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Sexual disorders and infertility: 
expanding the work of the clinics

Oh this isn’t so boring if you get your climax.
Joan Malleson, 1950s1

During the interwar period and onwards, family planning centres 
expanded their birth control sessions into sexual advice, which became 
available primarily through the activities of women doctors in Britain. 
They set up advisory sessions on ‘sub-fertility’, which were framed as 
sexual disorders and infertility, and published on these issues.2 As was 
the case with the development of medical knowledge of birth control, 
working in women’s welfare centres and birth control clinics provided 
women doctors with a privileged position from which to observe, learn, 
acquire and develop new skills. Among these new skills were the han-
dling of sexual difficulties and infertility. Birth control clinics and 
women’s welfare centres therefore constituted spaces for experimenta-
tion in these new domains. Paradoxically, it was the specific nature of 
the clinics and the fact that working there meant occupying a marginal 
position within the medical hierarchy that allowed scope for explora-
tion and innovation. The constant need to assert the legitimacy of this 
new field was a driver for developing new medical knowledge and thera-
peutics. Joan Malleson, Helena Wright and Margaret Jackson played a 
pivotal role in the development of this field. Their most important 
contribution was to create and sustain a new holistic approach to family 
planning where birth control advice (as we saw in Chapter 1), sexual 
disorders and infertility were treated together. They contributed to the 
development of the prevention and treatment of sexual disorders and 
thus participated in the medicalisation of sexuality. Women doctors 
paved the way for the formal integration of sexual counselling and 
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sub-fertility and the predominance of these issues in family planning 
clinics from the 1970s onwards. The production of scientific knowledge 
of sexual disorders by women doctors remains marginal and has mainly 
been written about as part of a broad analysis of sexual manuals in 
general. This chapter therefore analyses a range of hitherto understud-
ied material on sexual counselling and infertility. It examines women 
doctors’ contributions to sex and medical manuals, scientific publica-
tions and sexual counselling sessions with their patients from the 1930s 
to the 1970s, and the extent to which these contributions reflected or 
challenged the broader conceptions about heterosexuality and gender 
norms that prevailed at that time. It shows that this new ‘positive’ 
dimension of the work of the clinic developed in response to the needs 
and demands of the patients. Historians, by and large, have presented 
the patient–doctor relationship before the Second World War as an 
unbalanced and problematic power relationship where doctors ‘knew 
best’ and where patients were pictured as passive agents with little 
autonomy. It has been shown that this paternalist attitude of the medical 
profession towards their patients lasted up until the 1960s.3 I argue that 
a set of doctors had already planted the seed for a more active role for 
patients, as they were aware of the significance of the patient’s auton-
omy before the Second World War. Indeed, in contrast to histories that 
present doctors as all-powerful agents in the patient/client–doctor rela-
tionship, the historical practice of sexual counselling in many ways pro-
vides a more positive vision of this relationship. By developing an 
appropriate medical response to the sexual difficulties faced by their 
patients, women doctors took their patients’ demands and needs seri-
ously and used them to shape, to a certain extent, the development and 
content of sexual counselling.4

Integrating sexual disorders into the work of the clinic: 1935–58

Research on the history of sexuality and marital intimacy has under-
lined the advent of the companionate marriage model that became 
ideologically dominant in the mid-twentieth century.5 In this model – 
mainly put forward by sex reformers and sexologists as well as by 
members of the medical profession – the sexual pleasure of both 
spouses was portrayed as the key to a successful marriage. Historical 
studies have shown the influence of Freud’s theory on psychosexual 
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development, which profoundly impacted the medical understanding 
of sexual disorders, especially that of ‘frigidity’. Female sexual disorders 
became extensively debated around the end of the nineteenth century, 
at a time when sexology, psychiatry and criminology were developing 
and mutually influencing each other. Middle-class women were gener-
ally constructed and represented as passionless and naturally less sexual 
than men; they were nonetheless portrayed as having the capacity to be 
sexually ‘heated’, and therefore this lack of capacity was referred to as 
‘coldness’.6 Freud’s theory shifted the emphasis towards women’s emo-
tional development. In his view, women who did not experience vaginal 
orgasm were sexually immature.7 Indeed, Freud thought that young 
girls did enjoy sexual pleasure through clitoral stimulation, in the same 
way that small boys experienced pleasure with their penis. However, 
during puberty, young women entered a new phase in their sexual 
development where an erotic transfer took place from the clitoris to the 
vagina, which became the locus for the mature expression of sexual 
pleasure. This emphasis on mutual sexual pleasure functioned alongside 
the idea of the importance of expressing sexual instincts; any attempts 
to repress them could lead to a neurosis. These ideas influenced the 
marriage and sexual manuals written in the first half of the twentieth 
century in that they promoted prescriptive gender roles where wives 
remained passive sexual agents and husbands, as active agents, had to 
initiate sexual intercourse while awakening their wives to sexual pleas-
ure.8 However, many historians have underlined the limited impact of 
these sex manuals on ordinary individuals; couples struggled to enjoy 
a happy and mutually satisfying sexual life. Indeed, many studies have 
shown the prevalence of sexual ignorance among the British that lasted 
until mid-century. Respectable women were expected to be ignorant of 
sexual matters, which means that they remained passive.9

The history of sexual manuals, marriage guidance and individual 
behaviours has also attracted growing attention; however, we know little 
about the practicalities, the nitty-gritty and the content of sexual coun-
selling provided at birth control clinics before the 1970s.10 The sexual 
counselling provided by the staff at these clinics has received almost 
no historical attention.11 There is some work done on Germany and 
Australia with regards to psychosexual counselling, but not on interwar 
and postwar Britain12. As there exists no history of sexual counselling in 
Britain, the first section fills this gap by tracing this history from its early 
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form in the mid-1930s to the first dedicated training seminars in 1958. 
It offers an overview of the many different actors involved in the subject 
and the decisive role played by Joan Malleson and Helena Wright in 
making this new topic a focus of research, expertise and practice.

When the National Birth Control Association changed its name to 
the Family Planning Association in 1939, its members broadened the 
scope of the work of the association and extended it to providing advice 
for women and treatments for ‘involuntary sterility, minor gynaecologi-
cal ailments and difficulties connected with the marriage relationships’.13 
This happened in a context where the mental hygiene movement and 
social psychiatry were gaining traction in interwar Britain, placing an 
emphasis on family relations and familial environment as key influences 
on an individual’s behaviour and mental health.14 Social psychiatry and 
psychology had great impact on the Eugenics Society, in particular 
its secretary C. P. Blacker, who was a close friend of Malleson. The 
latter was a keen supporter of the use of psychological frameworks.15 
In 1935 she had already recognised the necessity to expand the work 
of the clinics towards the incorporation of advice on sexual disorders, 
‘suggest[ing] that psychological help might be given at one of the ses-
sions’ and offering ‘to take this session voluntarily for a little while’.16 
This quotation illustrates the extent of Joan Malleson’s commitment to 
the well-being of her patients, since she agreed to advise them without 
being paid; it also illustrates the pivotal role she played in develop-
ing this new field of work. This work was triggered by her patients’ 
experiences and demands. In 1938, she became head of the clinic for 
marital difficulties at the North Kensington Women’s Welfare Centre. 
Hence, marriage relationships were elevated to a place of utmost 
importance in the family planning agenda. In this new arrangement, 
resolving sexual disorders could lay the foundations for a better marital  
relationship.

The medical interest in sexual relationships in heterosexual marriage 
did not appear in a vacuum. The idea that sexuality was central to a 
successful marriage gained in visibility during the interwar years in 
a context in which anxieties were aroused around the dissolution of 
marriages, the relaxation of the divorce law in 1937, the breakdown of 
family life, the quality of the population, and decreasing birth rates. 
Many historians have stressed the rise of the ideal of companionate 
marriage in the interwar years.17 Marriage reformers were particularly 
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vocal. Historian Marcus Collins defined them as ‘a school of thought 
in favour of measured revision of matrimonial law, enlightened sexual 
attitudes and a radical restructuring of marital roles in the wake of 
women’s emancipation’.18 The main leaders of this school were Arthur 
Herbert Gray, Presbyterian minister and promoter of marriage guid-
ance; Methodist minister David R. Mace; and Dr Edward Griffith, a 
popular sex-education author and member of the Eugenics Society, 
the NBCA, and, later, the Family Planning Association. Griffith ran his 
own birth control clinic in Guildford until the FPA asked him to resign 
when a recommendation was made to appoint only women doctors at 
the NBCA.19 These three male reformers were the founding members 
of the Marriage Guidance Council (MGC) – a body created in 1938 
aimed at promoting marriage and family life, which relied on the help of 
the clergy and the medical profession.20 They published sexual manuals 
hoping to alleviate the suffering caused by unhappy sexual lives, which 
ultimately led to unhappy marriages. Female sexual pleasure – gen-
erally through penetration – became a central component of their 
idea of the happy marriage.21 Clitoral pleasure was also discussed and 
made legitimate, especially if it helped to ease penetration. They also 
set up advisory sessions on sexual difficulties in married life. Hence, 
marriage counselling was primarily meant to preserve the stability of 
the family. As outlined by Claire Langhamer, ‘sex and love became 
tightly bound together within the widely promoted notions of modern  
marriage’.22

Women doctors who provided marital and sexual counselling were 
in close contact and forged alliances with several members of this new 
movement aimed at developing harmonious marital relationships. 
These alliances gave them legitimacy. For instance, Arthur Herbert 
Gray wrote the introduction to Helena Wright’s sex manual, Sex Factor 
in Marriage, published in 1930, as well as Dr Mary Macaulay’s Art of 
Marriage in 1952. Mary Macaulay was medical officer to the Liverpool 
branch of the FPA between 1930 and 1956, and a marriage guidance 
counsellor. Malleson was a consulting gynaecologist on the advisory 
board of the Marriage Guidance Council,23 and she and Wright gave 
talks on ‘sexual difficulties in marriage’ and ‘how to make a good job 
of marriage’, respectively, for conference days organised by the Mar-
riage Guidance Council in 1938.24 Wright seemed to have held Grif-
fith in high esteem. According to Lady Houghton, secretary of the 
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International Committee on Planned Parenthood (ICPP) from 1949, 
for Wright, ‘Edward Griffith could do no wrong’.25 She shared ideas 
with Griffith about the organisational aspect of the North Kensington 
clinic. In 1939 they discussed the opportunity of an ‘occasional advisory 
session on marital difficulties to husbands. […] It might be possible to 
run such a session at the same time as Dr Malleson runs hers so that the 
two could be co-related.’ 26 Malleson discussed cases with Griffith and 
exchanged information on possible treatment and support that could 
be offered to patients. Many individuals wrote to the Family Planning 
Association to ask them for advice and guidance on sexual disorders. 
In 1940, a man wrote to be referred to someone for treatment for 
impotence. Since the FPA did not yet engage with male patients they 
wrote to Edward Griffith, asking him to deal with it.27 Sylvia Dawkins 
was also active in the MGC, and she was a marriage guidance counsel-
lor. There was, therefore, close collaboration between the members of 
these different organisations.

