within

the wider precinct of Thornton Abbey, Lincolnshire, which was one of the wealth-

iest religious institutions of later medieval England. This hospital represents the

charitable acts and almsgiving of the Abbey, yet its history and existence has been

lost over time. With no surviving historical evidence to elucidate the function of

the hospital and the cemetery, the archaeological, and particularly the osteological

remains are the sources of evidence available to explore. The osteological investiga-

tion of the skeletal remains is the means through which this thesis aims to reveal

the function of the hospital through the analysis of the individual burials and the

population as a whole.

For the purpose of this thesis the later medieval period refers to the time from

the Norman Conquest in 1066 up to the Dissolution of the Monasteries between
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1536 and 1541AD . The following gives a brief overview of the social and politi-

cal circumstances of England. The onset of the twelfth century saw a population

that had doubled in the last 500 years; the twelfth and thirteenth centuries saw

England's economy and population expand. This continued growth was possible as

the centuries were free from major epidemic disease, catastrophic crop failure and

natural or man-made disaster (Dyer 2005, 9). This freedom from adversity resulted

in a growing population and prospering economy. Throughout the thirteenth cen-

tury England's exportation of raw materials such as wool and tin to the European

continent continued to grow; the population at Thornton Abbey bene�ted greatly

from the 
ourishing wool trade (as discussed in section 1.3 of this thesis) (Dyer

2005, 13). The number of towns being established rose, as did their wealth and size.

In rural settings a large proportion of the population held a few acres of land to

work and depended largely on the wage labour to make their living (Dyer 2005, 9).

The con�dence people held in their economic situation is re
ected in the peasants

resistance to demands made by their lords for rents and services and the migra-

tion of serf's from community to community despite legal restriction on the `unfree'

(Dyer 2000, xiii). However, the continued growth over these two centuries turned

into an explosion of population expansion and by the end of the thirteenth century

the population had doubled again (Boswell 1988, 269). This rapid growth resulted

in the inevitable overcrowding of growing urban centres and life-threatening food

shortages.

The struggles of society were further exacerbated by the outbreak of plagues and

famines throughout the fourteenth century; namely the great famine of 1315-17 and

the Black Death of 1348-9 (Bolton 1980, 72). By the fourteenth century all classes

of society felt the impact of overpopulation, high in
ation and harvest failure but

it was the lower classes that often went without basic provisions (Roberts and Cox

2003, 225). The Black Death caused a signi�cant decline in the population; between

one-third and half of the population died from the initial 1348-9 epidemic, and

throughout the fourteenth century outbreaks of less devastating plague continued
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to occur and impact the population and economy of England (Horrox 1994, 3{4).

The impact of the Black Death at the Hospital of St James has been evidenced in

the mass burial of plague victims within the hospital's cemetery. Willmottet al.

(2020) recorded a total of 48 men, women and children interred in a single event at

the hospital with the positive identi�cation of Yersinia pestis. These burials repre-

sent England's �rst Black Death mass grave found in a rural context, and provides

a unique insight into the overwhelming impact of the plague on small rural commu-

nities (Willmott et al., 2020, 1790). The aftermath of the plague aided economic

growth, due to an increase in the availability of work, wages and food supply (Clark

2007, 115; Bailey 1996, 9; Bolton 1980, 46; McKintosh 1988, 219). However, this

newfound prosperity was not to last, and the lower classes of society soon found

themselves in poverty once again as lower demands for food caused an increase in

prices which were not met by the stagnant state of wages.

Population size remained low until after 1500, due to the high rate of mortality

throughout the fourteenth century (Hatcher 1986, 19-38), after which wages and

the standard of living in �fteenth-century England steadily improved (Dyer 1998,

306-11). The sixteenth century saw the Dissolution of the Monasteries, which was

the administrative and legal process to disband the monasteries and friaries of Eng-

land, Wales and Ireland by Henry VIII between 1536 and 1541 (Bernard 2011, 390;

Mottram 2019, 1). Lincolnshire, and more speci�cally the town of Louth, was a

centre for resistance against the Dissolution (Everson and Stocker 2003, 145), and

a spontaneous protest, known as the Lincolnshire Rising, commenced on 2 October

1536. The protesters opposed the closing of monasteries as well as the impact on

all traditional religious practices; however, the stand did not last long and by the

following Friday the rebels had abandoned their cause and in less than two weeks the

rebellion has ceased completely (Hoyle 2001, 93; Everson and Stocker 2003, 145).

The Dissolution ultimately led to the abandonment of religious houses and their

subsidiaries which included hospitals.
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1.1 An introduction to the study of late medieval

hospitals

Extensive works of research and excavation have been carried out within the grounds

of Thornton Abbey (Willmott et al. 2020). Of particular note to this thesis are the

excavations within the grounds of the Abbey taking place form 2013-2016, which

uncovered the remains of a late medieval building and surrounding cemetery. The

building was orientated on an east { west alignment, as one would expect of a Chris-

tian place of worship. This, combined with a reference to an indulgence granted for

`repairs made to the chapel of St James, without the walls of Thornton' made in

1322 (Page 1906, 235), led to the building being initially identi�ed as the Hospital

of St James. A comprehensive identi�cation of these remains as the documented

hospital is published in Willmott et al. (2020).

Characterising the physical structure, function and religious practice of medieval

hospitals has been the subject of academic research for over half a century (Car-

lin 1989; Gilchrist 1995; Godfrey 1955; Leistikow 1967; Orme and Webster 1995;

Prescott 1992; Rawcli�e 2006; Rubin 1989; Watson 2006; Ziegler 2011; Huggon

2018). However, greater consideration is required of the broad demographic pro-

�le of people that the hospitals supported, and the composition of these hospital

communities which consisted of religious sta�, lay sta� and the inmates. However,

providing a generalised characterisation of medieval hospitals is complex, as these

sites are broadly idiosyncratic and not built to a common template, resulting in

vastly di�erent archaeological remains (Gilchrist 1995, 4). These di�erences repre-

sent the diverse approaches each hospital took to care for their inmates and their

role as an institution. It is commonly agreed across the scholarly literature that me-

dieval hospitals throughout Europe were run in accordance to monastic practices of

charity and spiritual well-being, yet there is little coherence as to which elements of

monastic practice were embraced and which were not (Carlin 1989; Gilchrist 1995;

Godfrey 1955; Leistikow 1967; Orme and Webster 1995; Prescott 1992; Rawcli�e
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2006; Rubin 1989; Watson 2006; Ziegler 2011; Huggon 2018). Nonetheless, medieval

hospitals are considered a distinct form of monastic institution and not a subdivision

of other religious houses. Instead, hospitals were a direct response to society's need

for a system of health care, delivered via the religious ideals of a healthy soul and

managed by an institution founded by religious communities.

Despite the hospital's importance in late medieval society, just �ve percent of

the approximate 1,146 hospitals of medieval England and Wales have been subject

to archaeological investigation, leaving a substantial opportunity to expand our un-

derstanding of this important social institution (Huggon 2018, 18). One potential

reason for this under-examination of hospitals is their complicated and ever chang-

ing form. While hospitals took on the responsibility for providing care and alms to

those in need, they were also very particular in which social groups they catered for

and speci�c in the types of care they administered. These unique characteristics are

arguably a result of the hospital's uncertain position between the monastic, religious

and secular worlds, a position which sets hospitals aside as a unique and individual

institution within late medieval society (Carlin 1989; Gilchrist 1995; Godfrey 1955;

Orme and Webster 1995; Prescott 1992; Rawcli�e 2006; Rubin 1989; Watson 2006;

Ziegler 2011). The introduction of medieval hospitals has taken place here to provide

a basis on which the aims of this thesis can be discussed, a more detailed discussion

of hospital establishment, their background and their place in society is carried out

in Chapter 2.

Evaluating the role of the medieval hospital is no small feat given the afore-

mentioned complexities. Many studies have been produced in an attempt to de�ne

the role of medieval hospitals, and many of these works did so based solely on the

documentary evidence (Clay 1909; Godfrey 1955; Carlin 1989; Rubin 1989; Prescott

1992; Orme and Webster 1995). In contrast, more recent work has placed a greater

emphasis on the excavation of hospitals and their cemeteries (Thomaset al. 1997;

Gilchrist and Sloane 2005; Rawcli�e 2006; Watson 2006; Bowers 2007; Ziegler 2011;

Connellet al. 2012; McIntosh 2012; Cessford 2015). While such research o�ers a new
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perspective, they often present a discussion limited to just one hospital, and there-

fore a broader understanding of institutions across England has not been explored

on to the same depth. Thus, part of the challenge of making a novel contribution

to the study of medieval hospitals lies in the integration of this diverse and variable

body of work.

The �rst summary of medieval hospitals in England was undertaken by Mary

Clay in 1909, in which a general survey of hospitals, arranged by county, was un-

dertaken. Clay's work comments on the various types of hospital and their role in

Medieval England by drawing upon records includingThe Victoria History of the

Counties of Englandand the publications of various antiquarian societies. Clay's

synthesis of the medieval hospital was ground-breaking and was later followed by the

works of Carlin in 1989 and Orme and Webster's `The English Hospital: 1070-1570'

in 1995. Since then the scholarly exploration of hospitals has grown with research

interests in social welfare, urbanization, political and social evolution (Biller and

Ziegler 2001; Bowers 2007; Brodman 2007; McIntosh 2012;DeWitte 2013, 2016).

A common research theme in the study of medieval hospitals is categorisation of

hospitals by function, as well as trying to establish how many of each type were in

existence. One of the most widely referenced of these sources is the work of David

Knowles and Richard Hadcock (1971) entitled `Medieval Religious Houses: England

and Wales'. This provided a gazetteer of 1,103 hospitals and in
uenced many later

works, most evidently Carlin's (1989) account of `Medieval English Hospitals'. This

work was also based on historical accounts of hospital use, documenting the propor-

tion of hospitals belonging to four classi�cations: hospitals for the leprous sick, the

sick-poor, almshouses and hostels for the poor wayfarer and pilgrim. However, Raw-

cli�e (2013) instead chose to employ categories based on the length of time inmates

would be housed, as well as those for the leprous sick. This study resulted in the

characterisation of three types of hospital: for pre-leprosy su�erers, for long-term

care for the elderly and disabled, and for short-term care for individuals near death,

with acute disease, and for the hospitality of travellers (Rawcli�e 2013).
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Authors such as Orme and Webster (1995), Sweetinburgh (2004) and McIntosh

(2012) focused on the hospital's history, charting the establishment of hospitals

through to their dissolution in the sixteenth century. Rawcli�e (2013) diversi�ed her

approach to the medieval hospital, producing several works on health, the practice of

medicine and the relationship between religion and healing. Scholarly attention has

also rested on the cemeteries that accompany many medieval hospitals. Gilchrist and

Sloane (2005) produced a gazetteer of the medieval monastic cemeteries of Britain,

in which they synthesised demographic pro�le data from previous excavations and

cemetery reports to comment on the di�erent mortuary practices encountered in

monastic cemeteries, including those of hospitals. This work divided hospitals into

Carlin's (1989) four widely-used categories based on documentary resources and

cemetery populations. However, this approach to classi�cation does not allow for

the potential diversity in hospital function; it is now recognises that many of these

evolved and changed through time (Huggon 2018). More recently, Huggon's (2018)

thesis provides a synthesis of the archaeology of the medieval hospitals of England

and Wales from AD 1066-1546.

Arguably the most signi�cant archaeological study of a single late medieval hos-

pital in England is that of St Mary Spital, London. Excavations carried out by the

Museum of London Archaeology Service from 1976 to 1989 resulted in a cemetery

assemblage of over 10,500 skeletons (Connellet al. 2012, xix). The hospital was

established in 1197 and run by an order of Augustinian canons (Thomaset al. 1997,

19{20, 48-9). As Rawcli�e (1999, 419) noted, the site report makes impressive refer-

ence to comparative documentary and topographical material, presenting the fullest

chronological and archaeological survey of an English hospital at the time. More

recent research has seen the excavation of the Hospital of St John, Cambridge by the

Cambridge Archaeological Unit (CAU) over a series of interventions from 2005-2012.

This investigation revealed the majority of the urban hospital's cemetery comprising

404 skeletons. The hospital buildings were less accessible than St Mary Spital, being

located beneath the current St John's College, and thus has been subject to lim-
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ited investigations. However, relatively extensive documentary records referring to

the hospital's establishment and management enabled excavators to elucidate form

and function of the buildings (Cessford 2015, 57-63, 76, 113). Therefore, while the

archaeological evidence for medieval hospitals and their cemeteries is growing, the

number of sites comprehensively excavated remains small, and their analysis has

often relied heavily on detailed historical records in place of missing archaeological

data. However, in the case of the Hospital of St James this is not possible, due to

the limited historical records pertaining to the hospital, and instead the investiga-

tion rests on the archaeological material excavated and demonstrates the potential

of archaeological material to illuminate the complex history of past institutions.

1.2 Research aims and objectives

The research objectives of this thesis are simpli�ed into �ve aims, these aims are of-

ten interrelated and therefore there is scope for overlap between them. The �rst aim

of this thesis is to provide a broader contextualization of the Hospital of St James.

This thesis will undertake a brief overview of the institution of medieval hospitals

and its inhabitants, providing a general discussion of the hospital's role in medieval

society, examining the principles upon which they were founded and their general

management. This characterisation will make comparisons to other contemporary

hospital populations and hospital practices. The four categories of hospital de�ned

by Knowles and Hadcock (1971) and Carlin (1989) and usually adopted by others

are used in this analysis of the Hospital of St James, not necessarily because they

are ideal, but so meaningful comparisons can be made with the wider archaeolog-

ical literature. However, as will be established in C hapter 2, hospitals were 
uid

institutions which do not conform to some of the more traditional historical narra-

tives. Consequentially, the overarching objective of this thesis is concerned with the

characterisation of the Hospital of St James, and the categorisation of hospitals is

employed for comparative means only.

The second aim of the thesis is to characterise the burial practices employed at
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the Hospital of St James. This will be achieved via an examination of grave form,

skeletal placement and analysis of the phases of cemetery use. This will form a

picture of hospital interaction with the dead through their burial treatment. Fur-

thermore, any observable patterning within the cemetery will be used to further in-

terpret possible di�erences in treatment in the various populations buried there such

as the lay and the religious communities, who are both known to have been buried

at hospitals. This approach follows similar studies already successfully undertaken

at the Hospital of St Bartholomew, London (Moor 1918, 159-60), the Hospital of St

John, Ely (Daniell 1997, 91), the Hospital of St Mary Magdalen, Partney (Atkins

and Popescu 2010) and the Hospital of St Nicholas, Lewes (Barber and Sibun 1998).

The third aim of this thesis is to compare and contrast the demographic pro�le of

the population of the Hospital of St James to those from other well-excavated hospi-

tal sites. This demographic pro�le is established through osteological analysis of the

excavated skeletal remains. An important purpose of this aim is to address the large

proportion of children present in the population at the Hospital of St James, to de-

termine how signi�cant the number of non-adults is and what this could reveal about

the hospital's use. To achieve this aim, the demographic data will be compared and

contrasted to nine sites which have been the subject of analysis and publication in

the archaeological record, and each have been categorised as one of the four hospital

types de�ned by Knowles and Hadcock (1971) and Carlin (1989). This will provide

a thorough contextualisation of the Hospital of St James assemblage. The demo-

graphic pro�le will also be statistically measured against the demographic pro�le of

populations from both monastic and lay populations of later medieval England. This

will reveal the extent to which the hospital followed monastic rules on the housing of

their communities (such as the separation of sexes) versus the inclusion of lay people.

The fourth aim is to explore the paleopathologies present in the population, to

investigate the ailments of inmates and to establish the type of care being provided

by the hospital. This will include discussion of whether the evidence for pathologies
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can be used to indicate whether the hospital was providing short- or long-term care

for its inmates, or any other indication of its general status. However, it is important

to note that the purpose of this aim is to build a record of the pathologies present

and not to establish the overall health of the population. The pro�le of pathologies

present at the Hospital of St James will be compared to the same 9 hospitals used

for demographic analysis to maintain consistency. However, additional sites will be

introduced for analysis of speci�c conditions and instances of trauma where appro-

priate.

The �nal aim is to explore the large proportion of non-adults present at the

Hospital of St James. As will be discussed, the hospital held an unexpectedly large

number of non-adults. This anomaly requires exploration as their presence heavily

in
uences any interpretation of the hospital's use and how the hospital interacted

with its monastic environment. This aim will be addressed through a discussion of

the housing and education of non-adults in monastic institutions, and the role the

hospital played in this context in particular. In particular the placement of the hos-

pital both physically and spiritually within the precinct will be explored to explain

why so many non-adults were present in its population.

