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After World War II, a new model of postpartum care debuted on American maternity wards.  Under "rooming-in," newborns stayed at their mothers' bedsides instead of in central nurseries.  By the late 1950s, 300 hospitals across the country offered rooming-in, and heavy media coverage of the plan made it appear even more widespread than it actually was.1  As the New York Times noted, at the end of the '40s, "just about every woman's magazine in the country, and most newspapers as well, were carrying stories about the revolutionary rooming-in arrangement."2 Contemporary writers and historians have attributed the success of rooming-in to visionary doctors and mothers who lobbied to reform postpartum care.  This paper presents an alternative interpretation of why rooming-in sprang up in hospitals and why it attracted so much attention.  I argue that rooming-in was the product of three factors: changes in postpartum medical management, institutional challenges on maternity wards, and postwar cultural trends.

. 
The view of rooming-in as an example of physician and consumer-driven reform is a compelling one.  In an era when managed care has made patients and practitioners feel increasingly powerless to shape the content and style of health care, it is satisfying to recall a past when visionaries could successfully step in and revamp the postpartum unit.  This is the history documented by Sara Lee Silberman, who describes the "pioneering" efforts of the Yale pediatrician Edith B. Jackson to reform postpartum care at Grace-New Haven Hospital in the late 1940s.3  Jackson observed that in moving childbirth from the home to the hospital, the needs of mothers and babies had been subordinated to the needs of the institution.  Enlisting the support of a skeptical staff, she spearheaded the design of a rooming-in unit that would more closely resemble the home environment and give mothers hands-on experience with infant care.  Jackson emphasized that rooming-in was far more than a matter of where babies slept.  She defined it as "a plan to maintain natural mother-infant relationships, to reinforce the potentialities of each mother and infant, and to encourage the family unit."4 Thanks to Jackson's vision and leadership, Silberman writes, rooming-in worked "to humanize birthing and feeding in a hospital setting and to re-empower the mother in those crucial, natural, life experiences."5


Consumers also played an important role in establishing rooming-in.  The earliest incidents of rooming-in were initiated at the request of individual mothers and their doctors.  In 1938, Margaret Mead and her pediatrician Benjamin Spock arranged for Mead's baby to room-in with her.  Joan Erikson, the wife of the psychoanalyst Erik Erikson, had her initial request to room-in denied, but she fortuitously contracted mumps at the time of her delivery and was isolated with her newborn.6  Frances Simsarian, one of the first mothers to room-in at George Washington University Hospital, wrote glowingly of the experience in an article in Child Study, in which she urged mothers "to revolt against current hospital practices that deprive them of their newborn babies' company."7  Contemporary observers of rooming-in acknowledged consumers' influence in sustaining the trend.  One administrator advised his colleagues in the journal Modern Hospital,  "Don't start a rooming-in program unless you are prepared to continue it. . .  for the patients will never allow you to discontinue the advantages of such a plan."8 Recognition of mothers' role in the development of rooming-in is consistent with the history of childbirth put forth by Judith Walzer Leavitt, who emphasizes women's active participation in creating birth environments that served their needs.9 


Undoubtedly, many mothers welcomed the changes brought by rooming-in.  One happily rooming-in mother described for the New York Times her delight at being able to  stay with her newborn.  She related how, after the birth of her previous child, she had resorted to paying the hospital cleaning woman to give her reports on her infant in the nursery.10  Rooming-in enabled mothers to learn to care for their babies in a supervised setting.  It gave mothers "the responsibility for the care of the infant, without the anxiety," and spared them the previously common shock of returning home with a newborn stranger.11  Following natural rhythms rather than rigid, artificial schedules for feeding made infants (and mothers) calmer.  In the words of one mother comparing rooming-in to traditional postpartum care, "It was like getting into a quiet country by-way after the glaring lights of Broadway!"12


Is instituting change in hospital care that simple?  Can concerned doctors and patients pressure hospitals into making maternity care a more empowering experience for mothers?  And why did the popular press take such an interest in postpartum care?  While the actions of individual crusaders contributed to the development of rooming-in, they do not account completely for the plan's proliferation or fame.  This essay examines the multiple medical and social factors that conspired to make hospitals and the public receptive to rooming-in.   [THIS PARAGRAPH NEEDS WORK!]


