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Introduction



One summer’s day in 1836, so the story goes, a group of schoolboys went hunting for rabbits on Arthur’s Seat, a hill to the east of Edinburgh Castle from which the walker can appreciate a panoramic view of the Scottish capital. The boys had little interest in the views, even less when they noticed a tiny opening in the rock face itself. Inside what appeared to be a small cave, they found a series of wooden boxes, piled up in two rows of eight, with one single box on top. The boys began to play with this new amusement, as boys will, tossing the boxes back and forth, before finally hurling them at each other with force.


These boxes were tiny, each less than 10.5 centimetres long, 3 centimetres across, and 2.5 centimetres deep, in shape very much like miniature coffins. Which comes as less of a surprise when they were opened to reveal that that is exactly what they were: inside each one was a small wooden figure dressed in knee breeches and boots, carved face with eyes wide open, staring blankly at, presumably, a group of unnerved boys. (See plate section.) The boys therewith abandoned the coffins, leaving them to be retrieved later by their tutor, to whom they had retailed their story. The man was an antiquary, and he took the coffins to the local archaeological society to be examined.


By now the newspapers were taking an interest, giving details of this bizarre find and informing readers that the coffins could be viewed at a local jeweller’s shop in the city. A decade afterwards, the miniature boxes were reported to have been sold, and ‘The celebrated Lilliputian coffins found on Arthur’s Seat’ were lost to history for half a century, until in 1901 they resurfaced as a donation to the Society of Antiquaries of Scotland, whence, ultimately, they were passed on to the National Museums of Scotland, where they can be seen today.


The story as it has been handed down to us has several gaping holes. The original newspaper articles state there were seventeen coffins, arranged in the three rows described, although the same stories go on to say, with no sense of contradiction, that ‘a number [of the coffins] were destroyed by the boys pelting them at one another’, making it clear that it is not possible to know how many coffins were originally in the little cave. The journalists also assumed that the boxes had been placed in the rock fissure at different times because one row of coffins was badly rotted, and thus, they concluded, must have been there for longer. Yet damp conditions were likely to have affected the coffins resting on the cave floor first, making it entirely possible that all the boxes had been placed there at once. And, while a set of miniature coffins was donated to the Society of Antiquaries in 1901, it cannot be known for certain that they were the same ones that had been found three-quarters of a century earlier.1


The questions that are raised by these dolls – can they be called dolls? – are far more numerous than the answers, for in truth there are no answers. Ultimately we do not, and most likely never will, know who put them there, and why. What we do know is that someone, or several someones, thought enough of some dead people, or maybe the idea of death more generally, to modify or carve at least seventeen dolls, sew miniature clothes for each one, carve at least seventeen coffins, decorate them with tiny strips of tin and close them with metal clasps. The person, or people, who did this had some heartfelt idea they wished to express. That this was the form they chose says something – something unintelligible to modern eyes, to be sure, but that is irrelevant. To those doing the carving, the dead mattered. Death mattered. The dead, through memory, lived on and were not quite dead, while the living were haunted by their ghostly presence.


In 1743, the Scottish poet Robert Blair described a world in which the living walk daily over the dead:


What is this World?


What? but a spacious Burial-Field unwall’d . . .


The very Turf on which we tread, once liv’d;


And we that live must lend our Carcases


To cover our own Offspring: In their Turns


They too must cover theirs.2


Life, he was saying, is contiguous with death. We live, we die and are buried, the living walk over us, going about their lives, and they will later be walked over in their turn. Many in the nineteenth century found this idea both terrifying and comforting, Thomas de Quincey coining for it the phrase ‘the Parliament of ghosts’, where the dead presided over the living.3 Charles Dickens took this notion and spelt out its extraordinary breadth. It was, he wrote, ‘a solemn consideration what enormous hosts of dead belong to one old great city, and how, if they were raised while the living slept . . . the vast armies of the dead would overflow the hills and valleys beyond the city, and would stretch away all round it, God knows how far.’4 The living and the dead, in Dickens’ view, cannot be separated, the dead spreading into the infinite distance like a ghostly army intermingled with those still alive.


This was not a bad description of a nineteenth-century town or city. Churchyards were not like our modern cemeteries, discreetly located in leafy suburbs, tucked away down side streets and further hidden behind high walls. Instead churchyards were sited in the middle of every village, town and city, walked through weekly to get to church, utilized daily as a playground for children and a meeting place for adults. Even aside from the churchyards, no one in the nineteenth century could go more than a few hundred metres without coming across some indicator of death: women in mourning dress, men wearing black armbands; sad, poor walking funerals; great, pompous expensive funerals; funeral mutes standing in front of houses with drawn blinds to indicate death was inside; and outside, ever and always, the poor and abandoned dying in the street: ‘Dead . . . And dying thus around us every day.’5


Dying. In progress. For much of history, life was visibly the process that led to death, and major landmarks in life were therefore often marked with an indication of where they would end. In the 1560s, one couple commissioned a portrait to commemorate the start of their lives together by immortalizing them making their vows with their hands resting on a skull with, underneath, a corpse lying on its winding sheet, above a text reading ‘Lyve to dye and dye to Lyve eternally’. (See plate section.)


This type of image was not so much a memento mori – a reminder that death comes to all – as it was a recognition of a continuum, that dying is a part of living. The imagery of death in the midst of life had been a commonplace of woodblocks and engravings from the Middle Ages onwards, with illustrations of a popular sequence, ‘The Dance of Death’, beginning to appear around the fourteenth century. Initially these folkloric vignettes showed a dancing skeleton approaching its victims, themselves almost always dancing with their friends, families or neighbours, a demonstration of the social hierarchy of the living that would be upended by death. In the middle of the sixteenth century, however, the painter Hans Holbein moved the figure of Death into people’s homes, workshops, castles and fields. This new figure of cheerful annihilation was everywhere, gleefully snatching away the great and small, prince and pauper, bishop and bumpkin.6 By the mid-eighteenth century in Britain, the artist William Hogarth had turned Death into a pugilist; half a century later, the caricaturist Thomas Rowlandson produced nearly two hundred drawings for his own ‘English Dance of Death’ series, published in monthly instalments so the subscriber could follow along as Death levelled all, whether picking off one of a group of genteel ladies playing cards, a huntsman falling off his horse or a drunkard wheeled away from the tavern, his tipsy companions watching aghast.


It is notable to a modern eye that all these deaths occured in public places, or among groups of people. Death in the past was public, in a way we have forgotten. In the nineteenth century there were the exceptional deaths, the ones that were not supposed to happen – the starving mother and child dead in the street, or the execution watched by crowds numbering in their thousands, and viewed at second-hand by still more through the sale of execution broadsides, or heard of in ballads and street songs. But even the most unexceptional, the most ordinary deaths were public in the sense that families nursed their dying at home, and then watched over their bodies after death until it was time for the burial. Today, in some ways, death is far more visible to us, on television and in films, in photo-journalism and video clips on social media, and yet it is far more distanced personally: in our own families, death tends to be outsourced to hospitals and hospices, and the reality of the dead body is rarely seen.