These complementary aims represent a multidisciplinary approach, integrating

osteological analysis, palaeopathology and broader archaeological research methods,

to provide a comprehensive and contextualized undertaking of the site. By adopting

this approach, which often crosses narrow specialist boundaries, a more comprehen-

sive discussion of the hospital demographics and ailments cared for can be made.

Furthermore, an examination of the non-adult population will move beyond discus-

sion of the hospital's basic function and provide a more developed discussion on the

quasi-monastic status of hospitals in later medieval society that moves beyond many

traditional narratives.
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1.3 The medieval Hospital of St James at Thorn-

ton Abbey

The archaeological remains of the Hospital of St James at Thornton Abbey was

discovered during a programme of research and excavation carried out between

2011-2016 by Dr Hugh Willmott and Dr Peter Townend from the Department of

Archaeology at the University of She�eld (�gure 1.3.1), and was located within the

outer precinct of the Abbey (�gure 1.3.2). Prior to these excavations very little was

known of the hospital beyond a single mention in 1322 which references an indul-

gence granted for the `repairs made to the chapel of St James, without the walls

of Thornton' as documented by Page (1906, 235) (as discussed in section 1.1). It

is not uncommon for medieval hospitals to have such little surviving documentary

evidence, this is largely because foundations were poorly endowed, small in size and

lasted only a few generations (Cullum 1989, 21).

The site of Thornton Abbey was founded as an Augustinian house in 1139 by

William le Gros, �rst Earl of Albemarle (Minns 1898, 492-3; Clapham and Ballie

Reynolds 1956). The Abbey prospered and became one of England's wealthiest

houses in the later medieval period, with an annual revenue of£591 0s. 2¾d., by

the Dissolution, largely due to its involvement in the 
ourishing wool trade (Page

1906, 165-6). An important primary documentary source for Thornton Abbey is

the Thornton Chronicle (Bodleian Library, Tanner MS 166), and this documents

the history of the Abbey from the thirteenth to the �fteenth century, recording the

abbots, the names of all principal o�cers, building works and accounts. The Abbey

thrived until the house was surrendered on 12th December 1539 to Henry VIII's

royal commissioners. The 23 incumbent canons left the Abbey in return for pen-

sions of£5-£7, while their Abbot William Hobson received a pension of£40 (Minns

1898). Thornton Abbey was initially one of a select few monasteries in England to

survive destruction after closure through conversion to a secular college for priests.

However, this new phase of life was short-lived, when in 1547 it was �nally dissolved
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under Edward VI (Oswald et al. 2010, 2).

Figure 1.3.1: The location of Thornton Abbey, Lincolnshire, England.

Excavation has shown that from the 12th century at least, a chapel stood on

the site of the later hospital, and it has been hypothesised that this either was a

pre-existing structure that formed part of the original grant to the canons in 1129,

or was a simple church built for their use while the �rst phase of the major monastic

buildings were being constructed to the east (Hugh Willmott pers. comm.). By the

late twelfth century, the chapel appears to have been given over for use as a hospital,

again evidenced by the 1322 indulgence reference to the hospital (Page 1906, 235).

During its time as a hospital several extensions and outbuildings were added to the

chapel building. The hospital seems to have remained in use for the remainder of
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the life of the abbey, when it would have closed.

The excavations at Thornton Abbey uncovered the hospital's chapel and sur-

rounding building, as well as the cemetery and 175 skeletons. The hospital's chapel

measured 11 metres wide by 21 metres and was on an east-west alignment. Excava-

tion con�rmed it consisted of a single-cell stone chapel and a brick-built extension

to the west; this extension would most probably have provided residential facilities

to the hospital complex. As stated in the 1322 reference to an indulgence granted

for the repair of the chapel of St James `in the hospital' (Page 1906, 235), several

phases of repair had been made to the hospital's building, the most substantial of

which was the addition of the buttress to hold up the north-east corner of the chapel.

The addition of the stone buttress (�gures 1.3.3 and 1.3.4) is of particular note as

it cut through the remains of several non-adults as will be discussed in Chapter 3.

Surrounding the east and north of the hospital building was the hospital cemetery,

consisting of 175 articulated burials which are the subject of this thesis, as well as

the single mass grave which does not form part of this current study (see below).

Considering the limited reference to the hospital it is not possible to decipher its

use, management or demographic pro�le of the population through historic docu-

mentation alone. However, the archaeological evidence obtained through excavation

o�ers an opportunity to further our knowledge of the hospital.
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Figure 1.3.2: A schematic plan of Thornton Abbey and its wider complex,
including the Hospital of St James and the known extent of the associated
cemetery.
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Figure 1.3.3: The buttress can be seen as a supporting structure for the
northern wall of the chapel, with grave cuts evident to the north and
east. Photo looking east-south-east.

Figure 1.3.4: The buttress constructed on the northeast corner of the hos-
pital chapel, the structure cut through several non-adult burials. Photo
looking south-west.
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As will be established in C hapter 2, medieval hospitals provided burial of their

lay inmates and there is no reason to question that the burials at St James do

not follow the same practice. However, it seems unlikely that St James provided

burial to the local parochial community as they were served by the nearby parish

church of St Laurence in the village of Thornton Curtis, which was already well

established by the date of the foundation of Thornton Abbey in 1139 (Clapham and

Ballie Reynolds 1956). While their burial in the hospital cemetery is a possibility,

the main cemetery for the burial of the religious at Thornton was located in the

traditional position within the inner precinct to the east of the church and monastic

in�rmary. Through the analysis of the osteological material and demographic pro-

�les, this thesis aims to investigate whether the hospital population is representative

of a monastic community, the hospital inmates or a mixed population containing

both the monastic and the hospital's inmates.

Within the cemetery of the hospital there were �ve zones of use which could be

observed in the archaeological record (table 1.3.1). First were the �ve individuals

a�orded intramural burial within the hospital's chapel. Second were the burials sur-

rounding the chapel. The third was a distinct �nal phase of burial in which coter-

minous burials of either two or three individuals took place among the cemetery

extension (the �fth zone). The fourth was the mass interment of fourteenth-century

plague victims, likely dating to the outbreak of 1349. As a discrete event, the mass

burial is not a subject of analysis in this thesis and has recently been published by

Willmott et al. (2020). The �fth and �nal distinction is the extension of the ceme-

tery marked by the original precinct boundary (�gure 1.3.5). All of these burials,

excluding the mass burial, are included in the analysis and interpretation through-

out this thesis. For clarity, the di�erent areas of burial are referred to throughout

this thesis as areas A, B and C (�gure 1.3.5). Area A contains the burials which took

place within the original precinct boundary wall, which lay to the north. Area B

contains burials that lie north of the original precinct boundary wall which represent

an extension to the cemetery. This area also contains the �nal phase and mass burial
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of Black Death victims. Area C comprises the intramural burials, which have been

categorised separately to facilitate later interpretation on the grounds that they rep-

resent an alternative and arguably superior burial treatment (Finucane 1981, 43-4;

Harding 1992; Daniel 2005, 86; Crabtree 2013, 48).

Zone Description Area referred to

in this thesis

1 Intramural burials within the hospital's chapel. B

2 Burials surrounding the hospital's chapel. A

3 The �nal phase of burial in which coterminous burials

of either two or three individuals took place.

C

4 Mass interment of the fourteenth-century plague vic-

tims, likely dating to the outbreak of 1348-9 (not sub-

ject to analysis in this thesis).

n/a

5 Burials in the extension of the cemetery marked by

the original precinct boundary

C

Table 1.3.1: Description of the Hospital of St James cemetery zones and
area references.

It is apparent that the Hospital of St James does not have the strong historic

documentation which some, but by no means all, contemporary and primarily ur-

ban hospitals boast, such as that relating to St Mary Spital, London and St John's,

Cambridge. Nonetheless, the hospital's rich osteological assemblage presents an

opportunity for human skeletal remains to reveal previously unknown information

about funerary practice, socio-cultural behaviours and the function of a hospital on

the border of a monastic community. Therefore, this thesis not only presents a rural

medieval hospital with a substantial multiphase cemetery, it does so via an osteolog-

ical and paleodemographic approach. Furthermore, it investigates a rural medieval

community where research has tended to focus on hospitals among the development

of urban centres.
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Figure 1.3.5: A schematic plan of the cemetery areas identi�ed and ex-
cavated at the Hospital of St James, Thornton Abbey.
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1.4 Thesis structure

The remainder of this thesis comprises seven further chapters. Chapter 2 presents

a comprehensive overview of hospitals in later medieval England. It discusses the

di�erent categories of hospital, management of hospitals as individual institutions,

conditions of admittance, location of hospital sites and the ultimate decline of the

medieval hospital. An understanding of the principles of these institutions is es-

tablished before greater discussion of hospital form and function later in the thesis.

Chapter 3 provides an exploration of the burial practices taking place at the Hos-

pital of St James. This allows for an exploration of the hospital's role in burying

the dead and forms a picture of the hospital upon which the following chapters on

demographic pro�le and paleopathologies can build. Chapter 4 sets out the osteo-

logical methods employed in this thesis to examine the skeletal assemblage. Chapter

5 establishes the demographic pro�le of the cemetery population and compares this

pro�le with contemporary hospital assemblages as well as assemblages of lay and

monastic populations. This is followed by Chapter 6, examining the paleopatholo-

gies present and investigating the ailments for which the hospital provided care.

Chapter 7 focuses on the large non-adult population of the hospital (as discovered

in Chapter 4). This chapter explores themes of childcare in later medieval society

and leads into a discussion on the role of religious communities in taking care of

children. This chapter draws to a close in a discussion of how the hospital's location

may have a�ected its use and in
uenced its housing of a large non-adult community.

Drawing on these earlier themes, Chapter 8 provides a summary characterisation of

the Hospital of St James established through the multidisciplinary analysis carried

out throughout the thesis. Finally, suggestions for future research are presented re-

garding both the future potential for the study of late medieval hospital demographic

pro�les and the skeletal assemblage from the Hospital of St James.
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1.5 Summary

This chapter has introduced the thesis, which will analyse the Hospital of St James

based on osteological analysis and archaeological investigation, contextualising this

evidence with a wider body of archaeological and historical data. The research tech-

niques employed in this investigation include new primary data collection undertaken

using osteological analysis, integrated with previous osteological and archaeological

research, and documentary sources. This combination of sources enables a truly

interdisciplinary investigation of the hospital's population, while also providing con-

text to the institution.
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2

The medieval hospital in England

The medieval hospitals of England were founded on the religious and pious ideals

of the Seven Merciful Acts of Christ (Courtenay 2007, 104). These acts were to

feed and clothe the poor, to bring drink, to house the wayfarer, to visit prisoners,

to nurse the sick, and to bury the dead (Gilchrist 1995, 9). The manifestation of

these acts is re
ected in the term `hospital' derived from the Latinhospitalis - the

provision of hospitality to visitors (Carlin 1989, 21; Gilchrist 1995, 8; Godfrey 1955,

15). These provisions were administered through a liturgical regime maintained by

a regular group of secular clergy and lay folk. The provisions made to those in need

varied throughout the later Middle Ages.

This chapter begins by addressing the foundation of hospitals in England along

the lines of religious ideals and their association with the regular monastic houses.

Following this, the four main categories of hospital characterised in modern scholar-

ship are discussed. The function of the hospital is explored through their type, their

inmates and the conditions surrounding admittance into a hospital. Following this,

the management structure of the hospital is outlined and its relationship with the

monastic world is explored, leading to discussions of a hospital's provision of burial

and �nally their location in the medieval landscape.

2.1 Religious foundations of medieval hospitals in

England

Christianity was a major in
uence on the development of medieval healthcare, due

to the belief that su�ering through ill health was a result of original sin (Bottomly
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2002, 9). Original sin was the belief that everyone is born with the sin of dis-

obedience, the term 'original sin' was developed by St Augustine to articulate the

biblical doctrine of Adam and Eve's rebellion in Eden (Stemp and Kretzmann 2001,

6; Vorster 2013, 45). It was from such beliefs that the medieval hospitals of England

were founded on the eleemosynary ideals of Christianity (Knowles 1963, 485; Kealey

1981, 83). The a�liation of hospitals with religious foundations meant that the care

they provided was grounded in the provision of spiritual wellbeing and administered

via religious teachings, prayer and forgiveness of sin (Buklijus 2008, 152). The en-

trenchment of religious doctrine within medieval hospitals remained throughout the

medieval period, as it was not until the late fourteenth to the early �fteenth cen-

tury that trained medical practitioners began to operate within hospitals, and the

hospital's role transitioned from primarily palliative care to one focused on medi-

cal intervention (Lawrence 2001, 165). Thus, care was provided to the physically

impaired, the old, the sick and the otherwise needy primarily through a regime of

religious teachings and prayer (Lawless 2001, 195-7; Buklijus 2008, 152). It is impor-

tant to de�ne the di�erence between impairment and disability when investigating

disability and/or impairment in any society. As de�ned by Irina Metzler (2011),

impairment is an anatomical, biological or physical condition that a�ects a person.

Disability is a social construct that is laid on top of this somatic. For example, a

broken leg which never heals is an impairment, whereas the lack of mobility which

results from the broken leg and the resulting socio-economic impact are what may

or may not result in the individual being de�ned as disabled (Metzler 2011, 45). To

summarise, it is society's perception of an impairment which results in disability.

As already stated, the care provided in the medieval hospital was broadly de�ned

by the Seven Corporal Works of Mercy; of which six acts, providing food and drink

to the hungry, shelter to the homeless, alms to the poor, visiting the sick and burying

the dead, were speci�ed repeatedly in the surviving statutes of hospitals (Prescott

1992, 2; Swanson 1995, 114). The average member of the lay community in later

medieval England lived in various levels of poverty; experiencing poor sanitation,
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undernourishment and over work (Roberts 2015, S119). Populations in urban envi-

ronments, more so than rural, would also have experienced poor air quality, dense

housing and more crowded spaces. This is evidenced in the bioarchaeological analy-

sis carried out by Redfernet al. (2015), Betsingera and DeWitte (2017), Walter and

DeWitte (2017), and Roberts (2018), to name just a few. Should a hospital ful�l the

Corporal Works of Mercy, it is likely that the majority of minor physical ailments

could be overcome and the inmates would experience some relief. Even temporary

removal from deleterious environments by admission to a hospital where the stresses

of everyday life were alleviated and adequate food and hygiene was available, would

have greatly improved general health and reduced the risk of disease progression

(M•uller and Krawinkel 2005, 279-284; World Health Organization 2001, 55-92, 132-

5; Orme and Webster 1995, 62).

The most prevalent orders running hospitals for the lay community were the

Benedictines and Augustinians. The Rule of St Benedict is a set of precepts, writ-

ten by Benedict of Nursia (c.480-545), who founded a dozen small houses in Italy,

each housing 12 monks, over which he presided (Logan 2012, 19; Lynch and Adamo

2014, 45). In about 529, he founded a new monastery at Monte Cassino, Southern

Italy where he lived out the remainder of his life. Benedict described this monastery

as `a school for beginners in the service of the Lord', he did not intend his monks

to engage in external or socially useful tasks such as manuscript copying, teaching

outsiders or completing missionary work (Lynch and Adamo 2014, 46). He did,

however, encourage monks to provide food and lodging to travellers. The guidelines

documented in the Rule of St Benedict consist of 73 short chapters, which drew upon

earlier monastic writers including Basil of Caesarea (c.330-79) and John Cassian of

Marseilles (360-435). The rule gave directions for the organisation of and living of

a monastic life, but was only originally intended to govern life in the monastery at

Monte Cassino (Logan 2012, 20; Lynch and Adamo 2014, 45-46). Within Benedict's

monastery adults wishing to become monks were not to be admitted too easily and

they were to ponder carefully the lifelong commitment that they would be making.



24 Emma Hook

Upon acceptance into the monastery they would make a solemn promise to remain

in the monastery for life and to adapt to the life of the monastic community (Lynch

and Adamo 2014, 46-7). Benedict also allowed for the reception of children who

were o�ered by their parents and they were carefully supervised until the age of 15

when they became adult members of the community (Lynch and Adamo 2014, 47).

Throughout the eighth and ninth centuries, the Rule of St Benedict became the

foundation of most monastic rule in the western church, having gained early sup-

port from the Carolingian kings (Logan 2012, 20; Lynch and Adamo 2014, 45-46).

Western monasticism drew upon Benedict's encouragement of communal life with

adequate diet, sleep and a daily pattern of work and prayer. This proved popular

in the later Middle Ages, where a self-su�cient community, living in a 
exible insti-

tution was capable of recovering from the famines and plagues of the time (Logan

2012, 19; Lynch and Adamo 2014�47). Monks at these institutions were living in a

time Benedict himself could not have imagined, yet the foundation of their success

can be attributed to teachings from theRule (Lynch and Adamo 2014, 47).