In 1948, in London, three centres offered marital sexual difficulties 
sessions. At the North Kensington clinic, Malleson was the medical 
officer in charge of the Clinic for Marital Adjustment; in 1950, she was 
appointed to the contraceptive clinic at University College Hospital, 
where she later established a dyspaneuria clinic. Meanwhile, Dawkins 
counselled couples at the Family Planning Centre of Welwyn Garden 
City.28 She was trained in contraceptive advice by Wright and in sexual 
counselling by observing Malleson, with whom she worked: ‘In my 
particular case, Joan Malleson was doing the problems because she was 
a great pioneer in this and when she was appointed to University 
College Hospital she said to Will Nixon, half these patients need more 
time, I need an assistant to do the straight contraception, and that was 
me. I was very privileged. And so I used to do the contraceptive bit and 
refer cases to her.’ 29

This interest in psychosexual counselling was not limited to the FPA 
and MGC. In 1948, the Family Welfare Association created the Family 
Discussion Bureau, an organisation specialising in marriage problems. 
Its caseworkers underwent psychotherapy training at the Tavistock 
Clinic, ‘one of Britain’s leading flag-ships in psychoanalysis’.30 Their 
work focused mainly on marriage difficulties and spousal relationships; 
the underpinning sexual dimension was not predominant, as was the 

Caroline Rusterholz - 9781526149114
Downloaded from manchesterhive.com at 05/25/2023 03:02:23AM

via free access



Sexual disorders and infertility 91

case in FPA clinics. Illustrating the growing interest in and demand for 
information on these subjects, the medical conference of the FPA held 
in 1949 was dedicated to marital difficulties. Here, again, the main 
organisers and leading figures were women doctors. Wright chaired a 
morning session on ways to help cases of marital difficulty at FPA 
clinics, while Macaulay acted as the mediator. Malleson, as an FPA 
specialist in this work, took the stage to share her experience.31 She saw 
this new specialty as inherently connected to the work undertaken in 
family planning clinics; importantly, she regarded it as a new job oppor-
tunity for married women doctors: ‘such new lines of work are urgently 
needed and offer highly suitable opportunities, say to the married 
women doctors who cannot undertake the full burden of general prac-
tice, and to the medical psychologists who would undertake part-time 
work in the various clinics of the neighbourhood.’ 32

In 1954, the North Kensington Marriage Welfare Centre, following 
the retirement of Malleson as consultant on sexual disorders, opened 
a special session on marriage problems under the supervision of Dr 
Margaret Neal-Edwards, gynaecological surgeon to the New Sussex 
Hospital and the Lady Chichester Hospital for nervous diseases.33 In 
1955, the conference of clinical medical officers and nurses for the FPA 
dedicated its meeting to marital difficulties. One of the speakers was 
Dr A. G. Thompson, a consultant psychiatrist at the Tavistock Clinic, 
who delivered a speech on ‘The Provision of Advice on Marital Difficul-
ties’. He warned the audience that when ‘one meets these psychological 
problems they cannot be dealt with by giving advice to the patients’ 34. 
He provided a gloomy depiction of what could be done to help the 
patient by emphasising the limitation of the knowledge and skills avail-
able to doctors: ‘it has been found at the Tavistock Clinic that every 
type of worker in this field is dissatisfied with the inadequacy both of 
their own knowledge and of the recognised technique’.35 FPA members 
were then asked to share their own experiences of this topic; many, 
such as Dr Spicer from North Kensington, underlined that they were 
not ‘educated enough to deal with this problem’ 36. Stemming from the 
discussion, a resolution was passed at the 1956 general subcommittee 
meeting stating that the ‘FPA nationally and each Branch, within its 
area and according to its power, should co-operate in programmes for 
providing education and preparation for marriage and advice on sexual 
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problems, and where existing programmes are not adequate should 
initiate them when facilities are available’.37 In 1957, an ad hoc com-
mittee on help with sex problems in marriage and related matters was 
put together. Its aim was to address the growing demand from birth 
control patients for help with sex difficulties.38 As a result, the com-
mittee agreed on the necessity of offering training for all clinic medical 
officers prepared to advise on these difficulties.39 In 1958, the medical 
committee of the FPA issued a call for enrolling clinic medical officers 
from London and the Home Counties who dealt with marriage dif-
ficulties on a weekend course.40 The two-day programme included six 
sessions. The participants’ names again highlight the central contribu-
tion of women doctors to campaigning for establishing this field as an 
important part of the FPA’s work. Helena Wright and Mary Macaulay 
discussed the doctor–patient relationship in FPA work. Dr Clifford 
Allen, consultant psychiatrist in charge of the psychiatric department at 
the Dreadnought Seamen’s Hospital, Greenwich, consultant neuropsy-
chiatrist to the Ministry of Pensions, and the future author of a Textbook 
for Psychosexual Disorders in 1961, approached the question of male 
problems. Issues linked to dissatisfied couples and failure cases were 
presented by Margaret Jackson; Dr Margaret Neal-Edwards, consultant 
gynaecologist and medical officer at the Eastbourne Family Planning 
Centre and assistant medical officer for maternity and child welfare in 
Brighton, who had also replaced Malleson at the North Kensington 
Marriage Welfare Centre, addressed the topic of vaginismus; and Sylvia 
Dawkins covered relaxation. Here again, women doctors were at the 
forefront of developing knowledge on the subject. Following these calls 
for better training on marital problems, training seminars were insti-
tuted in August 1958 under the leadership of Michael Balint, directed 
at family planning doctors.

Before entering into the analysis of Balint’s seminar, I turn to the 
early form of therapy for sexual disorders developed by Wright and 
Malleson prior to the establishment of Balint’s ‘unofficial training’. 
The years 1935–58 were a period of transition in which traditional 
notions around sexuality were challenged. This time, I argue, should 
be regarded as a period of experimentation, before the establishment 
of a more ‘conservative’ view on sexuality through Balint’s seminars, 
which reaffirmed traditional gender roles in married life. Therefore, the 
early form of sexual counselling was a radical endeavour, one that laid 
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the foundation for the second-wave feminist criticisms of sexuality as 
oppressive towards women that were voiced after the sexual revolution.

Centrality of female sexual pleasure: 1935–58

Many significant contributions to the understanding of sexual disorders 
were made by women doctors, owing to their encounters with patients 
in birth control, women’s welfare and family planning clinics, as well as 
in their private practices, from 1935 onwards. This section draws on 
articles and books published by female doctors working in the field of 
sexual counselling, oral history interviews carried out in the 1980s, and 
fourteen recordings of sexual counselling sessions carried out by 
Malleson and held at the Wellcome Library. I use these sources to 
explore the underpinning motives for addressing female sexual disor-
ders. These sources raise a number of important issues about the rela-
tionship between women’s sexual pleasure and ‘pathology’, between 
natural instinct and education. Moreover, female sexual pleasure served 
as a forum for a competing vision of female sexuality and a new defini-
tion of the realm of doctors’ work. Women doctors, therefore, were 
building a citadel of expertise on birth control, family planning and 
sexual disorders; in so doing they expanded their professional identities 
and consolidated a new field of medical intervention. Furthermore, 
they reinforced their positions among their medical colleagues as fore-
runners in women’s sexual health.

From 1935, Malleson held sexual counselling sessions with patients 
experiencing different ‘sexual disorders’, either at birth control and 
family planning clinics or in her own private practice. Her early form of 
sexual therapy seemed to have been triggered by her patients’ demands. 
The birth control clinic – a place where birth control was discussed and 
where women were encouraged to touch their genitals while placing 
contraceptive devices – at least provided, if not an ideal forum, a safe 
space for discussing sexual difficulties. Indeed, contraception was only 
one aspect of the sexual relationship, and patients therefore often hinted 
at sexual difficulties. Malleson was largely self-taught in her approach 
to sexual and married counselling. She never underwent any formal 
training in psychology or psychiatry, and seems to have built her own 
method out of experience, as she explained in the foreword to her book, 
Any Wife or Any Husband: A Book for Couples Who Have Met Sexual 
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Difficulties and for Doctors (1950): ‘I write as a medical woman whose 
work deals mainly in women’s health and childbearing problems. 
Although I lack psychiatric qualifications, I am fortunate in sharing 
cases with colleagues who have this training, and from them and from 
my patients I have acquired knowledge of sexual disorders. The gynae-
cologist who takes an interest in such conditions has infinite opportuni-
ties to observe and learn.’ 41 As a result, psychology and psychiatry 
informally entered birth control clinics as a new diagnostic tool for 
understanding sexual disorders. Malleson was well aware that she was 
a pioneer in the field of sexual counselling and complained that ‘psy-
chotherapists apart, doctors have offered relatively little towards the 
solution of these intimate yet prevalent problems’.42

Many colleagues stressed the fact that Malleson’s personality was 
extremely well-suited to this type of work. In a flattering tribute to 
Malleson after her death, Margaret Jackson, who had known Malleson 
since they attended University College Hospital together, praised her 
‘great gifts of sympathy and gentleness’. She ‘brought untold comfort to 
the many couples who came to her with their marital difficulties and 
problems. Her own experiences of life and particular qualities of tem-
perament gave her a special insight into such matters so that as a medical 
adviser she possessed a value quite unique and all her own.’ 43 In much 
the same way, Dr Andrew Morland, a Harley Street chest physician, 
explained that Malleson’s ‘profound interest in people of all types, her 
universal sympathy and her failure to pass judgement made her the 
ideal person to give advice on the problems of marriage, both mental 
and physical, and it is not surprising that this part of her work soon 
outstripped the rest’.44 These quotations reflect the centrality of the 
human dimension of this new work, which put the patient’s well-being 
and happiness at the centre.

The recordings contain fourteen cases of sexual disorders; one was 
the case of a menopausal woman and is not considered here. There were 
eight cases of ‘vaginismus’, two cases of ‘frigidity’, and three cases of 
‘inhibition of orgasm’. Three husbands came along and spoke separately 
with Malleson. The majority of the patients were referred by other 
doctors and psychiatrists, showing the increasing esteem in which 
Malleson’s work was held. In one case, a couple who had not consum-
mated their marriage came of their own accord, having read Malleson’s 
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book, Any Husband or Any Wife. These sessions provide useful and 
fascinating insights into the way Malleson deployed moral and medical 
frameworks to treat patients who experienced sexual disorders. These 
tapes were recorded in the 1950s, before her death in 1956, without her 
patients’ consent. It is worth mentioning that contemporary ethical 
guidelines did not prohibit the recording of patients’ sessions. These 
sessions seem to have been the only ones that she recorded. To avoid 
any ethical problems, these tapes have been anonymised and any per-
sonal information has been withdrawn. They were recorded plausibly 
at different locations: at Malleson’s private practice, at the Islington 
clinic, and at the dyspareunia clinic attached to University College Hos-
pital where Malleson worked until her death.45 Malleson plausibly 
aimed to use these recordings for teaching, since, as explained by 
William Nixon, who had convinced Malleson to join the hospital, ‘with 
the realisation of the importance of this subject for general practitioners 
it was agreed that one student should be present at each session. Many 
students have expressed their appreciation for the privilege of having 
learnt from Joan Malleson the way to deal with sexual problems which 
beset many married women and which if not alleviated lead to the 
bankruptcy of marriage.’ 46 The intentional recording of the session as a 
teaching tool is also suggested by the fact that, after the sexual counsel-
ling sessions, she would make a brief summary of the case, highlighting 
its main features. In one case, she stressed the patient’s difficulty in 
finding her words and emphasised the benefit of the session as ‘good 
for teaching purposes’. In her view, the session ‘shows the sort of expres-
sions the patient would use and perhaps the sort of expressions that she 
would accept’.47