Then, the dead were dying around the living, openly and visibly. It made nineteenth-century attitudes to life, as well as death, entirely different to ours. By the twentieth, much less the twenty-first century, the idea of ever-present death had vanished with the dead themselves, now tucked away out of sight and out of mind, as strange to us as boys playing with miniature coffins. How those in the nineteenth century responded, how they thought, what they believed, how they behaved when faced with that vast army of the dead, is the subject of this book.
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THE SICKROOM


In the modern world, the opposite of living is not dying, but death. Dying is a stage that is barely regarded, so brief is it. A person is alive, and then they are dead. Or a person is ill: they receive treatment, the treatment succeeds, in which case they go on living; or it fails – but only when that treatment is withdrawn does the patient enter a stage known as ‘dying’.1 So brief is it that a sociologist has described that period of dying in modern life as occurring simply between the time the patient and medical practitioners become aware of oncoming death and the death itself.2 It could be said that in modern medicine death is a process – cessation of breath, organ failure, brain death, etc. In the nineteenth century, it was dying that was the process.


Because of the brevity of dying today, we rarely consider that being alive itself is a way station to being dead. Until the early twentieth century, there were many illnesses and diseases where death came slowly but with absolute certainty. Those afflicted with an illness such as consumption might have years ahead of them, but they were always obliged to live in the knowledge that death was relentlessly on its way. An invalid might head for Rome or Madeira in the hope that a warmer climate would prolong their lives, but that was all they could hope for – a little more time. So too with heart ailments, cancer and various types of fever. Before the developments in medicine in the twentieth century, sufferers and their friends and family knew that the invalid was alive, and was also dying. For example, rheumatic fever and scarlet fever, both streptococcal infections, frequently damaged the heart valves and tissue. Even if the patient recovered from the fever, the possibility of dying of subsequent heart problems was high until the advent of antibiotic use in the mid-twentieth century.3


Then there were the unforeseen, overwhelming cases, turning the home into a field hospital, as families became nurses, struggling desperately against unwinnable odds. The series of sudden illness and deaths endured by the Tait family in the middle of the century are desperately shocking to our eyes, but they were typical of the period. Archibald Tait would be made Archbishop of Canterbury in 1869, but in 1856 he had been serving as Dean of Carlisle for only a matter of years, having previously been headmaster at Rugby School. He and his wife Catharine and their six small children had settled well into cathedral life. Their seventh child had been born just three weeks before five-year-old Charlotte, known as Chatty, was taken ill. She was feverish, thirsty and possibly delirious, saying prayers in the night that she could not remember in the morning. She was taken to her mother’s room to be nursed and, after three days with no improvement, the doctor was summoned. On hearing that Chatty had already had measles, by default he thought it likely she had caught scarlet fever, a rampantly infectious illness. She therefore had to be isolated from her siblings, who were moved to ‘the far end of the house’. Chatty was now febrile, and having seizures, and her hair was cut off. This was always a terrible moment in nineteenth-century illness. Shorter hair was thought to relieve pressure on the brain, but it was symbolically also understood to be an action that acknowledged the imminence of death. Catharine recorded that she felt ‘as if by this act I was giving up my child’. She was. Chatty died less than twenty-four hours later.


Her parents hoped that, as she had shown none of the common symptoms of scarlet fever, she might perhaps have had brain fever instead. Brain fever was a catch-all term for a variety of illnesses, including the non-specific ‘nervous’ fever, which might be a breakdown, but also encompassed typhus and rheumatic fever, which were contagious bacterial infections, and even the extremely contagious meningitis.4 If it did turn out that Chatty had died of one of these communicable diseases, they hoped that, as the children had been ‘separated so entirely and at once’, they would be safe. How, quite, they could have deluded themselves about this separation is a mystery to the modern reader: the children had all been living in the same rooms until the third day of Chatty’s illness, and on the day after her death, Catharine, who had slept in her bedroom with the little girl throughout, had joined her other six children, as well as the servants who had nursed the dying child, for the baptism of Lucy, the month-old baby.


The horrors continued. The day of Chatty’s funeral, Susan, aged eighteen months, was taken ill. The children were again separated, and Susan was in turn moved into her mother’s room, Catharine once more passing between the room with the sick toddler and those with her other children, even as she instructed that ‘safe’ beds, beds that had not previously been in the room with the infected children, be brought in for them. In the period before germ theory was understood, there was no sense that the infection might lurk in the bedding on those beds, or in their clothes, or even in the rooms themselves. It was only when Frances, the next child, fell ill that the remaining children were, finally, removed from the house to stay nearby.


It was too late. Susan and Frances both died, Frances after a long five days. Catharine, still weak from childbirth and nursing her newborn, was not strong enough to attend Chatty’s funeral, and the family did without the usual funeral symbols – the carriages at the door, the tolling church bell (see pp. 107 and 88), so that the dying Susan would not know that her sister had gone. From her window, Catharine watched the small coffin being carried away, and watched, too, her remaining children peering out from a window of the house across the way. After Susan’s death, which followed swiftly, Catharine put on mourning for the first time and stoically endured the funeral: ‘I could not bear to see another carried out and wait in agony at home.’ The three girls had died closely enough together that they were buried in the same grave.


Then young Catharine, known as Cattie, at ten the oldest, was struck down just as Catharine was churched following the birth of Lucy.* Mary, known as May, the next oldest, followed. It was gently explained to Cattie that her sisters had gone, and her parents prayed with her, telling her she would shortly be joining them. The child was too ill to speak, but pointed upwards, or so they interpreted the gesture, and Catharine clung to the belief that God had sent ‘this blessed hour of triumph over death to comfort us’. But Cattie’s small window of lucidity passed, and she again became delirious, crying out in pain, and, noted Catharine, ‘How we passed through the next few hours I really do not know, so intense was the agony.’ Finally, the servants were called to join the family in prayers, and Cattie died in the night, when Catharine was sleeping: Archibald had to wake her to tell her of this new ‘unspeakable agony’.


The next day the devastated parents sat and read consolatory poems by the churchman John Keble, before the next funeral was held. Afterwards Archibald wrote that he had nothing more than ‘a vague recollection’ of the ceremony, or even of attending it. They returned to the sickbed of May, who was delirious and would shortly also die: their fifth child in just over four weeks. Of a family of seven children, only Lucy, the baby, and their son, Craufurd, aged seven, were left. After May’s funeral, the four survivors fled. They went to recover in the Lake District, and never returned to that house of desolation. The Taits later had two more children, but every year on the anniversary of each dead child’s birthday they started the day by reading the baptismal service together and ended it by reading the burial service.


