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The Lives and Deaths of Young Medieval Women: The Osteological Evidence 

By Fiona Shapland,1 Mary Lewis2 and Rebecca Watts3 
 

WRITTEN SOURCES FROM THE MEDIEVAL PERIOD focus mainly on the activities of 
adults, particularly males and often those from the wealthier sections of society. Recent 
scholarship has attempted to redress this balance by giving attention to medieval women 
and children, but we are still limited by what we can learn about the daily lives of all 
members of medieval English society. Osteology, the study of human skeletal remains, 
suffers from no such bias and can provide substantial and detailed information on growth, 
health and daily life of the general population. This paper presents the results of a new 
analysis of the skeletal remains of over 300 medieval girls and young women aged at 
between 14 and 25 years from a number of English cemetery sites. We incorporate data 
from the published archaeological literature as well as documentary evidence to provide new 
insights into the lives and deaths of young medieval women. 

 
Medieval adolescence as an important stage in the life course has received renewed 

attention in the last few decades,4 but this research focuses primarily on the better 
recorded lives of young men. As in virtually every period of history, women feature much 
less frequently in all forms of documentary evidence from the medieval period.5 This is 
especially true for the lower classes, as detailed sources on the lives of medieval women 
generally focus on the aristocracy or gentry, and women such as Margaret Beaufort6 or 
Margaret Paston,7 whose lives were far from typical. The daily activities undertaken and 
challenges faced by poorer young women remain largely unknown.  

Osteology may provide part of the answer to this problem. Thousands of medieval 
skeletons have been excavated in England over the last half century, from a variety of 
cemetery contexts ranging from richly furnished burials within church buildings to mass 
plague graves. These physical remains provide a wealth of information on the lives and 
deaths of young medieval women. The number of female skeletons aged between 14 to 25 
years excavated from English medieval cemeteries (c AD 900–1600) is approaching 930, 
providing a large dataset for analysis. Of these, 314 (33.7%) from five cemeteries across 
England have been recently re-examined. The samples were derived from: St Peter’s 
Church, Barton-upon-Humber, Lincolnshire,8 St Mary Spital, London,9 St Oswald’s Priory, 
Gloucester,10 and Fishergate House and St Helen-on-the-Walls in York.11 
 

DEFINING YOUNG MEDIEVAL WOMEN 
The current analysis focuses on the medieval skeletons of girls and young women 

with an estimated age at death of between 14 and 25 years based on their dental and 
skeletal development.12 They provide a snapshot of female health during a crucial period of 
their sexual maturity and fertility. The choice of this age range is partly practical; the 
assessment of sex in child skeletal remains is difficult, but from 12–14 years onwards 
becomes increasingly reliable as the separate elements that make up the pelvis begin to 
fuse and sexual differentiation in pelvic morphology can be assessed.13 At the other end of 
the age range are individuals who in modern terms would be considered fully adult. 
However, the period of ‘youth’ in medieval England, before the achievement of full social 
adulthood, may have extended well past physical adolescence, and the age of 25 years is 
often used as the cut-off point.14 
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It is difficult to deduce from documentary sources the age at which ‘girls’ formally 
became ‘women’ in medieval England. It is likely that the externally visible changes of 
puberty such as the development of breasts and hips would have changed the way in which 
girls were viewed by their community, but the age at which these changes took place would 
have varied considerably between individuals, just as in modern populations. In furnished 
early medieval cemeteries, adult female gravegoods appear in the graves of adolescent girls, 
suggesting that the physical changes of puberty were important in defining the female child-
to-adult transition.15 Whether this was true of later medieval society where gravegoods are 
scarce, however, is hard to ascertain. The importance of female sexuality and fertility meant 
that sexual maturation was always much more closely tied to social adulthood for women 
than for men, but for most medieval young women physical adulthood did not equate to 
social adulthood.16 Instead, puberty may have marked the beginning of the phase of 
‘maidenhood’ rather than adulthood.17  