These recordings reveal how she approached the topic of sexual dis-
orders, the type of questions she asked, the dynamic between her and 
the patient and the emphasis she placed on sexual pleasure. These cases 
constitute, therefore, a crucial source for illuminating how sexual prob-
lems might be understood, not only by practitioners but by the patients 
themselves. They reveal what was perceived as ‘normal sexuality’, what 
was considered pathological, and the type of treatments recommended 
for curing these conditions. Of course, treating these records as histori-
cal evidence is problematic in several ways. First, the doctor–patient 
relationship is, in itself, a power relationship. Every sexual counselling 
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session was mediated through this relationship. Hence, every answer 
from the patients might have been an attempt to conform to the 
expectation of the doctor and to present themselves in a favourable 
light. However, rather than viewing this as a problem, I argue that this 
relationship reveals as much about what was perceived as ‘normal’ or 
‘pathological’ sexual behaviour as the content of sexual counselling 
itself. These records, therefore, offer a glimpse into the ideas around 
heterosexuality that circulated at the time, both in lay and medical  
circles.48

Clinics constituted an invaluable place to gain intimate knowledge 
of difficulties faced by couples. The value of the experience acquired 
through encounters with patients was made clear in the sex advice 
manuals and articles that women doctors published. They paid tribute 
to their patients for providing them with adequate knowledge of sexual 
disorders: ‘the daily work of a gynaecologist brings her into continual 
touch with married life in all sections of the community. It was not long 
after I began practice that the dismal act of sexual success which was 
spoiling the lives of patients showed itself as an unnecessary tragedy 
compelling attention’,49 wrote Wright in 1947. Meanwhile, Malleson 
acknowledged in 1942 that her understanding of some specific types of 
sexual disorder, and therefore her own devising of therapy, owed much 
to her patients’ explanations:

Observation of a series of cases has suggested a possible common factor 
which has not yet received recognition. Cases here studied have been 
drawn from private practice and from the various departments of the 
North Kensington Women’s Welfare Centre. […] Many of them have 
during infancy been conditioned to expect pain in the pelvic region by 
the insertion of a foreign body, the offending object being usually the 
enema, the suppository, the old-fashioned soapstick so much employed 
in Victorian nurseries for the treatment of constipation. The possibility 
of such an association was first suggested by the chance remark of a 
woman who had suffered from extreme spasms. At her first examination 
of the vagina she stated that the examining finger felt exactly like an 
enema.50

This first-hand experience with patients’ difficulties convinced Malleson 
that much of their mental and physical ill health was caused by sexual 
difficulties due to ignorance. Overcoming sexual ignorance seemed to 
have been the driving force behind women doctors’ writing of sexual 
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manuals. As expressed by Malleson as early as 1935 while writing about 
women’s lack of pleasure:

It is strange that the parallel syndrome in the male is so widely recog-
nised. The equivalent reaction in the female is incomparably more fre-
quent, but, because it is the custom that women should know little and 
say less about their sexual reactions, the gynaecological departments are 
crowded with patients regularly seeking relief from the results of unsat-
isfactory coitus in the form of a bottle of medicine.51

To help women overcome this lack of knowledge, Malleson wrote two 
books and three leaflets for the Family Planning Association at the 
end of the 1940s, one on ‘Sex Facts in Marriage’ and the other two on 
‘Sex Problems in Marriage’. The targeted audience included female and 
male patients of FPA clinics who were encountering sexual difficulties 
and were thought of as being ignorant about sexual intercourse. The 
first leaflet provided basic information on the functioning of sexual 
intercourse, since ‘the understanding of these facts is the foundation 
on which a good relationship must be built’.52 The leaflet depicted the 
penis, clitoris, and vagina as loci for sexual pleasure, while emphasis-
ing that women’s pleasure is different from that of men, since women 
had two places where sexual pleasure could be felt. In the two leaflets 
addressing sex problems in marriage, Malleson identified five main 
reasons behind the failure to achieve sexual satisfaction: inability or lack 
of knowledge ‘to give the other the kind of intercourse that she or he 
needed’;53 the nervousness of one partner, ‘(usually women)’, Malleson 
added; fear of pregnancy; dissatisfaction with birth control method; 
and low frequency or absence of intercourse. The second leaflet con-
centrated on female sexual disorders only. Here, again, Malleson put 
forward women’s ignorance about their own bodies and men’s lack of 
skills in sexual matters as the main reasons behind female sexual dis-
satisfaction. Building on this idea, she contended that patients could 
overcome their difficulties if they ‘understand a little of how these are  
caused’.54

Malleson was not alone in her belief that sexual ignorance was the 
main cause of sexual dissatisfaction. Helena Wright clearly laid out the 
same idea in the foreword of her 1930 book: ‘When no trouble is taken 
to learn how to make sexual intercourse harmonious and happy, a variety 
of complications arise. Very often wives remain sexually unawakened 
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and therefore inclined to dislike sexual intercourse.’ 55 About eighteen 
years later, she introduced the readers to her new book by referring to 
her first attempt to arm married people with sexual knowledge:

The most striking observation is that sexual satisfaction is not obtained 
by more than 50 per cent of married women, and my study of the effect 
of this state of things shows that women’s lack of sexual satisfaction is an 
important, though not the only, factor which makes for instability in 
marital relations. My first impression after a certain amount of work and 
thought was that this widespread failure was largely caused by general 
ignorance of the technique of the art of love, and it appeared to me 
therefore that the remedy would be easy.56

In 1982, reflecting on the work she carried out in family planning clinics, 
she remembered a specific example in which ignorance accounted for 
sexual dissatisfaction: ‘I used to give these patients any chance to talk. 
I would say now you are perfectly safe you won’t have another child. 
Do you enjoy having intercourse at all? And the patient said these his-
toric words: “But doctor, what is it to enjoy?” Now when you look 
deeply into that, it was total ignorance.’ 57

Importantly, women doctors actively created a vision and depiction 
of English women as intrinsically ignorant about sexual behaviours, 
which had long-lasting and very often dramatic consequences for their 
married sexual lives.

The work undertaken by women doctors in birth control clinics, 
while adhering to the vision of preserving the family and the well-being 
of overburdened mothers, also expanded the notion of sexual pleasure 
in a more radical way. To these women doctors, sexual pleasure repre-
sented a central priority in sexual counselling sessions. Of course, the 
fact that women doctors were women facilitated conversations about 
sex and pleasure. Indeed, sex was still a taboo topic, and the fact that 
the idea of respectability was connected with sexual ignorance might 
have prevented female patients from broaching the subject freely in 
the presence of men. As Sylvia Dawkins recalled in an interview for 
the Television History Workshop in 1988 about work in the clinic: 
‘it was the situation of women talking to women who accepted that 
women enjoyed sex, wanted sex. Not only for procreation, that it was 
a very bonding thing which helped the relationship. Very valuable.’ 58 
Women’s sexual pleasure, or lack of, became a central element of sexual 
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counselling. Women doctors would ask, as related by Dawkins: ‘Do 
you have pleasure, are you enjoying it?’ However, ignorance of basic 
terminology on the part of the patient meant that women doctors did 
not refer to medical language: ‘I didn’t use the word orgasm because 
most of them wouldn’t have understood.’ 59

Historian Hera Cook has shown that female sexual pleasure, though 
through penetration, became a central component of a happy marriage, 
as described by sexual manuals in the interwar years.60 What has not 
been fully acknowledged, however, is the care with which Malleson and 
Wright emphasised it and the fact that they believed in the educative 
role of the doctor. This was very much a legacy of the social hygiene 
movement, where working-class mothers were taught the basics of 
hygiene in maternal health and antenatal care by medically trained 
public servants in antenatal clinics.61

According to Malleson, the role of the doctor was clearly active, by 
broaching the subject: ‘The practitioner who has knowledge of these 
important aspects of family life will find what a vast amount of unhap-
piness is caused by ignorance and sexual maladjustment. It is surprising 
how frequently help can be given by a little sympathetic and practical 
advice.’ 62 Malleson also explained that ‘once the confidence of the 
patient is gained it is not difficult to ask her whether she is getting her 
own satisfaction and to explain that if she is capable of getting a climax 
it is necessary for her health that she should do so’.63 Similarly, Wright 
believed in the importance of education for a fulfilled sexual life. There 
was a constant tension in her writing between the idea that sexuality 
was a ‘natural’ thing – ’Sex desire is a natural characteristic of every 
normal adult woman and man, in itself as beautiful and blameless as 
moving or breathing’ 64 – but that it nevertheless needed to be educated 
and monitored for individuals to make the most of it and to prevent ‘an 
overwhelming majority of people [from] fling[ing] themselves into 
marriage, ignorant, unprepared, vaguely hoping for the best’. Wright 
repeated this argument multiple times in her career:

As time went on, the sex experience of all adults is universal, the wish to 
enjoy anything is also universal. Therefore you’ve got a sympathetic 
public if you could do two things for them: if you could say ‘pregnancy, 
don’t think about it, enjoy your relation with your husband’. It is a natural 
thing in itself, but it is a thing you must be educated about – it isn’t 
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spontaneous in this country as far as we know. What we were trying to 
do is to make them realise that education for a good sex partner was as 
necessary as the one for methods.65

However, women doctors’ views on sexual pleasure were ambivalent 
and embodied contradictions. Arguments supporting female sexual 
pleasure melded traditional and radical visions of sexuality by navigat-
ing between established ideas of female sexuality (passive agent that 
needed to be aroused by the man and the idea of the vagina as the locus 
of mature sexual pleasure) and the new radical vision of women as 
active agents in sexual relationships and of the centrality of the clitoris. 
The coexistence of these arguments not only reflected the transitional 
period between the 1930s and the 1950s in which social attitudes 
towards sexuality and female pleasure were shifting, but also the idea 
that sexuality might be, in itself, multiple, and that there existed differ-
ent lived experiences. One of the first things Malleson put forward in 
her 1935 book was the fact that individuals needed different things in 
their sexual lives; therefore, no clear guideline for behaviours existed: 
‘It should be remembered that it is always unwise to urge a line of sexual 
behaviour on another person, for in every case the sexual life of the 
individual is intricately bound up with his physiological and psycho-
logical needs and those of his partner.’ 66

While members of the marriage reform movement underplayed the 
importance of clitoral orgasm and praised the vaginal one, following the 
Freudian vision of sexual maturity, Malleson and Wright, informed by 
the difficulties experienced by their patients in simply reaching climax, 
rehabilitated clitoral orgasms as a way for the wife to experience sexual 
pleasure in a marital sexual relationship. For instance, Malleson 
explained that only one woman out of three could achieve sexual satis-
faction through the ‘straightforward act of sexual intercourse’.67 The 
majority of women seemed to get their ‘greatest sexual feelings’ 68 from 
the clitoris, which was its ‘sole purpose’. The clitoris was easily aroused 
if given the right kind of ‘caressing movement by the husband’s hand’, 
she argued. Following this line of thinking, she explained that vaginal 
sensations are not easy to feel at the beginning of sexual experience, but 
that ‘time and experience gradually awaken feelings in the vagina’.69 Two 
‘conflicting’ views coexisted side by side in Malleson’s work. She recog-
nised the central significance of the clitoris as the main place for 
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women’s sexual pleasure, presenting it as more straightforward than the 
vagina, while nevertheless acknowledging the vaginal orgasm as a 
deeper and more rewarding orgasm: ‘Although some women cannot 
distinguish between clitoral and vaginal orgasm, usually the functions 
are quite distinct. A woman who can get both types of orgasms nearly 
always values the vaginal one most: normally it evokes deeper emotion 
and is more satisfying.’ 70 At times she challenged the Freudian vision of 
sexuality by positively emphasising the key role of the clitoris in women’s 
sexuality, though at other times she seemed to agree with the idea that 
clitoral orgasm was linked with inexperienced sexuality. While empha-
sising that there were no ‘norms’ or ‘normality’ when it came to sexual-
ity, Malleson nevertheless described what she considered to be the 
‘fairly average standard’. An ‘experienced woman’ should moisten and 
penetration should be painless. A vaginal orgasm should ‘ideally’ take 
place after a prolonged back and forth movement of the penis inside 
the vagina. Unless able to attain a vaginal orgasm, she should reach a 
clitoral climax produced by the husband’s fingertips. The clitoral orgasm 
therefore appears to have been seen as compensation for a failed vaginal 
orgasm.