Twenty-two years later, Craufurd also died, aged twenty-nine, and his mother followed a few months later, having never really recovered from that earlier slaughter. The following year, the now Archbishop Tait published a little book outlining the deaths, drawing on the journals both he and his wife had kept. It became one of the most popular works of consolatory literature of its day, read by the many thousands who found themselves in similar situations.5 In the 1820s, a medical student named John Epps received a letter from his father telling him his sister Susan had died, and another sister, Mary, was ‘in a very critical state’. But a second letter followed hard on its heels: ‘O my dear son . . . Mary was taken from us very soon after death removed our dear Susan. It was too much to write of, too much for you to bear without preparation. O my dear child, surely you will not be taken too . . . she is gone to be with her mother and sister instead; and we must bow before the will of God . . . I cannot continue. Pardon me, for the present I must leave off.’*6


Not all sickroom episodes were as terrible as that of the Taits or the Epps. Sickness, or invalidism, could also be a separate state, an in-between but possibly semi-permanent condition, one of neither recovery, nor non-recovery – that is, death. The place that invalids held in the nineteenth century can be felt by the sheer number of novels in which they figure, from the ‘valetudinarian’ Mr Woodhouse, the father of Jane Austen’s Emma, in 1815, to, eighty years later, Oscar Wilde’s The Importance of Being Earnest, where theatre audiences met a protagonist who had an imaginary friend, the congenitally invalid Bunbury, whose frequent relapses enabled his creator to avoid tiresome social obligations. These fictional invalids were reproductions of real-world counterparts, people who endured long lives of ill health, some of whom perhaps even found refuge and strength in permanent invalidity. Alice James, sister of both the novelist Henry and the pioneer of psychology William James, was, by her twentieth birthday in 1868, well on her way to this state. She had no identifiable symptoms, and her mother thought her trouble was ‘nervous’, although also ‘genuine’.7 In some ways, her illness gave her a purpose: her ‘tragic health was, in a manner, the only solution for her of the practical problem of life’, wrote Henry.8


Others found a way of making the isolation and quiet of the sickroom operate in their favour. Charles Darwin (1809–1882) and Florence Nightingale (1820–1910) both worked prodigiously and innovatively while suffering from chronic illnesses, with Nightingale being bedbound for a quarter of a century. For many decades Nightingale’s sickroom isolation was presented as the result of hypochondria, but today it is thought that she suffered from brucellosis, a bacterial infection which, like rheumatic and scarlet fever, causes subsequent heart problems. For her, the sickroom was a place where she could control the world, making it operate the way she wanted it to, rather than finding herself forced to function in the way society required of an upper-class woman. In her decades in bed, she managed to work because of her illness, not in spite of it. Her invalidism excused her from having to spend her days, as she wrote, in the ‘frivolous little dut[ies]’ required of the wives and daughters of prosperous men.9 As two of her biographers point out, her illnesses, and the consequent benefits of the sickroom, enabled her ‘to free herself from family commitments . . . She astutely exploited the isolation provided by her illness to further . . . reforms in the army, the promotion of sanitary science, the collection of statistics, the design of hospitals, and the reform of nursing and midwifery services.’10 Invalidism also conferred authority, even power. In Elizabeth Gaskell’s novel Ruth (1853), the daughter of a well-to-do merchant tells Ruth, who has refused to pay her a visit, ‘I almost wish I were ill, that I might make you come.’11 Illness enabled women to issue orders in a way that otherwise they could not.


A few invalids turned the sickroom itself into a business. In 1844 the writer and journalist Harriet Martineau (1802–1876), nearly a generation younger than Nightingale, summarized her thoughts in Life in the Sickroom after almost a decade as an invalid. At the other end of the century, Virginia Woolf’s mother, Julia Stephen (1846–1895), produced Notes from Sick Rooms (1883). Both these volumes were intended to instruct the families of invalids how best to serve and assist their sickroom residents. Some of the discussion concerned attitude: should one tell a dying person that they were dying? More covered the minutiae of daily care – Stephen devoted a full two pages to the importance of searching out crumbs in the sickbed.12 Stephen’s Notes were private, for the family only, but Martineau and others like Priscilla Maurice (1810–1854) saw their works as educational, intended for wider distribution.


Maurice was the sister of Christian socialist and theologian F.D. Maurice, and she produced a successful and long-lasting series of tracts on sickroom care that are a mixture of pragmatic nursing and religious advice: if the invalid is having trouble speaking, do not exacerbate their distress by asking questions; do not say anything you would not want them to hear if they were well; do not disturb them unnecessarily to give them ‘comforts’ they might not need or want, such as hot-water bottles; but also, if no clergyman is present, ‘Speak to them of sin, of pardon, of “the blood of Christ which cleanest from all sin”’; encourage them to understand that their illness is ‘sent to teach us charity and sympathy’, and it is ‘our duty’ to learn humility and submission before God, to be cheerful under duress, because ‘indulg[ing] in gloominess’ is a sin.13


Maurice’s stress on the religious life of the invalid, and the effects of illness on their spiritual obligations, was in a long tradition. In previous centuries, illness had not solely, nor even primarily, been the province of medicine and science, but of religion. Once a case was declared to be hopeless, the doctor was expected to give way to the clergyman. For with so few weapons in his medical arsenal, in many ways the doctor, too, was of psychological rather than scientific assistance. A character in Thackeray’s novel The History of Pendennis, published between 1848 and 1850, thinks how the doctor’s ‘presence is often as good for [the patient’s friends and family] as for the patient’, bringing as he does new hope: ‘what an emotion the thrill of his carriage-wheels in the street, and at length at the door, has made us feel! How we hang upon his words, and what a comfort we get from a smile or two . . . !’14 The minor poet and novelist Menella Bute Smedley (1820–1877) was blunter, describing a fictional doctor who divided his patients into three groups: those who ‘could possibly derive any benefit from his skill’; those he visited merely for the sake of form, being ‘patients who could . . . have done perfectly well without him’; and those ‘whom he could not help, but who were comforted by his presence’.15 The comfort these medical men offered was not purely physical, nor even emotional. Frequently they also took on the mantle, as Maurice recommended, of spiritual guide. In Dickens’ Bleak House, Jo, the poor crossing-sweeper, is found dying in the street. He is brought indoors, where the surgeon Allan Woodcourt does not do anything as medically prosaic as taking his pulse or attempting a diagnosis. Instead, recognizing the imminence of death, he helps the child stumble his way through the Lord’s Prayer.