On maternity wards before World War II, rooming-in would have been unthinkable.  For mothers to take an active role in the care of their infants required mobility and a guarantee of sound health.  Before the war, mothers had neither.  Wartime changes in postpartum care, the results of happenstance and expedience on the one hand and pharmacology on the other, paved the way for rooming-in.


American obstetrics textbooks from the 19th century up until World War II stressed the importance of immobility for a healthy postpartum recovery.  Asserting that activity soon after childbirth disposed mothers to thromboembolism and uterine prolapse, textbooks advised at least 9 days of strict bedrest.13  Although physicians observed that working women who could not afford prolonged bedrest managed, paradoxically, to recover with few complications, they reasoned that the bodies of wealthier women, sacrificed at the expense of education, could not withstand such pressures.  As one doctor advised readers of Good Housekeeping in 1914, "just because some leather-nerved and slow-witted woman can go through childbirth and be back at work the next day," this was not a model to be emulated.  To be up and about less than ten days after giving birth was as unsafe and "as utterly impermissible" as being up and about less than ten days after breaking a leg.14  In the 1920s and 1930s, as hospital births became more common, mothers of all classes who delivered as in-patients received care in near conformity to the old textbook regimen. In New York in 1937, for example, mothers in the city's public hospitals remained on bedrest for an average of 8.1 days, while those in private hospitals stayed in bed for about 9.2 days.15  


With the onset of World War II, as civilian medical professionals were diverted to the military and a baby boom overflowed maternity wards, the impermissible became the unavoidable.  Postpartum stays were shortened, in some cases to 24 hours or less, to match the supply of maternity beds and nurses to the demand for babies.16  Short stays meant that mothers had to walk 

-- often right out the hospital door -- soon after childbirth.  Obstetricians conducted research to validate the safety of early ambulation.   A study published in 1944 in the Journal of the American Medical Association compared a treatment group of mothers who were allowed out of bed 3 or 4 days after childbirth to a control group who observed the traditional 10 to 12 days of bedrest.  Women in the treatment group experienced no uterine prolapse or clotting complications and had a lower morbidity rate than the control group.17   Early ambulation was now scientifically sanctioned.


After the war, the pressures for a quick recovery eased.   Massive hospital construction, funded in part by the Hill-Burton Act , made more beds available to mothers, and maternity stays stabilized at a comfortable six days.18  But the practice of early ambulation continued, bolstered by the publication of more studies confirming that mobility promoted, rather than impaired, circulation, and that uterine prolapse resulted, not from an erect posture, but from trauma to supporting fascia during delivery.19   Though early ambulation had been common among poorer women for generations, Parents' Magazine hailed it as the"latest advance in obstetrics," one that "promise[d] to revolutionize the whole system of postnatal treatment as it is practiced today."20  The latter claim was correct, in that early ambulation made the rooming-in "revolution" possible: to comfort, change or feed their infants, mothers had to get out of bed.  Without this fundamental shift in medical protocol, any theoretical concerns about the psychological harm of separating babies from their mothers could not have been addressed.  


A second change in medical care ​​​​​​​​​​that paved the way for rooming-in was the control of puerperal fever.  The chapter on postpartum care in all 14 editions of Obstetrics for Nurses published from 1904 to 1947 began with the following stern admonition:  "First, last, and all the time during the puerperium the nurse must consistently practice asepsis in everything that concerns the genitals and the breasts. . . .  She dare not relax her vigilance at any period of her attendance on the case."21  The 15th edition, published in 1951, told a different story.  Its postpartum chapter opened by commenting on the profound changes in postpartum nursing: the puerperium was no longer regarded as a state of illness, but as part of the natural reproductive cycle.  Although the nurse still needed to strive for asepsis, her main task now was to educate the mother on the care of herself and her baby.22  The textbook credited early ambulation for the shifted perception of postpartum patients as healthy rather than sick, but the deletion of the longstanding first sentence pointed to an equally significant cause:  The threat of puerperal fever, which had dictated the content of postpartum care for the previous decades, had been lifted.   