This ambivalence was perpetuated in sexual counselling sessions. 
The following excerpt is taken from the recording of a sexual counsel-
ling session with a young unmarried female patient who ‘complained 
she did not get [an] orgasm’,71 as recorded by Malleson when introduc-
ing the case. The patient did not seem to mind experiencing no pleas-
ure, but her partner did and wanted her to have an orgasm. This reveals 
an increasing male interest in female sexual pleasure, plausibly reflecting 
the stabilisation of the new norm of mutual pleasure; the unmarried 
female patient said: ‘I had intercourse with three men, I didn’t really 
mind, I knew some women didn’t. It was sort of pleasant and the chap 
was enjoying it and I think I didn’t really mind. But I have recently met 
with a man who does mind if I don’t. That makes me worry about it.’ 
The patient was anxious to understand what an orgasm was and the 
difference between a clitoral and vaginal orgasm. Malleson responded 
by emphasising the significance of sexual experience in the attainment 
of a vaginal climax. Her answer was testimony to her partial adherence 
to Freudian principles: ‘It’s rather the same as an outside one but as you 
rightly say, it’s got different sensations. [pause] I think it’s quite early on 
to expect a vaginal one yet, you know. It takes much more learning. Its 
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err, most little girls can get a clitoral one. Urm, the vaginal one is much 
more, that of an experienced woman.’ 72 However, Malleson neverthe-
less validated the clitoral orgasm and presented it as a legitimate solu-
tion for sexual pleasure:

– Have you not been able to get pleasure from him stroking outside?
– Oh yes I like that.
– Can you get a climax from it?
– Yes
– Oh, but then this isn’t so boring for you …
– (laugh)
– If you get your climax. You speak as though that isn’t of any value.
– Oh I … I suppose it is. I do get pleasure but I always thought the two 

of you sort of had it together.73

Interestingly, the young woman stressed her desire to reach a mutual 
orgasm, showing how the new norm of mutual sexual pleasure and the 
centrality of the vagina might have been internalised. Malleson repeat-
edly emphasised the fact that women who could reach clitoral orgasm 
were ‘not too badly off ’.

Another ambivalence found in Malleson’s written production and 
counselling sessions is connected to the role of women in their search 
for sexual pleasure. She encouraged women to take an active role in 
guiding their husband towards the provision of adequate caressing of 
the clitoris in order to trigger their clitoral orgasm. The example of a 
married woman with inhibition of orgasm illustrates Malleson’s com-
mitment to female sexual pleasure. The patient could reach clitoral 
climax while masturbating, but her husband was unable to sexually 
satisfy her. Malleson advised the patient to discuss this issue with her 
husband and to show him how to provide her with pleasure:

– But you see men don’t know such a lot about women because, as you 
say, ‘I feel I’m beginning to need an outside climax’.

– Yes. Well I will do that.
– As I grow older I need a little bit more and even if it takes me a long 

time it would be a help to me. And then of course, show him, take his 
fingers with yours you see and show him how to rub. Of course, he 
cannot know by instinct, any woman is different, you see? And I think 
it would be a mistake to leave your interests aside because however 
unselfish or cautious you feel, things pile up. Discussion earlier on 
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which I think could be done without hurting his feelings or your own 
feelings is important otherwise, things pile up.74

While recommending that this patient carefully express her feelings, 
Malleson nevertheless explicitly warned other female patients against 
the spoken formulation of their sexual dissatisfaction, which could 
endanger the husband’s confidence in his sexual capacity, thereby 
threatening his masculinity. Indeed, as the following example shows, 
Malleson praised one of her patients for her sensitivity in hiding from 
her partner her lack of sexual pleasure, but paradoxically urged her 
to take a leading role in the sexual act. The patient was a woman in 
her mid-thirties who had got married for the second time and was 
seeking advice about her lack of sexual pleasure and feeling of depres-
sion. At the time of the interview, she had been married for a year 
and was sexually unsatisfied. To a question about her husband’s sexual 
ability, she reckoned that her husband was not ‘very competent but he 
is trying hard’.75 Afraid of hurting his feelings, she kept her lack of pleas-
ure hidden from him. Contrasting her present experience with that 
with her ex-husband, she explained that her new husband was quick 
to come, while with the previous one she had had vaginal orgasms but 
after longer intercourse of about twenty minutes. Malleson applauded 
her good reaction and provided advice on the best way to handle the  
situation:

– Of course, whether we can make him have a longer sexual intercourse 
is rather difficult to say. He might. After all he is very young … with 
judicious teaching, not to make him feel inferior, but encouragement, 
you might be able [to] get him to do more. A long sexual intercourse 
is more satisfactory [and] also good for the man – he gets a bigger 
relief, you see, as well as you. But you might [want] to play your cards 
carefully. Especially with the second husband. Because they so easily 
feel inferior. And that is the worst treatment for a nervous man. His 
sex life becomes less adequate if he feels inferior. The one thing to do 
is to make him feel confident. And although men aren’t to know that 
consciously, you’ve done the right thing by not letting him know what 
you are feeling and so on. But all the same you can judiciously bring 
in the fact that maybe if you change your position and so on might 
do better. […]

– Have you ever tried to take the lead? Does this make him happy?
– No, I haven’t.
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– Some men love that, especially when they’re learners. They like if the 
responsibility comes from the wife. And it isn’t normal for the men 
to always initiate it. In the happy marriage, the wife will make the first 
move. That sometimes gives him … the responsibility is lifted away 
and he feels release. You should try.76

Interestingly, Malleson counselled the patient to initiate sexual inter-
course as a means of reassuring the husband that he was desired and 
loved. Similarly, she encouraged a patient who suffered from vaginis-
mus and ‘acute anxiety neurosis’ and cried anytime she tried to have 
intercourse to steady her husband’s penis with her hands and guide it 
towards the vagina. Malleson emphasised the fact that the patient’s 
behaviour, and notably her tears, might have upset the husband who 
might have lost his confidence:

– Does he ever lose his erection?
– Yes, I think perhaps one of the causes you see – it doesn’t seem to be 

firm.
– But sometimes it is firm?
– Yes.
– But, you see, the more he gets upset about crying the less firm he 

would be because it takes the confidence away. I think the best you 
can do is to buy a little textbook I have written for people like yourself, 
and you find a whole chapter on the difficulties of the young husband 
… and that will give him a lot of confidence, and you will also tell 
him that you were laying in too tightly, that you were not helping him. 
It is much easier to take the blame yourself cause you see it matters 
terribly to a man because his self-esteem is involved. Let him learn 
about the various ways and show him how you lay in the future and 
he will gain growing confidence – and then you get your feeling in 
the passage and you will stop crying.77

These excerpts show the ambivalence towards male sexuality as well as 
ongoing constructions of masculinity. Husbands were presented as in 
need of education on their wife’s pleasure, but they nevertheless 
required a special form of treatment that preserved their feelings of 
confidence, and therefore their masculinity. The performance of sexual-
ity was intrinsically linked with that of masculinity, and any attempts to 
criticise the techniques of the husband might lead to feelings of inferior-
ity on his part. Women therefore carried the burden of making sure not 
only that their husband gave them sexual pleasure, but also that the 
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latter knew how to satisfy them through a careful education on the 
importance of the clitoris while, at the same time, safeguarding their 
husband’s feelings and masculinity. This inclination of the medical body 
towards the preservation of the male’s virility was not confined to sexual 
pleasure but extended to treatment for infertility through artificial 
insemination by donor. Gayle Davis has underlined the fact that the 
doctors who practised this procedure, such as Mary Barton and Eleanor 
Mears in London, did not inform the sterile husband of the extent of 
his sterility, but rather said that he was ‘impaired’, and consequently 
mixed his semen with the donor’s to preserve the husband’s sense of 
masculinity and virility.78

This contradictory injunction led Malleson to recommend that her 
patients keep trying to have sexual intercourse, despite their lack of 
pleasure or feelings of pain. She paralleled the learning and develop-
ment of sexual capacity with the practice of cycling. To a 22 year-old 
married female patient, who suffered vaginismus and great distress 
anytime her husband tried to have intercourse, and who, as a result, 
wanted to ‘get a rest’ from intercourse, she said: ‘But one doesn’t learn 
to do a thing by not trying. Well, if you are afraid to ride your bicycle 
you shouldn’t put it in the shelter. It is not the way to do it.’ 79

Malleson played with prevailing gendered sexual norms, at times 
challenging them radically and on other occasions counselling the 
patient to abide by them. However, a fine line was drawn on the neces-
sity for men to have sexual satisfaction. Women should try to reach 
orgasm, but even if they could not, they were nevertheless urged to 
satisfy their husband. Malleson’s vision of female pleasure during ‘prob-
lematic’ sexual intercourse tended to be more of a psychological and 
emotional nature rather than of physical one. Giving the husband sexual 
pleasure, she argued, was in itself a form of satisfaction for the wife. This 
stance was made clear in the advice she gave to one of her patients; aged 
thirty-eight, the patient had been married for ten years, but never expe-
rienced sexual pleasure. She was sent to Malleson by a psychiatrist who 
described her as ‘an extraordinary crude creature who resents any sign 
of affection at all from the part of the husband and never had any inter-
est in intercourse’.80 The patient explained that she told her husband that 
she didn’t get any pleasure at all from intercourse. She further argued 
that it was not in her nature to show any form of affection; that she had 
been brought up this way. The husband, hurt by this revelation, no 
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longer wanted to have sexual intercourse. Malleson seems to have been 
shocked by the detachment of the patient and, as a result, with a gentle, 
soft voice, nevertheless condemned her behaviour:

– Do you moisten for him or are you dry?
– I moisten.
– So that you’re not absolutely unmoved and he gets in all right without 

hurting you?
– Oh yes!
– How often do you have intercourse?
– I haven’t had any for a little while now. It seems to put him off you 

see? But it used to be once or twice a week.
– Because you told him that you didn’t get pleasure.
– Yes – it hurt him I think.
– I expect it has. ’Cause after all you take one thing then another one 

from him.
– Because he says ‘What is wrong?’ But I knew I’d hurt him if I tell him, 

but he says ‘Come on, what is wrong?’ And I wish I hadn’t said it really 
because it has been really hurting him.