And yet in this 1852/3 novel Woodcourt is presented to the reader as an up-and-coming modern physician. The medical profession had not long been respected, and often still was not, with training being uneven, sometimes non-existent. As late as 1860, of the two dozen ‘medical men’ who gave evidence at inquests in Hastings, Sussex, a quarter had received no hospital training, while just two of the twenty-four were qualified as physicians at all, the rest being surgeon-apothecaries.16 And while many surgeon-apothecaries did have credible levels of ability, public opinion of others was low, frequently with good reason. One reportedly advertised himself as ‘I Popjay, Surgeon Apotecary [sic] and Midwife &c.; draws teeth and bleeds on lowest terms. Confectionary [sic] Tobacco Snuff Tea Coffee Sugar and all sorts of perfumery sold here. NB New laid eggs every morning by Mrs. Popjay.’17 (My working assumption is that Mrs Popjay was selling the eggs, not laying them.) It was these practitioners people thought of when, in a penny-blood from the 1840s, a doctor’s wife frets that in her husband’s absence ‘all his patients [are] getting well . . . and, when they find that out, do you think they will take any more filthy physic [that he sells]? No, to be sure not.’*18


It was frequently a doctor’s mere presence, rather than his skill, that made or broke his reputation. In the 1840s, one woman whose child had typhus commended her doctors as ‘. . . two clever Physicians one very celebrated in fever cases . . . within the last four days they have seen [her child] 4 times each day & sometimes two & three times in the night’, until [as the child recovered] they ‘come but twice a day’.19 Up to seven visits a day – attendance was a substitute for the ability to treat the illness.


The lack of treatment tools did not stop sickrooms filling up with the impedimenta of disease and cure, because the sickroom was, at its most basic level, a marketplace, not merely for medicines, but for the plenitude of items that were, in this new age of mass production, being created in specialized form to meet the needs of invalids, or the needs invalids were being taught they had. There were the medical and semi-medical items, such as ‘scales, thermometers, sputum cups, paper handkerchiefs, rubber pocket liners, tents . . . awnings, and disinfectants’.20 And then there were ordinary household items redesigned with invalid use in mind, such as cups with a rimmed edge, or a little spout like a teapot, to enable the patient to drink without sitting up. There were different mattresses to give comfort to those long bedridden – one invalid recorded having a ‘hydrostatic bed’ to relieve the pain caused by ‘lying long’ – as well as specially upholstered chairs, sofas, cots and even hammocks for the same purpose. There were invalid chairs, precursors to modern wheelchairs, which tilted or reclined, and could be wheeled into a patch of sun, or out of a draught.21


And of course there were the medicines, most of which were not expected to cure, but simply temporarily to alleviate suffering. Many were opium derivatives, whether in pill or liquid form, either compounded by individual apothecaries and doctors, or sold in shops and by itinerant sellers as patent medicines. ‘Soothing syrups’ might be made up of some kind of tincture or plant derivative like oil of sassafras, which was mixed with alcohol, a sweetener such as treacle, and then laudanum – opium dissolved in alcohol – with possibly the addition of more alcohol in the form of brandy, sherry or other fortified wine. The most famous, and universally available, patent medicines were Godfrey’s Cordial, Daffy’s Elixir, Battley’s Sedative Solution and Darby’s Carminative.* These and many others included the words ‘soothing’, ‘quiet’, or ‘Nurse’s’ or ‘Mother’s Something’ in their names and advertising copy, and were used for pain, as well as for babies’ teething trouble, for coughs and colds, and as strengthening ‘tonics’ to ‘bring on’ weak or sickly infants. They were condemned by the middle classes when used by lower-class parents to keep their children quiet while they worked, but the same syrups were also stocked by middle-class shops such as the Civil Service Stores and the Army and Navy, indicating widespread use among those very middle-class disapprovers.22


These furnishings, this equipment, these drugs – even the advice in the sickroom treatises – all were built on an unspoken assumption that the invalid’s family had a comfortable income. The Lancet medical journal, while campaigning strongly for public healthcare for the working classes, nevertheless had blind spots, arguing in 1861 that ‘rich and poor alike had similar simple needs’ (my italics): ‘comparatively little’ to be spent on drugs (comparative to what, it did not explore), plus a few basics such as ‘a cushioned chair . . . a small quantity of varied and delicate food, a draught of some refreshing or effervescent drink’, and nursing that came with ‘a little sympathy and kind forbearance’.23 Where any of these things were to be found, when men, women and children worked all day for bare subsistence, was left undiscussed.


As some invalids lingered for years, and doctors had few curative abilities, nursing was by default the main focus of the sickroom, around which families were reorganized, and lives altered. Margaret Emily Shore, known as Emily, was born in 1819 in Bury St Edmunds, a Suffolk town some fifty kilometres east of Cambridge. She was one of five children of a clergyman without a permanent appointment, who made his living tutoring students for Oxford. Emily began to keep a journal when she was eleven, and in it we can see her illness unfold. In March 1836, aged seventeen, she wrote that she had had a cough for a while, although she had not previously had one for years. Two months later, she had been ‘so unwell for so many days with cold and rheumatism’ and a persistent fever that she was rarely able to get out of bed before noon and was too weak to stay up for an entire day. By June the family planned to relocate to Hastings, hoping the sea air would help her, but a month later there was little enough improvement that she and her parents travelled to London to see a doctor, who ‘taps me’ – that is, listened to her lungs – which he thought were not ‘yet’ affected. The family moved to Tunbridge Wells, again in search of better air for her, before sending her on her own to stay with an aunt and uncle in the milder climate of Exeter. To no avail. By December ‘I cannot read or write without a headache, and writing also gives me a pain in my chest.’ Six months later walking upstairs was too much exertion, while holding a book exhausted her. She had been unable to go out for a walk in more than three months, and assumed that she would ‘never . . . be strong again’. She made light of it, the following year mockingly referring to herself as having ‘been addicted of late to growing faint after breakfast’, even as she worried about the anxiety she was causing her parents. Her symptoms had developed into shortness of breath ‘tinged with blood’, a rapid pulse, a ‘craving appetite’ twinned with an inability to eat, night sweats, ‘palpitations of the heart, and deep, circumscribed flushes’. It was only after listing all this that she dared to ask herself if ‘consumption [had] really come at last’, and admitted she knew the answer: ‘I am not taken by surprise.’ The family had discussed emigrating to Australia, a permanent invalid presumably pressing hard on the finances of a tutor, but ultimately they decided on Madeira. There, it was hoped, the climate would ‘restore papa’s health’: care, money worries and nursing routinely affected more than just the invalid in the family. She and her mother travelled out first in the winter of 1838, and for a time the sunshine and warmth did bring about some improvement. But by the following April the death knell of consumption made its appearance: a broken blood vessel saw Emily coughing up blood. On 8 May 1839 she wrote, ‘I . . . am now dying . . . in great suffering, and may not live many weeks. God be merciful to me as a sinner. God be praised for giving me such excellent parents.’ On 27 May, as with Chatty Tait, her hair was cut off, and six weeks later, aged nineteen, she died.24


[image: A photographic composite image of a young girl on her deathbed. Her mother and her sister stand close to her and look at her with sadness, while her father turns away from her and looks out of a window.]