Lifestyle changes for the teenager, in particular the onset of formal work, may have 
marked a further step away from childhood, particularly if this involved a move away from 
the parental home. That the 14th-century poll tax was levied on all those aged 14 years and 
above suggests that young women were expected to be earning their own money by this 
age.18 Although exact numbers are impossible to calculate, it is clear from the documentary 
evidence that a significant proportion of young women migrated to urban centres such as 
London and York to obtain employment, most commonly a service position.19 This move 
would have been a dramatic, and potentially a traumatic, change in lifestyle for young 
women. Although it may have brought greater freedom and responsibility, it does not seem 
to have conferred full adult status; there is evidence that young women in service were 
always viewed as ‘girls’ regardless of their age, just as young men were not viewed as full 
adults before the completion of an apprenticeship contract.20  

One lifestyle change more than any other had the effect of altering a young woman’s 
identity. Marriage is usually described as the decisive rite of passage to adulthood for 
medieval women.21  Although the legal minimum age at marriage in medieval England was 
set at 12 years, in reality, marriage at such a young age was largely restricted to the nobility, 
with the average age at marriage in the general population estimated at 20–25 years,22 and 
perhaps even later following the Black Death.23 This would provide a very late age of 
achievement of ‘adulthood’ by modern standards. However, although marriage was very 
much the expected path for women, a significant minority — perhaps around 15% — never 
married.24 

Given this evidence, the biological and social period of ‘adolescence’ appears to have 
been drawn out, with medieval girls facing a series of lifestyle changes on their road to 
becoming young women. The following sections discuss how osteology can add to our 
current knowledge of the different facets of this transition in turn, starting with the physical 
changes of adolescent growth and puberty. 
 

PUBERTAL DEVELOPMENT AND GROWTH 
Growth and maturation are thought to have been much slower in the later medieval 

period due to a plethora of negative environmental factors: poor nutrition, widespread 
disease, poor medical care, and hard physical labour. Certainly, documentary sources 
highlight periods of famine and epidemic disease, which would have had a strong negative 
impact on growth and development.25 Alongside these dramatic but infrequent events, 
most young medieval females would have experienced everyday hardships and hazards. 
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Understanding the impact of these environmental conditions on their physical development 
using documentary sources alone is very difficult, and this is an area where osteological 
analysis has much to contribute.  

The most straightforward means of assessing growth in skeletal remains is by 
examining long bone length before the fusion of the epiphyses. The femur is the most 
commonly used bone for this kind of analysis as it is robust and likely to survive intact, and 
makes up the greatest proportion of standing height. Unfortunately, the age at which it 
becomes possible to assign a sex with any confidence is close to the age at which the long 
bone epiphyses fuse, making any sex-specific analysis of long bone growth in childhood very 
difficult. For this reason, femoral diaphyseal length was recorded for just 23 females aged at 
between 14 and 16 years in this study (Tab 1). No comparable modern data are available, as 
today the vast majority of girls have commenced fusion of the femoral epiphyses by the age 
of 14 years. However, based on this limited dataset, it does seem that long bone growth in 
the medieval sample was below modern standards such as those recorded by Maresh for 
20th-century white children in Denver, USA.26 The average femoral diaphysis length 
recorded for the medieval 14-year-old females (354 mm) is closest to that recorded by 
Maresh for 20th-century 10-year-olds (348 mm). The average figures for medieval 15 and 
16-year-old females (365 mm and 366 mm respectively) are still lower than for 20th-century 
11-year-olds (367 mm). These data suggest that growth in medieval England fell well below 
modern standards, perhaps reflecting the lower standard of living medieval children would 
have experienced. 