– Now he thinks he can give you nothing, because you don’t value his 
love and you don’t value his sex, and you don’t want his child. 
Terrible.81

To save their marriage, Malleson suggested to the patient that she 
should tell her husband that she did enjoy pleasing him:

I think, if you want to do the proper thing by him, the only thing left to 
do is for you to tell him that there are other values – for a woman – in 
having intercourse than just the pleasure she gets out of it. But there is 
the pleasure of pleasing her husband and being wanted. And you’ll have 
to go along with him a little. It’s not in your nature, because you don’t 
really care or think about pleasing him, do you?82

Malleson later reflected on this session and reckoned that she ‘probably 
didn’t handle it as well as I should. It was hard not to be repelled by her 
coldness. Perhaps had I approached her differently, a way would have 
opened.’ 83 This disapproval of the wife’s behaviour reflects Malleson’s 
view of what a good wife should be – namely a loving and affectionate 
partner. Her belief that sexual intercourse could be enjoyable for reasons 
other than sexual pleasure seems to have been widespread at that time. 
Indeed, similar statements were found by Szreter and Fisher in their oral 
history study on birth control and sexual behaviour among middle- and 
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working-class people before the sexual revolution. They contended that 
couples perceived sex as fulfilling when the following conditions were 
met:

part of a private relationship in which it was not discussed, when natural, 
spontaneous and free from cultural interference, when it represented the 
coming together of pure and clean bodies, and when couples used it to 
demonstrate the giving, rather than the receiving, of pleasure. Discus-
sions of sexual pleasure were thus intimately connected to a code of 
respectability, female sexual innocence, caring and sharing, duty and 
privacy.84

Comparatively, Wright’s view on female sexual pleasure evolved drasti-
cally over time, mainly because of a careful analysis of her patients’ 
difficulties. Wright was more inclined than Malleson, who had a more 
authoritarian approach to counselling, to reconsider her own views on 
female pleasure. In her first sexual manual, Wright contended that 
women needed to be aroused by their husband, a common stance in 
the sexual manuals at the time, yet their pleasure constituted an essen-
tial component of a successful married sexual life:

At the beginning of the marriage, he [the husband] more often than 
not has the role of initiator. He is the magic touch that will awaken his 
wife’s physical nature, [and] her future sex happiness will depend to a 
very large extent on his knowledge, delicacy, imagination and sympathy. 
To this end, he should study her, discover her latent desires and encour-
age her to express gradually increasing pleasure in the physical intimacy  
of sex.85

Paradoxically, Wright simultaneously retained an active role for the wife 
in the enhancement of her own sexual pleasure: ‘The wife must decide 
with all her strength that she wants her body to feel all the sensations 
of sex with the greatest possible vividness.’ 86 Wright strategically valued 
the clitoral orgasm by comparing the role of the clitoris with that of the 
penis:

The clitoris is capable of giving the most acute sensations; the tissue of 
which it is made is similar to that of the penis and during sex stimulation 
it has the same power of filling with blood and thereby becoming larger 
and harder than it is in an inactive state. The only purpose of the clitoris 
is to provide sensation, a full understanding of its capabilities and place 
in the sex-act is therefore of supreme importance.87
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Moreover, the clitoris was the ‘gateway’ to vaginal sensation. However, 
after fifteen years of working with patients who found it difficult to 
reach orgasm, Wright came to a dramatic conclusion – one that pre-
figured the 1970’s discourses about the critics of sexuality as being 
patriarchal, and the idea that gender identities were socially and cul-
turally constructed. Three reasons, she argued, might explain why 
50 per cent of married women did not experience sexual satisfaction 
during their marital life: failure to identify the difference between 
‘sexual response in the erogenous zones and an orgasm’,88 underplay-
ing the importance of the clitoris, and adherence to a male definition 
of sexuality. Indeed, she said that women did not experience pleas-
ure because of their unconscious adherence to a preconceived mental 
picture of the way they should feel during intercourse, based on the 
male pattern. This pattern had been established and reaffirmed over 
time, since the majority of people who wrote about love and sexuality  
were men:

In the past, poets, painters, composers and writers have been predomi-
nantly men, and in dealing with themes of love and romance have natu-
rally drawn upon their own experiences. Unchallenged by women, men 
have been able to stamp their kind of sexual pattern on public imagina-
tion, and the public has responded with a general and uncritical accept-
ance of the idea that this pattern is a universal one.89

Tradition had defined men as active and women as passive, she argued, 
and individuals had internalised the fixation on penis–vagina sex. This 
internalisation of the male pattern, namely the fixation on penis–vagina 
sex and the active role of men, had prevented women from understand-
ing their own bodies and, as a result, they ignored the function of the 
clitoris. ‘Is the vagina the natural place where a woman should feel an 
orgasm at the beginning of her sexual life?’,90 asked Wright provoca-
tively. The answer was no, and the clitoris, asserted Wright, was the 
natural place for female sexual pleasure. To support her claim, she com-
pared the physiology of the penis with that of the vagina: ‘Looking at 
the male and female organs from a sensation point of view, it is imme-
diately obvious that similarity of function exists between the sensitive 
head of the penis and the clitoris, and not between the penis and the 
vagina.’ 91 The development of the organs during the gestational time 
was a second indicator of similarity, as was the fact that both organs are 
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covered by ‘sensitive mucous membrane and both are protected by a 
surrounding hood of tissue’.92

Wright urged women to identify their clitoris and discover its sensi-
tivity by gently stroking it with an external object such as ‘an uncut 
pencil’. In so doing, they should identify their preferred rhythmic fric-
tion and then teach their husband the way they enjoyed being caressed 
by guiding and moving his hands accordingly. Wright called for a radical 
reshaping of the way men and women thought about sex. She empha-
sised the historical gendered construction of sexual identities, in which 
men were depicted as active agents and women as passive: ‘He is the 
heir to an inheritance of sexual behaviours with a continuous history 
stretching back to the whole mammalian evolution. For him to take the 
initiative and to be active in sexual matters is its most natural behav-
iour’.93 Women too had inherited a long tradition of sexual behaviours, 
but theirs went ‘in the opposite direction’: ‘History, society and her own 
feeling suggest that she should be the one who is sought. To be active 
and to take initiative in sexual concerns is, for the most majority of 
women, an unnatural proceeding.’ 94 Wright encouraged women to 
depart from this tradition and to take an active role in their sexual life.

This internalisation of distinctive sexual roles was reflected in 
Malleson’s patients. Indeed, they echoed the ‘fixation on the penis–
vagina’. Most of them sought help for curing a lack of vaginal sensation, 
believing that a sexual relationship should be penetrative and enjoyable 
and lead to a mutual orgasm, due to the prevailing strength of cultural 
and social constructions of female and male pleasure. Malleson, in par-
ticular, negatively denounced the new pressure to conform to the new 
sexual norm of reaching orgasm that women were encountering: ‘I 
think it is a difficulty of your generation because twenty to thirty years 
ago hardly any women got orgasms, and it was not talked about. Now 
it is talked about everybody feels that it should be a standard measure-
ment and wonders if there is something wrong with them if they are 
not exactly like someone else they’ve heard about. It’s miserable. Eve-
rybody is different. You cannot compare with somebody else.’ 95

Sexual disorders in women: identification and therapeutics

Just as sexual pleasure was becoming central to the work of Wright 
and Malleson, the latter, triggered by an accumulation of cases that 
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underlined the difficulties for many women in experiencing sexual 
pleasure, published several articles in medical journals that offered a 
scientific classification and description of female sexual disorders and 
suggested therapy for them. Replicating the strategy of asserting their 
legitimacy through the medicalisation of the issue, a strategy that had 
successfully been used for birth control (see Chapter 1), these pioneer 
women published articles in respected medical journals and spread 
scientific knowledge of sexual disorders. This medicalisation of sexual 
disorders, which paradoxically relied on informal psychology, was a 
strategic move to make this new field of inquiry respectable.

Distinguishing between frigidity, lack of sexual capacity, vaginismus, 
vaginal anaesthesia and inhibition of orgasm, Malleson first endeav-
oured to provide an accurate description of each term in an attempt 
to position sexual disorders as a new scientific field of research. Fri-
gidity referred to the absence of emotional and physical response to 
‘the sexual relationship under discussion’.96 This condition should be dif-
ferentiated from that of women who could experience erotic feelings, 
but lacked the intensity to bring about orgasm. She suggested refer-
ring to these women as ‘lacking orgasmic capacity’. This condition did 
not necessarily imply difficulties in health or in their married life; ‘the 
fact remains that many women with no such capacity are perfectly 
healthy and stable’.97 She also pursued the description of ‘vaginismus’; 
the term denoted a condition of ‘vaginal spasm varying from a constric-
tion at the beginning of coitus (so slight that it may merely discom-
fort the woman herself) up to the extreme case in which the spasm 
causes acute pain to the woman and entirely prohibits any penetration 
by the husband’. Another condition was that of vaginal anaesthesia, 
which varied in degree and persistence from women capable of a little 
sensation to women suffering complete and permanent anaesthesia. 
This condition appeared to be common in newly married women. 
While reaching vaginal orgasm might be difficult for these women, 
some of them would experience a clitoral orgasm and have a happy 
and enjoyable sexual life. Inhibition of orgasm – a condition in which 
sexual feeling and erotic sensation were present but no orgasm could 
be reached – represented another sexual disorder. Women affected 
by this condition experienced sleeplessness, depression, frustration, 
aching back and pelvis the day after intercourse, and eventually symp-
toms of anxiety neurosis. A potential result of this condition might be 
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secondary frigidity, which went hand in hand with distaste for sexual  
intercourse.

Malleson developed a sophisticated therapy over the course of her 
career, from the early 1930s to her death. Her therapeutic framework 
was psychological. As early as 1935, in a manual published for fellow 
practitioners, she resorted to specialist psychological vocabulary, which 
clearly indicates her knowledge of the field: ‘The recent understanding 
of anxiety-neurosis has thrown a floodlight onto types of functional ill 
health which make up of the work of a general practitioner. Among the 
factors which cause this condition must be considered the sexual (and 
therefore contraceptive) adjustment of the patient.’ 98 The relationship 
between anxiety and ‘interferences with the satisfactory completion of 
the sexual act’ therefore became a central aspect of her work. This rela-
tionship had profound implications for the way Malleson understood 
her patients’ sexual difficulties and the type of treatment and therapy 
that she would prescribe. She drew on Freud’s ideas on the psycho-
sexual development of men and women, though she did not adhere 
entirely to his vision of female sexuality. She was recognised as a Freud-
ian by her colleagues, as shown by her response to a letter from Griffith 
in which he asked whether the Freudian school approved or disap-
proved of the practice of stretching the hymen: ‘I have certainly never 
heard of any condemnation of the practice by a Freudian.’ 99 In a tribute 
to Malleson published in the New Statesman and Nation after her death, 
the journalist Kingsley Martin, who knew Malleson during the last 
years of her life, wrote that she ‘early discovered that it was impossible 
to divide gynaecology from psychology […] She could argue about 
Freud and Jung with psycho-analysts, and no doubt she found the key 
to many neuroses in their works. But a prolonged course of psycho-
analysis is not a useful remedy to recommend to a woman with a family 
and a husband earning 10 pounds a week.’ 100 Furthermore, publishing 
in different medical journals, she referred to the Freudian idea of psy-
chosexual development of the child: ‘In fact, psychologists assert that 
the earlier in infancy the trauma is experienced the more indelible will 
be its impression.’ 101 In her sex manual for couples, she stated: ‘What 
writers have largely failed to recognise, perhaps because they cannot 
tolerate the acceptance – is that many people’s sexual handicaps are, 
since childhood, deeply engrained […] I shall hope to show that most 
sexual disorders have a nervous origin.’ 102
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For Malleson, what was at stake in trying to help couples face and 
overcome – if possible – their sexual difficulties was informing them 
about the unconscious barrier that prevented them from fully achieving 
climax. This approach was applied for inhibition of orgasm and vaginis-
mus. She believed that most sexual disorders derived from emotions 
and from an inhibition of erotic impulses, restricted since early child-
hood. As a result, she asked her patients to talk and sought to find 
causes for ‘inhibition’ and ‘vaginismus’ in childhood traumatic experi-
ences or unconscious conflicts. For instance, Malleson treated four 
cases of vaginismus and two cases of inhibition of orgasm at her clinic 
at University College Hospital. In the first case of vaginismus, the 
patient, attending for the second time said she had made some progress: 
‘I feel more relaxed and I feel much better and I feel less pain. I still feel 
in my mind that I need to relax. It is not physical, it is in my mind, and 
I cannot find a way to do that.’ Malleson encouraged her to dig into her 
childhood memories to find any cause of possible trauma, as shown by 
the following excerpt:

– I have the impression that this wasn’t only just the fear of being 
touched, but it was more likely to be a fear of some sort of memory 
from childhood that had frightened you. Your body might have a 
‘feeling memory’. You might not have a memory in words, but your 
body might have a feeling memory, and that any sort of sexual activity 
triggered early fears, very early fear also, and it was my impression 
that this feeling triggered early childhood fear, that you could quite 
forget. Did you not think of that yourself when we talked?