St Augustine was another signi�cant in
uence upon the development of western

monasticism, perhaps only second only to Benedict. (Bonner 2004, 23). The Au-

gustinian order followed of St Augustine, who was Bishop of Hippo in North Africa

(c. 354-430). Augustine spent much of his life a monk, writing and preaching on the

practice of monastic life within a community setting (Bonner 2004, 23). Augustine's

conception of the ideal monastic life incorporated the ideals of contemplation and

prayer with the characteristics of hard work and an openness to the outside world

(Greene 2005, 1; Johnston 2013, 107). This conception was amalgamated into the

Rule of St Augustine, a revision of the Rule of St Benedict which it still closely

resembled (Johnston 2013 107).

The Augustinian Rule is a synthesis of several documents, comprising of two

main elements, theordo monasterii, regulations for the monastery, and thepra-
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ceptum, which outlines the more general purposes and observances of monasticism

and the nature of the Augustinian monastery (Johnston 2013, 106). The distinctive

character of the Rule of St Augustine lies in the ties to community life and frater-

nal charities based on the notion of the `apostolic life'. This character was widely

adopted in the medieval period by canons and canonesses (Greene 2005, 1). The

adaptation of St Augustine's rule saw an emphasis on the choice between a life of

contemplation (vita contemplative) and a life of active engagement in life outside the

monastery through a provision of charity to lay communities (vita active) (Lawless

2001, 77; Lawrence 2001, 162; Smith 2011, 8; Zumkeller 1986, 41).

Both the Benedictine and Augustinian Rules stated that care of the sick was to

be considered the most important of sacred duties, while a series of papal pronounce-

ments in the twelfth and thirteenth centuries, suggested that every large monastery

had a member trained in the rudiments of medicine (Gottfried 1984, 176). However,

the monastic in�rmary was not widely accessible to the general lay community, and

thus hospitals were established as an o�shoot of the monastic house to facilitate

care of lay communities (Walsh 1920, 24).

St Benedict's concern for the care of the sick and the means by which care should

be provided were clearly stated in his Rule:

\The care of the sick is to be given priority over everything else so that

they are indeed served as Christ would be served since he said of himself,

`I was sick and you visited me' and `What you did to one of these least,

you did to me. [...] For the sick brethren a separate room must be

provided, and to serve them a brother who is God-fearing, diligent and

zealous. The use of baths should be allowed to the sick as often as is

desirable, but to the healthy and the young this should not be granted

very often. Moreover, the eating of meat should be allowed to the sick

who are in a weak condition, but when they are restored to health again,
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all should abstain from meat as usual. The Abbot must take the greatest

care that the sick are not neglected by the cellarer or those who serve

them, for whatever is done wrong by his disciples concerns him"

(Parry 1984, 62)

It is evident from the Rule that Benedictine houses were to take on the respon-

sibility of caring for sick, however, providing the speci�ed facilities and treatment

of the ill could prove problematic within the monastery. The daily tasks associated

with care of the ill and the constant movement of people into and out of monastic

houses could cause great disturbance to the austere regime and seclusion of monastic

communities and the sanctity of the monastic environment. Therefore, it is likely

that the establishment of hospitals for the general lay community was necessary

to provide the care set out by the Benedictine'sRule which would have required

the sta� of the hospital to deviate signi�cantly from the regime of life within the

monastery. While this forced monks to deviate from Benedict's proposals on ideal

monastic living, they could still ful�l his idea of community living while also ad-

dressing their responsibility of caring for the sick.

The Augustinian Rule took a similar approach to the care of the laity and ac-

tively promoted the order to provide charity to those in need. This is particularly

pertinent in the study of St James' hospital, which was located within an Augus-

tinian precinct. Within the Rule, the concept of engaging with the secular world was

embodied by the concept ofvita apostolica, or apostolic life. The apostolic princi-

ple is established in the opening ofAugustine Praeceptum, believed to be written in

the late 4th century by Augustine himself, where it is stated that (Vessey 2015, 462):

\Firstly, because you are gathered as one and live together in the house,

may there be one spirit and one heart in God. And do not call anything

your own but hold everything in common [...] Such may be read in the
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Acts of the Apostles, that everything was in common and distributed to

each according to need"

(Lawless 1987, 80-1)

The apostolic in
uence led to the Augustinian community embracing three basic

principles by which their monastic life would be directed. First, members were to

imitate the primitive Church with interests and activities restricted to the spiritual

domain. Second, members were to hold a passionate love for the soul at home and

far a�eld. This principle called for members of the Augustinian house to preach to,

and directly communicate with, communities outside of their monastic realm and

therefore contrasts with the traditional concepts of a secluded monastic community.

Finally, all members of the Augustinian community were to share in evangelical

poverty, whether predicated on mendicancy or mitigated by the work of one's own

hands (McDonnell 1955, 15).

The Augustinian-run hospitals, established throughout the medieval period, are

rooted in the growth of the vita active, the following contextualises the religious

framework on which these hospitals were established. St. Augustine's Rule origi-

nally stated that excursions outside of the monastery should be limited to necessity

as not to disturb the order's life of contemplation (Lawless 2001, 77). The sec-

ond principle states that Augustinian communities were to ful�l Jesus' command to

preach on his behalf as the Apostles did, however, in order to do so excursions out-

side of the monastery were necessary and therefore a life of contemplation was not

possible. St Augustine's second religious foundation at Hippo (c.385) was a com-

munity of clerics that assumed the duty of preaching (Zumkeller 1986, 41; Lawrence

2001, 162). Given these inherent con
icts of interest, members of the Augustinian

community could relinquish thevita contemplativefor the vita active (Smith 2011,

8). The vita contemplativedid not view the provision of aid to the lay community as

the imperative of the apostolic. Instead, the renunciation of personal property and

community living was regarded as the authentic hallmarks of apostolicity. There-
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fore, it was possible to refuse direct involvement in the cure of souls and opt for a

life of seclusion from worldly involvements (Lawrence 2001, 163-4). Thevita active

increased the practice of preaching in the late eleventh and twelfth centuries through

canonical reforms. They preached on the importance of faith and religion to one's

wellbeing for which a hospital provided the ideal platform in which to do so (Smith

2011, 9).

While the vita active promoted the engagement of monastic communities with

caregiving, there remained a tension with medieval religious ideals of seclusion and

austerity, especially where the former might result in �nancial bene�t. The system

of care provided by the monasteries to society was revised in rulings of the First

(1123) and Second (1139) Lateran Councils, which sought to direct the religious

community back to their prime vocation, which would include their retreating from

society (Newman 1998, 128). Authorities were attempting to prevent the monas-

tic administration of care to the lay population where �nancial gain may occur,

thus monks and canons were prohibited from studying medicine for economic gain

(Schroeder 1937, 193). The Third Lateran Council (1179) was introduced to sus-

tain the prohibition of payment for monastic medical services and to rea�rm the

belief that healing was a charitable duty. This Canon Law directly addressed the

overall aim of the reforms to reinforce the importance of spiritual healing over phys-

ical treatment which had been installed by the translation of the works of classical

physicians, such as Hippocrates and Galen, and to ensure that care was not being

provided for the monasteries' �nancial gain (Jonsen 2000, 796). The fourth Lateran

Council (1215), further emphasised the importance of care of the soul over that of

care for the physical body. \Since bodily in�rmity is sometimes caused by sin . . .

we declare in the present decree and strictly command that when physicians of the

body are called to the bedside of the sick. Before all else, they admonish them to

call for the physician of souls, so that after the spiritual health has been restored to

them, the application of bodily medicine may be of greater bene�t, for the cause being

removed the e�ect will pass away"(Halsall 2019, canon 22).
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In summary, medieval hospitals in England were established and shaped by the

in
uence of religious ideals and the system of relief provided by religious communi-

ties. The in
uence of faith transcended every aspect of the hospital from its daily

function to the care provided as prescribed in the Seven Corporal Works of Mercy.

Although each hospital institution was established as a single unit, it is clear from

the rules of di�erent religious houses that these institutions were founded on the

same ideals and motivations to provide care to the needy. Furthermore, the over-

arching function of the medieval hospital was governed by the Lateran Councils,

giving an impression of the restrictions under which these establishments were run.

2.2 Categories of medieval hospitals in England

The four key categories of hospital, de�ned by modern-day scholarship, are those

for su�erers of leprosy, alms-houses, hospices for poor wayfarers and pilgrims, and

institutions that cared for the sick poor. However, the names given to hospitals in

historic scholarship are broad and interchangeable. For example, previous studies

have referred to medieval hospitals by a variety of names, such as Spital Houses,

Maisons-Dieu (God's houses), Bedehouses, alms-houses and in�rmaries (Clay 1909;

Orme 1988; Gilchrist and Sloane 2005; Nicolson 2012; Ro�ey 2012). The following

will discuss the various categories of the medieval hospital through a brief review of

the classi�cation system and a detailed overview of each hospital type.

The �rst comprehensive hospital classi�cation was undertaken by Knowles and

Hadcock (1971), which documented a total of 1,103 institutions, based on hospital

foundation charters, statutes and other historical references. They identify four cat-

egories: hospitals for su�erers of leprosy, institutions that cared for the sick poor,

alms-houses, and hospices for poor wayfarers and pilgrims. This gazetteer has in-

formed and in
uenced many subsequent works, including Carlin's (1989) `Medieval

English Hospitals', which calculated the proportion of hospitals in the gazetteer

belonging to the four classi�cations. The four categories of hospital employed by
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Knowles and Hadcock (1971) and Carlin (1989) have been widely employed in both

historical and archaeological studies (Barber and Sibun 1994; Farley and Manchester

1989; Lee and Magilton 1989; Ro�ey and Tucker 2012). However, key studies of the

medieval hospitals diverge from the four-group classi�cation system. Gilchrist and

Sloane (2005, 205) only consider three hospital classi�cations { in�rmary hospitals,

leper hospitals and alms-houses { in their extensive examination of the medieval

monastic cemeteries of Britain. They argued that these three classi�cations were

distinguishable via their demographic pro�le (Gilchrist and Sloane 2005, 205). More-

over, Rawcli�e (2013), categorised hospitals into those for the leprous, for long-term

care for the elderly and disabled, and for short-term care of inmates su�ering an

acute illness, inmates close to death or travellers requiring accommodation. While

authors have chosen to use various categorisations of hospitals, many use the same

categories but under di�erent titles. For example, Rawcli�e's (2013) hospitals for

long-term care for the elderly and disabled are comparable with Knowles and Had-

cock's (1971), Carlin's (1989) and Gilchrist and Sloane (2005) alms-house categories.

This thesis employs the scheme of classi�cation established by Knowles and Had-

cock (1971). Having reviewed academic literature referring to the use and estab-

lishment of hospitals this classi�cation system does provide the best overall �t to

hospitals of later medieval England, as it accounts for the most commonly occurring

hospitals yet leaves room for those which do not �t the classi�cation to be de�ned

separately (Clay 1909; Carlin 1989; Gilchrist 1995; Godfrey 1955; Orme and Webster

1995; Prescott 1992; Rawcli�e 2006; Rubin 1989; Gilchrist and Sloane 2005; Watson

2006; Huggon 2012; Nicolson 2012). Furthermore, utilisation of the four categories

facilitates a cohesive and comparative analysis of the Hospital of St James with

contemporary published literature, although it is important to note that this thesis

recognises that not all medieval hospitals can be easily de�ned by one of these four

categories, especially from the archaeological evidence alone.
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2.2.1 Hospitals for the leprous

Approximately 345 of the 1103 (31%) hospitals listed by Knowles and Hadcock

(1971) were dedicated to the care of leprous individuals, some of which doubled

as later almshouses (Ro�ey and Tucker 2012, 170). At their peak in the early

fourteenth-century, hospitals for the leprous sick in England and Wales totalled

approximately 350 active institutions at any one time (Huggon 2018, 18). In the

historic and archaeological record, hospitals for the leprous are identi�ed via hospital

statutes, con�rmed by analysis of the skeletal material. For example, the Hospital

of St Mary Magdalen, Winchester was identi�ed via documentary resources and was

then subject to osteological and aDNA analysis which identi�ed the strain of leprosy

present (Ro�ey and Tucker 2012, 171; Ro�eyet al. 2017, 1-27).

Leprosy is a chronic bacterial infection caused byMycobacterium leprae,spread

via droplet infection and prolonged skin-to-skin contact with the infected (World

Health Organisation 2018, 1; Manchester and Roberts 1989, 268; Tayloret al. 2006,

1569). The disease has a prolonged incubation period from three years to several

decades, followed by a drawn-out period of chronic symptoms with devastating ef-

fects on the infected (Pinheiroet al., 2011, 28; Bhat and Prakash 2012, 2). Leprosy

is primarily a skin disease which manifests in blotchy, lumpy and in
amed dermis.

As the disease progresses, in
ammation of the tissue surrounding the eyes can result

in blindness and rhino-maxillary collapse occurs due to the destruction of cartilage,

giving the nose a sunken appearance (Pinheiroet al., 2011, 218; Bhat and Prakash

2012, 3). The progressive disease results in the destruction and reabsorption of bone

throughout the skeleton with resulting secondary infections such as gangrene (Mag-

ilton 2008, 10; Roberts and Cox 2003, 267-8).

During the Middle Ages, the causes of leprosy were believed to be wide and

varied. These included the consumption of rancid food, unpleasant smells in the

atmosphere or the consequences of certain celestial alignments (Rawcli�e 2006, 44-

103). Furthermore, it was widely thought that the disease could be contracted as a
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result of sin, often sexual in nature, committed by the infected themselves or their

parents (Ro�ey 2012, 20; 204). Therefore, it is consistent with medieval beliefs

about leprosy that the religious nature of the medieval hospital should have o�ered

solace and a place for the infected to be treated through piety, devotion, prayer,

absolution and diet.

Due to the debilitating and dis�guring symptoms of leprosy, the leper hospital

is thought to have had the most strictly de�ned function and ruling of all medieval

hospital types (Ro�ey 2012, 21; Ro�ey and Tucker 2012, 170-1.) Provisions made

for the leprous sick were signi�cant. Once admitted, inmates were segregated from

the general population for life, they were to refrain from casual or long-term contact

with the healthy and had to wear distinctive and enveloping clothing (Carlin 1989,

22). The primary means by which seclusion was enforced was via the location of

hospitals on the outskirts of towns. Magilton (2008, 17) suggests such locations were

chosen to seclude the leprous from general society via forbiddance of entry through

the town gates. However, it is also suggested that the location provided visibility,

and through this, an opportunity to procure donations and prayers for the leprous

from travellers to the town who passed through the gates (Orme and Webster 1995,

45).

Inmates of leper hospitals could be from both religious and lay backgrounds, and

unlike many other institutions in the medieval period, they would house both male

and female inmates (Carlin 1989, 23). It is thought that the average leper hospital

usually had a maximum capacity of only 12 inmates, as did the majority of hospi-

tals in medieval England (Gilchrist 1995, 14; Brodman 2007, 124). This is primarily

due to the small size of hospital buildings; in the leprosaria of St James, Colch-

ester and the Lazar House in Norwich the chapels themselves doubled as in�rmaries

(Ro�ery 2012, 224). However, much larger establishments also existed, including

the leprosy hospital at Sherburn in North Yorkshire, which was founded in 1181

with the capacity to house 65 patients, a master, and three priests (Clay 1909, 243).
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The Hospital of St Giles in London was founded in 1101 for 40 leprosy patients

(Carlin 1989, 22-3). The establishment of such large leper hospitals is a re
ection of

the diseases' powerful transmission and its widespread impact upon medieval society.

By the early �fteenth century hospitals for the leprous were in decline, as was the

disease (Mendumet al. 2014, 2). Many of the earliest established hospitals for the

leprous remained institutions for the care of the sick and needy but were converted

to more general use. For example, the hospitals of St Margaret, Huntingdon, Cam-

bridgeshire (Nenket al. 1994, 195) St Nicholas, York (Evans 2004) and the leper

hospital at Southampton, Hampshire (Rawcli�e 2006, 350) became alms-houses and

hospitals for the poor and in�rm (Ro�ey 2012, 215; Magilton 2008, 11). A decline

in hospitals solely providing for the leprous sick coincides with the decline of the

disease from its height in the eleventh century to the �fteenth century (Mendumet

al. 2014, 2). The reasons for the decline of the disease remains uncertain yet po-

tential explanations have been attributed to a cross-immunity between leprosy and

tuberculosis (Manchester 1984, 172; Manchester and Roberts 1989, 269; Stoneet al.

