
2

Balance and the ‘good’ diabetic in 
Britain, c.1900–60

Martin D. Moore

Introduction

Reporting on the performance of a notable debutant at the Wimbledon 
tennis championship of 1951, the Diabetic Journal, a magazine produced 
for patients by the Diabetic Association, set the scene for a dramatic 
underdog story. ‘When Hamilton Richardson stepped on to Wimble-
don’s No.1 Court on June 27th last, scarcely any of the spectators … 
could have believed he had any chance against his opponent, Budge 
Patty.’ Patty ‘was the world’s singles champion of the year before’, 
whereas Richardson ‘was only eighteen years of age, and far less expe-
rienced’. Most importantly, ‘to cap his disadvantages’, Richardson ‘was 
a chronic diabetic’. Against all such odds, Richardson triumphed.

Success, the Journal keenly pointed out, was founded on Richardson 
learning ‘how to control his diabetes’ and restoring short-term physio-
logical balance to his body. ‘As every “good” diabetic on insulin knows’, 
the article explained, ‘violent exercise rapidly burns up sugar in the 
blood, and, when playing games, great care must be taken to keep up 
the blood sugar to its right level and so avoid an insulin reaction.’ To 
win, Richardson needed to ‘study thoroughly the likely effect on his 
blood sugar of a series of hard games and take precautions’. It was this 
action that ‘enabled him to maintain a diabetic balance throughout’.1

This chapter explores how clinicians and Britain’s first patient organi-
sation – the Diabetic (later, British Diabetic) Association (BDA) – 
constituted the ‘good diabetic’ as one able to undertake considerable 
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34 Configuring balance

self-care in line with medical advice during the first half of the twen-
tieth century. Following the work of David Armstrong among others, 
it suggests that the self-caring ‘diabetic’ was not a given entity. Instead, 
through medical innovation, training and collective action, the ‘good 
diabetic’ was a figure who had to be made in relation to the shift-
ing institutional and political structures of interwar and early post-war 
Britain.2

As the Richardson article suggests, concepts of balance were integral 
to visions of the ‘good diabetic’ during this period. Clinical and lay texts 
framed diabetes as a disease of physiological imbalance, a metabolic 
disturbance caused by an insufficient supply of endogenous insulin, and 
marked by biochemical deviations, most notably elevated blood sugar 
(hyperglycaemia) and, in the worst cases, acid bodies (ketones) in the 
blood. Treatment, moreover, was predicated on restoring normal func-
tion through a balance of diet and insulin supply. Although the bounda-
ries of physiological balance were debated over this period, all 
practitioners subscribed to longitudinal disease management by profes-
sionals and patients, and good patients were those who undertook the 
quotidian actions necessary to keep their body in both short- and long-
term equilibrium.

The discussion of Richardson’s ‘diabetic victory’ also highlights how 
concerns about emotional and psychological stability permeated British 
medical and lay discussion of diabetes over the first half of the twentieth 
century. During the 1900s and 1910s, doctors framed mental and emo-
tional balance as directly connected to physiological processes. Trauma 
or upset was believed to provoke or worsen diabetes via the nervous 
system, and clinicians prescribed tranquillity and moderation as part of 
their treatment.3 By the 1920s and 1930s, clinical and lay articles also 
noted the emotional and psychological problems that patients with 
long-term diseases could face. They outlined the need to negotiate the 
Scylla of anxiety and depression that could follow diagnosis and con-
stant (self-)surveillance, and the Charybdis of complacency that might 
accompany reassurance. Such a challenge assumed individualised and 
public forms, as an alliance of patients and practitioners sought to chal-
lenge discrimination and negative perceptions of diabetes. Offering 
self-care advice, idealising ‘the diabetic life’, and celebrating achieve-
ments of public figures with diabetes were key strategies designed to 
promote emotional and psychological balance and well-being.4
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Balance and the ‘good’ diabetic 35

In discussing the plurality of balances involved in diabetes manage-
ment during the first half of the twentieth century, this chapter extends 
recent discussion of how political, medical and popular lay agencies 
came to reread wide areas of governance and everyday life in psycho-
logical and emotional terms during the interwar and early post-war 
period.5 Though efforts to constitute the ‘good diabetic’ were rarely 
based on systematic or academic models of ‘depth psychology’ such as 
psychoanalysis, they nonetheless constituted affective relations as 
central to human behaviour, and sought to subject psychological life to 
management in the name of health.6 Indeed, even when programmes 
of balance were coded in classic masculine values of rational self-control, 
they operated as forms of psychological management; the suggestion 
that health could be secured through knowledge and individual will 
offered the reassurance of control to people whose bodily integrity had 
seemingly been compromised.7

This medical and lay interest in the emotional and psychological life 
of people with diabetes was thus central to efforts to constitute new 
subject positions for patients, organised around physiological balance.8 
Self-care, it will be argued, was considered essential in light of the insuf-
ficiencies of British healthcare, and balanced selves were increasingly 
needed for effective production and civic life.9 Yet, as this chapter will 
also highlight, balance was not solely deputed to individuals. Not only 
would self-care be supported by a range of other actors, but it formed 
only part of a broader constellation of interventions by healthcare pro-
fessionals, the state and organised patients.10 By examining the bounda-
ries of balance and self in the specific confines of British diabetes care, 
therefore, it is hoped that this chapter will draw attention to the complex 
interplay of power, politics and medicine in the constitution of identity, 
and set out relations explored further in the chapters that follow.11

Physiological and therapeutic balance in diabetes, c.1900–50

Medical understandings of diabetes during the early decades of the 
twentieth century were permeated by concepts of balance and stability, 
owing to a growing influence of physiological perspectives on clinical 
medicine.12 Gradually revitalising concepts of illness as disorder, text-
books and articles of the 1910s framed diabetes as a ‘disturbance’ of 
metabolic function.13 In health, physiological perspectives suggested, 
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36 Configuring balance

ingested food would be broken down into constituent parts, and would 
either be used immediately as energy or be stored for later use. In dia-
betes, however, impaired processes meant that the body was unable to 
‘properly utilise carbohydrate’, resulting in a characteristic elevation of 
blood glucose levels that would pass into the urine.14 Moreover, without 
effective carbohydrate metabolism ‘the incomplete combustion of 
fats’ would produce dangerous acid bodies that heralded the onset  
of coma.15