The control of puerperal fever was evident in the nation's mortality statistics.  In 1949, for the first time, America achieved a maternal mortality rate of less than 1: That year, there were .93 maternal deaths per 1000 live births, compared to 6.2 deaths in 1933 (the first year all states reported births and deaths).  Maternal deaths in the category comprising "other accidents of pregnancy and infection during childbirth and the puerperium" fell from 3,409 women (1.64 per 1000 live births) in 1933, to 964 women (0.27 per 1000 live births) in 1948.   This represented an 84% decrease in infection-related (and the much rarer accident-related) maternal deaths in 15 years.23  


Two developments contributed to the dramatic decline of puerperal infection:  First, during the war, conditions on maternity wards improved as the federal Emergency Maternal and Infant Care Act, which financed maternity care for servicemen's wives, required participating hospitals to meet minimum standards of safety.  Before EMIC, it was not uncommon in some postpartum wards to assign two women to a bed.24  EMIC policies forced hospitals to modernize and provide mothers with adequate ventilation, running water, facilities completely separate from medical and surgical patients, and their own bed.  These basic environmental safeguards minimized the spread of infection.25  The second development to combat postpartum infection was antibiotics. Sulfonamides in the late 1930s and penicillin in the 1940s transformed puerperal fever from a life-threatening disaster to a minor setback.  Antibiotic therapy made postpartum infection so mundane that the 1950 edition of Williams Obstetrics had to remind students to prescribe, in addition to the drugs, traditional measures such as rest, fluids, and wound drainage.26  Before the advent of antibiotics, most of postpartum nursing care was devoted to intricate cleansing rituals designed to maintain asepsis: washing the mother's perineum with 1% lysol every four hours and swabbing the nipples with boric solution before and after each episode of breastfeeding.27  During the wartime crunch, most of these practices were curtailed or abandoned and, like bedrest, found to be of no therapeutic value. 28  With the threat of infection tamed and bodily care streamlined, the focus of postpartum care could shift from physiology to psychology, the province of rooming-in.


If the medical developments of early ambulation and improved control of infection made rooming-in possible, institutional developments made it necessary.  A few hospitals that offered rooming-in, like Grace-New Haven, did so out of commitment to the principles its founders espoused: the importance of maternal-infant contact to the psychological health of both, the need to give mothers supervised hands-on practice in infant care, the value of integrating the social traditions of home birth into the convenience and safety of the hospital.  The pioneers of rooming-in warned that "the plan should not be taken out of context," its structure adopted but its philosophy ignored.29  But for many hospitals, the structure was all that mattered, and the choice to adopt rooming-in was not ideological, but practical.  Rooming-in promised a simple solution to two problems troubling hospitals: the nursing shortage and nursery epidemics.  

 
During and after the war, hospitals struggled with a nursing shortage.  For nurses returning from the military, jobs in industry or doctors' offices, advanced education under the GI Bill, or marriage were all more attractive than the low-paying, long hours of hospital nursing.  In 1950, the American Hospital Association reported 22,486 vacancies for graduate nurses.30  Hospitals responded to the shortage with various innovations: offering on-site child care to entice nurses with families back into the work force,31 expanding the duties of licensed practical nurses. . .  and making mothers care for their own newborns.


Rooming-in was not originally conceived as a means of lightening nurses' workload.  At Grace-New Haven, for example, intensive nursing care was a hallmark of rooming-in.  The hospital was able to generously staff its rooming-in unit by using Yale nursing students, assigning one student to each mother-baby pair.  Indeed, the hospital's director hypothesized that the exceptional nursing care under rooming-in might be a confounding variable in measuring the plan's success.  He wrote, "[It] must never be forgotten that this rooming-in program has been operating under virtually optimum conditions as far as personnel is concerned.  If the hospital had been able to provide the same continuous nursing coverage to mothers and babies under the conventional program, it is possible that there would have been as enthusiastic patient reaction from the conventional program as now obtains in the rooming-in."32  The plan's designers emphasized that mothers caring for their infants were not intended as a substitute for nurses.  On the contrary, rooming-in demanded more nursing time than traditional postpartum units because new mothers needed support and guidance while learning to care for their babies.  