2009, 73), growth of natural immunization (Boldsen and Mollerup 2006, 350), and

that those with leprosy had compromised immunological systems and were therefore

susceptible to epidemics including the Black Death (1348-9) and later outbreaks of

plague (Antoine 2008, 101; Catling 2009, 27).

2.2.2 Alms-houses

The alms-house originated in close association with the Church and monastic estab-

lishments as a charitable mechanism to distribute alms and care to society. Alms-

houses formed the most numerous of the four categories of the hospital, accounting

for 742 of the 1103 (67%) listed by Knowles and Hadcock (1971). The houses

fell into two categories: those intended for the poor in general, and those that re-

stricted admission by distinction, meaning only certain sectors of the population

were permitted entry (Carlin 1989, 23). Many of those with restricted admission

were established by local guilds to care for members of their respective communities.
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For example, alms-houses would house those in need who had fallen into poverty

through no fault of their own, such as orphans too young to work, single parents

and those kept from work by illness, injury, or a physical impairment, as well as the

elderly who had fallen into ill-health or poverty on account of their age or in�rmity

(Goose 2010, 37; McIntosh 1988, 210).

Care of the elderly and in�rm in alms-houses extended to members of the clerical

community who had retired from the strict monastic setting due to ill-health or long-

term impairment. The alms-houses of Basingstoke (1230-40), Norwich (1246) and

Beverley (1279) catered for a mixed community of clerical and secular inmates,

often funded by the payment of an initial entry fee and an annual payment from

the inmates which supported their care, but also guaranteed them both the prayers

of the full company after death and a �tting funeral (McIntosh 1988, 214; Orme

1988, 3). The Church's concern for the clergy also resulted in the establishment of

alms-houses speci�cally for priests. Examples include the alms-houses at Canterbury

(founded before 1224), Bishop's Clyst, Exeter (1311), Wyndham, Chichester (1253)

and St David's, Pembrokeshire (1280-93) (Orme 1988, 3).

2.2.3 Hospitals for pilgrims and poor wayfarers

The hospital for pilgrims and poor wayfarers is a unique category of the institution

which acted more like a modern-day hostel than a hospital, in that they provided

board and lodging to those traveling, rather than care for the ill and in�rm. Estab-

lishments providing for the poor wayfarer and pilgrim were estimated by Knowles

and Hadcock (1971) to account for 12 percent (136 of 1103) of all hospitals, a simi-

lar proportion to the number of hospitals providing for the sick poor (Carlin 1989,

24). Despite many hospitals for the sick poor and alms-houses already o�ering to

house the common traveller, the need for more establishments rose in the twelfth

and thirteenth centuries due to the increasing popularity of pilgrimage (Theilmann

1987, 94). The spread of pilgrim routes throughout the country resulted in the

need for more accommodation, in particular locations along major thoroughfares
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and well-trodden routes. Furthermore, under the Rule of St Benedict, monasteries

were obliged to provide free board and lodging to pilgrims and other wayfarers for

up to three nights (Harpur 2016, 82). This is re
ected in the statutes of the Hospital

of St Mary, Chichester, which stated that the hospital should wash the feet and tend

to the needs of those that seek accommodation for just one night (Page 1973, 100-2).

Many hospitals established for travellers also gained a reputation for caring for

the sick, as pilgrims could also be unwell themselves, illness often being their ini-

tial motivation for their pilgrimage (Magilton 2008, 18). The statutes associated

with the 1233 re-foundation of the Hospital of St John the Baptist, an institution

providing for pilgrims and wayfarers in Oxford, stated \that therein in�rm people

and strangers might receive the remedy of their health and necessity" (Nichols 1968,

329). Moreover, �nancial accounts of the Hospital of St John the Baptist, Winch-

ester, recorded that in 1352/53 six pilgrims stayed for thirty days (Keene 1985,

815-16). The Archbishop of Stratford had previously directed in 1342 \that poor

pilgrims in good health shall be entered only for one night... the greater regard shall

be had for the sick" (Clay 1909, 8), thus it seems like the long-term guests were

more likely admitted for the sake of their health than simply as wayfarers.

The extent of provisions made for the poor wayfarer and pilgrims is likely the

most under-estimated form of care provided to the medieval populace. This is

because, in addition to hospitals, the majority of monasteries also maintained a

guest house for those who could pay. Examples include thehospitum within the

abbey gates at St Mary's, York, and the Strangers' Hall at Winchester (Clay 1909,

3; Kerr 2007, 17). However, the hospital dedicated to the traveller enabled the

separation of the poor traveller from visiting monks and high o�cials (Harpur 2016,

82-3). Hospitals for the sick poor could also cater to pilgrims (see below), such as the

Hospital of St Bartholomew, Smith�eld, which housed a great number of pilgrims

seeking care in 1148, including victims of the falling sickness (generally interpreted

as epilepsy), paralysis, dropsy, fevers, insanity as well as other conditions (Clay 1966,
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3-5). The reasonably wealthy traveller, meanwhile, could take accommodation in

inns and taverns rather than entering the hospital establishment.

2.2.4 The sick poor

The �nal category of hospital to be discussed are those dedicated to the sick poor,

but excluding those su�ering from leprosy (Carlin 1989, 24), and accounting for 112

of the 1103 (10%) hospitals listed by Knowles and Hadcock (1971). The sick poor

were thought to embody the living representation of Christ and their su�ering in

life would reduce their time in Purgatory (Courtenay 2007, 87; Bon�eld 2006, 18).

The premise of Purgatory was well established by the time of the medieval period;

however, it was not until the twelfth century that Purgatory was conceived as a

distinct physical space (Brandtet al. 2014, 381). The concept of Purgatory was

that upon death, virtuous souls would go to Heaven and await the Last Judgement

or Second Coming, whereas wicked souls would be dammed to Hell for all eternity.

However, the vast majority of souls, who fell between the virtuous and wicked would

be sent to Purgatory, where they were cleansed and made pure before joining the

virtuous in Heaven (Tugwell 1990, 110{55). The time one's soul spent in Purga-

tory could be in
uenced by their living actions and the actions of others. Once

in Purgatory a person could do nothing to further shorten their time there, how-

ever, any charitable actions they made while living could. For example, donations

and benefactions made to religious institutes which encouraged prayer and worship

would continue to help one's soul in Purgatory (Craig-Atkinset al. 2019, 159). The

ostensible in
uence that the sick poor had over entry into Heaven, via decreased

time in Purgatory, became a key motivation behind the establishment of hospitals

as a charitable donation to the sick poor (Bon�eld 2006, 187). Private benefactors

and patrons to hospitals sought spiritual prayer from the sick and poor as a return

on their monetary investment (Sweetinburgh 2004, 26-7; Ashby 2005, xv).

Investment in hospitals for the sick poor, and ultimately those living in poverty,

resulted in the widespread establishment of hospitals throughout the thirteenth cen-
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tury (Courtenay 2007, 87{8). During this rise in hospital foundations, and following

it into the fourteenth and �fteenth centuries, hospitals did not provide charity with-

out discrimination. For example, hospitals could tightly de�ne the types of illnesses

they were willing to care for, the age and sex of their inmates, and as discussed in

section 2.3, on many occasions refused entry to those they deemed unworthy of their

charity (Sweetinburgh 2002, 240-1; Ashby 2005, xv).

Hospitals for the sick poor account for the largest hospitals, including St Leonard's

in York, whose in�rmary held over 200 sick, and was the wealthiest in England with

an annual income of£1,369 11s 2¼d in the year 1369 (Seymour 1946, 73). Similarly,

the Hospital of St Mary without Bishopgate in London held a total of 180 beds for

the sick poor, and St Bartholomew's at Gloucester, which in 1333 housed 90 sick

poor (Knowles and Hadcock 1971, 360-73). Those of a more medium size included

St Thomas' at Southwark, St Mary's at Newark, and St Giles at Beverly housing

40, 30 and 21 inmates respectively in the years 1295, 1331 and 1279 (Knowles and

Hadcock 1971, 342-93; Carlin 1989, 25; Giles 1999, 82-95). In contrast, the smaller

hospitals such as Corpus Christi, York and St John the Baptist, Winchester cared

for only seven and six persons respectively in the �fteenth century (Knowles and

Hadcock 1971, 407; Keene 1985, 815). The sheer size of the larger hospitals draws

attention to both the needs of the sick poor but also medieval English society's re-

gard for the impoverished and the strength of their belief in the spiritual bene�t that

acts of charity could produce (Sweetinburgh 2002, 240). The importance of these

establishments is further evidenced in the fact that, like alms-houses and hospitals

for the pilgrim and poor wayfarer, the establishment of hospitals for the sick poor

continued throughout the fourteenth century, with the exception of a fall in estab-

lishments in the immediate aftermath of the Black Death between 1348-50 (Knowles

and Hadcock 1971). This decline in the establishment was only temporary; in the

decades following the Black Death over 100 further hospitals were established in the

second half of the fourteenth century (Roberts 2007, 35).
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In return the sick poor were obliged under the rules of their admittance to pray

for the salvation of the founders and benefactors of their hospital, led by a member

of the religious community (Ashby 2005, xv). Only those deemed too ill to take part

in this act were excused from this element of the hospital's daily routine, despite

the belief that this was a key part of spiritual cleansing and ultimately restoration

to full health (Courtenay 2007, 104{5; Sweetinburgh 2004).

2.3 Inmates and the conditions of their admit-

tance into the medieval hospitals of England

As previously observed, hospitals in medieval England could further re
ect the apos-

tolic values of their founders through the number of inmates they cared for, as the

average hospital housed approximately 12 inmates (Brodman 2007, 124; Gilchrist

1995, 14). Examples include the Hospital of St Nicholas, Lewes, East Sussex (Page

1973, 104); St Bartholomew's, Bristol (Price and Pondsford 1998, 176); and St Mary

Magdalene, Norfolk (Orme and Webster 1995, 29). Despite this ideal, hospitals with

more than 12 inmates ultimately emphasised late medieval society's need for care

provided outside of the home. Although exact �gures as to the number of inmates

all hospitals housed are not available due to a lack of surviving documentation, it is

estimated that the number of inmates in a single alms-house could vary from two to

upwards of 30. Further evidence, in the form of cemetery populations and hospital

architecture, suggests the average number of people housed in any one setting was

12, yielding a very approximate national average of 4,700 people under hospital care

at any one time in the fourteenth and �fteenth centuries (McIntosh 1988, 216).

In addition to the e�orts of the hospital sta�, the inmates were also expected to

work to facilitate their own recovery. While those admitted to the hospital would be

cared for to the best of the hospital's ability, in return an inmate would be expected

to attend confession and receive communion. Throughout their stay, they would

adhere to the rules of the master and follow a quasi-monastic lifestyle as governed
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by the hospital (Rubin 1989, 50). Inmates would typically live and sleep in common

halls, attend daily mass and o�er daily prayers.

While later medieval England saw the establishment of a large number of hos-

pitals, these institutions did not remain static in their function. The period from

the late twelfth to the early-sixteenth century saw the evolution of the form and

function of hospitals alongside a general decline in use from the early fourteenth

century. As already stated above, one of the largest reforms of hospital function was

due to the decline of leprosy in the mid-thirteenth century (Magiltonet al. 2008,

20-1). The high degree of functional specialisation of the leper hospital, in addition

to their geographically-isolated nature, left them under-occupied, under-sta�ed and

under-funded as cases of the disease fell. As a result, many were reallocated to more

prevalent needs, for example, the Hospital of St Mary Magdalen in Newcastle-upon-

Tyne was dedicated to victims of pestilence, and the leper hospital at Stourbridge,

Cambridge became a free chapel (Carlin 1989, 25; Horden 1988, 362). The hospital

at St Giles, Holborn housed just nine leprosy su�erers in 1402 and as a result came

to admit of 14 paupers (Carlin 1989, 23). Similarly, in 1434 the hospital at Sherburn

was reconstituted for a master, four chaplains, four clerks, two boy choristers, 13

poor brothers and a woman servant to look after them, but was also required to

provide for two leprosy su�erers (Knowles and Hadcock 1971, 319). An unnamed

Hospital of Cambridge remained as a leper hospital from its establishment in c.1361

into the �fteenth century and thus is one of the latest surviving medieval hospitals

for people with the condition. This continued function was partially maintained by

having diversi�ed the hospital's function to also admit the mentally ill among its

inmates (Horden 1988, 361).

While the decline of diseases such as leprosy and tuberculosis could undermine

the economic security of hospitals by reducing their pool of potential inmates, the

impact of epidemics which created greater demand for their services could also be

problematic. The Great Famine of 1315-1317 and the outbreak of the Black Death in
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1348-1349 inevitably a�ected the function of hospitals (Bon�eld 2006, 189). These

events would have placed tremendous strain on hospital resources, including the

availability of food and the number of healthy sta� available to run the hospitals, as

well as the ability to provide burial for those who did not survive (Barnhouse 2013,

222). One way in which a hospital could respond to change was to alter its function.

This could be a minor change, for example, accepting the sick poor in addition to the

in�rm. A further development within the alms-houses saw elderly lay people know

as corrodians purchase accommodation and board, occupying places previously ded-

icated to the care of the sick poor, and living out thier lives in a cared for retirement

(Rubin 1989, 53; Bond 2001, 69; Sweetinburgh 2004, 27). The Hospital of St John,

Cambridge progressed from the admission of paupers to the admittance of poor

scholars and corrodians (Horden 1988, 368). The hospitals of St Bartholomew's,

Oxford supplanted inmates with healthy, fee-paying individuals as early as 1316

(Carlin 1989, 25) and the Hospital of St Nicholas, Salisbury transitioned from a

hospital for the poor sick and wayfarers to an alms-house by 1479 (Seymour 1946,

60). On the other hand, the Hospital of St Bartholomew's in Gloucester survived

by charging admittance fees to all inmates by the late fourteenth century (Knowles

and Hadcock 1971, 360).

2.3.1 Conditions of admission

Hospitals had the right to deny entry to those they deemed unsuitable, including

those a�ected by particular a�ictions. An understanding of the admittance proto-

cols used by hospitals helps to illuminate their social structure and daily activities

conducted within their community.

Although the various categories of hospital cared for the needy, the sick and the

poor in their own way, hospitals regularly refused entry to particular divisions of

society (Carlin 1989, 25; Rubin 1989, 49). The reasons behind these clauses on ad-

mission may have lain in the desire to evaluate the moral standing of the individuals,

or to ensure the hospital only accepted those for whom it had the resources to care
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for (Carlin 1989, 25; Rubin 1989, 49). When investigating the `worthiness' of those

admitted medieval attitudes seem to have distinguished between the `deserving' and

`undeserving' (Cavallo 1989, 98). People considered worthy of care included those

unable to support themselves due to a physical or mental ailment and those who were

also victims of poverty (Rawcli�e 1984, 3; Orme and Webster 1995, 58). Most evi-

dent were the elderly, but also widowed mothers and fathers of small children unable

to provide for their family, orphans too young to work, as well as su�erers of illness

and injury (Cavallo 1989, 101). In contrast, the undeserving were de�ned as those

who were able but unwilling to work to support themselves (Langland 1992, 169-90).

The Hospital of St John in Cambridge has one of the best-surviving documented

rules of admittance, which stated that the chronically ill and permanently maimed

were to be admitted, while admittance of the \wounded, cripples, lepers, the insane

and pregnant women was strictly forbidden" (Rubin 1989, 300-1). Similarly, the

hospital statutes of St John, Bridgewater, drawn up in 1219 by Joselin Bishop of

Bath and Wells, stated that \no lepers, lunatics, persons having the falling sickness

or other contagious diseases, no pregnant women or suckling infants and no intol-

erable person" were to be admitted (Orme and Webster 1995, 58). Even though

they may be poor or in�rm, if anyone was admitted with the above condition they

were to be expelled (Maxwell-Lyte 1934, 289). To ensure such mistakes were lim-

ited, the warden of hospitals such as St Mary's, Newark (Carlin 1989, 26) and the

Savoy Hospital, London (Salter 1917, 21; Somerville 1960, 30), screened potential

inmates at the gate to assess the seriousness of their complaint before admitting

them. The rationale behind such exclusions was that the wounded may have been

injured through violence and therefore were dangerous cripples and the mentally ill

could not care for themselves and would, therefore, take up much of the hospital's

resources; leprosy su�erers were catered for elsewhere and pregnant women seek-

ing a hospital bed were likely to have conceived out of wedlock, and in any case,

could not with modesty be accommodated in a male community (Rubin 1989, 49,

157-9). Furthermore, Carlin (1989, 25) argued that caring for the sick became an
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`unwelcome or impossible burden' upon the hospital institution and thus restrictions

regarding admission were implemented to protect the resources of the hospital by

circumventing those deemed to be a too great a strain on the hospital.