– I couldn’t think of anything.
– But well, you know, it’s even before remembering time. I think I did 

ask you if you slept with your parents and what sort of experiences 
you’d had? […]

– I had a happy childhood. I was clean baby.
– You are an only child?
– No, I have two brothers.
– Well you probably slept with your parents quite a while. You might 

have seen things of which you were frightened. Babies are quite aware 
of sexual intercourse at eight, ten, twelve months – we know that. And 
when you have your own you must remember that you see. That can 
scare a child very deeply. But they won’t be able to put it into words 
[…] You are afraid of an early experience happening to you again. 
Something that is good now and proper, but the fear still remains. I’d 
like you to think along those lines.103
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She followed the same type of procedure with each patient, pushing 
them to explain what was going on in their sexual life and why they were 
seeking advice. By encouraging the patient to speak and reflect on their 
own sexual life, she challenged the sexual culture that told women to 
be ignorant and passive. She mediated between the prescriptive and the 
subjective, leading the patient to reflect on their own history; but also 
very often she put words into the patient’s mouth, imposing, to some 
extent, her own views about their sexual life. Sexual counselling was an 
intense negotiation between patients’ individual experience and needs 
and an expert’s prescriptive advice. Indeed, while encouraging the 
patient to self-diagnose, Malleson nevertheless discouraged self-
diagnosis when it came directly from the patient herself without having 
been first mediated by her, as shown by the following example with a 
37 year-old divorced and remarried woman who lacked sexual pleasure 
in her current married life:

– Would you say your mental health has been better or worse since this 
last marriage?

– Much worse. Well, I think it’s a reaction from the years before, opposi-
tion from my husband’s parents. They like me but my circumstances, 
having been married once and having a daughter and, hum, I accepted 
that. There wasn’t opposition to our marriage so much as an intense 
disapproval. His mother is very kind and very good, but she is a rather 
weepy type.

– So, don’t let’s wonder what caused it, but tell me the symptoms. Are 
you sleeping less well?104

In one case she also used the concept of transference, without naming 
it, which showed her deep knowledge of psychological concepts. To the 
frigid patient who did not express her love to her husband, she sug-
gested that her cold behaviour reflected the hate she felt for her father 
instead of her husband:

– I believe your parents were really cruel to you. You’re not being very 
nice back to your husband, are you? […]

– My father had a terrible temper. After the last war, he came home like 
that. He was a changed man. My mother had a terrible life with him.

– You chose a husband of a very different sort from your own father, 
didn’t you?

– Oh yes.
– But you’re still treating him as if he were your father, aren’t you?
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– It’s born in me really.
– No, it isn’t born in you, it’s made in you. And anything that is made 

in you, like a bad habit, is open to get over a little bit. You see, when 
your husband says: ‘Do you love me?’, what you ought to be saying is 
‘I hate my father and so you’re getting it’, instead of saying ‘What is 
love?’, which is a horrible answer.105

Besides developing a therapy based on discussion and in-depth reflec-
tion on the sexual experience of her patients, Malleson also elaborated 
practical means to improve female sexual life. For instance, she encour-
aged ‘tight’ women to dilate their hymen themselves: ‘it is my own 
habit to show a woman how to do it for herself, and I imagine this 
reduces any psychological trauma to a minimum. I find only a very few 
cases which need a whiff of gas, or any real procedure.’ She lent them 
different sizes of dilators to take home and ensured they came back 
for checking. Second, for women with secondary frigidity or vaginis-
mus, she taught them the lying position they must adopt to relax the 
entrance of the vagina, which should ease the penetration of the penis. 
Through simple exercises that they practised within the office, Malleson 
educated and corrected her patient: ‘It’s all a matter of learning various 
sorts of tricks with your muscles to relax because you see it is not that 
a person is too small, it is about being too tight; they hold themselves 
too tight because they’re frightened. If I show you some way to relax, 
it’s easy to cure this disorder. It doesn’t go on for ever, but you do need 
rather a special help.’ 106 Vaginal lubrication was routinely prescribed 
by Malleson as a means to improve sexual relationships. She was con-
vinced that a great deal of sexual disorders could be resolved by ade-
quate lubrication, vaginal lubrication being of ‘inestimable value’.107 For 
women who lacked moisture and found penetration difficult, she would  
explain:

You know the use of artificial lubricant is everything. The clue to the 
situation. No woman likes to be touched when it is dry and irritating 
instead of pleasant and even though he is not experienced he will sense 
if you are not moist and that you are not wanting him. It is like trying to 
eat a meal when you have a dry mouth it wouldn’t work you see.108

Meanwhile, the therapy developed by Wright was based on her own 
experience with sexuality. Being married to a man five years younger, 
who was a virgin, meant that her sexual experiences had not been 
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enjoyable from the beginning. In a private conversation with her biog-
rapher Barbara Evans, Wright explained:

Peter being the kind, kind man he was, and having been brought up so 
far away from this idea, never thought in the least about it. I had to tell 
him. ‘Peter’, I said, ‘I find this a bore’. It wasn’t boring to him. He had 
his orgasm all right. ‘Oh dear’ he said, ‘I am so sorry’. As if he’d broken 
a teacup.109

Already before marriage, Wright, anxious to have pleasant intercourse, 
looked for information in textbooks about her hymen and the way to 
stretch it herself. As a result, she recalled that the ‘first intercourse 
wasn’t painful, but everything felt dead. I didn’t want to wound Peter, 
but I thought to myself, “there must be some way of doing this”.’ 110 She 
sought inspiration in books: she read the Kama Sutra and the six 
volumes of Havelock Ellis’s Studies in the Psychology of Sex (1896). She 
then encouraged Peter to experiment with their sexual life, and ‘they 
did’. During their married life, Wright had several lovers. Drawing on 
her readings and personal experience, Wright devised a method for the 
patient who consulted her about sexual difficulties. She would first 
begin the appointment with a physiology lesson with the help of a 
drawing of a nude male to give the patient a basic understanding of the 
sex organs. She would then go on with a lesson in the female and male 
anatomy and the sensitive part of their bodies. Using a mirror, she 
showed the patient the precise location of the clitoris and let her dis-
cover the joy of caressing it.111 She then urged the patient to teach her 
partner her preferred rhythmic friction and emphasised that the man 
should also play his part and adapt to his partner rhythm for the patient 
to have an enjoyable sex life.

The seminars, set up after Malleson’s death, derived from women 
doctors’ will to meet their clients’ needs. For instance, Dawkins remem-
bered that when Malleson died in 1956, she ‘had to take on her clinic’ 
at University College Hospital. Having the feeling that she did not 
know enough, she attended Michael Balint’s seminar on psychosexual 
counselling. Over a period of two years, the scheme provided weekly 
case seminars conducted by Balint, modelled on those provided by him 
at the Tavistock Clinic for General Practitioners. Balint was a Hungar-
ian psychoanalyst who lived in London and worked as a consultant at 
the Tavistock Clinic in London. He developed a method to ‘train’ as 
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opposed to ‘teach’ the general practitioner in psychotherapy based on 
the relationship between patient and doctor and group seminars. In 
Balint’s view, more than one quarter of the work of the general practi-
tioner consisted of providing psychotherapy. However, the general 
practitioner responded inadequately to these cases as, most of the time, 
his or her role was limited to prescribing a bottle of medicine or reas-
suring the patient that ‘nothing organically wrong has been found’.112 To 
remedy this problem, the general practitioner should acquire new skills: 
‘the doctor has to discover in himself an ability to listen to things in his 
patient that are barely said, and, in consequence, he will start listening 
to the same kind of language in himself ’.

Formalising psychosexual training: the setting up  
of Balint’s seminar 1958–74

To sum up Balint’s main idea, the consultation between a doctor and 
patient is a moment of human negotiation in which the patient ‘offers’ 
his or her illness, which might not be the main reason for the consulta-
tion, and the doctor offers a response to it through listening, reassuring 
and suggesting a treatment. In so doing, the doctor ‘helps the patient 
to organise an illness around certain symptoms’.113 However, the way 
the doctor answers the demands of his or her patient in turn influences 
what a patient expects and says. Moreover, the doctor’s answer is shaped 
by what Balint called the ‘apostolic function of the doctor’, which is the 
meaning and perception that the doctor gives to his or her work. The 
doctor’s training, the mores within the medical profession, and the 
doctor’s personality are all factors influencing this apostolic function, 
creating an ‘automatic pattern of response’. Therefore, in addition to the 
patient, the doctor should also be considered an object of study so as 
to free himself or herself from this automatic pattern. The training pro-
vided by Balint consisted of a group of eight to ten doctors led by a 
‘supervisor’ or ‘leader’. Each doctor was instructed to share his or her 
own experience with ongoing cases and to describe, as frankly as pos-
sible, his or her difficulties. The cohesion of the group would enable the 
doctor to identify mistakes, blind spots and limitations, allowing a 
better understanding of his or her problems. Sharing their experiences 
encouraged the doctors to experiment, thereby breaking the automatic 
behaviour.
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From 1958 onwards, a group of ten women doctors followed this 
training scheme and met under the guidance of Balint to discuss indi-
vidual cases of ‘sexual and marital disharmony’. The group included 
Sylvia Dawkins, who had worked with the FPA for over twenty years 
when she started the training; Rosalie Taylor, who had twenty-five 
years of experience in medical gynaecology; Jean Pasmore, a general 
practitioner; Mary Pollock, a gynaecologist; Alison Giles, a general 
practitioner who had worked for the FPA for ten years; Eleanor Mears, 
who had seventeen years of experience in medical gynaecology; Mar-
garet Blair, a general practitioner with an interest in medical gynaecol-
ogy; Rosamond Bischoff, a specialist in medical gynaecology and 
obstetrics; Ruth Lloyd-Thomas, a general practitioner; and Eileen Mal-
linson, a maternity and child welfare medical officer.