Grace-New Haven's philosophy of nursing care was the exception, not the norm.  Other hospitals seized upon rooming-in as the answer to their staffing problems.  At Jefferson Medical College Hospital in Philadelphia, for example, no one bothered with lofty notions about the family unit or human potentialities.  That hospital freely admitted that it had instituted rooming-in because the nursing shortage had made it impossible to staff the nurseries adequately.33 In the 1920s and '30s, when hospitals first began actively recruiting maternity patients, they stressed that a chief perk of hospital birth was a week's vacation from domestic responsibilities.  But on Jefferson Medical's rooming-in unit, the days of postpartum vacations were over.  There each morning mothers were given a package of supplies for changing their infants and changing the crib linens, and sterile paper to put on the scale as it was wheeled around to weigh babies.  The hospital reported with satisfaction that, whereas under the traditional system there were not enough nurses to provide infants with the minimum 2.5 hours of nursing care per day mandated by the Board of Health, with rooming-in, newborns enjoyed round-the-clock supervision from their mothers.  One skeptical administrator, recognizing the fine line between helping mothers grow confident in infant care and putting them to work, asked how hospitals could justify to a patient the high cost of her stay when she was responsible for all the care of her baby.34   Indeed, Jefferson Medical agreed that there was a limit to what you could ask of mothers, at least, of mothers with the financial means to go elsewhere for care.  Rooming-in was mandatory for Jefferson's ward patients, but optional for those who could afford semi-private or private rooms.  In this way, rooming-in did manage to recapture the era of home births -- not by offering human warmth, but by recreating the class distinctions between mothers who had to work right after childbirth and those who did not.  


In addition to solving the nursing shortage, rooming-in offered hospitals a second advantage: the control of newborn infections.  In the 1940s, nurseries in hospitals across the country experienced epidemics of infectious diarrhea, impetigo, and respiratory illness.35   Such epidemics had become rare on adult units, including the maternity ward, because of architectural safeguards instituted in the pre-antibiotic era to minimize the spread of infection.  One basic safeguard was to isolate patients who showed signs of infection, but as one doctor pointed out, that was like "locking the barn door after the horse is stolen,"since by the time patients were isolated they had already infected their ward-mates.36  Therefore, an important additional design feature was the "small service unit," whereby patients were divided among several small wards instead of one large one.  In small units, if infection broke out, fewer patients were at risk of exposure.  In the late 1940s, hospitals realized that this design that had proven so effective in controlling the spread of adult infections could also work for newborns, and that small service units for babies were, conveniently, already available -- in their mothers' rooms.  


Paradoxically, central nurseries had been invented to protect babies from infection. Until the end of the 19th century, most hospitals roomed mothers together with their infants.  Johns Hopkins Hospital, for example, initially had no nursery and did not add one until after 1890.  Around the turn of the century, central nurseries were set up in response to mounting evidence that mothers were the source of infants' infections.  Boston Lying-In Hospital, for example, built a central nursery after one baby's diphtheria was traced to the chronic ear discharge of the mother in the next bed.  By the 1940s, however, with maternal infections well under control, sending infants back out to their mothers was safer than keeping them in the nursery. 37 


Rooming-in suited the need for newborn infection control perfectly.  Sequestered in their mothers' rooms, infants had less exposure to other infants and to nursery nurses who could spread germs from one baby to the next.  The most radical move was to eliminate nurseries entirely and institute 24-hour "compulsory rooming-in," as was done at Duke Hospital in North Carolina.  A pediatrician at Duke explained that the hospital had adopted rooming-in "not primarily for its psychological advantages but in order to avoid the possibility of nursery epidemics."38  (Actually, Duke's compulsory plan did not extend across-the-board.  Black babies continued to stay in their segregated nursery, both because facilities for black mothers were too "inadequate" to accommodate infants, and because black mothers and babies would get to room-in for good soon enough, since they were discharged home within 24 hours.39)  In pursuing rooming-in as an infection control measure, Duke ignored the aspects of rooming-in designed to promote psychological health.  In the ideal rooming-in unit, for example, mothers could return their infants to the nursery whenever they wished.  Grace-New Haven Hospital even switched from optional to mandatory nursery care at night to reduce mothers' feelings of guilt over getting a good night's sleep.  The change came in response to mothers' feedback that they preferred to sleep undisturbed but felt "moral pressure to demonstrate their motherliness" and keep their babies with them.40  Duke, in contrast, was so firm in its rooming-in policy that, in the case of an upset mother or inconsolable crying infant, the preferred solution was to sedate the mother with barbiturates rather than remove the infant from her room.41  As the psychological underpinnings of rooming-in were discarded, mothers found it considerably less satisfying.  One mother at a Michigan hospital that instituted compulsory rooming-in after an impetigo epidemic in the nursery said, "I came into the hospital intending to stay 10 days but believe I'll go home sooner.  I will be able to get more rest at home."42