Henry Peach Robinson, ‘Fading Away’ (1858). This photographic composite image was one of Robinson’s most successful works, capturing as it did the romantic image of the beautiful girl on her deathbed, but also, more realistically, the grieving family she was leaving behind.





Emily Shore wrote little of the mechanics of the sickroom, or who nursed her, and how, but these matters were ones about which people felt strongly, for they had important practical implications as well as moral ones. Just as bearing and raising children were assumed to be women’s reasons for existence, so too was nursing a family member part of their biological nature; it derived from, and added to, their spiritual and moral values. But only if the labour remained unpaid. Nursing one’s own family was ‘an act of tenderness, sympathy and tact’; being paid to nurse someone else’s family was ‘menial, degrading and improper’.25 The accepted image of that role was, for much of the century, not Florence Nightingale’s ideal of the capable, highly trained professional, but instead a caricature of an alcoholic, argumentative mangler of the English language, someone who was not in fact a real person at all, but a character in Dickens’ The Life and Adventures of Martin Chuzzlewit (1842/4). Sairey Gamp’s wild popularity as a comic character also encouraged the general population to see her as the prototype of the paid nurse: drunken, slatternly, avaricious and entirely untrustworthy. Yet while the middle classes were routinely united in their disdain for the profession’s practitioners, they also relied on the many real-life Mrs Gamps for the basics of nursing. Outwardly, the middle class was confident that it was not possible both to be paid for looking after a patient, and truly to care for that patient. Silently, however, they hired the Mrs Gamps for all the jobs that were too dirty or too undignified to be performed by those suppliers of what The Lancet had referred to as the essentials of care: ‘sympathy and kind forbearance’. It is notable that while Julia Stephen dwells for pages in her Notes from Sick Rooms on the proper arrangement of sheets and pillows for a sickbed, and on the difficulties that arise when handkerchiefs are lost in the bedding, she dedicates just one single, very brief, paragraph to the management of bedpans. Stephen did acknowledge that her readers were likely to have a trained nurse on call, but quickly added that ‘some member of the family’ would be there in a supervisory capacity, ‘watching and helping’.26 That the paid carers took on the dirty and often dangerous chores commonly went unremarked, and possibly unconsidered. More frequently the focus was instead on the virtues of the unpaid, always female family member, whose love brought with it curative properties a commercial transaction did not, and indeed could not. Successful nursing required the ‘quick eye, the soft hand, the light step’ that were unique to women, but not any women: it was necessary that the labour was given freely, and for best results, by a relative, or at least a friend.27


Yet while treatises on illness and novels described the duties of nursing that mostly involved a ‘bright manner and unfailing chatter’ to keep the invalid amused, the fact was that nursing was a herculean and never-ending task as families were ripped apart by illness and death.28 For the more prosperous, a veritable regiment of paid and unpaid carers might be available to (wo)man the sickroom. When Chatty Tait first fell ill, as well as the doctor visiting ‘constantly’, she was nursed by her mother and a Mrs Peach, possibly the nanny. As the other children followed her into the sickroom, the two women were aided by ‘Cousin Nannie’ and ‘Aunt Lizzie’, as well as the older children’s governess, who slept on the floor beside May during her final days, all assisted by unnamed and unnumbered servants, including a housemaid, a nursery maid and others who were not even given a title.29


For while middle-class women of comfortable backgrounds took on the name and title of nurse, in reality the family’s servants or outside hired women performed the lion’s share of the work, particularly the least savoury, or physically heavy elements, such as washing the patients and dealing with their bedpans or other bodily fluids. Jeannette Marshall was the seventeen-year-old daughter of a fashionable London surgeon when in 1873 her brother, who had previously suffered from an unidentified gastric problem, was again taken ill. Sir William Jenner, later to become President of the Royal College of Physicians, was called in. Jenner had been the scientist who had distinguished typhoid from typhus, but it nevertheless took him five weeks to decide that young Reggie did have typhoid.* By this time he was already passing blood, and had developed peritonitis. Jeannette recorded in her diary that she, her mother and a professional nurse all cared for him, but as she described it, the family mostly helped him to bed, read to him, sat up at night with him and possibly gave him his medicine from time to time. (Reggie and Jeannette’s fifteen-year-old brother John participated in none of these tasks, not even sitting up at night with his brother.)30


There was also an in-between form of paid-for care that did not quite count as a commercial transaction. In the 1820s, before the Courtauld family became financially comfortable, one member of the family wrote to an unmarried cousin to say that, as the cousin was thinking of ‘enter[ing] some family as an instructor to the children . . . would you feel happy to take the care of our young ones? It would be my delight to receive you as my friend and [paid] companion’, to look after the children when they were ill and care for them.* These blurred lines were probably far more routine than we think today, with many families hiring their less prosperous relatives. In some households these lesser family members lived and worked as servants; in others, such as this one, the companion and nurse, who was paid, was nevertheless careful to clarify that ‘I take all my meals with the family, you know; I am of course introduced, & am even encouraged, to mix more in conversation’, adding proudly that visitors paid calls upon her, just as they did on the lady of the house. This was in stark contrast to her own family’s attitudes to professional nurses when not of their own class. These women were, her brother complained, ‘tipsy, pogey [slow], stupid, careless abominations’.31


It might be expected that paid nurses would be more commonly hired by the comfortably-off, but owing to the abundant leisure time of the women in these families, and their ability to call on the services of their household servants for nursing care as Catharine Tait had done, professional nurses were in reality more frequently found in the homes of the less well-to-do, usually in the families of either well-established labourers, or of those edging into the lower middle classes. The women in these families could not afford to leave their paid occupations to act as nurses, and they therefore hired neighbours or friends to perform that function.


Virtually all classes, whatever the financial or nursing situations, looked after their sick at home. Hospitals had very narrow remits as to which diseases they were willing to treat, and often excluded entire classes or groups – no children, for example, or women; no infectious diseases; no cancer patients. Some hospital physicians might recommend nurses to patients at home, but working-class nurses maintained their own networks, being recommended from family to family outside the influence of apothecaries or physicians – yet another reason for those professionals to denigrate and distrust them. Sairey Gamp, for one, is called on by the wealthy Chuzzlewit family in her role as layer-out of the dead (for more on laying out, see pp. 81–2); once in the house, however, ‘with one eye on the future’ she gives her card to Jonas Chuzzlewit’s young wife against the day when she will need a midwife. Nurses were also less expensive, and did more or less the same thing. ‘A sober creetur [is] to be got at eighteen pence a day for working people, and three and six for gentlefolks,’ said Mrs Gamp, while a doctor charged a working-class family 5 shillings for the same visit, and as much as a guinea for ‘gentlefolks’.32