Building on these insights, one London specialist declared in 1912 
that ‘the aim of modern treatment in diabetes’ was ‘to balance the diet 
in such a way that nutrition is as perfect as possible without … unneces-
sary strain on the organs of metabolism in any direction’.16 During this 
period, practitioners devised managerial frameworks of ongoing sur-
veillance and therapeutic adjustment to achieve this balance.17 Doctors 
and physiologists with a special interest in diabetes disagreed on the 
exact composition of diets, and whether periods of fasting were neces-
sary.18 They nonetheless recommended strict limits on dietary intake, 
and that the quantifiable effects on glycosuria (sugar in urine) and 
ketonuria (acid in urine) be monitored.19 Although not completely dis-
regarding a patient’s subjective assessment – nor marginalising the 
classic symptoms of extreme thirst, hunger, urination and wasting – 
experts suggested that changes in biochemical metrics should strongly 
influence prescriptions and the subsequent longer-term ‘titration’ of 
dietary therapy.20

The isolation of insulin, and the development of insulin therapy, 
cemented these managerial practices and extended equilibrium-centred 
frameworks for understanding diabetes.21 By the mid-1920s, practition-
ers were describing insulin as the regulatory agent for the body’s self-
correcting metabolism. ‘The normal pancreas’, wrote the pre-eminent 
British diabetes specialist R. D. Lawrence (King’s College Hospital, 
London), ‘produces amounts of insulin which vary naturally with the 
carbohydrate intake, and normal metabolism is maintained by a balance 
between the carbohydrate of the food and the endogenous insulin of 
the body’.22 Insulin, Lawrence suggested, was the ‘hand that holds the 
reins’ of the carbohydrate metabolism, ‘the ignition spark which con-
trols and regulates the combustion’.23 Treatment once more focused on 
restoring order: ‘In diabetes, where insulin is deficient, the diet and 
insulin have to be balanced artificially to produce normal metabolism’, 
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Balance and the ‘good’ diabetic 37

either by controlling diet, or ‘if this balance cannot be achieved without 
too great [a] restriction’, then through dietary control and insulin ‘added 
by injection’.24

These balance-oriented explanations of causation and treatment 
were broadly accepted by practitioners throughout the interwar and 
post-war decades, although they were gradually challenged and 
adjusted. For example, Harold Himsworth (Professor of Medicine, 
University College Hospital, London) proposed in 1949 that diabetes 
was a syndrome. Unlike a disease, the syndrome had ‘its philosophical 
basis … in a chain of physiological processes, interference with which 
at any point produces the same impairment of bodily function’.25 This 
suggestion emerged from Himsworth’s earlier experimental work, in 
which he hypothesised that two clinical types of diabetes arose from 
different impairments.26 Insulin insensitivity was considered a cause of 
diabetes in generally older, overweight patients with insidious onsets 
and who did not require injections for effective management; and defi-
ciency of insulin was held as a cause of the condition in generally 
younger, thinner patients with acute onsets, and who were dependent 
on, and sensitive to, injected insulin. This plurality of possible mecha-
nisms also found expression in neo-humoral frameworks that remained 
persistent throughout the century, with researchers and drug manufac-
turers also implicating an over- or undersupply of insulin antagonists 
and other hormones in glycaemic disorder.27

Despite clinicians agreeing over the importance of managerial 
approaches to care, the exact meaning of therapeutic balance – how it 
should be defined and monitored – was subject to dispute.28 Initial 
controversies emerged during the 1920s in relation to blood testing, 
and the achievability of near-normal blood sugars. For many physiolog-
ically minded practitioners, normoglycaemia provided the ideal aim of 
treatment, believing it allowed the pancreas (and thus carbohydrate 
metabolism) to recover from the exhaustion underpinning diabetes.29 
However, this practice required regular blood sugar examinations, 
which were difficult to perform outside of sophisticated teaching hos-
pitals. Furthermore, the required regulations on diet, insulin timing and 
physical activity could be punishing for patients.30 Practitioners with 
more traditionally clinical backgrounds, therefore, tended to moderate 
their demands. They gradually adjusted dietary prescriptions to allevi-
ate the distress of patients with acutely severe diabetes, and suggested 
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38 Configuring balance

that urinary monitoring – and thus the less demanding goal of minimis-
ing glycosuria – could provide the basis of effective treatment.31

More vigorous opposition to normoglycaemia arose, at least discur-
sively, in the promotion of almost unrestricted ‘free diets’ between the 
1930s and 1950s.32 Unlike the majority of clinicians (and the Diabetic 
Association), proponents of free dieting confidently believed that ‘it 
has never been shown that a high blood sugar per se did anybody any 
harm’.33 As such, these practitioners rejected clinical approaches based 
on the most common parameters of therapeutic and physiological 
balance (hyperglycaemia and glycosuria) for imposing regulations that 
impinged unnecessarily on patient well-being. Instead, they argued for 
a robust rebalancing of clinical focus towards the subjective feelings of 
the patient. They recommended matching insulin intake to appetite in 
non-obese patients, and accepted only the appearance of ketonuria as 
indication that any resulting physiological imbalance might threaten 
patient health. Provided no physiological signs of acute, critical imbal-
ance were present, free-diet clinicians were happy to forgo restrictions 
and assess health based on a patient’s outlook, vigour and ability to 
happily live and work.34