In the late 1950s, rooming-in rose to even greater prominence as a means of infection control, as it became clear that antibiotics were not a magic bullet but a mixed blessing.  In the 1950s, a new strain of S. aureus emerged in hospitals around the globe.  Nicknamed "hospital staphylococcus" because it appeared only in nosocomial infections, the bacterium was resistant to penicillin, tetracycline and streptomycin.  Epidemiologists attributed the emergence of the multi-drug resistant bug to the widespread use of antibiotics.43   Hospital staphylococcus spread from the nursery (where personnel were found to be nasal carriers) to infants, who in turn infected their mothers while breastfeeding.  Many hospitals hit with S. aureus outbreaks converted to rooming-in to break the chain of infection.44  Alluding to John Snow's intervention in the London cholera epidemic, staff at a Seattle hospital described shutting down the nursery as "remov[ing] the handle from the pump."45   The reference to Snow was fitting, for drug-resistant bacteria essentially returned hospitals to the pre-antibiotic era.   Rooming-in, initially made possible by the ability to treat puerperal fever, was now sustained by the inability to treat emerging organisms.


It is likely that many of the 300 hospitals lauded in the 1958 issue of Parents for offering rooming-in did so out of concern about resistant bacteria rather than concern for the emotional well-being of mothers and infants.   But in the popular press and the popular imagination, rooming-in achieved fame for its philosophical roots, not its pragmatic ones.  In the early days of rooming-in, especially, the program attracted attention precisely because it played on dominant cultural trends:  Cold War fears, pop psychology, and new social constructs of childhood and motherhood.


 A writer mused in a 1949 issue of Better Homes and Gardens, "Is it the atom bomb that threatens us with doomsday, or is it the guilt and aggression in the frightened hearts of men?"  This was not an article about the proliferation of nuclear weapons.  It was about rooming-in.  The author continued, "Is it possible that our hope lies not with the generals, the "isms," the balances of power, the pacts, but in the soft warm breast of woman, and the fact that she has nothing better to do than stay close to her infant and love him?"46 These questions covered the cultural context of rooming-in: threats of war, the disturbed human psyche, and women who, presumably, had "nothing better to do" than invest all their energy in motherhood.


Many of the early writings about rooming-in drew on the terminology of the contemporary political landscape.  The term "rooming-in" was coined by the Yale child psychologists Gesell and Ilg in 1943.  In that book, Infant and Child in the Culture of Today, they explained, "A totalitarian "Kultur" subordinates the family completely to the state, fosters autocratic parent-child relationships, [and] favors despotic discipline. . . .  It is not concerned with the individual as a person.  A democratic culture, on the contrary, affirms the dignity of the individual person.  It exalts the status of the family as a social group, favors reciprocity in parent-child relationships, and encourages humane discipline of the child through guidance and understanding."47  In other words, only Germans would insist on feeding infants on a schedule in an impersonal central nursery.  Rooming-in was not just a floor plan for the maternity ward, it was the basis of democracy.  


Rooming-in also reflected political events in more subtle ways.  For many Americans, there was only one response to the horror of the atomic bombings and the Cold War.  In the words of one historian, "People turned away from thinking about harsh realities.  They turned instead to a nostalgic vision: the happy family huddling together against the visceral terror of modern times."48   The concept, if not the practice, of rooming-in satisfied everyone's nostalgic longing for the good old days.  One hospital administrator asserted that rooming-in "was a means of recapturing the well integrated family life."49  The lay magazine Today's Health enthused that with rooming-in, babies and mothers functioned "as in Grandma's day."50  Changes in maternity care echoed changes in the status of science in popular culture.  The postpartum wards of the 1920's and 1930's, in which infants were turned over to the care of experts in the central nursery, reflected the prestige accorded to science in that era.51  But in the atomic age, the public perception of science had changed.  After Hiroshima, science was no longer regarded as the key to better living but as a force run amok, an image projected in '50s films like Creature From the Black Lagoon, Godzilla, The Beast, and The Blob.52  The appeal of rooming-in was its promise that an infant's health did not depend on modern science and technology, but on old-fashioned mother's love.  As an article in the journal Child Study theorized, "It may not be too grandiose to see [rooming-in] as part of an even larger effort of tremendous importance in today's world -- the effort to strike a better balance between the swift onrush of intellectual knowledge and the abiding truths of the heart."53  Surely it was no coincidence that the second hospital in the country to implement rooming-in -- and the only one in the first wave of rooming-in that was not a university-affiliated teaching hospital -- was in Los Alamos.54