Those charges mattered, even to the middle classes, as illness and death were regular visitors. Today we think of the Brontë family as particularly death-ridden. In 1821, Maria Brontë died of cancer; two of her daughters, Maria and Elizabeth, died of tuberculosis four years later; by 1849, their siblings Branwell, Emily and Anne were all dead, with Charlotte following in 1855, leaving their father the sole survivor of a nuclear family that had once numbered eight.33 Yet to their contemporaries, the Brontës were not particularly out of the ordinary. The novelist Margaret Oliphant watched, nursed and sat by the deathbeds of her mother and father within four years of each other, followed by her husband, as well as all five of her children, her sister-in-law, her brother and her nephew.*34 Mrs Oliphant read Archbishop Tait’s volume on the death of his children after the death of her last surviving child: ‘I have found a little, not comfort, but fellowship in reading about Archbishop Tait. I did not like his book. I thought it too personal, too sacred for publication, but now brought down to the very dust [myself], I turned to it with a sense of common suffering.’35


She was not alone. The mother of the economist and politician James Thorold Rogers had watched nine of her sixteen children die before, at the age of seventy-four, she nursed her eldest son, dying of alcoholism: ‘George’s long illness has almost worn me and [his sister] out, indeed I sometimes think it will be too much for her.’ He needed feeding ‘like a child’, and had to be ‘watched day and night’ (although it is unclear if this was because he was so enfeebled, or if it was to keep him from finding more drink). That was not the end. Nearly ten years later, at the age of eighty-two, she cared for yet another dying child, this one a ‘demanding and selfish daughter’.*36 Even in a family not necessarily suffering from a series of deaths, illnesses could be prolonged. The poet Christina Rossetti (1830–1894) was diagnosed with Graves’ disease in 1871, and then with cancer in 1891, for which she underwent surgery the following year. In 1893, the cancer was found to have returned, by which time a heart condition prevented further surgery. In 1894 she was confined to a sofa in the drawing room; developing dropsy later that summer, at which point she was kept stupefied by brandy and opiates, to prevent her cries of pain from disturbing the neighbours. Yet it took until November of that year before the family hired a professional nurse, relieving both family and servants in the final months before her death.37


Deaths were so common that children could not but be affected: they watched adults die, and they watched their brothers and sisters be born, and die, far more often than today. In the twenty-first century, it is generally the elderly who are at risk. In the nineteenth century, however, mortality was most common among children, in particular those under the age of five. These early deaths complicate life-expectancy figures. In 1800, life expectancy at birth was just under thirty-seven years; by the middle of the century, upper-middle-class professionals could expect to live to their mid-forties; while in the 1880s, that had risen to sixty-three. Their working-class brethren, however, were far behind: a labourer’s life expectancy at birth at mid-century was twenty-two, rising to twenty-nine only in the 1880s. However – and this is a crucial ‘however’ – these figures are heavily weighted by the deaths of the vast number of children who never saw their fifth birthday. Until 1877, babies who died before they were a year old were not even included in government statistics, so numerous were they, but were grouped with stillbirths and miscarriages, the latter two being considered indistinguishable.38 Once children survived to the age of six, they could expect to reach adulthood, while those who lived to the age of forty were statistically likely to live into their late sixties or early seventies.39 In general as the century progressed, infant mortality figures dropped, spurred by improved quality of housing; improved sanitation and access to clean drinking water; improved affordability of food, and thus better maternal health before birth; as well as decreased family sizes, which again improved nutrition of mothers and also the quality of their breastfeeding.40 Until then, far more children than elderly died (in part for the very simple reason that there were far more children than there were elderly. In 1811, about 6 per cent of the population was aged over sixty, compared to nearly 25 per cent today).41 In the first quarter of the nineteenth century, nearly one in three deaths were those of children under five; and the next third of deaths were from a wide range of causes, not specifically the diseases of old age.42 The sickroom was an all-ages location, and no one remained unaffected.


In 1894 a passer-by in central London noticed a group of children playing a street game for which they had built ‘a little arrangement like a cemetery’ in the sand, with mounds heaped with flowers and surrounded by low walls. One mound, with the biggest bunch of flowers, was called ‘Tubb’s grave’ by the children, who asked pedestrians, ‘Please to remember Tommy on the tub’s [sic] grave’, just as in November they begged for ‘A penny for the guy’. When questioned, they could not explain who, or what, Tubb was, nor what the game meant, except to say they had ‘always’ done it, meaning they had learned it from older children, who in turn had learned it from their elders. The game was played, they said, once a year, in May. When this sighting was reported in a journal, others wrote in to say they had seen the same game played in other parts of London, and a few years later it was recorded that the children playing it had a little rhyme they chanted: ‘Please to remember the grotto, / It is but once in a year, / Mother is dead, and father’s gone to sea, / So will you please remember me.’*43 While there appear to be no reported sightings of this game outside London, children across the country played other singing games that related to death. In ‘Jenny Jones’, a group of girls formed a ring and sang a request to see Jenny Jones, to receive the response that Jenny could not come out to play because she was ‘washing, washing, you can’t see her now’. In the following verses Jenny was serially ‘folding [the laundry]’, then ‘ill’, ‘dying’ and finally ‘dead!’, whereupon the children ask if, instead of seeing Jenny, they might attend her funeral, before they carry one of the girls away, the others following behind as mourners.44


It might be said that these games were practice for the girls. They sang about death, and then, as adolescents and adults, they took on caring roles in their families, particularly if they did not marry. Unmarried daughters were expected to be nurses by virtue of their gender and by virtue of their single status which, as with widows, denoted they were to be at their families’ disposal as a matter of course. They would have no shortage of patients, for the nineteenth century was the century of epidemics. Waves of cholera, smallpox, scarlet fever, typhus, typhoid, influenza and diphtheria broke over the population throughout the century. Only a bare half of the forty years between 1831 and 1871 were epidemic-free.


The first, and probably the most terrifying, of the epidemics was cholera. It initially emerged in South East Asia in 1817, spreading slowly to Russia before following the shipping routes to reach Britain in 1831. The first wave in the British Isles, lasting just under two years, killed approximately one in every 800 people, with the populations of towns and cities suffering far more acutely than those of rural districts. The disease returned in 1848/9, this time nearly doubling its kill rate to 53,000 in England and Wales; and again two years later, when another 23,000 died, before its final major outbreak, in 1866, produced another 14,000 deaths.45 In between, separate epidemics of scarlet fever, typhus, diphtheria and typhoid roared through. Between 1837 and 1840, smallpox killed nearly 50,000 people, although that number was reduced by 90 per cent after the Vaccination Act of 1840, which made vaccines free to the working population; with the Vaccination Extension Act of 1853, which made them obligatory, infection rates slowed to a trickle.*