 
Table 1: Femur diaphysis length by estimated age in medieval female skeletons 

Estimated age 
(years) 

No. of 
individuals 

Femoral diaphyseal 
length (range, mm) 

Mean femoral 
diaphyseal length (mm) 

14 8 338-365 354 

15 9 344-394 365 

16 6 335-387 366 

 
It does not necessarily follow that medieval women were considerably shorter than 

their modern counterparts. When compared to dental formation, epiphyseal fusion in the 
female adolescent skeletons from our sample was delayed by two to three years in 
comparison to modern standards, allowing them to ‘catch-up’ their growth during the 
pubertal growth spurt.27 This pattern of extended growth appears to have been common in 
the medieval period; Cardoso found that, although growth before puberty was delayed in 
both his medieval and early 20th-century Portuguese samples, post-pubertal growth for the 
medieval population showed significant recovery towards modern levels.28 

Femoral length including fused epiphyses was recorded for 131 medieval females 
aged between 17 and 25 years. This can provide a means of estimating standing height using 
the formulae of Trotter and Gleser.29 The mean stature for the females in the combined 
sample was 157.2 cm (5’2”) based on 131 individuals, with over half of the young women 
measuring between 5’1” and 5’3”. Only very slight differences in stature were noted 
between the women of Lincolnshire, London and Gloucester, although the London females 
had greater diversity in adult height. York women were notably shorter, with a mean stature 
of 152.9 cm (5’0”), although this is based on only 12 individuals (Fig 1). It may indicate that 
the young women buried in the York cemeteries, many of whom are believed to be migrant 



 4 

workers from the surrounding rural hinterland,30 experienced urban living conditions that 
were too poor to allow for final catch-up growth. For example, the average stature for 
females who remained in nearby rural Wharram Percy was 157.8 cm,31 very close to the 
overall average. In fact, the young medieval women from our sites are slightly shorter than 
the average range for medieval women when all ages groups are considered, reported to be 
between 159–160 cm.32 This may suggest that girls who experienced poorer conditions for 
childhood and adolescent growth were more likely to die around or before the age of 25 
years. 

 

 

Figure 1: Estimated stature of young medieval women in the study sites; boxes represent 
25th to 75th percentile, with median shown as centre line, while whiskers represent 
outliers 

 
It has been suggested that female height may have suffered in comparison to male 

height in medieval Europe due to preferential feeding and care of male children,33 causing 
greater sexual dimorphism in growth and final stature between the sexes.  By comparison, 
the average stature of young men at our sites (156 individuals) was 169.5 cm (5’7”). This 
may simply be the result of sexual dimorphism as such comparisons are similar for modern 
western populations, and therefore does not support the hypothesis that girls experienced 
poorer nutrition and living standards than boys.   

A further way of examining adolescent growth and development is by recording the 
timing of specific dental and skeletal events known to occur at certain points in pubertal 
development. These methods, commonly used in modern paediatrics and orthodontics, 
have only recently been applied to archaeological remains:34 examination of canine root 
development, epiphyseal fusion in the hand and wrist, maturation of the iliac crest,35 and 
changes in the morphology of the cervical (neck) vertebrae.36 According to these indicators, 
it appears that all of the individuals studied had entered the pubertal growth spurt by the 
age of 14 years. In the modern western world girls tend to begin puberty around the age of 
10 years,37 and so this result would fit with modern expectations. More information can be 
gained from examining the epiphyseal fusion of the hand phalanges, a process known to 
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occur during the deceleration phase of the pubertal growth spurt, and correlated with first 
menstruation in modern females. Although the age at which this event occurred varied in 
our sample just as among modern girls, fusion appears to have occurred most frequently 
between 15 and 17 years (Fig 2). At 14 years, only 36% of girls display fusing or fused hand 
phalangeal epiphyses, but by 17 years this figure has risen to 84%.   

 

 

Figure 2: Epiphyseal fusion of the hand phalanges by age in the females examined (n= 

208). 

A second skeletal event known to be associated with first menstruation, the 

ossification of the iliac crest of the ilium, was also only found in girls aged at 15 years or 

over. Interestingly, this is roughly in line with the average age at menarche suggested by the 

few available documentary sources.38 An average age at menarche of between 15 and 16 

years would be much later than the modern British average of just under 13 years.39 In 

addition to their shorter stature, this finding adds weight to the argument that 

environmental factors such a deficient diet and disease were having a negative impact on 

medieval female growth and development. Interestingly, however, this average age at 

menarche is below the age of 17 years recorded for mid-19th century females,40 indicating 

that urban conditions were not as detrimental as those experienced during rapid 

industrialisation.  