A second way that rooming-in tapped into cultural trends was in its promise to cure neurosis.  During and after World War II, there was a growing concern over mental illness and psychosomatic disease.  The war had called attention to the precarious mental health of Americans.  Draft boards had rejected 41% of urban inductees and 51% of rural inductees as unfit for service, with many rejections based on psychiatric disorders.  Observers noted that more than 50% of the nation's hospital beds were occupied by psychiatric patients, and that the exploding prison population was costing the country $26 billion a year.55  Even people who appeared to be mentally functional were afflicted with peptic ulcers, hypertension, or gastritis.  All of these problems, it turned out, could be traced to one cause: "faulty mother-infant relationships."56


In the late '40s and '50s, experts talked about mother-infant relationships in language that once had been reserved for describing microbes.  Yale's Edith Jackson promoted rooming-in on the grounds that separating mothers from their newborns "offered a favorable medium for the growth of unnecessary conflict between mother and child."57 John Bowlby, who popularized the term "maternal deprivation" in his study of institutionalized children, warned, "deprived children . . .are a source of social infection as real and serious as are carriers of diphtheria and typhoid."58  Bowlby stressed that maternal deprivation was not limited to orphans, but damaged any child whose mother did not offer constant loving care. 


What happened to children who did not get the loving care they needed?  Modern Woman: The Lost Sex, a 1947 pop Freudian work that, according to Betty Friedan, was "paraphrased ad nauseum . . . until most of its statements became a part of the conventional, accepted truth of our time,"59 explained it this way: Bad mothers, who constituted fully 50% of all mothers, fell into four categories: rejecting, overprotecting, dominating, or over-affectionate.  Children of the first three types of mothers grew up to be delinquents and criminals, sons of the over-affectionate mothers were gay, and the children of all four types were likely to be alcoholics.  The "fully maternal mother," in contrast, succeeded because "she can tell. . . what to do for the children by waiting for them to indicate their need.  If they are too cold, too hot, too wet, hungry or lonesome, they let her know and she meets the need."60  This is precisely the kind of mothering that rooming-in was designed to encourage.  As a pediatrician in the rooming-in unit at Duke Hospital wrote, "Only by having [the infant] constantly near the mother, where she can hear and satisfy his demands, can he be without discomfort or distress."61


Advocates of rooming-in affirmed wholeheartedly the theory that adult neuroses could be prevented by proper mothering in those critical first days (Figure 1)  In fact, rooming-in was described, not as a kind of obstetrical care, but as a "mental hygiene undertaking."62  One of the most vociferous proponents of rooming-in, James Moloney, developed his theories while stationed in Okinawa as a Navy psychiatrist.  He observed that, although the Okinawans were living under the worst conditions imaginable, they had "amazing psychological stamina."  He attributed this to the Okinawan mothers' practice of breastfeeding on demand and carrying their infants on their backs at all times.  In short, he said, the Okinawans' defense was that they were "well mothered."  Moloney was completely optimistic about what could be accomplished by the widespread application of Okinawan-style infant care, beginning with rooming-in.  In the journal Psychiatry, he explained that "a continuing world peace could be eventually achieved," since, with correct mothering, there would be no warped children to turn into adult bullies who start wars.63  

 
To think that the increasingly complex and lethal matrix of world politics could be controlled by something as simple as rooming-in was ultimately appealing to a generation that had witnessed a World War and a Cold War.  The belief that proper early mothering could prevent war was so compelling that it also figured in the literature of two other postwar maternity movements, the Read method of natural childbirth and the La Leche League.64  Theories about the powers of good mothering attracted an audience far beyond medical professionals, and thus Moloney's work translated smoothly from the language of Psychiatry to the language of Better Homes and Gardens.  Better Homes' version bore the engaging title "Is Your Wife Too Civilized?," and featured photographs of an American mother and an Okinawan mother similarly posed with their infants strapped to their backs (Figure 2).65  The article explained that nearly all physical and psychological problems could be rightfully blamed on modern American mothering.  Damage done in the early years was irreparable, since frustrations experienced in early infancy "are like air in a balloon.  Squeeze them out in one place and they bulge out in another -- in constipation, ulcers, apathy, fatigue, depression, something.  He grows up a docile Milquetoast who submits to anything, or a Hitler charged with aggression that must come out.  He is anti-Catholic, anti-Eleanor, anti-rich, anti-something."66  Better Homes counseled mothers that one insurance against raising an anti-Eleanor child was to room-in.   Reassurance that rooming-in could produce normal children was at least as comforting as knowing that it could prevent another world war.  In the '50s, images of juvenile delinquency were everywhere.  Who wouldn't grasp onto the hope that simply keeping a newborn with its mother would protect a family from raising a Rebel Without a Cause?