Those individuals excluded from the speci�c hospitals discussed above were not

prevented from entering all institutions. Indeed, a number of hospitals made special

provision for groups otherwise excluded from most institutions, most notably for

pregnant women. Maternity patients were specially admitted to St John's Hospi-

tal, Sandwich, which had a `chamber for strange women' where women who were

not native to Sandwich and in labour could seek help (Clay 1909, 12). Likewise,

the leper Hospital of St John the Evangelist at Blyth in Nottinghamshire was re-

founded as a hospital for poor strangers and pregnant women in 1446 (Knowles

and Hadcock 1971, 34). The three London hospitals of St Thomas, Southwark,

St Bartholomew's, Smith�eld and St Mary without Bishopgate all accommodated

pregnant women (Carlin 1989, 32). The Hospital of St Thomas cared for pregnant

women as early as 1295, when Richard Whittington, mercer and mayor of London,

is recorded to have bestowed an eight-bed chamber for unwed mothers which was to

be run with the strictest discretion so as not to hinder the women's later chances of

marriage (Rawcli�e 1984, 12). The only evidence of maternity practices contained in

the papal indulgences of the Hospital of St Mary without Bishopgate dating to 1445

described the continued care for the women's infants until weaned (Carlin 1989, 32).

Provision for those with mental illnesses was central in social concepts of the

medieval period which considered `insanity' to be the manifestation of sin. It is

recognised that a hospital's founder could lay down principles of admission of the

mentally ill from the outset, as seen at the Hospital of St John the Baptist, Chester

which was founded in 1232 `for the sustentation of poor and silly persons' (Carlin

1989, 33). Similarly, a nameless hospital at the Stone House, Charing Cross, London

was founded for the `distraught and lunatic', who were later transferred to the Hos-

pital of St Mary Bethlehem, London in the 1370s (Knowles and Hadcock 1971, 402;
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Carlin 1989, 33; Historic England 2017). A further London hospital was granted

a royal licence in July 1370 to house priests and those who had fallen into mental

turmoil and lost their memories, however, its proprietor, chaplain Robert de Den-

ton, changed the licence in 1378 to establish a perpetual chantry in St Katherine's

Hospital instead (Carlin 1989, 34).

The Hospital of St Mary Bethlehem, London, which later became Bedlam hospi-

tal (c.1329), is the best-documented hospital dedicated to serving those with mental

conditions and has been named England's �rst hospital for the mentally ill (Raw-

cli�e 1984, 4). Its origins lay in the 1247 foundation of the Priory of St Mary of

Bethlehem to heal the sick paupers of London, though when exactly the hospital

made a transition from caring for those with physical ailments or disease to those

with symptoms of mental illness is unclear. By 1403, however, patients were termed

`lunatic', including patients with learning di�culties, falling sickness/epilepsy and

dementia (Rawcli�e 1984, 4).

In summary, admittance to the medieval hospitals of England was a right reserved

to those truly in need of the care and provisions they o�ered. Those deemed worthy

of care, as outlined in the statutes discussed, follow the categories of hospital outlined

at the beginning of this chapter. Exclusion of persons with speci�c a�ictions such

as falling sickness and contagious disease, or pregnant women, can be interpreted as

a way by which hospitals managed their populations and resources to provide care

within the means of their establishment.

2.4 Management of medieval hospitals in England

Management of the hospitals, including the conditions of admittance, was overseen

by a member of the religious communities, appointed as master of the hospital (Sey-

mour 1946, 41; Carlin 1989, 24). Being established by religious communities the

hospital sta� broadly matched the pro�le of a religious house, for example a highly

regarded priest, canon or chaplain was appointed as hospital master (McIntosh
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2012, 89; Bottomly 2002, 29). Following the master was a community of monas-

tic or quasi-monastic brothers and servitors who maintained the hospital's religious

function, tended to the spiritual needs of the inmates and its daily running (Rubin

1989, 46). Should the hospital be established by a religious community of females

then the same structure was followed but with a master prioress and community of

nuns.

The religious sta� of hospitals were supplemented by members of the lay com-

munity, consisting of one or both sexes, who took control of daily activities vital to

the hospital's survival (Horden 1988, 360). This included running the kitchen and

the brewhouse, tending to the kitchen garden, collecting supplies, and attending to

inmates (Seymour 1946, 41; Carlin 1989, 24). The health of women was considered

the responsibility of women and therefore female lay sisters were employed as nurses

and midwives in hospitals (Wigelsworth 2006, 101). Much of our understanding of

the hospital's sta�, such as the distinction in roles of the religious and lay members

of the hospital sta�, comes from the episcopal injunctions of the hospitals of St

Thomas the Martyr, Southwark dating to 1387 (Carlin 1989, 32). These injunctions

reveal that, while canons carried out regular religious observance, the lay-brethren

ensured the hospital's general maintenance and daily function; in addition to which,

it states that when sisters and lay-sisters were present in a hospital they oversaw the

inmate's care and domestic responsibilities which otherwise were seen to by male

sta� (Gilchrist 1995, 16; Carlin 1989, 32; Rawcli�e 1984, 5).

The broad role of the religious in the hospital called for a more lenient and 
exi-

ble lifestyle than that typical of a monastic community. For example, although they

were to conform to the monastic rule, study scripture and observe the canonical

hours, the hospital-based brothers interacted with the secular population on a daily

basis and supervised the sick (Rawcli�e 1984,5). Therefore, it is arguable that the

idiosyncrasies of monastic rule enabled the provision of care in hospital environ-

ments to take place. A prime example of this is the aforementioned Augustinian
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vita active canon, and this order of canons were able to ful�l a number of roles in

medieval society as they were permitted to live outside the cloister as a community

of integrated brothers and thus could integrate into the quasi-monastic mixed com-

munity of a hospital (Lawrence 2001, 165-7). This order of canons grew to become

the largest religious order in England with 274 Augustinian foundations compared

to the next largest of 219 Benedictine foundations (Lawrence 2001, 164).

While hospitals were based on the Christian ideals of charity it was not un-

common for them to be a�ected by corruption and poor administration. In some

cases, the extent of maladministration was great enough to cause economic failure,

resulting in the closure or reestablishment of hospitals for the sick poor (which did

not take money directly) as almshouses and pilgrim hostels charging fees for their

service or their conversion to secular colleges (Carlin 1989, 34). In 1403 the Royal

Commission ordered an investigation of abuse and malpractice by Peter Taverner,

the acting deputy warden at St Mary Bethlehem, London. It was found that Tav-

erner and his wife had exploited his position, stolen the hospital's entire revenue

over four years, and a portion of the revenue for a further fourteen years (Carlin

1989, 34). In addition to this, they stole money from the alms boxes and food given

by charity to the patients, as well as everything from bedding to cooking utensils,

gardening tools, two keys to the garden gate, a bier, a complement of four pairs

of iron manacles, �ve other chains of iron and six iron chains with locks (Seymour

1946, 139-40). It is evident that each hospital was subject to the in
uence of its

administrators, as is evidenced further below.

The Hospital of St Leonard's, York also fell victim to its masters, who rejected

the poor in favour of those who could pay large sums for admission, which they then

appropriated (Seymour 1946, 86-7). The Hospital of St John's, Sandwich charged

6s. 8d. and St Bartholomew charged up to£19 to ensure the inmates were housed

for the remainder of their life; considering the inmate could potentially live in the

hospital for decades the di�erence in fees is reasonable (Seymour 1946, 87). In 1303
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at St Mary's without Bishopgate, it was discovered that legacies intended for the

sick poor were not paid, the poor were denied their full dietary allowances, and that

the lamps hung among the in�rm `for their solace' had been removed (Carlin 1989,

35). By order of the Bishop, the hospital was to restore the legacies, allowances and

lamps at the hospital's cost and not by means of selling the clothing of inmates,

which was common practice to raise funds for hospitals (Carlin 1989, 35). This

apparent lack of due diligence in �nancial management was undoubtedly a contri-

bution to the decline in active hospitals for the sick poor in later medieval society;

of the 112 sick poor hospitals listed by Knowles and Hadcock (1971), by 1535, 24

had disappeared, 49 changed the type of care they provided and just 39 continued

to care for the sick poor (Carlin 1989, 35).

Due to donations made towards the establishment and maintenance of English

hospitals, they continued to largely be run under religious management from the

late eleventh century. These generous donations are thought to have been made in

support of the charitable concepts of Christianity and in the development of care for

the poor from the twelfth to �fteenth centuries (Metzler 2011, 50{1; Rubin 1989, 46;

Watson 2006, 87). Such donations were made via endowments by private benefac-

tors to the welfare system and the investment of noblemen and merchants in their

respective communities (Rubin 1989, 43-6). As a result of economic growth dur-

ing the late-twelfth and early-thirteenth centuries, the number of donations to the

establishment of hospitals increased (Bottomly 2002, 59; Thomaset al. 1997, 88).

The founder or benefactor made a donation in return for the privilege of elevated

social status, in
uence and intercessory prayer (Cavallo 1989, 108; Rubin 1989, 44).

Their in
uence could extend to, in corroboration with the Church, appointing a

master, setting fees, stating admittance regulations and deciding the age, sex and

overall demographic structure of the hospital's inmates. There is no evidence of re-

striction regarding who could found a hospital, only that their establishment was to

be based on concern for the soul's journey through purgatory (Magilton 2008, 20).

The Hospital of St John, Cambridge was established by the local lay community
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to address growing concerns surrounding the provision of care (Rubin 1989, 52).

The town was overrun run by the sick, destitute and unemployed who required care

of the physical body and soul. Although initially founded by the townspeople in

c.1195, the hospital became a place of religion, run under ecclesiastical supervision

of the Augustinians in c.1250 (if not earlier), and remained as such until its decline

in the �fteenth century (Cessford 2015, 57; Rubin 1989, 157).

In summary, the emphasis of spiritual concepts of care and well-being manifest in

the relief system of late medieval England. The foundation and oversight of hospitals

by monastic organisations was made possible via the divergence of orders from the

ideals of a secluded existence towards practices that promoted engagement with the

spiritual needs of the lay community. The in
uence of apostolic teachings saw the

monastic orders embrace caregiving in a hospital setting aided by the donations

made by founding partners and benefactors.

2.5 Provision of burial in the medieval hospitals

of England

While spiritual wellbeing was the emphasis of the hospital, the Seventh Act of Mercy

was the interment of the dead, and as a consequence, hospitals were also obliged to

bury those who died in their care. In many instances, this was explicitly stated in

the terms of their foundation or was a caveat in the granting of their own cemeteries

(Gilchrist and Sloane 2005, 63).

Not all hospitals had their own cemetery and therefore in order to provide burial

to their inmates they were reliant upon other hospitals and local parish cemeteries

to do so (Gilchrist 1992, 103-4). For example, the Hospital of St John, Exeter buried

their dead in Exeter Cathedral's cemetery before being granted their own cemetery

in 1351 (Lepine and Orme 2003, 9). Within the hospitals that did have cemeteries,

burial was not limited to the hospital's residents and some cemeteries were also open
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to those who chose to be buried there (Gilchrist 1992, 104). This must be kept in

mind when assessing the population of a hospital's cemetery, however these indi-

viduals will only account for a small percentage of a hospital cemetery's population

as parish cemeteries remained the principal focus for burial throughout medieval

England (Barrow 1992). As with any paleodemographic investigation, populations

were not stationary and the presence of migrants, in the widest use of the term, in

the local community being studied will always be an immovable element a�ecting

the analysis.

A number of archaeological studies focusing upon hospital cemetery data have

been able to identify the burials belonging to hospital inmates and have used the

subsequent data to aid the exploration of the hospitals use. In the case of burials

at the Hospital of St Mary Magdalene, Partney, distinctions in the cemetery's pop-

ulation were made via sex distribution, grave form and burial location within the

cemetery. The cemetery was split by a path; to the north of the path, the commu-

nity consisted of men, women and children, to the south of the path all burials were

male (Atkins and Popescu 2010, 218). Within these southern burials, a number of

stone-cut anthropomorphic graves were uncovered which have been interpreted to

be the burials of religious sta� from the hospital or members of the religious commu-

nity at Bardney Abbey, under whose jurisdiction the Partney hospital operated. A

similar distinction in grave form existed at the Hospital of St Nicholas, Lewes where

82 percent of burials were shallow ill-de�ned graves dug into quarry �lls and the

remainder in chalk-cut graves, which were all located to the south of the cemetery

(Barber and Sibun 2010, 93). It has been suggested that these chalk-cut graves were

of higher status individuals such as brethren (Barber and Sibun 2010, 93). Hospi-

tals for the leprous sick o�er an opportunity to apply a more thorough division of

the population. The majority of skeletons from these hospitals will have physical

markers of leprosy and the minority aDNA evidence of the disease, dependent on

preservation and testing, which can be employed as a method of population identi-

�cation. Analysis at the Hospital of St James and St Mary Magdalene, Chichester
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did not require the expensive application of aDNA analysis. Instead from just the

ostological analysis of the remains it was possible to calculate the presence of leprosy

for each cemetery area (Lee and Magilton 1989; Magiltonet al. 2008). Of those

buried in Area A1 over 61 percent showed physical evidence of leprosy, in Area A2

43 percent, and in Areas B1 and B2 just 15 percent. The presence of leprosy pro-

vides a direct link of a�ected skeletons to the hospital, while the decreased presence

of leprosy in Areas B1 and B2 may re
ect the time when the focus of the hospital's

use changed to that of local sick poor.

2.6 Location and situation of medieval hospitals

Hospitals were undeniably an element of wider monasticism in
uenced and run, in

part, by religious communities. Nonetheless, they were a distinct division and thus

a unique entity in later medieval society. They held a somewhat liminal position in

the physical landscape and acted as a physical marker for the divided zone between

religious and lay environments (Gilchrist 1995, 40; Ro�ey 2012, 220; Geremek 1987,

105). As such, hospitals were most commonly located at the gates of towns, on

bridges or on the edges of monastic precincts.

This discussion of hospital location begins with an examination of leprosy hospi-

tals due to the ideas of segregation surrounding the sick (Knowles 1963, 483; Rowell

2000, 73; Mahood 2014, 50). Thirteenth-century understanding of the spread of dis-

ease stems from the idea that it was accompanied by foul odours and that distancing

oneself from the sick decreased the chance of infection (Rawcli�e 2013, 123-4). Thus,

the leprous were marginalised in society and often forbidden to pass through a town

or stay there (Carlin 1989, 22{3; Manchester and Roberts 1989, 268). Exclusion of

the leprous sick from urban centres resulted in them being located outside the gates

as a way to keep the sick at `arm's length' (Knowles 1963, 483; Rowell 2000, 73;

Mahood 2014, 50). In Norwich there were a total of �ve hospitals for the leprous

sick, and each was located outside a city gate (Orme and Webster 1995, 45). This

positioning made the hospital the �rst establishment visible to visitors to the urban
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centres, so consequently hospitals on the periphery of urban centres often provided

service to poor wayfarers and pilgrims.

Being situated outside the walls of a town meant that visitors could arrive at any

time and not be governed by the opening and closing of the town gates (Orme and

Webster 1995, 45). This location also allowed the hospital's greater interaction with

the public, due to the high tra�c passing on its way to the urban centre (Rawcli�e

2013, 327). This aided the hospital's collection of both donations and prayers for

their inmates and benefactors (Rawcli�e 2006, 307-13; Ro�ey 2012, 221-2). At Bury

St Edmunds, all four town gates had a hospital situated outside, which, to di�erent

degrees, were dependent on the income from donations (Rowe 1958, 257). Similarly,

the entrance to the major port towns of Bristol, Dover, Hull and Southampton

were all accompanied by a hospital (Godfrey 1955, 15). Hospitals located at road

junctions and bridges are also thought to have been positioned for the passing of

travellers; St Thomas Hospital at Southwark and the hospitals of St Giles at Bromp-

ton Bridge are such hospitals which were located on major thoroughfares.

The idea that hospital location was largely a means of segregation has contin-

ued in the discussion of their situation on the periphery of monastic houses. As

previously discussed, hospitals were separate from the care provided with in monas-

tic houses and therefore di�er from the monastic in�rmary and the monastic guest

house which served the unwell religious and wealthier guests respectively. In con-

trast, the hospital housed the sick poor and poorer visitors to the monastery, such

as pilgrims. Their location on the boundary of the monastic precinct provided a

physical division between the religious and the lay communities. Yet they enabled

the monastery to demonstrate their `participation' in carrying out pious acts of

charity without having to physically interact with the hospital's community, and

therefore without compromising the sanctity of the inner precinct (Knowles 1951,

89; 1963, 483; Rowell 2000, 73). The location of Augustinian almonries before the

gates of monastic houses has been used by Rowell (2000, 73), to demonstrate the
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importance of protecting the sanctity of the inner precinct by keeping hospitals at

an `arms length'.