Osteological analysis can also provide information about the end of the pubertal 
growth spurt, and the cessation of growth by examining the fusion of the distal epiphysis of 
the radius in the forearm. This epiphysis begins to fuse in the final year of the growth spurt 
and complete fusion indicates that an individual is post-pubertal. For the majority of 
modern British females, this occurs between 15 and 16 years.41 The evidence for medieval 
England, however, shows a delay in the achievement of this milestone, which appears to 
have fallen between 17 and 18 years for most girls, based on 247 individuals with this bone 
surviving (Fig 3). Complete fusion of the iliac crest of the ilium, which signals the end of 
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pelvic growth, was only seen in a minority of women aged below 20 years, based on the 277 
individuals (Fig 4).  

These data suggest that puberty was extended into the very late teens for young 
medieval women, pushing back the timing of achievement of full physical adulthood. This 
extended period of physical adolescence indicates that living standards for young medieval 
women, at least in the urban and small town environments, were considerably poorer than 
those of modern British adolescents.  

 

 

Figure 3: Distal radius fusion by age in the female skeletons examined (n=247).   

 

Figure 4: Iliac crest fusion by age in the female skeletons examined (n= 277) 

Some variation between the sites was noted, with pubertal development most advanced in 
the small town of Barton-upon-Humber, and most delayed in the urban hospital cemetery 
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of St Mary Spital, London. This presumably reflects the harsher living conditions experienced 
by the girls living and working in London.  

 
LIVING CONDITIONS, MIGRATION AND WORKING LIFE 

Documentary sources indicate that it was usual for medieval girls to take up a formal 
service contract, casual labour or, more rarely, apprenticeships in their teenage years, 
usually involving a move away from their natal home.42 It is believed that the demographic 
changes caused by the Black Death may have led to increased opportunities for many 
women to migrate and work.43  

Although less documentary evidence is available for women than for men, there is 
evidence for female servants much younger than 12 years in urban households,44 and some 
migration may have occurred at a very young age. Although legislation was passed to 
regulate the minimum age for apprentices — 13 years in the early 14th century, rising to 16 
years by the 15th century — apprenticeships were rarely available for girls, and no such 
legal minimum age existed for servants or casual workers. The available evidence suggests 
that girls started formal work away from home at a younger age than boys.45 

The effect that this life change would have had on young women would have 
depended on the circumstances of their migration and the nature of the work they 
undertook. Migration brought with it several advantages, notably the opportunity to earn 
and save money, the acquisition of knowledge and skills, and a degree of personal freedom; 
the latter is perhaps most clearly indicated by the large number of migrant women recorded 
as making ‘merchet’ payments for the right to choose their own marriage partner.46 On the 
other hand, moving away from home, particularly to a town or city, could bring with it new 
challenges and hazards, such as sexual predation, mistreatment, injury and disease.  

Infection was an ever-present hazard in medieval England, but particularly in the 
crowded conditions of the urban centres. Documentary sources recall the devastation 
caused by the Black Death and subsequent plague outbreaks. Evidence for the impact of 
endemic diseases is much rarer. Osteological evidence provides a more solid foundation for 
a study of such diseases. Unfortunately, only chronic infections will leave a trace on the 
skeleton, but they can provide useful information on some of the ailments suffered by 
young medieval women.  

Chronic maxillary sinusitis is an uncomfortable, but rarely serious, infection of the 
upper airways, which may result in bone formation within the sinus.47 Although sinusitis can 
result as a complication of dental disease or be related to infections such as leprosy, 
previous studies have shown the prevalence of sinusitis is most commonly related to air 
pollution and an urban environment.48 In the current sample, when dental and infectious 
disease was controlled for, there was a higher prevalence of sinusitis in young females 
compared to their male counterparts, at 25.2% (n= 36/143) compared to 9.5% (n= 15/158), 
a highly significant difference (chi-squared test, p = 0.007). Despite the link of chronic 
sinusitis to urban air pollution, rates were the lowest in London (Tab 2) and particularly high 
at York (46.6%). It may be that working indoors had a greater impact on the development of 
the condition, whereas atmospheric air pollution was less significant, and more women in 
York worked as domestics. The sample at York is small compared to London which may 
affect these results, but previous studies have shown the women of medieval York to have 
higher rates of the disease compared to the rural counterparts.49  