The idea that delinquency and neurosis could be prevented by unrelenting attention to a child's needs was a new one.  For the first four decades of this century, experts advised mothers to feed their infants on a rigid schedule, to let them "cry it out," to tend to their physical needs and then leave them alone, or they would be spoiled.67  Beginning in the late 1940s, the experts reversed their advice, and warned that this style of parenting was precisely what turned a child into a delinquent.  A 1945 issue of Hygeia, the American Medical Association's journal for laypeople, featured an article on "The Spoiled Child." The author, a pediatrician, did not underestimate the havoc wreaked by a spoiled child: He wrote, "Hitler's personality is typical."68  He counseled parents that children were spoiled not from indulgence, but from strictness.  Affection and an on-demand schedule for feeding and sleeping were the best preventive measures.  Rooming-in was designed for this kind of mothering, and another reason for rooming-in's popular acclaim is that it echoed the new child rearing philosophy.


Of course, the most influential advocate of permissive child rearing was Benjamin Spock,   whose Common Sense Book of Baby and Child Care was first published in 1946.  The first chapter of "Dr. Spock" begins, "Trust yourself.  You know more than you think you do."69  This sentiment was shared by the proponents of rooming-in, who insisted that mothers innately knew how to care for their infants better than any nurse.  One psychiatrist declared that a rooming-in infant would be shielded from anxiety "by the mothering which [it] can best receive from its own mother, whose love and maternal feelings almost instinctively motivate her to give to her infant exactly the kind of satisfaction and gratification he needs."70    Experts explained that the new style of child rearing, which focused on the needs of the infant instead of the convenience of the mother, was more demanding yet more appealing to women because it was "closer to instinct than to reason."71  Similarly, Hygeia magazine praised rooming-in because it allowed a mother to "give vent to her natural impulse" to comfort her crying baby.72  Nature and instinct were such a part of the rhetoric of rooming-in that one doctor proudly reported that a rooming-in infant "gets as good care as a puppy and a kitten."73   This was a far cry from the 1920s and '30s, when mothers were granted a postpartum vacation from responsibility because they were considered the least competent people in the hospital to care for their babies.   Rooming-in -- like its closely allied development in maternity care, natural childbirth --  affirmed women's "natural" affinity for motherhood.


The suggestion that women knew instinctively how to be mothers was related to the idea that women were destined to be mothers, or, as Better Homes and Gardens had put it, had "nothing better to do" than be mothers, exclusively and all the time.  This idea was part of the quintessential 1950s discourse that Betty Friedan labeled the feminine mystique.  Rooming-in captured the attention of the press and the public because it so mirrored the messages being given to women after the war: that their children should be the center of their lives.  As one doctor told  Newsweek, the goal of rooming-in was "to go back to the practices of 50 years ago when babies were . . . given unlimited 'mothering'."74 


Directing women toward unlimited mothering was high on the post-war agenda.  During the war, thousands of women had entered traditionally male jobs in industry.  Most women did not leave the labor force entirely after the war ended; by 1952, there were 2 million more wives at work than during wartime.  Rather, women were ushered out of high-paying industrial work into lower paid "female" jobs.75  Still, in spite of the reality of women's rising participation in the work force, or perhaps because of it, the dominant media image was of Rosie happily leaving her rivet behind to devote her life to her family.  Coverage of rooming-in could be easily molded to fit this formula.  Hygeia, for example, featured the story of Carol, who was rooming-in at George Washington University Hospital with her baby, Jim Bob.  The article emphasized that rooming-in was especially beneficial for women like Carol, because -- instincts aside -- she had no experience with babies.  Carol had studied architecture in college and worked as a home designer.  Then she met her husband George "and her career came to an end."  Although her architecture training helped her design "a streamlined nursery," it did not teach her anything about mothering.  Rooming-in gave her the crash course in baby care that Carol had neglected to include in her schooling.  Thanks to rooming-in, she would return home adept and confident at caring for Jim Bob, which would not only benefit the baby but would give Carol "more time for George."76   