Tensions between short-term and long-term physiological balance, 
and between the relative weight afforded to various clinical considera-
tions in diabetes care, also manifested in intertwined debates around 
long-term complications. For advocates of free diets, the ever-growing 
list of complications noted from the 1930s onwards – such as blindness, 
kidney failure or cardiovascular disease – were an inevitable long-term 
outcome of diabetes.35 Other doctors, by contrast, practised under the 
belief that ‘the surest way to avoid such complications is to maintain 
the best blood-sugar control compatible with safety and a reasonably 
normal mode of life’.36 This was despite admitting that the evidence 
for a relationship between persistent hyperglycaemia and complica-
tions was contentious, making it impossible to ‘answer the question 
dogmatically’.37 At the heart of the clinical dilemma, however, was the 
potential conflict between different temporalities of balance. For many 
patients, their errant bodies, social and financial obstacles, and com-
peting priorities militated against daily maintenance of physiological 
balance, while control was impossible while they were asleep.38 Relax-
ing an emphasis on metabolic control in treatment plans could alleviate 
the conflicts between social life and biological needs, but only at the 
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Balance and the ‘good’ diabetic 39

cost of potentially serious problems in the long term. For methodologi-
cal and epistemological purposes, researchers were unable to produce 
convincing evidence about the effects of control until the 1980s and 
1990s, and clinical decisions were strongly guided by a doctor’s beliefs 
and cultural values.39 How to weigh the certainty of the present against 
the possibilities of the future, however, remained a persistent concern 
over the century.

Self-care in British diabetes management

For the most part, ‘free diets’ appeared to gain little support among 
British practitioners. Mid-century surveys indicated that some physi-
cians might allow for mild hyperglycaemia (but not uncontrolled blood 
sugars), and they still imposed regulations for diet.40 Whatever their 
goal, managerial frameworks and self-care practices remained an impor-
tant element of long-term diabetes treatment. Self-care had been prac-
tised in diabetes care since ancient Greek physicians first used the term 
‘diabetes’ to describe a symptomatic state of persistent urination, 
extreme thirst, and quick and painful wasting.41 Followers of humoral 
traditions had prescribed a mixture of regimen changes, drug treat-
ments and dietary plans in a bid to restore equilibrium, a broad outline 
that persisted through to the twentieth century despite radical changes 
in content and rationale.42 With the development of the hospital system 
in Britain, and the spread of scientific dieting for diabetes in the early 
1900s, initiating treatment could require lengthy institutionalisation, at 
least where patients received charitable admission to hospital or could 
afford private care. Doctors gradually placed less emphasis on hospital 
admission over the interwar period, even for starting insulin, but once 
admitted patients could stay for weeks to titrate dose and receive educa-
tion about injections.43

Nonetheless, much as physicians praised the control achievable on 
the ward, patients could not be retained forever. In the absence of Soviet-
style control and distribution of clinical facilities and expertise, Britain’s 
mixed economy of healthcare meant that ‘the exigencies’ of practice 
made it ‘impossible’ for doctors to ‘see a patient twice, or even once at 
a specified time’ for injections, and ‘the cost to the patient [of such an 
approach] would be prohibitive’.44 Only workers whose income was low 
enough to be eligible for the government-backed National Insurance 
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programme could routinely access medical expertise and prescriptions 
free at the point of use, and then coverage was only for community-
based general practitioners. Of course, for these individuals, access to 
state-funded provision was tied to the capacity for work, which was 
often incompatible with rigidly timed oversight and treatment.

The institutional and cultural connections between work, healthy 
behaviour and citizenship also underpinned continued emphasis on 
self-care in the post-war period. The creation of the National Health 
Service in 1948 nationalised Britain’s hospitals and secured universal 
coverage for primary care in general practice.45 Healthcare would now 
be free for all at the point of use, and people with diabetes could either 
see their GP or be referred to specialist outpatient clinics that had 
emerged in major teaching hospitals during the 1920s.46 Nonetheless, 
although some local innovations extended access to daily care to more 
vulnerable populations (such as the rural elderly), self-care remained 
an essential part of diabetes management.47 Persistent resource short-
ages meant that there was an insufficient supply of labour to deliver 
personalised care without a substantial reworking of institutional 
arrangements. Politically, the impulse to self-care had also been built 
into Britain’s universalist welfare state. Framed as a universal social 
right, post-war welfare was predicated on able-bodied citizens engaging 
in productive activity and paying taxes relative to their means.48 Uni-
versal services in this instance would free the citizenry from inequitable 
obstacles to health, while simultaneously enabling them to practise the 
‘laws of health’ in pursuit of national well-being.49 Furthermore, as his-
torians like Virginia Berridge and Gareth Millward have demonstrated, 
the state and various ‘publics’ placed extra expectations on the citizen 
with respect to healthcare, such as an expectation to follow medical 
instructions and health education advice.50 Self-care in pursuit of 
physiological balance thus became an act of ongoing health citizenship, 
enabling patients to undertake productive activity and not ‘drain’ 
welfare resources.51

For institutional, political and cultural reasons, therefore, doctors and 
patients alike saw self-care as central to the longitudinal care of diabetes, 
and as in previous centuries patients were charged with following a pre-
scribed regimen.52 The tasks involved in self-care, however, expanded in 
managerial approaches to treatment, and with new technologies. By the 
1920s, self-testing became essential. Writing on ‘prognosis in diabetes’  
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Balance and the ‘good’ diabetic 41

on the cusp of insulin treatment, an Edinburgh clinician suggested that 
‘regular weighing once a week is necessary; loss of weight usually means 
glycosuria’. As a precaution, ‘the patient should also know how to recog-
nise [urinary] sugar … and he should examine a sample of the 24 hours 
urine daily’.53 This procedure was not straightforward. Until at least the 
1950s, patients testing for glycosuria or ketonuria were required to heat 
a test tube of their own urine, combined with a chemical reagent, for 
around three minutes (usually over a stove or Bunsen burner), and then 
compare the colour of the cooled sample with a coded strip. Accidents 
were rather unpleasant. Nevertheless, monitoring was designed to 
inform both quotidian care and medical oversight, with doctors using 
the data recorded at regular consultations.54 Following the spread of 
insulin therapy, the daily work of self-care was also increased by the 
essential task of daily injections and equipment care, and some doctors 
reiterated the importance of self-testing (and even food weighing) for 
these patients.55