Cholera was terrifying not merely because it was so lethal – in the nineteenth century, between 40 and 60 per cent of those infected died – but because of the speed with which it acted. Of the 300 deaths reported in the first wave of the epidemic in Exeter alone, a third occurred within twenty-four hours of the first symptoms appearing, the rest within two days.46 Initially, the infected person might just feel unwell, with perhaps some stomach upset, but this was rapidly followed by violent purging – vomiting and diarrhoea – that ended with ‘rice water’, when part of the intestine might be evacuated, and the resulting dehydration led to organ failure. At that point, pulse and temperature both dropped, the face collapsed inwards, severe muscle cramps drew the extremities up into clawlike shapes, nails turned blue and the skin appeared to be black.47


Today it is known that cholera is a waterborne bacterial infection, commonly spread by infected faecal matter. In the nineteenth century, there were two competing general theories of disease: contagion and miasma. Contagion theory said that infection was passed from person to person in some unknown manner. If people in two neighbouring houses had water supplied by two different companies, a pattern was hard to discern; where whole cities drank from water in which raw sewage routinely ran, the pattern of contagion was almost impossibly obscure. Miasma theory understood illnesses to develop from some environmental point of origin, such as rotting animal or vegetable remains, which caused a smell to rise as a mist, or miasma, and spread across a district, poisoning all who lived there. Both beliefs required civic, and expensive, interventions for solutions. Contagion models demanded mass quarantine, with consequent disruption and loss of trade; miasma theory demanded civic reconstruction and reorganization of sewage, water and rubbish disposal on a vast scale – in effect, the alleviation of poverty and the reconstruction of all sociopolitical organizations. Neither was undertaken, although limited changes were made. The Board of Health in the first cholera wave recommended the immediate segregation of the sick from the healthy, although without any governmental support to enable the working poor to carry this out it remained societally impossible. The Board also recommended that the government improve the lives of the poor, a vague aspiration with no concrete suggestions as to how that aim was to be achieved. For good measure it also warned that ‘those who have been addicted to the drinking of spirituous liquors, and indulgence of regular habits’ were ‘the greatest sufferers’ from the epidemic, even though that was visibly not the case.48


Not that it mattered. The primary treatment for cholera today is oral rehydration therapy, which, if used promptly, cuts mortality from the disease from 60 per cent to 1 per cent of those affected. That was of course unavailable in the nineteenth century. Instead, mustard and linseed poultices were recommended, or the patient was kept warm with a hot bran bag, a precursor to the hot-water bottle.* One doctor working during the 1848 wave, who was a proponent of the miasma theory, thought the disease passed from patient to patient via a ‘poisonous matter exhaled from their bodies’ (this was true in a way, as expelled faecal matter was a prime vector for contagion). To counteract the diarrhoea, he recommended eating plenty of meat, ‘light puddings, stale breads and good sound wine in moderate quantity’, together with ‘calomel combined with opium’, or, for children, doses of calomel with laudanum, that diluted form of opium.* But then he threw up his hands. ‘I scarcely know what to recommend. I have known every medicine relieve, and every medicine fail,’ he wrote, and he ultimately opted for doing nothing, and the patient would live or die, as God or fate willed.49


The first two waves of cholera in London, in 1832 and in 1848/9, had initially affected the working classes, and thus reinforced for their social superiors the belief that the disease was linked to dirt, or weakness of character, or a predilection for alcohol, and therefore, in a leap, to immigrants. The syllogism ran something like: cholera is a filth disease, filthy people are immoral, the Irish are filthy and immoral, therefore the Irish suffer more from cholera. By 1854, however, this was clearly untrue, as the Cholera Inquiry Committee saw that ‘the disease did not limit its attack to any one class, nor yet to the very poor’.50 By the 1860s, the disease-equals-dirt-equals-poverty equation could be seen not to hold for cholera, and also for typhoid, especially following the 1861 death of Prince Albert, which was presumed at the time to be from typhoid. (Today it is thought more likely that he died of stomach cancer, having suffered from stomach problems for years. There had been no major typhoid outbreak at the time that tied in with Buckingham Palace, although the drains there were notoriously bad.) Contagion was now better understood in the general population than it had been earlier in the century. In 1870, the Reverend Francis Kilvert (1840–1879), who kept a diary of his daily life as a clergyman in the Welsh Marches, reported seeing a woman whose daughter had had scarlet fever. Neither woman ‘apprehend[ed] any danger, infection or spreading of the disease, and had taken no pains to disinfect the clothes or house or anything’, he marvelled, his views marking a notable change from the attitude of the Taits fifteen years earlier.51 By now, the educated middle classes, at least, knew more.


The 1831 epidemic had seemed by many to be a visitation of God, and the government decreed a National Day of Fasting, Prayer and Humiliation for the population to pray for the alleviation of their suffering. Many of the working classes were finding themselves drawn to religion at this date, in particular to Nonconformism – the Primitive Methodists welcomed their largest number of converts in the 1840s as the epidemics raged.52 Yet this interpretation of the epidemic laid the cause in the laps of the poor, not because they lived in substandard housing, nor ate a substandard diet, but because these poor were irreligious, or blasphemous, or drank, or were simply insufficiently respectable. One clergyman in a single sermon blamed cholera on ‘our guilty country’, and, more specifically, on sabbath-breakers and purchasers of ‘infidel’ texts, as well as the evils of alcohol, ‘whoredom’, Roman Catholicism and all those discontented with the station God had seen fit to place them in.53 Reformers and the workers themselves, while acknowledging ‘this awful visitation to be the direct interposition of a wide and all-seeing Providence’, pointed to their ‘acute and severe physical privation’, the ‘dwellings unfit for human habitation’, the inadequate sanitary legislation and lack of sufficient food.54 Yet others, on both the radical left and the Tory right, believed that contagion was a hoax, designed by parish employees to increase public funds in order to turn private profit.55


Between the first and second waves of the epidemic there was a marked shift from God to human causes. In 1832, Bishop Blomfield, the Bishop of London, had insisted that the word ‘providence’ be included in the parliamentary legislation that made up the Cholera Act; by 1849, the same man preached a sermon stressing the ‘want of decent cleanly habitations’ that had brought about this pestilence among the working population.56 Many who saw that cholera did not distinguish between rich and poor nevertheless tried to determine God’s reasons for the scourge: a Courtauld cousin noted ‘upwards of 1000 deaths & many from amongst the higher classes’, including ‘three old Ladies next door to us’ becoming ill, and one dying ‘in the short space of 24 hours’. Even so, she added, ‘I do trust & believe it has been much blessed in this place in leading people to think seriously [of religion] who never did before’, and added that her family ‘walked out . . . into the streets when business required’, despite the risk of infection, as they were surely protected by attending church frequently.57