Better Homes and Gardens was quick to point out that women's misguided forays into the public sphere caused far greater problems that making them inadequately prepared for motherhood.  That magazine's article on rooming-in asked, "Is it possible that neuropsychiatric casualties in combat in World War II were 300 percent higher than in World War I because the emancipated woman of the roaring twenties didn't stay home with her children and love and mother them?"77  The answer, of course, was a resounding yes.  The message of rooming-in was that infants needed their mothers -- in the hospital and for the next 18 years.  Rooming-in was a sort of indoctrination that would, according to one nursing textbook, "equip [a woman] to enjoy her role of motherhood."78   One obstetrician remarked disdainfully about mothers who did not choose the optional rooming-in plan, "There will probably always be women who will wish to avoid the responsibility of care of their babies and who will prefer to look upon their hospital stay as a vacation."79 Likewise, the journal Hospitals had nothing but scorn for patients who declined to room-in:  "Apparently they feel entitled to a rest."80  


How do we reconcile this image of rooming-in as a system for browbeating women into accepting socially prescribed roles with the image of rooming-in as a revolution won by mothers and doctors to humanize maternity care?  I think both parts of the story are true.  How they intersect might help us make some generalizations about what it takes to reform health care.  While consumers and practitioners can propose changes, the changes are likely to take hold only when they are useful for hospitals and congruent with the Zeitgeist.  


The history of the 1970s reincarnation of rooming-in, which went under the new label mother-infant bonding, confirms this hypothesis.81  In the early '70s, rooming-in was resurrected after Marshall Klaus and colleagues, inspired by studies of goats, cows and sheep, proposed a "maternal sensitive period" -- a window of time in the early puerperium when a mother's contact with her infant, or lack of it, would affect her subsequent mothering behavior.82  Interest in bonding arose at a time when feminists and consumer rights activists were lobbying for a more natural environment for childbirth, but, as with post-war rooming-in, consumer demand does not fully account for bonding's popularity.  Hospitals stood to benefit from the bonding craze:  Just as rooming-in solved the problem of nursery epidemics, bonding research was first undertaken to solve a problem created by neonatal intensive care units, which proliferated in the 1960s with the invention of new technologies to support the survival of premature infants.  Studies found that some parents who were denied contact with their infants during prolonged NICU stays had difficulty establishing normal parent-child relationships once the child came home.  Hospitals sought to prevent this chain of events by allowing parents to enter the NICU and participate in the care of their infants.  Soon the theory that deficient parent-child relationships could be prevented by early contact -- and conversely, that the lack of early parent-infant contact would lead to child abuse -- was expanded to include healthy newborns as well as premies, and rooming-in was integrated into maternity care .83    Hospitals also had an economic incentive to respond to consumer demands for a more natural maternity experience. With a record low birth rate, hospitals could not afford to lose clients.  Exaggerated fears that the childbirth reform movement would move birth out of the hospital altogether incited hospitals to make their facilities and practices more like home.84


The social climate ensured the popularity of bonding.  Bonding arose in the wake of the social upheavals of the 1960s.  In an article from 1980 that easily could have been written by a rooming-in advocate 30 years earlier, Klaus's partner John Kennell cited the "overwhelming array of individual, family, and societal problems" for which technology could not provide answers.  His article was illustrated with the requisite photograph of a mother (this one Peruvian rather than Okinawan) with her infant strapped to her back.  While James Moloney had recommended the intense mother-infant contact found in Third World cultures to prevent neurosis, Kennell theorized about its powers to prevent the latest socially symbolic malady, failure to thrive.85  Bonding appeared at the peak of the women's liberation movement, at a time when the trend of mothers working outside the home could no longer be ignored.  Bonding symbolized both a protest and a panacea to the undeniable fact that women and families had changed.  Bonding research emphasized maternal instinct, comparing women to sheep and goats just as rooming-in infants had approvingly been compared to puppies and kittens.  The beauty of maternal instinct was that, being biological, it was not vulnerable to attack in the way that cultural institutions such as the sexual division of labor was.  Bonding promised that mothers would always be mothers, even if women were no longer acting like the used to.



The history of rooming-in and its successor, bonding, illustrates that changes in health care occur in the context of a constellation of medical, institutional, and cultural events.  It does not discount the importance of action by individual visionaries, but it does suggest that visionaries need to act in the right place, at the right time.  The implications for health care reform are both sobering and liberating.  On the one hand, it suggests a limited success for reform at times when the medical and social climate is not fertile, regardless of the zeal of would-be reformers.  On the other hand, coincidental developments in medical protocols, medical institutions, and popular culture can all lead to unexpected opportunities for reform. 