 
Table 2: Prevalence of maxillary sinusitis among young women at the sites studied 
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Site No. of young women presenting 
sinuses for examination 

No. displaying maxillary sinusitis  

Barton-upon-Humber 
 

34 9 (26.4%) 

St Mary Spital, London 
 

84 17 (20.2%) 

St Oswald’s Priory, 
Gloucester 

10 3 (30%) 

St Helen-on-the-Walls and 
Fishergate House, York 

15 7 (46.6%) 

 
Young medieval women also appear to have been disproportionately affected by a 

much more serious disease, tuberculosis. This disease may be diagnosed in skeletal remains 
where distinctive erosive lesions in the spine, ribs or major joints are observed.50 The crude 
prevalence rate (or CPR, based on the number of individuals affected) of tuberculosis 
calculated for the female skeletons in the sample was 3.4% (n= 11). Nearly all of these cases 
were from St Mary Spital, where the CPR was 4.9% (n= 10); among young males at this site 
the rate was just 2.2% (n=4). Although the numbers are too small for statistical analysis, 
given that only 5–7% of cases of tuberculosis are thought to involve the skeleton,51  this 
result indicates that much greater numbers of women living and dying in London were 
actually suffering from tuberculosis.  

Tuberculosis is known to be exacerbated by poor, overcrowded living conditions and 
a deficient diet, in particular a lack of vitamin D.52 Vitamin D if produced through exposure 
to ultraviolet light and to a lesser extent, through access to oily fish in the diet, lack of 
vitamin D results in rickets and osteomalacia.53 Rickets is recognised as producing weakened 
bone with characteristic fraying at the ends of the ribs and long bones, with osteomalacia or 
healed rickets diagnosed where there is abnormal bowing, pseudofractures or other skeletal 
deformities.54 The CPR for rickets in the young medieval women examined (5.1%, n=16) was 
higher than that for the men (3.2%, n=10). Again, the numbers are too small for statistical 
analysis, but this may provide further evidence for girls having a more indoor lifestyle than 
boys in the medieval period.  

In terms of everyday tasks undertaken, there would have been clear differences 
between the activities of girls in rural areas and in urban areas, but it appears that the 
majority of women’s work in either environment took place in and around the home, in 
domestic tasks as well as helping with the animals and kitchen garden (in rural areas) or the 
workshop of the urban home.55 Most women appear to have undertaken a huge variety of 
different tasks during the working day, from cleaning and washing, collecting water and 
cooking, to baking and brewing, spinning and weaving, as well as looking after children, 
while men were generally able to focus on one main profession.56 There can be little doubt 
that this extensive workload was exhausting for many women, but osteological study can 
provide further direct evidence for the impact that this had on young women’s bodies.   

A wide range of trauma has been recorded on the skeletons of young medieval 
women, including fractures of the upper limb and finger bones, cranium and ribs, lower 
limbs and feet.57 However, the prevalence of fractures of each type is lower than among 
males, suggesting that girls were exposed to (or exposed themselves to) fewer risks of injury 
than boys. It is notable that of the 48 cases of trauma reported in the grey and published 
literature, cranial, rib and jaw injuries, suggestive of interpersonal violence, only started to 
appear in women aged 17–25 years, comprising 18.6% of the 43 fractures for this age group. 
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This suggests that the risk of violence rose as girls turned into young women, perhaps 
reflecting domestic violence after marriage.58 