This believing and not believing at one and the same time was widespread. There was an epidemic; many were dying; yet ‘we’, whoever ‘we’ were, went on as normal, denying as much as possible. In 1837 Emily Shore referred to what ‘they call an influenza’, but while the newspapers were saying thousands were dying, ‘I feel inclined to strike off a cypher from each number’ – that is, if the papers reported six hundred deaths, she thought sixty was probably closer to the truth. Yet in the very next sentence she wrote that her cousins had told her of a family they shared a pew with in church, who had eight members of their family currently ill. Ten days later, ‘There is scarce a family whom we know . . . which has escaped, and in most of them the greater part of the individuals in each family are ill . . . It is not,’ she added stubbornly, ‘infectious, but [it is] an epidemic.’58


She was not alone in this back and forth, even among the older, theoretically wiser intelligentsia. The historian and philosopher Thomas Carlyle (1795–1881), who made his living as a thinker, reflected this dichotomy. In January 1832 he wrote to his brother that, ‘No Cholera, or other epidemic yet attacks us; nor except with very cowardly people is such greatly apprehended.’ There were, he thought, ‘far more frightful maladies which we look on with indifference’, and in Sunderland, where cholera had first arisen in Britain, it had ‘nearly burnt out’. A month later he was following a popular line in thinking that the disease ‘seems to attack almost exclusively . . . the improvident, drunk and worthless: punishment follows hard on sin’. By December, he noted that ‘the disease has been here for many weeks, but is in the highest degree insignificant’, that the important thing was not to ‘panic’ (those italics a definite sign of not panicking), adding, within four lines, both that ‘Doctors . . . can do so very little towards defence against the malady’ and that ‘Our Doctors say, great things can be done, and the disease is generally curable’ at an early stage, before adding that he was sending ‘a dozen cholera pills’ recommended by his friend Southwood Smith, which are ‘at least entirely harmless, and must have a tendency in the right direction’, since they were purgatives, before ending by saying that the politician Charles Buller had died ‘suddenly; there have been many deaths in our circle here lately’.*59


A more realistic depiction of the ravages of epidemic came in Harriet Martineau’s single foray into fiction, Deerbrook, published in 1839, which portrayed a market town in the grip of an unnamed epidemic. In it, Martineau, an economist and social reformer, focused on the need to ‘clean, air and dry’ the poor-quality workers’ housing, and ‘supply the indigent sick with warmth and food’, but even that was ‘of little avail’, and she shows a town devastated. The village seamstress works through the nights to produce sufficient mourning clothes for all, ‘having scarcely left her seat for the last fortnight, except to take orders’ for more of the same, even as she cannot hire more workers, as they are all ill themselves. ‘The churchyard was now the most frequented spot in the village’, its grass worn away to bare earth owing to the number of funerals that had passed over it.60


Martineau gives her town a forward-thinking doctor, who joins forces with the vicar to work together to stem the endless parade of deathbeds that follow. The two men, between them, follow the path that history had long laid down in creating the ‘good death’, the essential end to the long story of the sickroom and what followed: the deathbed.
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THE DEATHBED


The idea that a deathbed was the place from which the dying spoke words of wisdom, sharing profound and eternal truths worthy of being handed down to future generations, was not new. This ‘good death’ – dying well, whether nobly in battle, or virtuously, or piously, depending on the gender, values and social position of the person dying – had a history that went back to classical antiquity. In the British Isles after the Reformation, the Protestant ideal took the secular expression of the classical world, and combined it with new religious elements that concentrated on the community of believers. The dying were the focus of the prayers of family and friends, while in exchange the dying themselves offered ‘godly exhortations’ as they ‘surrendered their souls willingly into God’s hands’. In the seventeenth century, the clergyman Jeremy Taylor instructed his readers on the preparations that would lead to a good death, which was ‘a great art’, one that sensible and pious people did not leave until the last moment: ‘he that prepares not for death, before his last sickness, is like him that begins to study Philosophy [only] when he is going to dispute publicly in the faculty.’ Although it was never called that, a bad death, by contrast, was one that stole up on the living: it might be sudden, or even if the disease had progressed slowly, the sufferer might have failed – or refused – to prepare for death.* ‘He that would die well must always look for death, every day knocking at the gates of the grave’, learning to accept death by living with it daily, whether by visiting churchyards, perhaps, or simply by meditating on last things.1


Taylor’s volume, The Rule and Exercise of Holy Dying, was acclaimed in its day, and its popularity continued over the centuries, ensuring the book went through almost fifty editions by the end of the nineteenth century. The Victorians admired it greatly, with George Eliot making it one of the half-dozen books that her upright and moral hero Adam Bede owned in the 1859 novel of the same name. Bede was a Nonconformist, and his reading was very much in the tradition of Nonconformism, and the Evangelical movement, a tradition promoted especially by John Wesley and the Methodists. A good death benefited the dying, of course, but the final illness and death were also thought of as an educational experience for those present, ‘an opportunity for God to work in the lives of all those at the deathbed’ in the final days, or even hours.2 Wesley’s Arminian Magazine regularly featured deathbed narratives, stories of those who ‘have lately finished their course with joy’. By the 1780s and 1790s, these biographical sketches were one of the magazine’s most popular features, so much so that other publications followed suit. The Evangelical Magazine, published between 1793 and 1892, ran at least one deathbed story in every issue, and often far more, concentrating on the deaths of ordinary people, frequently women and children, encouraging readers to see themselves reflected in the pages. The pain and fear that came with death was not glossed over, although the core of each story was always the dying triumphing in their final hours, perhaps by receiving a vision of the afterlife, of angels (a favourite for the narratives of child deaths), or of family members who were already dead and, presumably, beckoning their loved ones onwards.


For the purposes of religion, a good death was a slow death, one that gave the dying time to make their peace with those whom they had wronged, to bid farewell to friends and family, as well as, importantly, to prepare spiritually. It also gave the family, children included, time to gather to witness ‘the Christian’s victory over death’.3 Consolation was to be found not in quick or peaceful ends, but instead through painful struggles, as Christ had struggled at his own tormented death.4 Those attending a deathbed took an active role: if the dying could not speak, the deathbed watchers might ask leading questions that could be answered by a single word, a nod or just a glance, through which the dying could be said to have shared words of repentance for their sins and hopes for future glory. If they were not strong enough even for that, family and friends might simply share the task of reading aloud, usually a mixture of prayers, tracts and Bible passages. For this purpose, publishers produced anthologies of extracts suitable to be read to the dying. Priscilla Maurice, who had written those tracts on the sickroom, also compiled books of verse with titles such as Prayers for the Sick and Dying. One of her chapters was entitled ‘Suitable to be read to Persons in their Last Hours’, and was interspersed with instructions: the poems should be read ‘very slowly, distinctly, with intervals’. Most of the poems in these anthologies expressed religious consolation, but they also included what one literary critic has called ‘self-elegies’, poems in which the authors foretell in touching terms their own coming deaths, using details very like the ones their readers were living through, complete with a dying person, a deathbed gathering and a pending reunion in the afterlife.5
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