As clinicians noted, however, a patient’s capacity for, and commit-
ment to, self-management could not be presumed.56 The ‘self ’ dedicated 
to self-care had to be created.57 Training patients on the wards was one 
direct way to reorient a patient’s priorities towards long-term physio-
logical and therapeutic balance, but there were others. Some clinicians 
believed that self-monitoring – both the practice of urinalysis and the 
recording of results – was essential for cultivating patient dedication, 
with self-care helping to constitute the self that cared. For instance, a 
Manchester-based clinician suggested that urine testing was important 
not only because it provided ‘early and accurate information’, but also 
because ‘it keeps the patient interested in his progress, and provides a 
constant reminder of the need for care’.58 Other practitioners echoed 
similar sentiments, only couched in more Christian, moralistic tones. 
A. C. Begg, a respected practitioner in Swansea, explained how testing 
‘impresses on patients the necessity of adhering to the prescribed diet’ 
because ‘the evil of any surreptitious addition to the diet is forcibly 
brought home to them [presumably by colour changes in the urine 
solution] and they do not offend again’.59

Another powerful approach to constituting the self-caring patient 
was through ongoing advice in the form of a patient handbook. This 
approach reached its most developed state in the work of Scottish phy-
sician R. D. Lawrence (b. 1892, d. 1968). Lawrence undertook his 
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medical studies in Aberdeen before taking up a position at King’s 
College Hospital in London. He was diagnosed with diabetes in 1920 
(after an accident which left him nearly blind in one eye), and incorpo-
rated his own experiences with the disease and its treatment into his 
clinical practice.60 Although preaching the gospel of ‘normal blood 
sugars’ as a therapeutic aim, Lawrence acknowledged that this would 
not be practical for all patients, and prescribed more moderate restraints 
on diet and insulin than many of his peers.61 He introduced innovations 
in patient education, and his work underpinned self-care prescriptions 
for numerous practitioners and patients.62

Uniquely, Lawrence codified his ideas about patient self-management 
in his widely used and reprinted The Diabetic Life (first appearing in 
1925, with a final edition in 1965), a manual of care for both practition-
ers and patients.63 Through its changing list of essentials for ‘diabetic 
education’, dietary management and general health, Lawrence artic-
ulated a structured vision for patient activity, and provided patients 
with a legitimation for their self-care, as well as ‘how-to’ advice. For 
instance, according to the sixth edition of the handbook published in 
1931, it was essential for a patient to be able to: ‘work out and follow 
the prescribed diet’; ‘examine his urine’ for sugar and acids, and ‘keep 
a note of the results’; ‘if necessary … give insulin skilfully’, observing 
‘the correct relation between the timing of the injection and meals’; 
‘never break the proper balance of diet and insulin’, and understand 
the actions to take if insulin had been omitted or if illness strikes; and 
‘visit his doctor regularly, taking with him notes of his diet, weight, and 
the results of his tests, and of any questions he wants to ask’. Through 
these actions patients could achieve metabolic control, but it was also 
attendant on patients to look after their general health. They were 
therefore advised to ‘have abundance of rest and sleep, and lead a life 
of moderation in all respects’; ‘take as much mild exercise as he can 
without getting tired’; ‘take great care of his teeth’ and ‘his skin’ (the 
former by regular brushing and ‘visits to the dentist’, the latter by ‘warm 
baths’ with special attention paid to the ‘feet’); and ‘avoid constipa-
tion’ and ‘the risk of infection with influenza or tuberculosis or even 
common colds with a care which might savour of undue selfishness 
and timidity in a normal individual’.64 Following this advice would ulti-
mately have had considerable influence on a patient’s daily life, often in  
unexpected ways.
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Balance and the ‘good’ diabetic 43

In many respects, this was the distinguishing feature of Lawrence’s 
work. Whereas other practitioners spoke of training, Lawrence articu-
lated a new way of living. If they could ‘accept the diabetic creed and 
follow it faithfully’, Lawrence wrote in his first preface (included in 
every subsequent edition), patients would have ‘enough energy for all 
the ordinary pursuits of life’. In exchange for ‘self-control’, ‘a little intel-
ligence’ and ‘some determination’, this ‘diabetic life’ would give ‘a full 
and active existence, with no real privations’.65 There would be ‘incon-
veniences’, and rhythms of regulated diets, injections, self-testing and 
clinical oversight. But they would become ‘second nature’ and help to 
‘develop strength and independence of character’.66 By learning about, 
and adjusting to, their difference, then, patients could almost become 
better after diagnosis and assume ‘normal’ life once more.67

Although framed as simple self-help tools, providing information to 
help patients rationally adjust their behaviour, Lawrence’s handbooks 
did not only seek to inform patients: they were instruments for cultivat-
ing an active, risk-conscious self. Such efforts were notably coded in 
traditional values of masculine, Christian self-restraint, forged in the 
industrial and imperial context of Britain’s nineteenth century, and 
which continued to provide the most prominent – if contested – signs 
of masculine character in interwar and early post-war Britain.68

There were likely epidemiological and cultural explanations for the 
dominance of gendered advice across the first half of the twentieth 
century. The invocation of white, male, middle-class values reflected not 
only the backgrounds of the leading British experts on diabetes, but 
also the historic and statistical associations between the prevalence of 
diabetes and upper- and middle-class male life.69 The latter connection 
was particularly disconcerting given British anxieties around national 
efficiency and imperial rule during the interwar and early post-war 
period.70 Indeed, in light of debates about masculinity emerging after 
two world wars, the impaired male body represented a cultural and 
political problem.71 As well as reflecting his own formative experiences 
with Presbyterianism, medical school life and the military, Lawrence’s 
strong rhetoric of ‘mastery’ over self and disease might thus be read as 
an attempt to ease cultural anxieties – to compensate for a potential 
threat to masculine governance among the supposedly natural ruling 
classes.72 Equally, the persistence of such rhetoric into the early post-
war period may be explained by the way in which the British welfare 
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state had been predicated on a heteronormative male breadwinner 
model, and it is perhaps unsurprising that justifications for, and culture 
of, self-care thus remained gendered.73