There is one area of the skeleton where young women seem to have suffered 
virtually the same frequency of fractures as young men, the vertebral column. By far the 
highest prevalence rate for vertebral fractures (4.7%, n=9) was found at St Mary Spital (Tab 
3), suggesting that it female workers in the capital, or at least the poor workers buried in 
this hospital cemetery, were undertaking the activities most likely to cause spinal injury. The 
majority of these fractures were compression fractures, often caused by falls from a height, 
although avulsion and hyperflexion injuries were also present.59  

Schmorl’s nodes are common, often asymptomatic, depressions caused by 
herniation of the nucleus pulposus on the superior and inferior surfaces of the vertebral 
bodies. Their aetiology is complex, although spinal trauma caused by vigorous activity and 
flexion and extension of the spine is most commonly associated with their formation.60 The 
age of their occurrence is not clear, but they generally appear before the age of 18 years.61 
Plomp et al argued that males are more susceptible to these lesions due to the size and 
shape of their vertebrae.62 In our study, medieval women had a higher prevalence of the 
lesions (Tab 3). Analysis of the location of by Schmorl’s nodes on the vertebrae revealed that 
the lumbar vertebrae were affected far more often among women, and the central thoracic 
vertebrae among men. This mirrors vertebral fractures where in the women all of the 
fractures occurred in the lower thoracic and lumbar vertebrae, while in young men the 
central thoracic vertebrae were affected. This may suggest different activities; strain on the 
lumbar vertebrae, in particular, may be caused by bending and lifting.63 

 
Table 3: Crude percentage prevalence rates for vertebral pathology among young 

medieval women (male rates in brackets) 

 St Mary Spital Barton-upon-
Humber 

York All sites 

Vertebral fractures 4.7 (4.4) 0 (0) 2.6 (0) 3.9 (3.4) 

Schmorl’s nodes 33.3 (45) 16.2 (25.7) 32.3 (40.4) 29.8 (40.3) 

Spondylolysis 4.8 (2.9) 3.0 (0) 3.2 (2.1) 4.4 (2.2) 

 
Further evidence for stress being placed on the spines of young medieval women is 

provided by cases of spondylolysis. This describes the partial separation of the inferior 
facets on the neural arch from the vertebral body, usually between the ages of 10–12 years. 
The condition results from microtrauma in low grade stress on the lower back due to 
bending and lifting strains, or a fall from a height,64 but may have an underlying congenital 
cause. This injury was present in 4.4% of the female skeletons examined (Tab 3). This is 
higher than the prevalence of this condition found by the authors among young medieval 
males (2.9%), although the numbers involved were too small for statistical analysis. Again, 
the area involved is the lumbar region of the vertebral column. In addition, three young 
women, two aged at around 21 years and one at 22–25 years, display early degenerative 
joint disease of the vertebral column.  

What emerges from the osteological evidence is that the workload of many young 
medieval women appears to have been literally backbreaking, and these early injuries may 
be expected to have led to significant back problems and pain in later life. It seems likely 
that these early spinal problems were caused primarily by carrying heavy loads at a time 
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when the spine was still forming and vulnerable. Research from the grey and published 
literature reveals that rates of spinal injury were higher in urban than rural women65 and 
suggests that the workload of the young migrant women in service was harder than that of 
the young women who remained in the country or in small towns with their families. For 
example, the prevalence of vertebral fractures, spondylolysis and Schmorl’s nodes was 
lowest at Barton-upon-Humber, a wealthy small town.66  
 

MARRIAGE, SEXUAL ACTIVITY AND CHILDBIRTH 
There is considerable evidence to suggest that marriage was a defining moment in 