As explained by Balint, the aim of these meetings was to ‘develop 
therapeutic techniques by combining the routine gynaecological and 
the psychotherapeutic examination into one integrated approach to the 
patient’s problems’. Since most of the patients coming to family plan-
ning centres were women, members of the training scheme primarily 
discussed female sexual difficulties, the more common ones being non-
consummation and dyspareunia. The group shed light on the main 
reason behind these sexual difficulties, which they attributed to the 
female patient’s inability to accept her own body as a site of pleasure 
for both her and her partner. In addition, the group identified various 
‘nightmarish phantasies’ about what a sexual relationship should be. 
The therapy developed by the group to resolve these difficulties con-
sisted of trying to find the reason for the patient’s rejection of her own 
body.114 Three main publications resulted from these meetings: in 1961, 
Alison Giles published ‘Learning to deal with sexual difficulties’ in the 
Family Planning Journal, while Sylvia Dawkins and Rosalie Taylor wrote 
‘Non-consummation of marriage’ for the Lancet and, in 1962, Leonard 
Friedman released Virgin Wives: A Study of Unconsummated Marriages. 
The book offered an analysis of non-consummation in marriage based 
on the classifications of patients into three categories. The first category 
was the ‘sleeping beauty’ – namely patients who ‘restrict conscious 
awareness of sexual feelings. They use the defence mechanism of “not 
knowing” about their sexual organs to ward off anxiety.’ 115 The second 
category was ‘aggressive women’, who made their husbands impotent. 
In these cases, the doctor had to be able to decode the behaviour of the 
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patient while simultaneously being aware of his or her own feelings 
towards the latter. The last category was women who were still virgin, 
but nevertheless became virgin mothers through the injection of their 
husband’s semen into their vagina with a syringe. In all cases, the thera-
peutic method developed is one of interpreting the patient’s conflicts 
rather than reassuring her. One recurrent element, emphasised by 
numerous doctors who undertook this psychosexual training, was the 
fact that patients revealed their deepest anxieties, fears and fantasies 
during the vaginal examination. Consequently, several doctors referred 
to it as ‘the moment of truth’. Doctors encouraged their patients to 
describe what they thought their vagina and uterus looked like and, to 
dissipate any misconceptions, urged them to explore it and feel it for 
themselves.116

Aside from Balint’s training, two other leaders oversaw psychosexual 
training: Dr Tom Main, director of the Cassel Marital Clinic, and Dr 
Thompson, a senior member of the staff of the Tavistock Clinic. There 
was resistance from the FPA headquarters to the formal implementa-
tion of sexual counselling and its connected training, in part due to 
financial constraints and in part to do with the nature of the service 
provided. Prudence Tunnadine recalled the way people working in 
sexual counselling were deemed a ‘lunatic’ fringe:

It was very interesting that in the beginning of our work in psychosexual 
medicine, which arose because in those years, in the ’50s, there were no, 
not all this wide and wild variety of sex therapy that [there is] today, and 
we recognised quite early that one thing people hoped for, without even 
necessarily being able to dare to say so, was help with the quality of their 
sex lives. And those of us who tried to find ways to help them, quite 
seriously studying the emotional aspects, um, found quite a lot in the 
hierarchy of the FPA and of their lay workers who thought this was very 
lunatic fringe stuff indeed, um, and it’s been an awful struggle.117

Thus, seminar training arose from a grassroots base; it emerged from 
the pressure of many doctors requesting help to deal with their patients’ 
sexual problems. First established informally, they grew in numbers, 
and formal, official training was put together in 1974.118 These seminars 
appeared to be more conventional than subversive in terms of the 
gender roles they conveyed, since they relied heavily on Freud’s vision 
of sexuality and urged male and female patients to comply with and 
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perform the traditional gender roles of the feminine and loving wife and 
the masculine, active and virile husband.

Under the training of Balint and Main, women doctors developed a 
more gendered, differentiated perception of sexual behaviours, linked 
with notions of femininity and masculinity. Indeed, in the 1966 Hand-
book on Family Planning, Jean Pasmore, who was trained by Balint, 
presented frigidity as the expression of a woman’s ‘fear or dislike of 
physical relationship with the man, her difficulty in accepting the social 
role of being a woman and her resentment against the man’.119 In her 
1970 book, based on her individual practice as a sexual counsellor in a 
family planning clinic and her training under Thomas Main, Prudence 
Tunnedine presented a case of secondary frigidity: a mother who could 
no longer experience orgasm. Resorting to gendered expressions of 
femininity, Tunnedine argued that her patient’s childhood explained 
this lack of sexual pleasure:

The patient had been tomboyish in childhood, intolerant of silly girly 
things and her mother has said that she could be feminine but not in an 
obvious way. She could accept the doctor’s interpretation that perhaps 
she could be motherly but not sexy, and was able to discuss her difficulty 
with tenderness […] She presented as jolly and hearty, and the doctor 
was able to show her that this tomboyish heartiness was a defence 
system against her fears of foolish girlish tenderness. She returned 
looking more feminine with a new fluffy hairstyle and pretty clothes, her 
sexual life already improved.120

Tunnadine also narrowed the notion of frigidity as described by 
Malleson from an absence of feelings to the inability to achieve vaginal 
orgasm within the act of intercourse; therefore, she adopted the penis–
vagina fixation denounced by Wright. When she acknowledged the 
role of the clitoris in sexual pleasure, she asserted that, departing from 
Masters and Johnson’s analysis of vaginal orgasm as the result of the 
penis petting the clitoris, this type of orgasm conveyed a different emo-
tional signification: ‘the togetherness, mutual abandonment of control 
systems, the emotional acceptance of the penis and all it implies in 
terms of the man, and of the vagina and all it implies in terms of the 
woman, make this a unique experience that is not mimicked emotion-
ally by mutual masturbation, however loving’.121 Her approach to frigid-
ity was deeply rooted in Freud’s theory of child development. Indeed, 
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she further invoked the concept of ‘penis envy’ to explain why some 
women could not achieve vaginal orgasm: they unconsciously envied 
‘man, the organ and all it represents and reacted against them with 
resentment, anger and the need to control and destroy’.122 This depic-
tion of female sexuality would be strongly criticised by second-wave 
feminists. As this example illustrates, although the 1960s are often 
perceived as a period of sexual radicalism, this does not hold true for 
sexual counselling. In terms of sexual counselling, the period featured 
a return to traditional values around gendered responsibilities within  
marriage.

Sterility session

The second orientation of the work done under the label ‘sub-fertility’ 
was the handling of sterility cases and difficulties conceiving. Again, this 
service was grounded in patients’ demand for advice on the issue. From 
the 1920s, scientific developments took place within the field of infertil-
ity; tubal insufflation and the salpingogram became used as tests for 
tubal patency. Despite these new techniques, surgeries were still rare 
and women’s chances of conceiving remained low. Semen analysis was 
increasingly practised, but there was no consensus on the number of 
sperm needed for successful conception.123 Until the setting up of spe-
cialised sessions in family planning clinics, medical ‘treatments’ for 
infertility were still only available on a private basis. For instance, Mar-
garet Moore White was the first assistant at the gynaecology depart-
ment of the Royal Free Hospital, where she treated infertile patients 
from the mid-1930s onwards. Mary Barton counselled infertile patients 
in her private practice. The latter was famous for practicing artificial 
insemination by donors – the sperm came from anonymous donors, 
among them her second husband, Dr Berthold Wiesner, who was said 
to have fathered more than a hundred babies – and many patients who 
wrote to the FPA in the late 1940s asking for advice on this practice 
were referred to her. Other famous male professionals, such as Wiesner 
and Kenneth Walker, also specialised in infertility.

However, it was only after 1930, when Margaret Jackson started to 
advise and treat couples for infertility in the Exeter and District Women’s 
Welfare Centre, that the possibility of seeking medical treatment 
opened up for working-class and middle-class patients. Out of the total 
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number of patients attending the clinic in 1933, only 1 per cent sought 
advice on infertility. In 1943, this had increased to 33 per cent, totalling 
161 patients.124 Initially, Jackson wished to refer the patients in need of 
full investigation and treatment ‘elsewhere’, but she rapidly realised that 
there were no facilities to deal with them and if this type of work ‘was 
to be done at all’, members of the clinic ‘had better do it themselves’.125 
Consequently, she actively looked for financial and material help with 
developing this new area of work through three essential steps: acquir-
ing new skills and instruments, access to an X-ray department, and 
access to a laboratory that could run semen analysis and examine bio-
logical materials. These requirements were met through the support of 
the Royal Devon and Exeter Hospital and their radiology department, 
and the University College of the South West of England, which allowed 
the free use of their facilities; this was where the medical secretary of 
the clinic, Mrs Clare Harvey – who had previously been trained as a 
biologist – could examine vaginal and seminal fluid and cervical mucus. 
Based on this specialised work, Exeter grew in reputation and patients 
were sent to the clinic from general practitioners and hospitals.

Exeter was not the only place that endeavoured to answer patients’ 
cries for help in sub-fertility matters. In 1942, Helena Wright suggested 
to the medical committee of the North Kensington Women’s Welfare 
Centre that a new session be started, dedicated to the investigation of 
sterility cases.126 Similarly, Joan Malleson encouraged the FPA to address 
the needs of patients through the opening of ‘motherhood clinics’ where 
patients could be advised on sexual disorders and sub-fertility. In 1943, 
at the height of wartime mobilisation, the president of the FPA, Lord 
Horder, published an article in the Lancet that informed his colleagues 
of the relevance of the work done in FPA clinics at a time of declining 
birth rate: ‘In view of the fact that at least 10 per cent of married couples 
suffer from involuntary sterility, it is obvious that the problem of such 
sterility is one of great national importance, not only because of the 
personal unhappiness it may cause, but because [of] the urgent need to 
increase our present birth-rate if a falling population is to be averted.’ 127 
This anxiety about the state of the British population should be under-
stood in view of the fact that, in 1943, Britain was looking ahead of the 
war, as the Beveridge Report testifies, and was increasingly thinking 
about rebuilding the country. In this context, the state of the population 
was put on the political agenda, as exemplified by the setting up of the 
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Royal Commission on Population in 1944. Horder announced the crea-
tion of an ad hoc committee ‘which intended to organise clinics to deal 
with cases of sterility either by referring them where necessary to the 
appropriate hospital centres or where these do not exist by providing 
such expert attention as facilities permit’. The committee was made up 
of leading experts in infertility: Margaret Jackson, Joan Malleson, Mar-
garet Moore White, Annis Gillie, Alex Bourne, William Nixon, Cedric 
Lane Robert, Kenneth Walker and Albert Sharman. To assess practi-
tioners’ willingness to offer sterility sessions, the subcommittee sent 
out a questionnaire to all clinic medical officers. While some of them 
saw no necessity to develop this work, since local hospitals took care of 
this aspect, a great number of medical officers had seen enough interest 
and demand from patients to want to integrate this aspect, as shown 
by the answer from Dr Gwendoline Smith: ‘This question of sterility is 
a problem in our Carlisle Clinic. I get quite a lot of it, and so far have 
been able to do very little for the women and I am very glad this subject 
is considered and hope something really helpful will be the results.’ 128 
These answers led the subcommittee to prioritise the opening of a labo-
ratory in London for semen analysis. In 1944, following several months 
of debate and tension between members of the subcommittee on the 
best strategy to adopt – i.e. whether to open a sub-fertility clinic or use 
the resources of St Mary’s Hospital, London to carry out seminal tests 
– a seminological centre opened in London under the supervision of 
Dr Hans Davidson, expert in seminology. The clinic saw an average of 
2,000 patients per annum.129 In September, an infertility conference 
was held in Exeter, where Margaret Jackson and Claire Harvey taught 
medical officers the basics of semen analysis. From then onwards, the 
FPA organised an annual sub-fertility conference where participants 
covered male infertility in depth, and basic procedures for testing hus-
bands and wives were presented.130

Following this new emphasis on sub-fertility, the North Kensington 
Women’s Welfare Centre appointed a consultant gynaecologist, Dr 
Kathleen Harding, to their sub-fertility clinic in 1945. The work was 
slow to develop, since many clinics maintained their close relationship 
with local hospitals and referred their patients to them. In 1950, Kath-
leen Harding pleaded for more sub-fertility clinics in the work of the 
FPA at the general meeting. Based on her own experience, both in 
North Kensington and in hospital, she urged FPA clinics to develop this 
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aspect of the work, since it required ‘more patience, understanding and 
perseverance than most aspect[s] of obstetrics and gynaecology’. Such 
work was better suited to FPA clinics than to hospitals, where time was 
a central issue. Supporting her claim, she put the patient’s emotions at 
the centre of her argument, emphasising that well-being was central in 
FPA clinics and that it ‘means a great deal to a patient who is so sensitive 
about her failure to reproduce (as it was still the woman who sought 
treatment first)’.131 While the work was slow to grow, mainly due to lack 
of funding, it nevertheless expanded. In 1957, twelve clinics held special 
sub-fertility sessions, and out of the 220 family planning clinics 170 
gave preliminary advice and referred their patients to local hospitals.132 
The work continued to develop in the 1960s.