In practice, where clinical staff offered training in self-care, discrimi-
nation did not take place along gender lines, with education delivered 
to all adult patients and the parents of children with diabetes.74 Rather, 
the stress that some early-century clinicians placed on patient intelli-
gence was often an indicator of class-based presumptions about capa-
bility, with these practitioners believing a patient’s socio-economic 
status, education or ethnicity provided barriers to effective self-
governance.75 Describing an encounter with ‘a young Irish soldier, who 
had escaped school in the past’, one London physician wrote in 1917 of 
how he ‘attempted to explain to [the patient] in simple language that 
he was suffering from a disease which would kill him very soon if he 
did not consent to undergo certain treatment’. ‘After listening patiently’, 
the patient allegedly ‘said “Ma fayther never did belave in doctors”’. 
‘Patients of no education who have not been taught control are unsuit-
able’ for strict dietary programmes, the author concluded, ‘prov[ing] a 
trial to their physician’ with their non-compliance after discharge.76

Such open disdain and ‘othering’ became rarer in British journals 
and textbooks over time, especially with regard to class.77 In terms of 
race and ethnicity, despite the imperial whiteness coded in appeals to 
self-control, it tended to be in colonial contexts – where issues of self-
governance had clear political overtones – that discussions of treatment 
and self-care overtly intersected with racialised discourses of masculin-
ity.78 Nonetheless, though rarely articulated, implicit cultural norms 
manifested in other ways. For instance, mid-century texts rarely consid-
ered the differing dietary requirements of Britain’s increasingly diverse 
population. Such an absence was indicative of the way that white 
middle-class standards provided the basis of medical and dietary advice 
for self-care, despite the rising visibility of demographic change. Only 
local initiative seemingly provided a corrective until the politicisation 
of inequalities much later in the century.79

Self-care and emotional management

Historically, a key element of discourses about disciplined masculinity 
had been the capacity to control emotion, and to rise above irrational 
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responses through self-improvement. In this sense, an emotional 
economy had been central to concepts of masculinity even when sup-
posedly excluded. Emotional and psychological management had also 
played a significant part in professional approaches to diabetes care 
during the early and mid-twentieth century, though the rationale for 
this management subtly shifted over time.80 Texts in the 1900s and 
1910s tended to couch discussions of cause and treatment of diabetes 
in traditions that linked overstimulation to bodily disturbance via the 
nervous system.81 For instance, discussing the aetiology of diabetes in 
1913, one textbook suggested that diabetes had ‘been observed to 
follow … traumatic and other lesions of the nervous centre’ and had 
‘apparently been traceable occasionally to emotional shock, anxiety, 
and mental strain’.82 Minimising such nervous disturbances became an 
important element of treatment. On the one hand, doctors recom-
mended moderation of lifestyle, remarking how ‘a moderate amount of 
work without any anxieties, excitements or worries suits best’.83 On the 
other hand, knowledge of the possible effects of strain on diabetes also 
fed into clinical decision-making. As one London practitioner pointed 
out, doctors needed to know when to adjust dietary therapy and when 
to avoid intervention. ‘The reappearance of sugar after some time 
without any alteration of the diet’, he suggested, ‘does not necessarily 
mean that a fresh period of alimentary rest need be prescribed, or even 
a modification in the diet is essential.’ Rather, as ‘exposure to cold, 
anxiety about catching a train, and many other minor things can lead 
to a return of sugar’, other potential causes of disturbance ‘should be 
inquired about before any alteration in the diet is ordered’.84

These frameworks of causation and management retained a long 
influence in British discussions of diabetes.85 However, by the 1930s, 
clinical and lay discussions of emotional and psychological states in 
diabetes were increasingly devoid of models that physically connected 
mental or emotional duress and physiological balance. Instead, they 
were concerned with the importance of emotional and psychological 
management for effective self-care, and how the difficulties and tempo-
ral implications of a diagnosis provided specific challenges. It was feared 
that a changed sense of self following diagnosis, or the introspection 
and hard work of lifelong self-surveillance, would produce fatalism, 
while patients who appeared too optimistic might be complacent about 
their situation with devastating results not manifesting until years later. 
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As one article in the Diabetic Journal put it: ‘the diabetic patient has to 
steer a course between that of being over-confident and that of undue 
anxiety’.86 This meant that those charged with managing patients also 
had a difficult task: practitioners and agencies promoting patient inter-
ests sought to carefully manage patient outlooks, finding a useful 
balance between extremes, and harnessing and channelling negative 
and positive outlooks into health-promoting behaviours.

An important starting place for this work was once again the acts and 
instruments of self-testing, which were designed to elicit affective 
responses and to manage the mental lives of patients. A clinician in 
Hull, for example, noted that even negative responses to the longi-
tudinal inscriptions of a patient-made glycosuria chart could prove 
useful in generating more positive reactions. He suggested that after 
‘mistakes’ a patient might ‘take pride in producing a chart without … 
blemishes, and hence is more careful in his diet’. The graphic nature of 
the resulting data even enabled patients to cope with physically punish-
ing experiences, for example providing ‘reward [to a patient] visibly for 
his starvation days if they are imposed’.87