the medieval female life course, marking the transition into true social adulthood.67 It is 
notable, however, that there was a significant gap between the legal age at marriage (12 
years) and the average age at marriage (20–25 years even before the Black Death) in 
medieval England.68 The new analysis of pubertal development in medieval England 
discussed above suggests that the average age at menarche was 15–16 years. Full fertility, in 
terms of the likelihood of conception, carrying a healthy pregnancy to term and surviving 
childbirth, would only have followed several years after menarche with the completion of 
pelvic growth,69 which in our medieval sample appears to have been rare before the age of 
19 years. The fact that many young medieval women would not have been fertile before 
their twenties may be one reason for the relatively late average age of marriage during this 
period.70 It also suggests that marriage at the legal minimum age of 12 years would rarely 
have been fruitful, and any pregnancy that did ensue would have carried significant risks for 
the mother. We know of several medieval legal cases of the marriage of young girls where 
the ‘physical readiness for marriage’ of the girl in question was debated.71 There is evidence 
to suggest, however, that the majority of cases of marriage before 15 years were confined 
to the nobility.72 Today, girls of higher socio-economic status, with a considerably better 
standard of life, mature earlier than average. For example, high caste girls in 20th-century 
India have an average age at menarche over a year younger than low caste girls.73 The 
average age at menarche for noble girls in medieval England may therefore have been 
younger than the average age of 15–16 years described above. Even so, a pregnancy before 
the completion of pelvic development would have been dangerous; a famous example of 
this is provided by Margaret Beaufort, who appears to have been rendered sterile by a 
difficult first birth (of the future king Henry VII) at the age of just 13 years.74 An 
understanding of these risks is demonstrated by several contemporary authors,75 and was 
reflected in the Jewish rule that contraception (banned by Christian teaching) could be used 
to prevent pregnancy if the bride were too young to safely bear a child.76  

In theory, marriage coincided with sexual initiation for young women, and if the 
Church’s remonstrations to remain celibate until marriage were universally followed, it 
would indicate a relatively late age of sexual initiation. In reality, premarital sex among 
betrothed couples seems to have been common,77 and sex with other partners, in not all 
cases consensual, was far from rare. Evidence for this is provided by the erratic enforcement 
of ‘legerwite’ or ‘leyrwite’ fines on serf women who engaged in premarital sex.78 Premarital 
sex is thought to have been particularly common among young girls and women living away 
from home, for example in service roles, due to the greater freedom and availability of 
partners as well as the risk of sexual predation or pimping from employers.79 The sexual 
exploitation of girls in service appears to have been a frequent problem based on the legal 
record,80 and many young women must have lost their virginity in these circumstances. The 
extensive focus of many writers on admonishing young women to stay celibate until 
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marriage may be taken as further evidence that premarital sex was seen (at least for 
women) as a significant societal problem.  

Two aspects of osteological analysis may shed light on sexual activity among young 
medieval women. The first is a sexually transmitted disease. Venereal syphilis, a treponemal 
disease, affects the skeleton in its tertiary stage, causing distinctive skeletal lesions.81 From 
the end of the 15th century, syphilis is believed to have been endemic in urban areas of 
England, although recent work has suggested that it may have been present at a much 
earlier date.82  

Among the 14-25 year old female individuals examined, four probable cases of 
treponemal disease were recorded, based on the presence of characteristic gummatous 
lesions in the cranium or long bones.83 Three of these were found in the young women from 
London, and one was found in York, at St Helen-on-the-Walls. One further case is known 
from Blackfriars, Gloucester;84 no cases were identified in the rural or small town sites 
consulted in the wider survey. The two youngest women to show signs of treponemal 
disease were aged at just 16 years. It is difficult to rule out congenital syphilis in these cases, 
as the presentation of the two conditions can be very similar, although none of these 
skeletons display the typical dental deformations of congenital syphilis. If the disease is the 
venereal form of treponemal disease, or syphilis, this would suggest the girls were very 
young when first infected. Syphilis generally takes several years to cause such destruction in 
the skeleton.85 Although the number of cases recorded is small, given that only 10–20% of 
individuals with tertiary syphilis experience skeletal involvement and that skeletal lesions 
take several years to develop,86 it seems likely that much greater numbers of young women 
were affected by this disease. 