Further motivations for such locations are that the hospital acted as a reminder

of the charitable acts being carried out by its a�liated monastic house. The back-

drop of the monastic communities provided a reminder to visitors that they were

on the bounds of a sacred space (Helms 2002, 436). The dogmatic overtones of

the religious setting also focused the minds of the hospital's inmates and visitors to

the importance of faith and forgiveness of sins to one's general wellbeing (O'Boyle

1992, 197; Nutton 2000, 68-72). The reverse was also true, and the presence of

the hospital and its inmates, whether they be sick, poor, destitute or leprous, in

the vicinity of the monastic community would have reminded them of the plight of

the lay people and the importance of their role in providing spiritual relief through

prayer and through facilitating hospital accommodations.

The positioning of hospitals in the medieval landscape was arguably chosen to

control the seclusion of the sick and maintain the sanctity of the religious while

ensuring the visibility of the hospital. It has become apparent that the protection

of the healthy from the diseased was at the forefront of positioning in the case of

leprosy hospitals (Ro�ey 2012, 220). However, also of equal importance seems to be

the visibility and publicity of the monastic community's involvement in the giving

of alms and acts of piety.

2.7 The comparative medieval hospitals and their

osteological studies

The following provides introductory descriptions of the nine hospital cemeteries and

their osteological studies which are utilised for comparison in this thesis. These

sites represent a range of hospitals contemporary to the Hospital of St James at

Thornton Abbey. The topographic and temporal bounds of these sites are broad
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in order to make the most of the archaeological record available in England. These

nine hospitals have all been categorised by their respective researchers/authors into

one of the four hospital types as de�ned by Knowles and Hadcock (1971) and Carlin

(1989). However, the aim of their comparison in this thesis is not to categorise the

Hospital of St James in to one of these hospital types, but to characterise it by

drawing upon demographic data available from these hospitals. Nonetheless, it will

become clear whether there is any particular similarity between St James and one

hospital or type of hospital.

Comparative analysis has been employed throughout this thesis as the skeletal

remains of hospital populations add to our interpretation of what demographics the

hospitals housed and the ailments they cared for. As discussed in Chapter 2, it

is known from written records that hospitals would outline a strict set of rules on

who they would allow access to the hospitals and the care resources which they

provided. For example, the Hospital of St John, Cambridge had it written in their

regulations that the admittance of pregnant women, lepers, the wounded, cripples

and the insane were strictly prohibited (Rubin 1989, 157). It is possible to identify

the enforcement of such rules in the skeletal remains of a hospital's population. If a

hospital made a speci�c rule against the admittance of females then the population

would have a strong male bias with the exception of female's who may have worked

in the hospitals or who were a�orded burial but were from an external community.

While it is still possible for females to be in the cemetery population the bias towards

males would still be clear in a male dominated community. While some hospitals

forbade the admittance of people with leprosy, others were set up for the sole care of

those with the disease. In the skeletal remains of these institutes there will be a high

presence of leprosy related pathologies and of course aDNA evidence of the disease

which con�rms the hospitals cared and housing of individuals with leprosy. If a

hospital cares for the general sick poor there will be a range of pathologies present

throughout the skeletal assemblage, but unlike the specialised hospitals for leprosy

these will be an array of di�erent pathologies ranging from markers of biological



2. The medieval hospital in England 53

stress, disease, trauma and lifestyle. If very little evidence of pathology or disease

is located among the population this could contribute to an understanding that the

hospital housed the poor or travellers/pilgrims. Therefore, from observing the de-

mographic and pathological pro�les of the hospital populations insight can be gained

into who was admitted into a hospital and the types of care they may have been

a�orded, as is explored further through the application of Tilley's bioarcheology of

care in Chapter 6. As a result of this the nine comparative hospitals utilised in this

thesis were chosen as they provide examples of both rural and urban hospitals which

acted as hospitals for those with leprosy and the sick poor, as well as almshouses

and hospitals for wayfarers and pilgrims. Therefore these provide an overview of

di�erent hospital types located in di�erent settings with populations that have been

subject to osteological analysis and publication which can be utilised to compare

and contrast the Hospital of St James.

St Mary Magdalene, Partney, Lincolnshire

The Hospital of St Mary Magdalen, Partney was a rural hospital existing by c.1115

until the year 1318 (Atkins and Popescu 2010, 204). Excavation of the site carried

out between 2003-4 uncovered the hospital chapel as well its associated cemetery.

The excavations identi�ed 43 graves and further disarticulated material. Due to is-

sues of preservation a total of 33 skeletons were subject to analysis by Sue Anderson

(in Atkins and Popescu, 2010). Of these 33 skeletons, 28 were adults. The adult

population consisted of 17 males, one female and 10 individuals for whom biological

sex could not be attained. The remaining �ve individuals were non-adults, aged 7-16

years of age at death, no attempt to determine biological sex of the non-adult pop-

ulation was made. Atkins and Popescu (2010, 218), suggest the possible occurrence

of cemetery zoning between lay and religious burials based on the location of grave

type and grave goods within the cemetery. As noted above, it was suggested that in

this instance, the 14 shallow graves laying north of the cemetery pathway represent

the lay population, while the 26 deep and often anthropomorphic graves located

south of the pathway signify the burial of priests/monks (Atkins and Popescu 2010,
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218). All non-adults were north of the pathway. A single burial was uncovered from

within the hospital chapel itself and is therefore suggestive of a patron or benefac-

tor. This shallow burial containing a male (25-30 years at death) lay to the western

end of the chapel, and radiocarbon dating indicated that this look place between

1150-1280. Little discussion of this burial was made but the skeleton was categorised

as belonging to a lay individual due to a lack of any material culture (Atkins and

Popescu 2010, 222).

In addition to the apparent spatial zoning that took place the presence of grave

goods were also suggestive of social division. For example, the presence of nails,

presumably from co�n �ttings, were all identi�ed to the south of the pathway

suggesting co�ned burial was resigned for the religious community. Furthermore,

remains of pewter chalices were recovered from four graves (Burials 32, 35, 38 and

41). The presence of such goods is indicative of priestly burials according to the cus-

tom of burying pewter replicas of silver communion vessels following the instruction

in 1229 by William of Blois, Bishop of Worcester (Oman 1990, 790). The evaluation

of the hospital at Partney not only considered the spatial division of the hospital

and its cemetery but also the use of chest/co�n burial outside of the known geo-

graphical range and date, as well as the use of socketed and ledged graves (Atkins

and Popescu 2003, 263). These strains of evidence have been compiled to reveal a

greater understanding of the use and the potential to recognise social division among

the cemetery population at the Hospital of St Mary Magdalene, Partney.

St Nicholas, Lewes, East Sussex

The medieval Hospital of St Nicholas lay outside the town wall of Lewes, East Sus-

sex, in the parish of St Peter and St Mary Westour. The exact year of foundation

is unknown, although documentary evidence records the hospital was established

by the de Warenne family as an in�rmary for the poor under control of the priory

of Lewes (Page 1973, 104; Barber and Sibun 2010, 81). The �rst reference to the

hospital is from an account of the Battle of Lewes (c.1264) in which the hospital is

described as a leper house, later sources refer to it as an institution for the poor and
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after 1547 as an almshouse (Barber and Sibun 2010, 81). At the time of Dissolution,

the hospital housed 13 inmates, for which they received a support payment totalling

£5 10s. (Page 1973, 104).

Excavations carried out in 1994 uncovered the remains of 102 burials dating from

the late-twelfth to the early-sixteenth-century (Barber and Sibun 2010, 93). Excava-

tions revealed 82 percent of burials were located in quarry �lls and the remainder in

chalk cut graves in the southern area of the cemetery. The degree of intercutting is

varied across the site, and therefore the excavators suggested that it was impossible

to establish either phasing patterns or dates for the individual graves (Barber and

Sibun 2010, 83). Of both the chalk-cut and quarry-�ll graves, just 19 burials were

interred in co�ns, the greater proportion of which were in chalk-cut graves, sug-

gesting that these graves were a�orded greater investment of both cost and physical

labour. It is likely that the majority of remaining burials were shrouded. No spatial

patterning was evident in regard to age or sex. However, the 14 non-adults were

all in the quarry cut graves with the exception of one. There were 88 adults and

14 non-adults, 65 males, 16 females and seven skeletons of undetermined biological

sex.

While it is possible that the chalk cut graves were of a higher status than the

quarry �ll graves, there is little doubt surrounding the non-normative or atypical

burials within the cemetery. These burials consist of two individuals buried with

their arms and hands behind their backs, one individual buried with an iron man-

acle around their right ankle, several double burials and a further two individuals

interred in a single grave where they appear to have been stood at one end of the

grave and allowed to fall in backwards (Barber and Sibun 2010, 97-9). Double inter-

ments were present in both chalk and quarry graves, these were thought to represent

either familial relations or have resulted from a small scale epidemic where two or

more people died at the same.
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St John's Hospital, Cambridge

The medieval site of St John's Hospital Cambridge was excavated from 2005-12,

during which the remains of 400 complete and partial burials were recovered along

with features of the associated cemetery. The hospital was established in 1195

as a foundation by the townspeople which later became a place of religion with an

ecclesiastical licence and supervision (Cessford 2015, 57). Documentary evidence in-

dicates the hospital cared for the poor and in�rm under Augustinian rule (adopted

c.1250), however, strict rules against the admittance of pregnant women, lepers, the

wounded, cripples and the insane were speci�ed in the hospital's regulations (Rubin

1989, 157). By the �fteenth century, the hospital housed only a few alms people and

instead carried out charitable institutions and chantry services (Cessford 2015, 62).

Excavation revealed �ve phases of use to the urban cemetery; of the 404 individ-

uals recovered 341 (84.4 percent) were adults and 63 (15.6 percent) were non-adults.

Of the adult population, 86 were determined to be male and 74 females, only a small

proportion of the adults could have biological sex determined due to issues of trunca-

tion, inter-cutting and preservation (Cessford 2015, 84). The cemetery composition

revealed the large majority of burials to have been interred in the extended supine

position aligned west-east and to be without grave goods. However, social status has

been inferred from geographic location within the cemetery, orientation and burial

practice (Cessford 2015, 104). For example, several burials did not conform to the

norm; these abnormalities presented in those aligned east-west or south-north, a

double burial, a prone burial and individuals interred with grave goods and co�n

nails (Cessford 2015, 76-82). In addition, the skeletal remains provided some context

to the reasons for admission, for example, the palaeopathological evidence revealed

individuals at the hospital su�ered from Di�use Idiopathic Skeletal Hyperostosis

(DISH), Tuberculosis (TB), scoliosis of the spine as well as cases of trauma.

St Bartholomew's, Bristol

The Hospital of St Bartholomew, Bristol, was founded by Sir John de la Warre
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around 1232/4 as a hospital for the sick poor later becoming an alms-house before

its dissolution in 1532 (Price and Ponsford 1998, 53). Documentary evidence con-

sisting of records presented by the Earl of Ducie to Gloucestershire Records O�ce,

from which Price and Ponsford (1998, 53-6) have noted the administrators and sta�

of St Bartholomew's Hospital from 1234-1532. This documentation has revealed

that the number of brethren within the hospitals steadily decreased and from 1340

the hospital was subsequently run by women under Prioress Eleanor (Price and

Ponsford 1998, 87). In 1387 men, women and sisters are recorded at the site and

after 1445 the hospital was used to house 12 poor mariners and their priests (Price

and Ponsford 1998, 87, 176). Cemetery excavations uncovered the remains of 45

burials; of these seven were non-adults, 26 were adults and 12 could not have age

identi�ed due to extensively poor preservation. Of the 26 adults 12 were male, 11

female and three of indeterminate sex (Price and Ponsford 1998, 176). Further ex-

amination of the cemetery population suggests the hospital was serving an elderly

in�rm population with no evidence of serious trauma or unusual pathology (Price

and Ponsford 1998, 214). From the cemetery excavation and analysis of burial it

was estimated that the hospital housed approximately 30 people at any one time,

which would be in-line with the aforementioned record of 12 poor mariners with the

addition of the religious and hospital population (Price and Ponsford 1998, 87).

St Mary Magdalene, Winchester

The Hospital of St Mary Magdalene, Winchester was excavated from 2008-2012 as

a research-led investigation aimed at studying the history and development of a

well-documented medieval leper hospital. The site of the hospital was located on

the outskirts of the medieval town suburbs. Although �rst documented in the mid-

twelfth century as an institution to house those su�ering from leprosy, archaeological

evidence suggests the hospital's foundation took place in the late eleventh century

(Ro�ey and Marta 2010, 405). By the fourteenth century the hospital underwent a

phase of rebuilding and reorganisation into an institution that likely no longer ran

exclusively as aleprosarium. In the late sixteenth century further building works
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took place and the hospital was re-established as an alms-house (Ro�ey and Marta

2010, 405).

A total of 54 skeletons were recovered, of which ten were male, three were fe-

male, 31 were of undetermined sex, and just ten were non-adults (Ro�ey and Tucker

2012, 172). 38 burials were recovered from the early northern cemetery, interred in

anthropomorphic graves with head niches to the west. 33 of these burials presented

with indications of leprosy, and also included an amputee of the lower left leg and a

pilgrim (identi�ed as such though the inclusion of a scallop shell) (Ro�ey and Marta

2010, 406; Ro�ey and Tucker 2012, 174). The second phase of burial, estimated to

have commenced in the mid-late twelfth century, took place to the south of the new

hospital chapel. Two of the �ve burials excavated from this phase also presented

with evidence of leprosy (Ro�ey and Tucker 2012, 172). The �nal burials date to

the fourteenth to the sixteenth-century phases of burial in which 11 individuals were

interred in nine graves inside the south aisle of the chapel, in which there is no con-

�rmation of leprosy (Ro�ey and Tucker 2012, 172).

Ro�ey and Tucker (2012) concluded that the Hospital of St Mary Magdalene

brings to question the belief thatleprosaria were isolated hospitals and that their

inmates were segregated. This is a result of the evidence they saw for palliative

and remedial care, suggestive there were attempts to alleviate the su�ering of this

community. It is suggested that the level of care challenges the traditional thought

surrounding leper hospitals and this is seen here on the same level as that of minor

monastic houses (Ro�ey and Tucker 2012, 178)

St Margaret, High Wycombe, Buckinghamshire

The Hospital of St Margaret, High Wycombe, Buckinghamshire, was investigated

as a rescue excavation in 1986, when the incomplete remains of 12 skeletons were

recovered (Farley and Manchester 1989, 84). Discrete graves were excavated where

possible, however, the majority of graves were fragmentary due to machine distur-
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bance and poor preservation (Farley and Manchester 1989, 84). Nonetheless, it was

apparent that all burials had been interred west-east and one was laid on the left

side, 
exed at the knees. From a count of anatomically di�erent recognizable ele-

ments it is estimated that a minimum number of ten individuals were represented

in the cemetery, but a count of incomplete mandibles suggests twelve (Farley and

Manchester 1989, 86). Although the estimation of sex resulted in the identi�cation

of just four males and two females it is possible to identify that sex segregation did

not occur in this area of the hospital's cemetery. Although no de�nite diagnosis of

leprosy could be made, several elements of the skeletal material did present with

pathological changes indicative of the disease (Farley and Manchester 1989, 86-7).

St Leonard Hospital, Newark, Nottinghamshire

According to its foundation charter, the Hospital of St Leonard outside the walls

of Newark in Nottinghamshire was established in 1133/4 by Alexander Bishop of

Lincoln (Page 1910, 167). It functioned up until 1642, during which time complaints

of �nancial abuse by the master were recorded claiming inadequate care was pro-

vided to inmates, and poor men were refused entry into the hospital (Page 1910,

167). The hospital's use changed from aleprosarium to that of an alms-house and

reduced in size to house a master, a chaplain and two poor men, as con�rmed in

the 1417 decree by Philip Repingdon, Bishop of Lincoln. Excavations uncovered a

total of 87 burials as well as disarticulated material. The burials consisted entirely

of adult individuals, 66 of which were male, 11 were female and 10 were not assigned

a category of biological sex (Bishop 1983, 24). Among the burials was a priestly

burial containing a pewter chalice and patent.