Affective management also took place during clinical encounters. 
In part due to the way insulin treatment became folded into emergent 
networks of British scientific medicine, clinicians and researchers in 
general medical hospitals created specialist outpatient clinics for the 
long-term management of patients with diabetes during the 1920s and 
1930s.88 Clinics proliferated in subsequent decades, especially after the 
creation of the NHS, and some practitioners sought to explicitly use 
their clinics to reinforce medical attempts at cultivating self-governing 
patients.89 For instance, an article published in 1927 about a clinic in 
Salford reflected on the techniques applied in its communal spaces. 
Firstly, the author noted, ‘considerable importance was attached to th[e] 
matter of “atmosphere”’. An ‘informal’ environment was fostered to 
carefully manage patients’ emotional and psychological responses and 
harness them for optimal therapeutic results. ‘It [the atmosphere] kept 
the patients cheerful and good-tempered’, the article noted, ‘enabled 
one to obtain their confidence, and kept them interested in their pro-
gress with the least possible tendency to depression.’ Mirroring the 
discussion about urine testing, the doctor feared that introspection over 
an incurable condition might generate unhelpful psychological states. 
The clinic was designed, therefore, to ensure that patients were neither 
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overly pessimistic nor dangerously complacent, and so to optimise 
effective disease management both within and outside the institution.90

Once established, this atmosphere provided the space for more 
classic disciplinary techniques.91 The article detailed how ‘patients were 
encouraged to compare notes of their progress, blood sugar content, 
and so forth’. Through such informal activity, strategies of examination 
and comparison could be deployed to encourage appropriate behav-
iours. Similarly, public punishment was dispensed to those ‘convicted 
of dietary indiscretions’, albeit delivered in a way that did not infringe 
on formal access to care. In line with the clinic’s emphasis on psycho-
logical management through ‘joviality’, perpetrators were ‘good-
humouredly but roundly rated in front of their fellow patients’, with the 
author noting that ‘whilst these scoldings were always taken in good 
part, they seemed to have an excellent effect’.92

The semi-public management of early clinics seemingly faded over 
time, and may well not have been replicated elsewhere. Similarly, despite 
some clear reflection on psychological and emotional management in 
medical texts, systematic and extended reflection was often implicit 
rather than explicit. During the 1930s, however, a new source for con-
stituting patient identity emerged and assumed the mantle of manag-
ing psychological outlook and emotional life: the Diabetic Association 
(later the British Diabetic Association, or BDA). Consciously formed 
in the ‘mutual aid’ tradition, the Association was a mixed professional–
lay body created by R. D. Lawrence, his colleagues and patients during 
1933–34.93 Although predominantly run by medical and nursing pro-
fessionals, the Association was funded by patients and their families, 
and lay people served on organisational committees.94 The Associa-
tion was not unique. Along with their families, medical practitioners 
and researchers, patients with other long-term conditions had created 
similar organisations throughout the interwar period.95 During these 
years, clinical and public interest in degenerative and chronic condi-
tions had begun to build, and charitable association provided a means 
to support research and treatment.96 The BDA, however, was perhaps 
the most expansive in terms of its focus on the welfare of patients and 
its efforts to build an identity around a given disease.97 Demonstrating 
the complex networks of medical institutions, state provision and pro-
fessional surveillance in which self-care was embedded, the Association 
supplemented its advice literature and patient education efforts with 
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lobbying the government and health services on a wide range of issues 
affecting people with diabetes. Access to clinics, provision of medica-
tions and staffing, the education and care of children with diabetes, 
rationing allowances and employment discrimination against people 
with diabetes were of considerable interest to the BDA during the first 
three decades of its existence, the latter of particular concern due to the 
connection between work, identity and pensions.98

The Diabetic Journal was the main public outlet for the Association’s 
views, produced for subscribers. It was through this publication – 
renamed Balance in 1961 – that the Association sought to construct a 
new ‘diabetic’ identity for people with the condition, and to constitute 
selves oriented to maintaining physiological balance. Throughout the 
decades under discussion, the Journal used numerous genres and tech-
niques to achieve this aim. Alongside appeals for, and news on, the 
Association itself, the periodical carried articles on the latest research 
into diabetes and therapeutic innovations. It revised food tables, pro-
duced ‘diabetic recipes’, and published regular correspondence sections 
with question and answer pages. It also carried frequent ‘personal’ 
stories about patient experiences, covering everything from receiving 
diagnosis and struggles with treatment, to experiences of holidays and 
other activities supposedly deemed unsuitable for patients with complex 
care needs. In later years, it also celebrated famous achievements of 
people with diabetes, partly extending the Association’s historic – and 
very public – connections with figures like H. G. Wells.

Although rarely drawing on systematic psychological models, edito-
rials and personal reflections were particularly important for the Asso-
ciation’s efforts to manage psychological life and cultivate adherence 
to professional advice about physiological balance. As with Lawrence’s 
ode to willpower, the Journal’s reportage and personal stories could be 
aspirational in tone. They suggested that patients should not be limited 
in their goals or activity, stressing that – with proper attention to self-
care – patients could live a full life. Notably, the tone of articles could 
vary. Some, for instance, were keen to emphasise that self-care need 
not be a problematic, or even noticeable, part of a patient’s existence. 
This was the case with certain reports on holidays, the frequency of 
which probably reflected the middle-class membership of the Associa-
tion. One article, describing an author’s lengthy cycling holiday with 
his wife, ran for fourteen pages but only detailed self-care practices 
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during the final four paragraphs.99 Despite self-management being a 
notable daily feature, the work of self-care was largely hidden from the 
reader, whose own temporal investment in the piece perhaps provided 
an opportunity for (vicarious) escape. The article offered rich descrip-
tions of holiday pleasures – hotels, social interactions, physical exertion 
and ‘the open rugged grandeur of the [Highlands] mountains’ – a sense 
of what could be for patients, without puncturing the dream with the 
labour of self-care. Indeed, even when self-management appeared, the 
author acknowledged that he was ‘unable to carry out my proper tests 
on tour’, instead relying ‘entirely on my very developed sense of balance’. 
This was not recommended as ‘a good method in general practice’, but 
perhaps such a relief from duty added to the allure.100