The spread of sexually transmitted diseases such as syphilis was exacerbated by the 
problem of prostitution in medieval towns and cities. Karras argues that regulations of the 
Guilds limited women’s access to the normal labour market, forcing them to turn to 
prostitution out of necessity.87 There is little direct evidence that apprentices were procured 
as prostitutes, but one extant record from London City and Ecclesiastical Court (AD 1423) 
attests that one Alison Boston took apprentices who she hired out for the ‘horrible vice of 
lechery’.88 There are also accounts of men taking young girls (invenculae) to the London 
stews and selling them as prostitutes, suggesting the types of danger faced by young 
unskilled immigrant women. Goldberg89 cites the famous references from medieval York in 
AD 1482 that place prostitutes within the legal realm of ‘lepers’ and pigs in the hazards they 
caused for the local population. She does not discuss the age at which women may have 
turned to prostitution, but suggests widows and daughters of labourers, known as 
‘spinsters’ and ‘seamstresses’ (sempsters), needed to work several jobs to make ends meet, 
including petty theft, illegal ale retailing and prostitution. Goldberg argues that although 
fulltime, ‘professional’ prostitutes were rare, many women were forced into occasional 
prostitution in hard times.90 This would have been a particular risk for a migrant girl away 
from the safety of her family.91 Although it is impossible to state that any of the young 
medieval women examined were forced into this profession, this must be considered in the 
cases where possible syphilis is recorded. 

A second consequence of sexual activity, pregnancy, may also in exceptional 
circumstances be visible in the archaeological record. In total, eight cases of young women 
buried with fetuses in utero have been recorded from medieval cemetery contexts. These 
burials represent ‘obstetric catastrophes’ with the death of both mother and child in late 
pregnancy or childbirth. Although there was a Christian injunction in place in medieval 
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England for infants to be removed from their mother’s womb before burial,92 this does not 
appear to have been rigorously obeyed.  

All of the individuals buried with a fetus in utero in medieval cemeteries have an 
estimated age at death of around 20 years or over, and thus none represent particularly 
young ‘teenage’ pregnancies. This may support the idea that in the medieval period teenage 
girls were not falling pregnant, as first pregnancies are often seen as the most hazardous.93 
It also fits with the known late pattern of marriage in this society. However, it is by no 
means certain that all of these women were married. The two examples from St Mary Spital 
may have represented extramarital pregnancies as the hospital was known to accept 
unmarried women in pregnancy or childbirth.94 It may be significant that neither of these 
women received an individual grave or any grave ornamentation. In contrast, the elaborate 
nature of one young mother’s burial at Barton-upon-Humber, in a coffin within the church 
and with a cloth of gold artefact,95 surely indicates that this woman was married and held a 
position of substantial social standing.    

Given the high mortality rate of women in childbirth in the medieval period revealed 
by documentary sources,96 it is clear that these rare burials represent a dramatic under-
estimation of the real levels of maternal mortality. In many cases, the churches prohibition 
on burying fetuses in utero may have been observed.  In a large proportion of births, too, 
the child may have been saved, leaving little clue as to the cause of death of the mother.  

 
CONCLUSION 

 The period of social adolescence for young medieval women seems to have been an 
important life stage, encompassing the growth to full physical adulthood and fertility, the 
adoption of adult working roles and, for most young women, the move from legal 
dependence on a father to legal dependence on a husband, with perhaps a few brief years 
of relative independence in between. The comparative absence of young women from 
documentary sources means that osteological information plays a vital role in our 
understanding of this group, and it can reveal a great deal about the way in which medieval 
girls grew into women, the living conditions they enjoyed or endured, the work they did and 
the health problems they faced.  

Many of the conclusions drawn from osteological analysis of this group articulate 
with and illuminate the documentary evidence. The average age at which full fertility 
appears to have been achieved, around 20 years, is substantially later than in modern 
England, but ties in well with the known average age at marriage in this society. The greater 
susceptibility of young women to respiratory infections, from the relatively benign maxillary 
sinusitis to the deadly serious tuberculosis, chimes with the picture drawn from 
documentary sources of an indoor lifestyle for women, close to the smoky fire, and of the 
cramped living conditions that helped to spread disease. The backbreaking work clearly 
undertaken by many young women paints a clearer physical picture of their daily lives than 
that provided by documentary sources alone, and the development of signs of venereal 
disease in very young women hints at the problem of girls being driven to prostitution in 
England’s medieval cities.  
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