The topic of infertility was, however, not confined to the world of 
the clinic; it broke out in the wider medical circle in the mid-1940s. A 
great number of articles were published in medical journals to inform 
doctors about the issue of infertility, trying to offer lines of inquiry and 
suggestions for treating sub-fertility and infertility from the interwar 
years onwards. Again, a great number of these articles were authored 
by women doctors who encountered this problem in their private prac-
tice and at family planning clinics. Chief among them were Margaret 
Jackson, Margaret Moore White, Mary Barton, Katherine Harding and 
Joan Malleson. Their main contribution was the articulation of a guide-
line of extremely detailed medical procedures that doctors should 
follow in order to identify, diagnose and handle sub-fertility cases. They 
covered the array of laboratory techniques to diagnose and identify the 
causes of infertility, published their latest results, and helped advance 
the state of research in the field.133

They published together, as shown by the joint paper from Margaret 
Moore White and Mary Barton published in 1951 in the British Medical 
Journal.134 Beyond the focus on medical procedure, women doctors 
actively challenged the gender dynamic underpinning fertility diagno-
sis. In fact, infertility was commonly perceived as a female pathology, 
since ‘diseases affecting reproductive health were principally addressed 
under the auspices of gynaecology during the nineteenth and early 
twentieth centuries, thereby establishing infertility as a female 
problem’.135 It was against this background that women doctors tried to 
dismiss the assumption that the causes of infertility must be related to 
the woman. For instance, in 1935, Frances Huxley, member of the 
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Medical Women’s Federation and birth control activist, published The 
Clinical Study of Sterility Cases with Notes and Treatment in the bulletin 
of the federation. Drawing on the knowledge gained after a visit to 
fertility clinics in the US, she familiarised her female colleagues with 
this topic. She introduced her readers to different methods of determin-
ing sterility: insufflation of CO2 into the uterus and tubes, and the 
battery of tests made by a clinic that not only tested the wife but also 
the husband. She then presented a step-by-step description of the way 
she handled sterility cases. She first showed how to diagnose sterility 
and reviewed all the possible causes. She dealt with the wife and the 
husband, insisted on obtaining a ‘report of the doctor who made the 
examination’,136 and used the Huhner test, which detects active sperma-
tozoa. Similarly, in an article presenting the work she carried out at the 
Exeter and District Women’s Welfare Centre in 1944, Margaret Jackson 
insisted on investigating the husband: ‘too often women are subjected 
to examination and operation without their husbands having been 
asked to submit a seminal specimen for examination’.137 This emphasis 
yielded positive results; during the 1947 FPA conference on infertility, 
a speaker underlined that both spouses should be examined:

it was perhaps natural that in the earlier years, the study of infertility 
should be largely concerned with the part played by the woman; she is 
usually the first to become impatient at her failure to conceive, and the 
grosser conditions that may impair fertility are readily detected. It may 
even be suggested that one of the reasons for initially one-sided investi-
gation was that the majority of investigators could not allow their scien-
tific impartiality to overcome their human vanity and admit that their 
own sex could in this sense be the weaker one.138

Similarly, Margaret Moore White, in a 1947 article published in The 
Practitioner, reminded the reader:

two persons are concerned in a fertile mating and an average of four to 
five [factors] militate against conception in every unfertile couple. In 
most cases, some measure of responsibility rests on both sides, and from 
the methods of investigation at present available, it would appear that 
male is equally as responsible as female … Care should be taken to 
ensure that one party does not embark on some expensive treatment 
until it is known whether any absolute contraindication is present in the 
other.139
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The acknowledgement of the possibility that men could be responsible 
for sterility seemed to have won acceptance in 1960, to the extent that 
Kathleen Harding affirmed: ‘the fact that the man is responsible in quite 
one-third of the couples is now accepted’.140 This shift plausibly reflected 
a change in attitude towards gender roles in heterosexual relationships, 
as the rise of companionate marriage meant that a more egalitarian 
relationship was encouraged.

Aside from these technical publications, more accessible work was 
published by the FPA, such as the leaflet Childless Wife, which offered 
detailed but simple explanations of possible causes for infertility and a 
step-by-step guide to seeking medical help. The leaflet started by assert-
ing that infertility was not a given and couples should seek advice:

A delay of even a few years does not necessarily mean that the marriage 
is going to be barren. A couple who have had two years of regular married 
life together without conceiving a child are wise to get help. It is probable 
that in England about one couple out of ten is unable to have children; 
and of these probably at least one third could be set right with proper 
medical attention.141

The leaflet offered basic information on the biology of reproduction 
and provided advice on the best bodily position to adopt for increas-
ing the chance of conception and the optimal time for conception. It 
described the possible causes and means to diagnose infertility in the 
husband and the wife, such as post-coital tests, semen analysis, tubal 
insufflation, support of the womb in the vagina, electric heat and glan-
dular injections. In cases where total infertility was diagnosed, adoption 
was to be recommended. Women were urged to seek treatment, and 
those who failed to get pregnant without trying all the other alternatives 
were said not to deserve sympathy: ‘The woman who is disappointed 
should not really ask for sympathy until she has consulted a doctor and 
undertaken every possible measure he suggests.’ This excerpt shows the 
pressure women were under and the gender expectations underpin-
ning fertility treatment. This pathologisation of the sterile wife that 
accepted her situation without looking for medical advice indicated a 
faith in medicine and the new role taken by doctors in the handling of 
sexual lives.

Connected to infertility was the hotly contested topic of artificial 
insemination by donor (AID), or what were commonly called ‘test-tube 
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babies’. Margaret Jackson, Mary Barton, Margaret Moore White, Joan 
Malleson and Helena Wright defended and/or practised this procedure 
in their private practices as early as the late 1930s. The FPA, which still 
had difficulties establishing its legitimacy, was reluctant to engage with 
this controversial topic. As a result, the association provided advice 
on treatment for infertility and then referred patients who wanted 
AID to Mary Barton and Margaret Jackson. Malleson also designed 
a syringe for artificial insemination that was manufactured by Allen & 
Hanburys.142

A debate on AID took place in the House of Lords in July 1943, 
followed by an answer from Mary Barton in the BMJ, which triggered 
dozens of letters in the column of the journal. This debate has been 
analysed in detail by historians Angus McLaren, Naomi Pfeffer and 
Andrew Hanley.143 What needs to be remembered is the crucial role 
played by women doctors in the advocacy for artificial insemination. 
Also, these debates focused mainly on the ethical and moral aspects 
of AID, to the great despair of Margaret Jackson, who complained in 
the BMJ:

there can be few subjects which call forth more emotional (as opposed 
to intellectual) [response] than AID […] It is of prime importance 
that doctors should think about and weigh these things in the light of 
their special knowledge and experience, setting aside in so far as they 
can, or at any rate recognising, their own emotional particular bias in  
the matter.144

Nevertheless, the debates eased public concern about the subject and 
gave rise to numerous letters to the FPA from childless individuals who 
wanted to try this method. These letters revealed the agency of patients, 
who were proactive in searching for advice and treatment on the issue 
of sub-fertility; patient agency was an important element in the devel-
opment of sub-fertility services.145

The issue of AID remained a contentious one throughout the 1950s, 
as shown by the setting up of the Feversham Committee in 1958. Its 
aim was ‘to enquire into the existing practice of human artificial insemi-
nation and its legal consequences; and to consider whether, taking 
account of the interests of individuals involved and of society as a 
whole, any change in the law is necessary or desirable’.146 Several doctors 
who practised the method were appointed as experts, more than half 
of them being female doctors: Margaret Jackson, Eleanor Mears, Mary 
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Barton and Helena Wright. Their role was therefore recognised as an 
important one in the issue of infertility. The debate took place between 
opponents of AID, who viewed this procedure as sinful and considered 
it beyond the scope of the medical profession, and partisans of it, who 
regarded it as a valuable means to help childless people. The outcome 
of this fierce debate was that AID between consenting adults should not 
be prohibited. In her report for the Journal of the Family Planning Asso-
ciation, Margaret Jackson commented on the selection of experts for the 
Feversham Committee:

There would seem, however to be one glaring omission from this formi-
dable list of individual and corporate witnesses – nobody from the select 
band of barren couples was called … without whom the notion of A.I. 
would not have arisen and whose views and experiences are surely of 
some importance.147

Her remark has two key interests. First, it shows Jackson’s awareness of 
the need to listen to and integrate the individual experiences of sterile 
couples, which had been absent from the public debate on infertility 
until then. It reflects her own medical ethic, which placed individual 
experiences and needs at the core of her practice. Second, it shows that 
infertility, while known by everyone, was not publicly recognised. 
Despite the repeated attacks on the practice, women doctors persisted 
in helping the patients who asked for AID. The procedure therefore 
continued to be practised alongside new assisted reproductive tech-
nologies, such as in vitro fertilisation.

Conclusion

During the interwar years, in a context of fears about marriage – thought 
of as the cornerstone of British society – and population at the fore of 
political concerns, women doctors developed sexual counselling and 
infertility advice as a way of preserving the stability of marriage as an 
institution. They framed this side of their work as the positive side 
of family planning and medicalised sexual disorders. However, while 
their aim could be called ‘traditional’ from our post-feminist perspec-
tive, the methods and ideas they developed were radical and chal-
lenged common assumptions around gender roles. Indeed, with the 
issues of sexual disorders and infertility, they called into question the 
lack of acknowledgement of women’s sexual pleasure for the former 
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and the strong bias towards women’s responsibility for infertility for 
the latter. They also spread information, through medical articles and 
sexual manuals, on the sexual relationship and its associated difficul-
ties. Hence, women doctors were pivotal in developing sexual counsel-
ling in interwar Britain. They did so as a result of the sexual disorders 
their patients faced. By listening to their patients’ needs, difficulties 
and emotions, they forged therapeutics that emphasised the role of 
the clitoris as the place for sexual pleasure. In so doing, they chal-
lenged the central role of the vagina. While their views might have 
been at some points contradictory, they nevertheless opened the way 
for more female agency in the realm of sexuality. Wright was ahead of 
her time in her gendered analysis of sexual roles, while Malleson antici-
pated the second-wave feminist criticism of the increasing pressure to 
achieve orgasm, or what she called the ‘fallacy of orgasm’. The period 
in which they actively pressed the extension of the work of the clinic 
(1930–56) should be considered as a peak of radicalism that would 
die down when formal training in sexual counselling was established in  
the 1960s.

Regarding the issue of sub-fertility, here, again, women doctors 
met their patients’ needs by creating sub-fertility sessions and prac-
tising AID in their private practice. They also advocated for testing 
the husband, therefore breaking with the tradition of performing long 
and, too often, useless invasive treatments and surgical procedures on 
the female body only. But invasive investigations on women continued 
once the husband had been tested and found to have adequate sperm. 
Family planning clinics therefore offered a privileged space for devel-
oping new skills and fields of expertise, as well as cutting-edge therapy 
in sexual health. Women doctors working in these spaces created a 
new professional identity that revolved around a holistic approach to 
family planning where their patients’ needs were taken seriously. All 
in all, looking at the historical development of sexual and infertility 
counselling helps to correct the myth of all-powerful doctors counsel-
ling passive patients.
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