By contrast, other material stressed the importance of firm regula-
tion. For instance, the author of one reflection on diagnosis and years 
of treatment attributed their persistent good health to ‘two things’: 
‘firstly to refusing any article of foodstuffs not included in my very 
liberal diet chart, and, secondly, to taking plenty of exercise all year 
round’. Even here, however, self-care was downplayed as fitting within 
regular life. The author recalled how daily injections began as ‘some-
thing I disliked very much’, but soon became a matter of ‘mere routine’, 
with morning insulin fitting ‘unconsciously into the usual round of 
shaving, bathing and dressing’. ‘Normal life’ remained undisturbed, 
with the author noting that they were able to work ‘harder than ever’ 
(being ‘fully competent to meet the extra strain’), and recalling that 
they were able to successfully negotiate ‘16 days’ holiday on the conti-
nent … despite considerable difficulties in the way of obtaining correct 
food’.101 These personal stories found support in later editorials that 
emphasised how ‘the diabetic routine need not intrude unduly on 
your activities’, and could leave ‘plenty of opportunity for the major 
and minor pleasures of life’ if not followed with ‘fanaticism’.102 Simi-
larly, even when acknowledging that there is ‘not one of us who does 
not need to go on striving towards the perfect balance in diabetes, 
mentally, spiritually, and physically’, such claims were motivational, 
promising that a renewed engagement with self-care routines could 
be ‘rewarded by a happier and better state of health’.103 Through such 
articles, the journal looked to ensure emotional balance by counter-
ing negative introspection and harnessing optimism for long-term  
motivation.
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Modelling aspirational, ‘good’ behaviour was not the sole means that 
the Association deployed to manage public perceptions and facilitate 
self-care. Their advice literature could also mobilise the figure of a bad 
diabetic ‘other’ to this end, often through short references. For example, 
the author of one article, titled ‘A young diabetic in business’, concluded 
by declaring that ‘whatever else I do, I shan’t let the diabetic side down. 
They’ll never find me in a coma or silly from an overdose of insulin and 
come to the conclusion that diabetics are unreliable employees.’ Just as 
the invocation of ‘the diabetic side’ was designed to interpellate its 
readers with a positive ‘diabetic’ identity, the ‘bad’, imbalanced diabetic 
served as a warning to readers. The possible damage done to the collec-
tive by poor individual behaviour, the piece implied, should be enough 
to encourage adherence to medical norms.104

Extended personal reflections were also used to contextualise experi-
ences. Outlining her own response to disease and treatment over nine 
years, one author wrote in 1938 about her life since diagnosis as a 
period of ‘unhappy ups and downs … and … final satisfactory adjust-
ment’. The author noted how her first response had been to ‘withdraw 
from my usual activities, to keep myself safely alone where no contact 
emphasised my difference’.105 Eventually, ‘pride and necessity ended 
this withdrawal’. The author gained ‘familiarity with the rules’ that 
offered ‘courage to disregard some of them’, and ‘associates’ became 
used to her routine. From the outside – and judging from the norms of 
self-care advice – the author had ‘apparently fitted diabetes into my life’. 
However, ‘self-consciousness didn’t end when the routine was set’, and 
‘superficia[l]’ adjustment couldn’t stop the fact that ‘subconsciously 
there remained a barrier’. The author tried to make her life like those 
of ‘other people’, but though she ‘ate as I pleased and seldom both-
ered with the tests’, she ‘worried all the time’: ‘for all the fun I had’, 
the author confessed, ‘I might as well have gone to prison’. A worsen-
ing of her condition followed, as did a month-long hospital admission 
and stricter regime, and after another ‘relapse’ the author ended up 
back in hospital due to ‘frequent insulin reactions’. This stay, however, 
helped her to ‘thin[k] of myself as a diabetic’.106 Whereas she had pre-
viously ‘schooled myself to ignore what [the words] meant, because I 
disliked them’, now she ‘gradually … admitted the handicap I had’.107 
She no longer ‘required energy to pull against’ her condition, and saw 
that ‘a diabetic could live a well-rounded life, accepting the meaning 
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of being a diabetic, realising his limitations and adjusting life accord-
ingly’. ‘Without knowing it … I was free … Suddenly … the future I 
wanted grew pleasantly possible, because I felt able to attempt it.’ By 
psychologically accepting her condition and its limitations, she could 
let go of fear and resentment: ‘when examined, it was no problem’.108

Articles like this had a dual importance for the Journal. In some 
respects, they served as warnings. The author acknowledged, for 
instance, that her experiences gave her ‘the knowledge’ and ‘the desire 
to help all other diabetics to avoid bumps in the diabetic road of life’.109 
Indeed, by contrasting her superficial coping with inner turmoil, the 
author appeared to be encouraging patients to be honest with them-
selves, and to be constantly vigilant for any affective problems that 
might eventually lead to dangerous physiological imbalance. On the 
other hand, such articles could also be seen to provide insight for 
patients into what their psychological and emotional trajectory could 
be. The author characterised herself as a normal patient. She suggested 
that she encountered obstacles, despite the fact that ‘I am supposed to 
be an intelligent, reasonable person, capable of adjusting myself to life’. 
Similarly, she noted how she had ‘looked around at other members of 
the diabetic clan and talked to them’, finding that ‘too many of them 
have in one way or another had the complex, dishonest attitude I had’.110 
Such work thus normalised certain responses and states, and once again 
held out the hope to readers that their struggles can improve with 
reflection. In either scenario, articles such as this, published on the 
hinterland of medical discourse, made plain that emotional stability 
and psychological management were important to achieving effective 
self-care, and vice versa.