St Mary Spital, London

The medieval priory and Hospital of St Mary Spital were originally founded in ap-

proximately 1197 by a group of wealthy London merchants. The foundation arose

as a result of an expanding population and an increased need to provide care for the

elderly, sick and in�rm (Thomas et al. 1997, 104). St Mary Spital was the largest
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in�rmary in medieval London, with a total of 180 beds. It was run by twelve lay

brothers and sisters under the supervision of a prior. The hospital was responsible

for tending to pilgrims, the sick, pregnant women, and orphans (most often chil-

dren whose mothers had died during childbirth) until they reached the age of seven

(Thomas et al. 1997, 104). The two subsets (OA5 and OA11) of the wider cemetery

have been singled out and utilized in this thesis as they are distinct phases of burial,

contemporary in time to the Hospital of St James, and come from arguably the most

extensively studied hospitals of later medieval England.

The original in�rmary cemetery, classi�ed as OA5 by Thomaset al. (1997),

was in use for 45 years from 1235-1280 and excavations uncovered 101 skeletons

(Thomas et al. 1997, 39). The burials comprised 9 rows of 25 graves aligned west-

east (Thomaset al. 1997, 117). The distribution of biological sex occurred at a

ratio of 2.4 males: 1 female; 54.5 percent of the burials were less than 25 years at

death and for every increase in age category the number of deaths lowered. Thomas

et al. (1997, 39), suggest that this age distribution is representative of a population

of pilgrims or migrants passing through on their route into London. The presence

of infants and stillbirths within the cemetery was interpreted to represent the hospi-

tal's continued care for women in childbirth and their children (Thomaset al. 1997,

39).

Cemetery Area OA11 was in use throughout the thirteenth century as a cemetery

for the canons and sisters of the hospital and later included the burials of hospital

inmates. The population was comprised of 1.15 males for every 1 female, just 10.68

percent of the population were non-adults and the remaining were adults (Thomas

et al. 1997, 63). In addition to single burials expected of a typical hospital cemetery,

two types of multiple burials were represented. One was inhumations of two to seven

bodies lain horizontally and the other was two to eleven bodies stacked on top of

each other. The occurrence of multiple burials has been attributed to the in�rmary

experiencing multiple deaths in short succession. Also uncovered were mass pit
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burials containing approximately 4,000 bodies. These burials contain between eight

and forty-�ve bodies interred in multiple layers, they are similar to the Black Death

burials uncovered at East Smith�eld (Thomaset al. 1997, 122). These burial pits

date somewhere between the early- to mid-thirteenth century, which makes it likely

that these mass burials were a result of the famines of 1252 and 1257-58 (Thomas

et al. 1997, 122).

2.8 Summary

This chapter has established that the role of the medieval hospital was one of great

complexity and variation. An explanation of how care was provided in the medieval

hospital was provided, with an emphasis on the importance of Christian ideals. The

hospital's role within society has also been explored through an evaluation of the

various categories of the hospital, their conditions of admittance and the changes

that could be made to a hospital's function and management over its lifetime. The

provision of burial and the location of the hospital has been discussed and �nally

a comparative overview of hospital's contemporary to the Hospital of St James has

been provided. An appreciation and understanding of these aspects of hospitals in

medieval England are of great importance in the present study when establishing

the social function of the Hospital of St James.
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3

Burial customs and cemetery use at the Hospital

of St James

This chapter explores the burial customs employed at the Hospital of St James. The

structure of the following discussion outlines the broad layout of the cemetery, fol-

lowed by more detailed analysis of speci�c grave characteristics and burial practices.

This includes grave alignment, skeletal positioning, grave location within the ceme-

tery, intra-mural burials, and the grouping of non-adults and multiple burials. The

chapter goes on to explore the changing alignment of the burials as the hospital's

burial practice developed over the cemetery's use. This chapter will help to form

a picture of how the hospital carried out the seventh Corporal Works of Mercy of

burying the dead (as discussed in section 2.1). Any distinct patterning within the

cemetery is used to further interpret distinction in the population, such as between

the laity and the religious members and their treatment of the inmates upon death.

3.1 The setting of the cemetery at the Hospital

of St James

The cemetery of the Hospital of St James was established to the east and north

of the hospital building (�gure 1.3.5). No network of pathways through the ceme-

tery could be identi�ed during excavation. This is in contrast to the �ndings of

the hospitals of St John's Cambridge (Cessford 2012), St Mary Magdalen, Partney

(Atkins and Popescu 2003), and St Mary Spital, London (Connellet al. 2012), in

which excavations revealed a series of paths throughout the cemetery used to anal-

yse cemetery zoning and burial patterning (Cessford 2012, 63; Atkins and Popescu
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2003, 217-8).

The border of the abbey's inner and outer precincts was de�ned by a stone-built

wall running east to west. The original medieval boundary was discovered upon

excavation, and located 10 meters north of the hospital building. At some point

during the cemetery's use the precinct boundary was moved approximately 50 metres

further north, into the inner precinct to extend the size of area available for burials

(Figures 1.3.2 and 3.1.1). As a result of this relocation, the hospital gained land

(Area B) into which later burials, including the mass interment of plague victims

(c.1348-9) and the �nal phase of burials were located (this area is indicated in green

in �gure 1.3.5).

Figure 3.1.1: The topographic survey of the outer precinct shows the
probable northern and eastern extent of the cemetery (indicated in red),
surrounding the outline of the hospital building (blue) and in relation to
the original (orange dash) and extended (solid orange) precinct bound-
aries.

3.2 The burials

The following discussion examines the social and spatial hierarchies that structured

burial in later medieval England, revealing patterns of the interment of di�erent

social and religious groups within a cemetery. Preferences regarding the location

of burials are discussed and evidenced by the zoning of burials by age and grave

formation, such as earth-cut graves, stone-lined graves and co�ned burials. In

addition, the form and location of burials which took place in response to a sudden
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death and epidemics are also discussed.

3.2.1 Grave Location

The development of spatial hierarchies within the cemetery is a result of the me-

dieval practice of burying individuals according to their status. Within the chapel

of the Hospital of St James, two individuals were a�orded burial in the most pres-

tigious location, in front of the high altar in Area C. These were skeletons SKN053

(5343), a male aged 36-45 years at death and SKN054 (5238), also a male for whom

assessment of age could only be determined as greater than 18 years at time of

death. SKN053 is known to have been a priest as he was named on an elaborate

stone grave marker (see section 3.4.4) and interred with a pewter chalice, but both

probably held positions of importance within the hospital such as hospital master

or chaplain. Four further individuals were buried within the nave of the hospital

chapel; SKP004 (5514), SKP005 (5612), SKP006 (5616) and SKP007 (5616), all

adult males. No grave goods were associated with these burials; however, they were

dug to a depth of approximately 1.2 metres which re
ects a greater investment of

labour than in the extramural burials which were dug to an average depth of 0.6

metres. The individuals interred in these graves were all adult males, one skeleton

had lesions associated with ankylosing spondylitis and two had arthritic lesions in

the upper and lower limbs. The demographic pro�le of these individuals, being

adult males, is compatible with that of burials deemed to be members of the reli-

gious community at the hospital sites of St Mary Magdalene, Partney (Atkins and

Popescu 2010, 218); St John, Cambridge (Cessford 2015, 101) and the Hospital of

St Leonard, Newark (Bishop 1983, 24). At these sites, demographic data, location

of graves and/or grave form have been employed to discuss the status of the indi-

vidual's interred, concluding that burials in the `holiest' of positions were members

of the religious community.

In both life and death an individual's status could be de�ned by their holding

a religious role, ancestry, earthly wealth, age, sex and even health (Gilchrist and
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Sloane 2005, 56; Bynum 1995, 215). In addition to the classi�cation of an individ-

ual's status, burial location was also determined by the concept of `holy' positions

within the cemetery (Daniel 2005, 101). Status has always been closely associated

with speci�c topographies within religious buildings or monuments. Since the thir-

teenth century the `holiest' burial position within any religious establishment was

at the high altar of the church (Cassidy-Welch 2001, 218; Daniel 2005, 86; Finucane

1981, 43-4; Harding 1992, 131; Crabtree 2013, 48). These partitions of holiness con-

tinued into the cemetery where locations closer to the chapel were in greater demand

than those further removed (Daniel 2005, 86). The concept that a burial position

was a re
ection of `holiness' is evidenced in the requests for burial made in medieval

wills and in the resulting charges that developed in some parish churches (Gilchrist

and Sloane 2005, 56). Tanner's (1984) study over 1500 wills from Norwich, which

date from 1370-1532, records numerous requests of speci�c burial locations within

the Cathedral church and its cemetery. More speci�c examples from Somerset are

the requests of one Thomas Browne of Yatton to be buried on the north side of the

parish church in 1491 and a John Bedill of Portbury to be buried in the north part

of the church in 1457 (Weaver 1901, 173 and 291).

Even cemeteries which specialised in the burial of certain social groups, such as

the medieval hospitals, presented their social hierarchies through burial location.

Within the Augustinian order, the strict regulation of burial had somewhat lessened

by the thirteenth century, allowing the inclusion of a broader cemetery population,

including laity, to be buried within the monastic cemetery (Lepine and Orne 2003,

8-9). Senior monastic members favoured burial in the chapter house and promi-

nent locations within churches but are also found buried in the general cemetery of

their institutions (Butler 1993, 79). For example, in 1222 at the Premonstratensian

Abbey of St Mary, Titch�eld, Hampshire, nine abbots were buried in the western

cloister walk (Dounleday and Page 1903, 181). Canons, monks and nuns are tradi-

tionally found to have separate cemetery areas from the laity. Burial of the religious

community has been located to the east and south of the churches in published plans
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of Christchurch, Canterbury and Bury St Edmunds Abbey respectively (Wills 1868,

pls 3 and 4; Whittingham 1951). However, in more diverse religious establishments,

such as hospitals, the standard division of burial location is less de�nite (Gilchrist

and Sloane 2005, 61). For example, at the Hospital of St Bartholomew, London, the

canons' burial ground was situated to the south-east of the church, but also permit-

ted burial of the hospital's lay sisters (Moor 1918, 159-60). Similarly, the Hospital

of St John, Ely was open to the burial of religious and laypeople alike (Daniell 1997,

91). Gilchrist and Sloane (2005, 61), concluded that the majority of institutions

did inter members of the monastic community, lay brothers and sisters together,

and any division could be lost. However, they added that if a monk or canon were

interred extramurally then it is highly unlikely that any lay brother would have been

a�orded intramural burial.

At the Hospital of St James, status can and has been discussed concerning the

situation of burials within the hospital chapel. However, it is not possible to discern

status among the extramural burials from burial practices alone due to the simplicity

of grave structure and an absence of grave goods throughout all extramural burials.

However, the extramural burials do present an extent of spatial patterning, and

thus suggest a deliberate allocation of space within the cemetery. Of the non-adults

interred in Area A, 57.7 percent (n=15/26) were interred around the eastern third

of the hospital chapel. Of these 15 burials, 12 were interred within immediate

proximity of the hospital (�gure 3.2.1, 3.2.2 and 3.2.3).
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Figure 3.2.1: Non-adult individuals are highlighted in colour, showing
their interment around the eastern third of the hospital chapel. This
demonstrates the practice of purposely burying the young in close prox-
imity to the chapel. The di�erent age categories are represented as fol-
lows: orange aged 1-11 months, green 1-5 years, blue 6-11 years and
purple < 18 years.
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Figure 3.2.2: SKN003, aged 1 { 11 months, interred alongside the north-
ern wall of the hospital chapel, with a later buttress cut through the
lower part of the skeleton.

Figure 3.2.3: SKN005, aged approximately 4-5 years at death, interred
along the northern edge of the hospital chapel's buttress.
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The burial practice of placing non-adults in close proximity to religious buildings,

has received attention in archaeological literature as it presents an opportunity to

explore attitudes toward non-adult death within medieval society (Hausmair 2017,

211). Archaeological investigations of medieval Christian cemeteries across Europe

have encountered the zoning of non-adult burials within burial grounds. The studies

generally deal with the very young and assume these individuals were not baptised

before death (Ulrich-Bochsler 1997; Crawford 2013; Garde la and Duma 2013; Haus-

mair 2013; Craig-Atkins 2014). Many consider the infant burials to be situated next

to a holy building where water falls from the building acting as a form of posthu-

mous baptism, sanctifying the zone of infant burial (Craig-Atkins 2014, 1; Hadley

2010, 109; Crawford 1999, 85-9; Boddington 1996, 55). In the twelfth and thirteenth

centuries, scholars such as Thomas Aquinas argued that unbaptized infants would

be eternally con�ned to limbus puerorum, an isolated place at the margins of hell

(Le Go�, 1990: 220{ 221). To prevent such a fate, from the thirteenth century

onwards, the use of emergency baptism was permitted by the Church. This enabled

a layperson to administer baptism when a child's life was at risk as a result of com-

plications of childbirth (Signori 2013; 236, 243; Shahaer 1990, 49; Orme 2001, 25).

A total of 13.3 percent of the non-adult remains recovered in proximity to the

chapel were aged below eleven months at time of death. The absence of foetuses

and perinates at the Hospital of St James greatly reduces the possibility that the

burials around the hospital's church were situated as a result of baptismal qualities.

Furthermore, the cemetery was in use when emergency baptism was introduced in

the thirteenth century and therefore could have provided such to the non-adults

buried at the Hospital of St James.
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Zoned' Non-adults < 11 mnths 1-5 yrs 6-11 yrs 12-17 yrs Total

Count 2 7 5 1 15

Percentage 13.3 46.7 33.3 6.7 100

Table 3.2.1: Age at death distribution of the non-adults thought to be
`zoned' burials in relation to the building of the Hospital of St James.

As shown in table 3.2.1, the non-adult burials clustered around the hospital's

chapel are primarily aged between one and eleven years at death. Therefore, there

is no reason as to why these individuals would not have been baptized at their time

of death. Nor were these individuals su�ering from one particular, skeletally iden-

ti�able, illness. However, one of the non-adult burials situated around the hospital

su�ered from the debilitating congenital disorder synostotic scaphocephaly, (dis-

cussed in greater detail in Chapter 6). Anderson (2007) suggests the positioning of

non-adult burials in particular locations within a cemetery is the result of practical-

ities. Such arguments suggest that non-adult burials presented the opportunity to

utilise areas of the cemetery which were not suitable for adult burial. For instance,

non-adults could �t in small spaces and did not require the same depth of grave

as adults, thus they could be placed close to buildings and wall structures without

disturbing their foundations (Stoodley 2000, 458; Crawford 1993, 85).

3.2.2 Grave Alignment

Burials at the Hospital of St James are predominantly aligned with the head to the

west and feet to the east. While many are positioned due west-east, some appear to

have been orientated towards the claustral complex which is located just north of

true east, and thus these burials were actually on a west-south-west { east-south-east

orientation. The orientation of graves west to east is consistent with the medieval

Christian practice, which has been associated with the belief that on the day of

Judgement, Christ will appear from the east and the congregation will rise to face

him upon resurrection (Daniell 2005, 148).
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Both variations in orientation are seen throughout Areas A and B of the ceme-

tery, however in Area C all of the burials are aligned true west-east, as is the chapel

itself. The majority of burials in Area A were orientated west-east with the excep-

tion of nine burials (87.8 percent, n=65/74) which were orientated west-south-west

{ east-north-east (�gure 3.2.4). The burials located in Area B demonstrate the op-

posite patterning; the majority were orientated west-south-west { east-north-east

in line with the cloistral complex (64.4 percent, n=65/101). However, two groups

of burial north of the boundary wall were interred on a true west-east orientation.

These consist of 17 burials to the southwest and a distinct phase of 25 burials (dis-

cussed in section 3.3.1), identi�ed as the �nal phase of burial within the cemetery

(�gure 3.2.5).

Given that the majority of the earlier burials in Area A are west-east aligned,

and more of the later burials in the Area B are west-south-west { east-north-east

aligned, it is suggested that the orientation of burials changed over the duration of

cemetery use. The extension of the cemetery into the abbey grounds (Area B) may

represent a turning point in practice at which point a shift in attention was made

towards the abbey church. Furthermore, orientation towards the claustral complex

may also re
ect the holy status of the abbey and the high regard in which the hos-

pital population held it.
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Figure 3.2.4: All burials within the hospital's immediate cemetery were
orientated west-east with the exception of those highlighted in blue,
which were orientated west-south-west { east-north-east in line with the
Abbey complex which is located to the north-east of this plan.
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Figure 3.2.5: The majority of burials located beyond the original bound-
ary wall were orientated west-south-west { east-north-east in line with
the claustral complex, with the exception of those highlighted in orange
(and their grave cuts in green).

Cemetery planning is often assumed to be based on logic and pragmatism, as

evidenced by medieval burials being typically organised side by side in straight

rows. Deviation from this layout and orientation are often ascribed to practical

considerations such as lack of space (Daniell 2005, 146; Roberts and Cox 2003, 222).