Conclusion

Armed with a talk titled ‘how to be happy though diabetic’, the Hon-
orary Secretary of the British Diabetic Association, Mr J. P. McNulty, 
gave the principal address to the BDA’s 1954 general meeting.111 From 
the off, McNulty rejected the idea that ‘happiness and diabetes are 
somehow inconsistent’.112 Rather, he noted, ‘happiness comes and goes’, 
and he used his lecture to muse on the barriers to happiness that indi-
viduals faced, and the ways that these barriers might be reduced.113 
Though McNulty had no formal medical or psychiatric training – he 
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spent most of his working life in procurement and advertising – his 
address mobilised psychological terminology, such as references to ‘the 
struggle between … opposing desires’ and the danger of ‘a fixed imma-
turity’.114 Such allusions did not draw on a particular system of thought, 
so much as reflect a growing psychologisation of everyday life in post-
war Britain, which McNulty freely mixed with a Christian morality and 
Bible citation.115

McNulty’s talk, though, was indicative of the shifting ways in which 
emotional and psychological balance had come to inform discussion of 
diabetes and self-care by the 1950s. It proposed that happiness came to 
those who adjusted themselves to the world and their own capacities. 
‘Might it not … be better’, McNulty suggested, ‘to acknowledge one’s 
limitations and accept them with good humour, making the best use we 
can of those faculties of hand and brain with which we have been 
endowed, claiming nothing beyond our merits, rejoicing in good 
fortune and foregoing pride’? By eschewing ‘vanities’ and ‘fears’, indi-
viduals could reduce ‘the barriers to happiness’.116 Such a call might have 
been informed by middle-class anxieties around a decline of deference 
and rising working-class affluence, but the message would certainly 
have had special significance for people with diabetes.117 Following the 
Diabetic Journal’s example, McNulty implied that patients who accepted 
their disease required management would be less liable to dangerous 
complacency. Indeed, McNulty spent a considerable portion of his talk 
reminding his audience about self-care regimes and the importance of 
readjusting ‘our nutritional balance’ to bodily capabilities.118

In part, masculine self-control held the key to both physiological and 
emotional balance. ‘Whether on insulin or not’, McNulty claimed, ‘the 
diabetic who wishes to remain healthy must maintain a constant self-
discipline.’ This self-discipline, though, was not a ‘source of unhappi-
ness’ for ‘it can in fact develop a self-reassurance which resists fear’. So 
long as ‘it does not generate pride’, McNulty suggested, ‘self-discipline 
strengthens the moral as well as the physical fibre of man’.119 Despite his 
insistence on control, McNulty admitted that there were times when 
‘despite our care, our diabetes gets out of control’. Whether as the result 
of illness, or ‘emotional disturbances’ such as ‘a domestic loss, a finan-
cial setback, an affront, real or imagined, to our dignity’, hyperglycaemia 
could return. Perhaps worse, integrating discourses on the somatic 
effects of emotional trauma with newer concerns on mental health, 
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McNulty suggested that ‘unless we check it, depression takes hold of us 
and joins the prime saboteurs of our health and our peace of mind’. It 
was only, McNulty concluded, by recognising that misfortune ebbs and 
flows, and that death is the ‘natural destiny of all living things’, that 
patients could either regain control or find peace.120

Given McNulty’s role in both the BDA and the Diabetic Journal, it 
was unsurprising that his address was reprinted in the Journal for 
members not in the room. Indeed, the talk chimed with McNulty’s 
vision for the publication, which had for years been dedicated to 
addressing the ‘strong momentum of fear’ around diabetes inherited 
‘from the pre-insulin days’. Although also connecting members, giving 
advice and ‘spread[ing] enlightenment’, the creators of the Journal – like 
McNulty – saw it as having ‘an important role to play’ in ‘raising diabetic 
morale’, something which was crucial given the ‘natural tendency for 
the “new” diabetic … to feel unduly depressed’ by their diagnosis.121

One notable part of McNulty’s speech was his quotation of Donne’s 
‘no man is an islande [sic] unto himself ’.122 McNulty used it to encour-
age patients not to withdraw from society, but its invocation of the 
relationality of care also usefully highlighted the dynamics of self-care 
within broader institutional and social arrangements. Discussions of 
self-care often marginalised an integral part of this relationality, that 
important elements of self-management – for instance, eating at regular 
periods or preventing hypoglycaemia – often relied on unacknowl-
edged labour of friends and family. This chapter, however, has sought 
to show other sides to self-care’s relationality. Firstly, it has suggested 
that healthcare professionals, innovative practices and instruments of 
care, and new patient organisations were central to the constitution of 
the self oriented to physiological balance. Patients and their families 
or friends may have performed the labour, but their new identities 
and activities were constructed from new social relations and interac-
tions with ‘external’ sources.123 Secondly, it has highlighted how these 
same agencies sought to regulate patients’ affective lives. Though such 
regulation initially emerged from beliefs that emotional shocks could 
physically manifest in physiological disturbance, clinicians and institu-
tions of the interwar and post-war period increasingly justified attempts 
to manage psychological life with claims that depressed, complacent 
or emotionally unstable patients could fail to care for themselves  
effectively.
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Finally, this chapter has indicated how self-care was itself embedded 
within broader relations of care. As references to medical professionals, 
special outpatient clinics and a prominent patient association have 
made clear, responsibility for balance was by no means individualised 
during this period. Not only did networks of patients and professionals 
mobilise in new forms of social and political activism, but by 1948 the 
British state had also assumed a central role in diabetes care by securing 
access to services, technologies and expertise.124 There was, moreover, 
a further balance of interests and reciprocity in these arrangements. 
Though initially only supporting the care of a minority of the popula-
tion, the British state increasingly required balanced citizens to engage 
in productive activity, pay taxes, avoid unnecessary claims and engage 
with democratic decision-making without turning to extreme alterna-
tives.125 Even as an individualising ‘neoliberal’ political philosophy 
gained greater influence on British policy-making and governance after 
the mid-1970s, neither the state nor the BDA withdrew support from 
patients who failed to comply with their interests.126

Concepts of balance – political, physiological, psychological and 
emotional – were thus central to ideas of the ‘good diabetic’ in the first 
half of the twentieth century. Although discursively this ideal patient 
was a self-governing individual, in control of their emotions and bodies, 
self-care only ever formed one part of treatment for diabetes. Equally, 
in practice, efforts to constitute the self-balancing subject came from 
numerous directions, and depended on a range of practices, instru-
ments and social relations. Patients rarely reacted to state, professional 
or collective efforts to cultivate self-governance in the ways intended.127 
Nonetheless, such efforts were indicative of the complex relations, 
motivations and politics involved in balancing the self in twentieth-
century Britain.
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