A burial ground was often restricted due to �xed cemetery boundaries and the

availability of consecrated ground. As a result, cemetery space was often subject
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to reuse where the cutting of new graves encountered earlier burials which may

have stimulated alteration to the positions of later burials. At the Hospital of

St James, the orientation of graves appears to be the result of a deliberate and

systematic planning, as orientation is clearly applied to an entire area of graves

and not the selective few. There is no discernible pattern suggestive of previous

burials determining the orientation of those which follow, and the large amounts of

disarticulated bone redeposited in back�ll imply little concern of disturbance.

3.2.3 Body Position

The majority of bodies were interred in the supine position, with their hands and

forearms placed crossed across the chest or crossed at the pelvis. However, SKN059

(5207), a non-adult aged 6-11 years at death, was interred with their chin resting on

their left shoulder, their hands together above the left hip and their pelvis twisted

to the left. The individual's upper legs are crossed, with slight 
exion at the knees

(�gure 3.2.6). This positioning is indicative of when an individual is lying on their

side.

When interpreting the positioning of a burial it is important to remember that

it is the living's actions that form the burials recovered in the archaeological record

and therefore, they provide insight into the treatment of and relationships with the

dead (Murphy 2017, 227-8). One proposal for the semi-
exion of the hips and knees

in full term/neonates and infants is that this position is related to the natural con-

�guration of the limbs (Murphy 2017, 234-5; Dawson 2014, 83-4). However, for older

non-adults such as SKN059 (5207), this explanation is not applicable. Instead it is

plausible to suggest this individual had been placed on their side with 
exed lower

limbs to imitate the sleeping position. It is suggested that the purposeful position-

ing of non-adults in such positions re
ect a sleeping position and therefore a more

restful burial then the extended supine position (Gilchrist and Sloane 2005, 155-6;

Murphey 2017,243). Murphy (2017, 245) discusses the occurrence of such burials

suggesting that they may re
ect a family's involvement in the burial of their dead
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children, especially considering the sleeping positions connection to themes of care

and tenderness.

Figure 3.2.6: SKN059, aged 6-11 years at death, it is possible that the
body turned as it was being lowered into the grave, note the pelvis is
faced down, the lower limbs are awkwardly crossed to the side and the
upper torso is twisted.

Located to the north of the hospital chapel was a prone burial, in this case,

SKN011 (5063) a male adult aged 36-45 years. The skeleton was placed on their

front, with the upper body rotated to their right, so the head faced slightly north,

but was not twisted with respect to the superior vertebrae (�gure 3.2.7). This in-

dividual laid partially on top of the burial of a 16-25-year-old male, interred in the

supine position. There is no evidence of the prone burial intercutting or disturbing

in any way the supine burial beneath and therefore it can be inferred that the burials

of these individuals took place at once.

When interpreting the placement of the body it is important to consider the

wider context of the burial to determine whether unusual body placement is the

result of deliberate action or an accidental consequence of the burial process, or
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other taphonomic factors. For example, Gilchrist and Sloane (2005, 154) state that

at least three of the prone burials in their survey were the result of casual or hurried

burial practice among mass interments. Their examples include prone burials from

the northern cemetery at London Blackfriars and the Black Death Cemetery at

East Smith�eld. The interment of two of these `prone' burials in mass graves draws

attention to the possibility that an association of prone positioning with rushed

burial did occur, and that this is possible across all burial contexts and not just

those of mass interment. In the case of SKN011, there is little to suggest that prone

internment was the result of a hurried burial.

Figure 3.2.7: SKN011, a male adult aged 36-45 years, the skeleton was
placed on their front with the head facing north, it partially overlays the
burial of a 16-25-year-old male, interred in the supine position.
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The ubiquity of prone burial during the medieval period suggests a shared trans-

community idea concerning its use (Garde la 2015, 109-123; Barber 2010, 44{50;

Reynolds 2009, 89{91, 160{1). These ideas may be based on the cause of death,

the actions of the dead during life or superstitions of the living about the deceased

(Reynolds 2009; Faull 1976; Matheson 1951). The practice of prone burial has been

a topic of great interest in archaeological literature, particularly within Christian

cemeteries. Traditionally, the practice has been recorded as a disrespectful treat-

ment reserved for the `deviant' (Kroll Bachrach, 1986; Gilchrist Sloane, 2005;

Tsaliki 2008, 2{3; Weiss-Krejci, 2008; Reynolds, 2009). Such interpretations con-

sider prone burial, variously, as a response to murderers, decapitations, mutilations,

superstition and victims of communicable disease (Kroll Bachrach 1986; Gilchrist

and Sloane 2005; Weiss-Krejci 2008; Reynolds 2009). Alternatively, Philpott (1991)

suggests the practice could have been applied under less apprehensive conditions,

for example, when prone burials are found in association with another interment the

practice may re
ect the burial of family members such as married couples.

In the context of Christian burial grounds, one must consider why prone burials

have been deemed a suitable practice (Murphy 2017, 235). One suggestion is that

the prone position may be used for individuals who have su�ered during life; for

example, the burial of a teenage male with lesions characteristic of Scheuermann's

disease, a chronic and debilitating condition, has been recorded at the later medieval

Gaelic burial ground of Ballyhanna, Co. Donegal. (Murphey 2017, 235). At the

Roman Poundbury camp, Dorchester, a 5-year-old who is believed to have been deaf

and mute was also buried in the prone position, in a tile lined grave (Farwell and

Molleson 1993). However, the prone position is unlikely related to the individual's

disabilities, instead, within this context prone burial was interpreted as a high-status

rite due to the tile lined grave forms. Five additional individuals, with no sign of

physical disability, were also buried in the prone position (Lewis 2018, 475).

The association of prone burials with high pro�le individuals is present through-
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out the archaeological record. Gilchrist and Sloane (2005, 154) record the request

of prone burial by devout individuals as a re
ection of kneeling or genu
ecting,

which were to show humility in death. Furthermore, Hadley (2010, 107-8) lists six

prone burials in a cemetery thought to have served a monastic community in Beck-

ery chapel near Glastonbury, as well as instances in the cemeteries associated with

religious communities at Wearmoth and Jarrow, Northumbria. Given the presence

of prone burials at these religious sites, it is likely that the burial practice was also

employed as a symbol of status. Considering the context of the prone burial at the

Hospital of St James being both within the hospital's Christian burial ground and

within the abbeys precinct, it is plausible that the burial practice here was also of

good intentions and not as a disrespectful action.

3.3 Grave variation in the cemetery of the Hos-

pital of St James

3.3.1 The �nal phase of burial at the Hospital of St James

The �nal phase of burial within the hospital cemetery refers to 15 single graves,

four double graves and one triple grave interred in one distinct phase (�gure 3.3.1).

These burials consist of two rows of side-by-side, that clearly cut through the earlier

areas of interments and thus represent the �nal phase of burial. Signi�cantly, this is

the only phase of burial at the Hospital of St James which included double or triple

burials, although the site did contain a single mass burial, discussed in Chapter 1,

sections 1.3.

The burial of several individuals within a single grave during the medieval period

is not an uncommon practice and is seen throughout the archaeological record (see

Gilchrist and Sloane, 2005; Cessford, 2015). What makes the burials of multiple oc-

cupancy at the Hospital of St James particularly interesting is their frequency, both

compared to other phases of burial at St James and to other medieval cemeteries,

and the demographic pro�le of the individuals interred. Within this �nal phase,
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burials of multiple occupancies occur at a rate of 0.73:1, or 42.3 percent (n=11/15).

This frequency of multiple occupancy burial is rare in the archaeological record of

later medieval hospital cemeteries in England. For example, at St Mary Merton,

Surrey the only multiple burial consisted of two mature adult males and a child

(Miller Saxby, 2007), at St Nicholas, Lewes two mature adults were buried together

(Barber Sibun, 1998) and at St John's Hospital, Cambridge, two mature adults and

two children were interred in a single grave (Cessford, 2015). The absence of other

cemeteries with similarly high rates of multiple occupancy burial to the Hospital of

St James, further emphasises the special nature of the burial practice taking place

in the cemetery at this point.

The �nal phase of burial includes individuals aged from 4 years at death to over

45 years at death. As seen in table 3.3.1, the representation of each age group does

not follow a typical attritional mortality pro�le where the very young and the elderly

represent the largest proportion of the population. The biological sex pro�le of the

adult population in this phase of burial consists of 15 males, one female and two

individuals of indeterminate sex (�gure 3.3.2).

Age at Death
The �nal phase of burial

Count Percent

0-5 1 3.85

6-15 7 26.92

16-25 5 19.23

26-35 3 11.54

36-45 8 30.77

� 45 2 7.69

Total 26 100.00

Table 3.3.1: Age at death distribution of the �nal phase of burial.
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Figure 3.3.1: The �nal phase of burial in the cemetery comprised of 26
individuals (orange, with their grave cuts in green). It is evident here
that this phase of burial overlies all other burials, including the mass
burial (highlighted in blue).
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Figure 3.3.2: The �nal phase of burial categorised into males (orange),
females (blue) and non-adults (red).

This pro�le of biological sex is in accordance with the male bias evident through-

out the cemetery population at the Hospital of St James and therefore the atypical

pro�le of this burial phase may be a re
ection of the hospital's quasi-monastic sta-

tus. However, the age at death pro�le does not 
uctuate in the youngest and eldest

categories as expected of a normal attritional pro�le. Therefore, from the mortality

pro�le, it is suggestive that these deaths may have been the result of a catastrophic

event, such as an outbreak of disease within the hospital community. Epidemics can

occur due to the introduction of a new infectious pathogen into a population with no
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prior immunity to them, or, because of an existing pathogen's mutation into a more

virulent form (Gowland and Chamberlain 2005, 147). The suggestion that the �nal

phase of burial consists of a catastrophic burial pro�le is further supported by the

physical characteristics of the burials (Crawford 2007, 84-5). As has been discussed

within this phase there were several burials including more than one body, the appli-

cation of this burial practices can be inferred as a re
ection of several deaths taking

place in quick succession. Throughout thirteenth and fourteenth centuries England

experienced numerous famines and plagues, most signi�cantly the Black Death of

1348-9, the Great Famine of 1315-1317 and the famines experienced in the years up

to 1322 (Scho�eld 2013, 71- 86). Therefore, we must consider the possibility that

the quick succession of death could be a result of famine. However, famine is hard to

identify in the archaeological record as it cannot be determined through the skeletal

remains nor is there an identi�able pathogen (Antoine 2008, 101-44). Additionally,

the uniform layout of the graves in two very distinct rows suggests the burials took

place within a short time of each other, enabling the gravediggers to know precisely

where the graves were positioned in relation to one another.

In order to further explore the relationship of the individuals interred in the

double and triple burials, future research would bene�t from the application of

hierarchical aDNA with the primary aim of assessing paternal lineage (Br•uck 2021;

Vai et al. 2020; Mulligan 2006). Such techniques would be bene�cial to the burial

at the Hospital of St James as well as St Mary Merton, Surrey; St Nicholas, Lewes

and St John's hospital, Cambridge to establish any familial relations. Similarly, the

application of genome sequencing could be applied in an attempt to identify whether

such burials take place as a result of shared illness.
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3.4 Grave forms in the cemetery of the Hospital

of St James

The most commonly occurring grave form seen at the Hospital of St James were

earth cut graves (accounting for 96.6 percent) in which the body was interred in a

cloth shroud. Second to this were co�ned graves (accounting for 2.8 percent). There

was only one instance in which a stone grave marker remained in place (accounting

for 0.6 percent). The following investigates the grave forms identi�ed within the

hospital and its cemetery placing these into the wider context of later medieval

burial practice.

3.4.1 Earth-cut graves in the cemetery of the Hospital of St

James

All identi�able grave cuts were rectangular or sub-rectangular in form, and as previ-

ously discussed, all were orientated west-east or west-south-west { east-north-east.

The graves cut for a single interment measured between 0.24-2.44 metres long by

0.16-0.99 metres wide. It appears that the graves were dug with some foreknowledge

of the individual buried in them as all graves were an appropriate length and width

for the skeleton entered. SKM129 (4001), a male aged 26-35 years, was an exception

to this as they were placed into a grave that appears too small for the individual.

The feet were pushed against the end of the grave and the skull was propped up

against the western section of the grave cut (�gure 3.4.1). Disparities observed be-

tween grave size and the individuals interred has been interpreted as evidence of

graves being dug prior to their being needed, and therefore without foreknowledge

of the dimensions of the corpse. For example, graves may have been dug in advance

of the winter months when ground conditions make the task more arduous (Cess-

ford et al. 2012, 76). It is also possible that mismatched grave formation is the

result of human error or hurried grave digging. As discussed in Chapter 2, hospitals

received burials from outside of their community and thus the body may have been

transported from elsewhere and therefore the gravedigger did not have the required
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dimensions. Finally, it is, of course, possible that the grave was smaller than it

ideally would have been as a result of a lack of space, as seen in �gure 3.4.2.

Figure 3.4.1: The head, shoulders and feet of SKM129 are pressed against
the edges of the graves, indicating the grave was too short and narrow
for the individual interred.
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Figure 3.4.2: Location of SKM129 (orange) within cemetery Area B.
Note the proximity of the burial to adjacent burials and the restriction
this place on the size of the grave.

3.4.2 Shrouded burials in the cemetery of the Hospital of

St James

There is no direct evidence of shrouded burials via the presence of surviving cloth

fragments, shroud pins, or staining of the bone from shroud pins. However, it is

known that the use of cloth ties and sewing thread to secure the shroud instead of

pins was common practice in later medieval burial treatment (Dawson 2011, 77),
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and therefore an absence of archaeological evidence of shrouding is not compelling

evidence for the absence of the practice itself. Instead, it is possible to infer the use of

shrouds at St James' from the compact position of skeletal remains within the grave

through archaeothanatology. Archaeothanatology is a method for analysing the

post-decomposition spatial arrangement of skeletal remains to evaluate the original

position of the corpse in the grave and infer details of the funerary rites performed

(Duday 2009, 6; Kn•usel 2014, 27). However, in current practice there is no standard-

ised methodology by which excavators should record the body position or by which

it should be interpreted, thus compromising the e�ectiveness of archaeothanatology

in current research (Green 2018, 2). While this study has not applied a full suite of

archaeothanatological methods to the burials at St James', some conclusions can be

inferred on the basis of its general concepts.

It has been postulated that burials found with their hands over the pelvic region,

elevated clavicles and bodies in a narrow position are suggestive of shrouded burial

(Roksandic 2002, 109; Thomaset al. 1997, 121). Recording of the burials from

the Hospital of St James looked to document whether the arms were held with the

humeri rotated inwards and arms placed across the body or remained close to the

sides of the body, and if the knees and/or feet appeared to have been bound (as

demonstrated in �gures 3.4.3, 3.4.4 and 3.4.5). The result of this assessment showed

that of the 170 extramural burials 77.6 percent (n=132) did display one or more

of the aforementioned limb positions and thus could be documented as displaying

traits of shrouded burials.
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Figure 3.4.3: SKN026 demonstrates the tight positioning of the arms,
knees and feet which are indicative of binding in shrouded burials.

Figure 3.4.4: SKN066 demonstrated the positioning of the hands across
the pelvis which is a key characteristic of burial practice at the Hospital
of St James.

Figure 3.4.5: SKM069 demonstrates the combination of bound limbs
evident in shrouding, combined with a tight anthropomorphic grave cut.
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3.4.3 Co�ned burial

A total of �ve burials displayed evidence for the use of wooden co�ns, which were

identi�ed through either degraded wooden fragments in the base of the grave or the

presence of iron co�n �ttings. All were located within the con�nes of the hospi-

tal chapel. The �rst two, SKN052 (5341) and SKN053 (5343), were located at the

eastern end of the hospital chapel just before the altar steps and are discussed fur-

ther in the section 3.6.6. The remaining three burials (SKP005 (5612), P006 (5616)

and P007 (5616)) were interred in the chapel's nave to the west of the altar (�gure

3.4.6-3.4.10). These were all males aged over 45 years at death, and the apparent

reservation of co�n burials for those in prestigious burial locations suggests an as-

sociation between the burial right and status (see section 3.2.1), and that there was

a division between grave form and burial practice between intra- and extramural

burials.

Figure 3.4.6: The grave cuts of the three individuals interred within the
nave of the chapel are evident. Photo taken looking west.
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Figure 3.4.7: The location of the three individuals interred within the
nave of the chapel are evident as the western most graves within the
hospital building.
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Figure 3.4.8: Intramural burial of SKP007, located against the southern
wall of the hospital chapel.

Figure 3.4.9: Intramural burial of SKP005, located north of SKP005 by
approximately 45-50cm.

Figure 3.4.10: Intramural burial of SKP006, located north of SKP005,
completing the row of three burials.
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